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ABSTRACT 
 

 
The present study investigated behavioral activation (BA) bibliotherapy as a treatment for 

late-life depressive symptoms. BA bibliotherapy was administered using Addis and Martell’s 

(2004) Overcoming Depression One Step at a Time as a stand-alone treatment that was 

completed by participants over a 4-week period. Results of an immediate intervention group 

were compared with those of a delayed treatment control group and treatment response for both 

groups was evaluated at 1-month follow-up. Results showed that symptoms on a clinician-rated 

measure of depression were significantly lower at post-treatment for those who received 

immediate BA bibliotherapy compared with those who were in the delayed treatment control 

condition. However, differences between groups at this period on a self-reported measure of 

depressive symptoms were not significant. Within-subjects analyses examining both treatment 

groups combined showed that clinician-rated depressive symptoms significantly decreased from 

pre-treatment to both post-treatment and 1-month follow-up. Self-reported depressive symptoms 

were significantly lower, and self-reported engagement in pleasant events was significantly 

higher, from pre-treatment to 1-month follow-up. These findings suggest that BA may be useful 

in treating mild or subthreshold depressive symptoms in an older adult population. 
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LIST OF ABBREVIATIONS AND SYMBOLS 

 
α  Cronbach’s index of internal consistency 

d Cohen’s d: An effect size measure representing the standardized difference between two 

means 

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 ratio of two variances 

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

set 

N Statistical notation for total sample size 

n Statistical notation for subsample size 

ηp
2 Partial eta-squared: the proportion of total variability attributable to a factor  

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

extreme as or more extreme than the observed value 

R2 R-squared: the proportion of variability in a data set that is accounted for by a statistical 

model 

r  Pearson product-moment correlation 

SD A statistical measure of variability in a set of data; the square root of the variance 

t  Computed value of a t test 

<  Less than 

=  Equal to 
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CHAPTER 1 

INTRODUCTION 

Depression is one of the most commonly occurring mental health disorders in late life. It 

is widely recognized as a condition that has extensive ramifications in a variety of domains, 

including social relationships, health, and personal and societal finance. Rates of Major 

Depressive Disorder (MDD) in the older adult population are quite variable and depend largely 

on the level of skilled care required by those being assessed. For instance, MDD is evidenced in 

approximately 3-5% of community dwelling elders (Bruce, McAvay, & Raue, 2002). However, 

this percentage increases to roughly 20% of residents in skilled nursing facilities (Jones, 

Marcantonio, & Rabinowitz, 2003). Rates of major depression in older adults who receive 

primary or home health care services or who reside in assisted living facilities fall within these 

bounds (e.g., Bruce et al., 2002; Watson, Garrett, Sloane, Gruber-Baldini, & Zimmerman, 2003).  

Indeed, major depression occurs frequently in the older adult population. However, minor 

depression, dysthymia, and significant depressive symptoms occur even more frequently among 

individuals in this age bracket. In fact, older adults experience these subthreshold syndromes at 

rates comparable to, and perhaps higher than, younger persons (Blazer, 2002).  

It has been suggested that current estimates of depressive disorders in the older adult 

population may be low, due to the fact that our existing diagnostic techniques for psychiatric 

disorders, particularly depressive disorders, may not take into consideration differential 

presentations of syndromes exhibited by older adults (e.g., Jeste, Blazer, & First, 2005). For 

example, older adults are more likely to present with somatic and cognitive complaints in lieu of 
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affective symptoms (e.g., depressed mood), which are more often reported by younger people 

with depression (Birrer & Vemuri, 2004; Gottfries, 1998).  

Depression can be particularly disabling when experienced in older adulthood. Although 

the disorder results in serious consequences for individuals of any age group, the effects of 

depression can be magnified when experienced in older adulthood due to a number of factors 

(e.g., decline in reserve capacity, fewer financial resources, comorbid health conditions, etc.). 

Depressive disorders accelerate the disease process of several health conditions common to older 

adults (van Gool et al., 2005), increase the risk of hospitalization (e.g., Rumsfeld et al., 2005), 

and predict nursing home admission (Harris & Cooper, 2006). Depression is also associated with 

mortality, both as an independent risk factor and in terms of its relation to suicide. In fact, suicide 

rates among older adults are higher as a rule than they are for other age groups (e.g., Manthorpe 

& Iliffe, 2006). 

Older adults, who often live on a fixed income, may also find it challenging to manage 

the costs associated with depression. Direct and indirect costs of the disorder are estimated to be 

at least $43 billion annually in the United States alone (Hirschfeld et al., 1997). Per person with a 

depressive disorder, it is estimated that direct costs (e.g., from medical visits, medication, 

transportation, social services) average from $1000 - $2500 and indirect costs (e.g., decreased 

work productivity, absenteeism, premature death) range from approximately $2000 - $4000 

annually (Luppa, Heinrich, Angermeyer, König, & Riedel-Heller, 2007).  

Clearly, the negative impact of depressive spectrum disorders on the older adult 

population is far-reaching. As this population expands throughout the coming decades, it is likely 

that the numbers adversely affected by depression will increase. Therefore, it is imperative that 

treatments that respond well to the needs of the aging be identified, evaluated, and implemented.  
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Evidence-Based Treatment of Geriatric Depression 

Many mental health professionals have suggested limiting the use of psychotherapies for 

depression and other mental health disorders to only those treatments that have demonstrated 

efficacy in randomized controlled trials (Westen & Morrison, 2001). This concept, otherwise 

known as evidence-based practice, came into the forefront in response to reports that medication 

should be used as a first-line treatment for disorders such as panic and depression (e.g., 

DeRubeis, Gelfond, Tang, & Simons, 1999). While it was clinically recognized at the time of 

these reports that psychological interventions were available to treat such disorders, limited 

empirical evidence existed to support the use of these treatments (Westen & Morrison, 2001). 

Therefore, proponents of evidence-based practice began developing procedures, backed by the 

American Psychological Association (APA), to define those treatments that were empirically 

supported. Recently, APA released a comprehensive policy statement on evidence-based practice 

in psychology (2006) that discusses the importance of integrating clinical expertise with the best 

research evidence in the context of patient characteristics, culture, and preferences when 

considering the use of certain treatments.   

Scogin and McElreath (1994) conducted an investigation evaluating the efficacy of 

psychosocial interventions (including bibliotherapy) for geriatric depression. The authors 

performed a meta-analysis of 17 studies and found that the overall mean effect size for treatment 

versus no treatment or a placebo control was .78. In addition, the interventions demonstrated a 

slightly greater mean effect size for subclinical varieties of depression (.79) over major 

depression (.76). 

A more recent meta-analysis of 18 studies was conducted examining the results from 

only randomized controlled trials in the treatment of late-life depression (Cuijpers, van Straten, 
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& Smit, 2006). Investigators found an overall mean effect size of .72 (95% CI: .57 - .87) for 

treatment versus mainly waitlist or usual care control conditions. These meta-analyses, along 

with other similar investigations (e.g., Engels & Vermey, 1997; Pinquart & Sorensen, 2001), 

provide evidence that psychosocial interventions are effective in general in the treatment of 

geriatric depression and depressive symptoms. 

In addition to the examination of treatment effects in general, Scogin and colleagues 

(2005) have identified specific psychological treatments as evidence-based, using criteria defined 

by a taskforce of the Society of Clinical Psychology, in the treatment of geriatric depression. 

These treatments include behavioral, cognitive-behavioral, problem-solving, reminiscence, and 

brief psychodynamic psychotherapies as well as cognitive bibliotherapy (Scogin, Welsh, 

Hanson, Stump, & Coates, 2005).  

Pharmacotherapies (particularly tricyclic antidepressants (TCAs) and selective serotonin 

reuptake inhibitors (SSRIs)) have been identified as evidence-based interventions for late-life 

depression as well (e.g., Shanmugham, Karp, Drayer, Reynolds, & Alexopoulos, 2005). SSRIs 

are thought to produce side effects that are less threatening to older adults than those associated 

with TCAs (Shanmugham et al., 2005). The use of antidepressant medication is more likely to be 

recommended by medical professionals as a treatment for older adults when depression is severe 

(Shanmugham et al., 2005). 

Hollon and colleagues (2005) have noted that although antidepressant medication is 

effective and prevents symptom return during the course of treatment, it has little if any 

effectiveness in reducing the risk of relapse once an individual discontinues taking the 

medication. On the other hand, there is evidence that cognitive-behavioral therapy (CBT) can 

reduce subsequent risk following treatment, making it potentially less costly over time than 
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pharmacotherapy (Hollon et al., 2005). A recent controlled research investigation found that a 

physician-delivered prescription for cognitive-behavioral bibliotherapy (reading self-help 

literature based on cognitive-behavioral theory) for depression was just as effective as standard 

care after a six-week intervention phase (Naylor, 2008). This finding, paired with recent 

identification of cognitive bibliotherapy as evidence-based, offers practitioners another 

empirically based option to suggest to their depressed patients which may prove valuable in 

overcoming treatment barriers such as cost.  

Bibliotherapy 

Bibliotherapy is a self-administered treatment that requires an individual to read a self-

help book to alleviate a particular psychological problem. This form of treatment has evidenced 

success in treating a variety of conditions such as depression, mild alcohol abuse, and anxiety 

disorders (Mains & Scogin, 2003). It has also exhibited favorable outcomes across age groups 

(e.g., Ackerson, Scogin, McKendree-Smith, & Lyman, 1998; Scogin, Bynum, Stevens, & 

Calhoon, 1990).   

There are several ways in which bibliotherapy and traditional individual psychotherapy 

are fundamentally alike. For instance, they ideally both actively employ clinical methods based 

on scientifically and/or clinically established principles in an effort to improve client well being. 

To this end, both intervention methods generally raise clients’ awareness of precipitants or 

triggers of problematic behavior or psychopathology. Many also encourage the development of 

strategies to effectively modify personal factors (e.g., behaviors, thoughts, emotions, etc.) that 

may be perpetuating psychological problems. 

There are also some key differences between these two forms of treatment. For example, 

unlike individual psychotherapy, in which the clinician meets with the client in person once or 
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twice per week for a specified amount of time (usually about an hour), bibliotherapy can be 

conducted as an entirely self-directed activity that can be undertaken at the client’s own pace. 

Also, although clinicians may suggest readings and written exercises as adjuncts to traditional 

psychotherapy to reinforce what is discussed in session, such activities are the chief treatment 

methods employed in bibliotherapy. Further, in individual psychotherapy, clients have the 

opportunity to receive therapeutic intervention (e.g., education, feedback, problem-solving 

strategies, etc.) directly from the clinician and ask questions as they arise. In contrast, with self-

directed treatment, the client is required to actively engage in written materials and exercises and 

then draw from that information to interpret the actions necessary to resolve a particular issue on 

their own. The latter endeavor may be viewed by some as a more difficult task for a client to 

undertake. However, this difficulty is tempered by an inherent benefit of bibliotherapy; the 

ability of the client to read through and process the available material as many times as is 

necessary to properly receive and act on the information provided. It is less feasible in individual 

psychotherapy for the therapist to go over a particular topic or strategy in significant depth over 

several sessions when there are often several other matters to focus on in the time allotted.  

 In terms of efficacy, psychotherapy and bibliotherapy have both been found to be 

superior to no treatment at all (e.g., den Boer, Wiersma, & Van Den Bosch, 2004; Scogin et al., 

1990; Smith & Glass, 1977). In studies investigating the treatment of late-life depression, the 

results of bibliotherapy versus psychotherapy have been relatively comparable (e.g., Cuijpers et 

al., 2006; Floyd, Scogin, McKendree-Smith, Floyd, & Rokke, 2004; Floyd et al., 2006). den 

Boer and colleagues (2004) argue, based on the results of their meta-analysis focusing on self-

directed treatments of emotional disorders, that bibliotherapy exhibits robust effects and more 

research attention should be directed toward integrating it into medical practice. Others suggest 
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that the duration of treatment is important such that bibliotherapy may be as effective as short-

term treatment (i.e., 4 – 20 weeks) that is provided by a professional, but may potentially not be 

as effective as professional treatment of a longer duration (den Boer et al., 2004).  

In terms of long-term effectiveness, follow-up studies on bibliotherapy investigations 

have found that, largely, symptom improvement is maintained (e.g., Floyd et al., 2006; Jamison 

& Scogin, 1995; Landreville, 1998; McKendree-Smith, 2000). In addition, bibliotherapy has 

comparable negative response rates to those of therapist-administered treatments (Scogin et al., 

1996). However, some research suggests that bibliotherapy may be associated with greater 

recurrence rates of depression at two-year follow-up (Floyd et al., 2006). 

Several benefits of self-administered treatments have been noted. First, they are cost-

effective. Purchasing a book or workbook results in only a fraction of the cost required for 

regular medication use or several sessions of psychotherapy. If used as a stand-alone treatment, 

bibliotherapy could be initiated by the individual or even suggested by a health care professional 

such as a nurse or primary care provider without incurring significant additional healthcare costs. 

Bibliotherapy can help reach those who are unable to afford the more traditional, expensive 

forms of treatment. Another benefit of bibliotherapy is the ability to reach and treat a broader 

scope of individuals, who may be limited in their ability or willingness to engage in more 

traditional types of treatment due to stigma, illness or functional impairment, transportation 

difficulties, or other issues especially relevant to older adults. Also, for those who have limited 

time or may be on an alternate schedule, an independent treatment such as bibliotherapy can be 

undertaken at the individual’s convenience and at his or her own pace. It is also thought that the 

self-administered nature of bibliotherapy lends itself nicely to heightening an individual’s sense 

of treatment-related self-efficacy and responsibility (e.g., Floyd, 2003). This increased 
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motivation and responsibility may be pivotal in ensuring the individual enacts the treatment 

techniques suggested in the literature and may potentially enhance therapeutic outcomes. 

 Despite the many benefits associated with bibliotherapy, it is not appropriate for 

everyone. First, there are practical barriers, such as blindness or visual impairment, to 

participation in traditional bibliotherapy. Fortunately, if visual acuity is a problem, some 

adaptations can be made to facilitate reading. For example, large print materials or magnifying 

glasses can be provided. The inability to read is also a pragmatic issue. Those who are unable to 

read should be considered for more appropriate treatments, such as individual psychotherapy. 

Finally, patient preference should also be considered to determine whether bibliotherapy is even 

of interest to the individual in need of treatment. 

Floyd (2003) also pointed out that individuals with a fear of evaluation at tasks 

resembling schoolwork or who tend to perform below average on academic undertakings may 

not be well-suited for bibliotherapy. These individuals may be more resistant toward the 

independent tasks required as a part of bibliotherapy, such as lengthy readings or written 

activities, which may be viewed as “homework,” (Floyd, 2003).  

 In addition to the best persons for which bibliotherapy may be suited, there may also be 

certain situations under which this method of treatment is ideal. Mains and Scogin (2003) have 

provided a set of practice recommendations designed to aid practitioners in determining the 

circumstances under which a self-administered treatment may be most appropriate and effective. 

These guidelines are as follows: 1) the client should not be declining as they progress through the 

therapy – as such, individual progress and treatment response should be monitored; 2) including 

a maintenance program for those who respond well to treatment may result in more stable, long-

lasting gains; 3) individual client characteristics (e.g., severity of symptoms, motivational issues, 
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etc.) should be considered before implementing bibliotherapy; 4) the incorporation of additional 

stimuli (e.g., telephone ‘check-ins,’ audiotapes, etc.) tends to result in improved outcomes; 5) 

some level of therapist contact also leads to better treatment results; 6) the use of bibliotherapy 

for the disorder one is attempting to treat (especially if contact with the therapist is limited) 

should have sufficient research support; 7) self-help may not be appropriate for habit control 

problems (e.g., smoking cessation); 8) even in the context of everyday application, clinicians 

should be wary of administering self-help programs without at least some form of minimal 

contact; 9) only a few self-help books have been tested for efficacy; and 10) those who choose to 

recommend self-administered treatment to clients should consider materials that have undergone 

rigorous testing.  This comprehensive set of guidelines provides a good foundation from which 

clinicians and other healthcare professionals can make decisions about the applicability of 

bibliotherapy to various clients in various situations.  

Recent research on a cognitive-behavioral bibliotherapy program for depression in 

younger and middle-aged adults offers additional evidence to support the aforementioned 

recommendations regarding the use of some level of therapist contact during self-directed 

treatment. In this research, participants in treatment groups who received weekly 5- or 30-minute 

phone contacts during the treatment phase obtained significantly greater improvements in 

depressive symptoms than those in a book-only control group (Bilich, Deane, Phipps, Barisic, & 

Gould, 2008).  Interestingly, Bilich et al. (2008) found that length of therapist contact was 

irrelevant such that change in depressive symptoms over the course of the investigation did not 

differ significantly between the 5- and 30-minute contact groups. This suggests that even very 

minimal phone contact can boost treatment response in bibliotherapy. 
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Redding and colleagues (2008) agree with the recommendation that the use of self-help 

treatments should be driven by empirical evidence. However, they assert that this evidence 

should be based not only on studies of the effectiveness of individual texts, but also in terms of 

whether the provision of guidance in the texts is consistent with current psychological science. 

Using a scale derived from literature on the evaluation of self-help books and the characteristics 

that contribute to their effectiveness (i.e., overall usefulness, grounding in psychological science, 

extent to which the program offers reasonable expectations, extent to which the program offers 

specific guidance for implementing self-help techniques and monitoring treatment progress, and 

whether the program offers potentially harmful advice), expert ratings of the 50 top-selling self-

help books for anxiety, depressive, and trauma-related disorders were conducted (Redding, 

Herbert, Forman, & Guadiano, 2008). Results of this investigation indicated that the following 

characteristics of the books or authors were associated with higher ratings: 1) presence of a 

cognitive-behavioral perspective; 2) written by mental health professionals; 3) written by authors 

holding a doctoral degree; and 4) those focusing on specific problems (Redding et al., 2008).  

Bibliotherapy for Older Adult Depression 

Bibliotherapy has proven successful in treating depression across the lifespan. As 

mentioned previously, cognitive bibliotherapy, or the reading of a self-help presentation of 

cognitive therapy (Burns, 1980), has been identified as an evidence-based treatment for geriatric 

depression. Most of the studies supporting this treatment have used the popular Feeling Good 

text by Burns (1980). It is possible that other books based on cognitive theory would yield 

similar results in the treatment of late-life depression. However, limited research has been 

conducted in this area and thus this notion has yet to be confirmed. Further, despite not being 

deemed as evidence-based due to a lack of studies at this time from which to corroborate 
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evidence, behavioral bibliotherapy has shown promising results as a treatment for geriatric 

depression. Behavioral bibliotherapy is defined as the reading of a self-help presentation of 

behavior therapy (Lewinsohn, Munoz, Youngren, & Zeiss, 1986). In a study conducted by 

Scogin, Jamison, and Gochneaur (1989), behavioral bibliotherapy using Lewinsohn and 

colleagues’ (1986) Control Your Depression, when compared with Burns’ cognitive 

bibliotherapy, yielded non-differentially efficacious results. Again, it is possible that other books 

based on behavioral theory (as well as other theories) would produce positive outcomes in the 

treatment of depressive disorders, but there is a lack of research in this area at present to support 

this idea.   

In studies examining older adults’ preferences for psychological and pharmacological 

treatments for depression (Choi & Morrow-Howell, 2007; Landreville, Landry, Baillargeon, 

Guérette, & Matteau, 2001), findings revealed that cognitive bibliotherapy (in addition to 

cognitive therapy) was preferred over antidepressant medication when depressive symptoms 

were mild to moderate. Other studies looking at the treatment preferences of older adults found 

that they tend to be just as (or even more) accepting of psychotherapeutic interventions as they 

are for pharmacotherapies for depression (e.g., Gum et al., 2006; Rokke & Scogin, 1995). This 

indicates that older adults may be looking for, and are often more accepting of, non-

pharmacological treatments for depressive disorders. Bibliotherapy is a viable treatment option 

for older adults with a preference toward non-pharmacological interventions.  

Despite these findings, it should be noted that acceptability of treatment type might differ 

based on the population of older adults being studied. A recent study investigating low-income 

older adults’ acceptance of depression treatments found that although homebound older adults 

were accepting of both antidepressant medication and cognitive bibliotherapy as depression 
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treatments, they held significantly less favorable attitudes toward these therapies than did their 

ambulatory peers (Choi & Morrow-Howell, 2007). These results should be considered in 

research investigating homebound older adult samples.  

 Also, despite the fact that self-administered treatments generally result in positive 

outcomes when used by older adults, Floyd (2003) described some ‘depression-specific caveats’ 

when using bibliotherapy as a stand-alone treatment with this population. First, cognitive 

impairment can contribute to limited responsiveness to the treatment. This not only refers to 

memory impairment, but also attentional issues (Floyd, 2003). Further, Floyd (2003) points out 

that individuals who have motivational or behavioral initiation issues would not be good 

candidates for bibliotherapy, as the nature of the intervention necessitates that the participant 

take charge of his or her own treatment. Finally, those who do not respond well to psychotherapy 

will also likely not respond well to bibliotherapy. Results of one study indicated that participants 

who failed to respond to a bibliotherapy intervention also failed to respond to 16 sessions of 

individual cognitive psychotherapy (Floyd, 2003). 

 Again, it is important to keep in mind that the majority of the findings related to 

bibliotherapy are based on cognitive bibliotherapy and, in general, one or two specific texts. 

There is no empirical evidence at this time that generalizes these findings to other treatments or 

even other readings under the same treatment domain.  However, clinical speculation might lead 

one to hypothesize that the same findings might be generalizable to other self-administered 

treatments. 

Behavioral Activation Therapy and Bibliotherapy 

The literature on behavioral bibliotherapy treatment has remained quite limited despite 

the fact that it has yielded promising results in the treatment of geriatric depression. Addis and 
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Martell’s (2004) Overcoming Depression One Step at a Time has emerged as one of the latest 

developments in the self-help literature for depression. This workbook is based on a behavioral 

treatment, behavioral activation therapy.   

Behavioral activation, or BA, (Jacobson, Martell, & Dimidjian, 2001) is a focused 

method of targeting activity level that has been gaining much support in the literature as a 

treatment for depression (e.g., Dimidjian et al., 2006; Jacobson et al., 1996; Porter, Spates, & 

Smitham, 2004). BA emerged from cognitive therapy as a stand-alone treatment for depression 

after results from a groundbreaking investigation of the components responsible for change in 

cognitive therapy indicated that the behavioral components alone resulted in just as much change 

as the entire therapeutic program in young and middle-aged adults (Jacobson et al., 1996). These 

behavioral components are rooted in learning theory models of depression, which suggest that 

increasing positively reinforcing behaviors can lead to more positive consequences and thus 

contribute to improvements in mood (e.g. Ferster, 1973). Other behavioral treatment models that 

have followed this approach (e.g., Lewinsohn & Graf, 1973) have focused on increasing pleasant 

events as a means to facilitate positive reinforcement. Although clients in BA are encouraged to 

increase pleasant events, they are instructed to do so while keeping the functional context of 

everyday life carefully in mind, and not solely for the sake of increasing activity itself. 

More specifically, those undergoing BA treatment are encouraged to make structured 

attempts to increase engagement in positively reinforcing behaviors (e.g., pleasant events), while 

decreasing negatively reinforcing behaviors (e.g., avoidance) that could result in decreased well-

being (Hopko, Lejuez, Ruggiero, & Eifert, 2003). In its simplest sense, BA involves increasing 

pleasurable environmental events while decreasing aversive events. However, these are not the 

only possible additions and subtractions a client can make to his or her behavioral repertoire to 



 

14 
 

improve well-being. Some clients may need to increase behaviors that will lead to more positive 

methods of coping, such as assertiveness or thought-stopping. Conversely, others may need to 

decrease certain actions that are associated with maladaptive coping, such as rumination. In BA, 

client thinking is acknowledged by the therapist, but more in the context of the consequences of 

the thinking behavior than in the actual content of thoughts (Martell, Addis, & Jacobson, 2001).  

Proponents of behavioral activation therapy emphasize the role of the behavioral 

consequences of inadequate coping within the shifting contexts of everyday life, while de-

emphasizing the role of biological and cognitive factors in the development of depression 

(Martell et al., 2001). Proper coping with the shifting contexts of daily life (e.g., moving, 

retirement, etc.) is a key determinant in staving off depression according to BA theory. Although 

advocates of BA acknowledge that biochemical factors (e.g., genes, neurotransmitters) as well as 

past experiences play a role in the development of depression, they feel that too much weight has 

been assigned to these factors as causes of depression, and assert that it is possible that the 

relation between mood and brain chemicals is bi-directional rather than unidirectional (Addis & 

Martell, 2004). The BA model is viewed as cyclic, and takes into account the contribution of 

several different variables in the development of depression. Figure 1 depicts the BA model.  

Behavioral activation has gained evidentiary momentum in the literature as a stand-alone 

treatment for depression, namely in the treatment of younger and middle-aged adults. Results of 

such studies are promising and continue to suggest that BA may be just as effective as the entire 

cognitive therapy program in the treatment of depression (Gortner, Gollan, Dobson, & Jacobson, 

1998; Jacobson et al., 1996) and also may be just as effective as CBT in preventing depression 

relapse at two-year follow-up (Gortner et al., 1998).  

Dimidjian and colleagues (2006) conducted a randomized trial comparing behavioral 
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Figure 1.  The BA model of depressed affect as presented by Martell et al., (2001). 
______________________________________________________________________________ 
 
activation, cognitive therapy, and antidepressant medication (Paroxetine). From this research, 

investigators found that BA was more efficacious than cognitive therapy and comparable in 

efficacy to antidepressant medication in the treatment of moderately to severely depressed adults 

following the acute treatment phase (Dimidjian et al., 2006). Compared to those in the 

antidepressant medication treatment condition, a significantly greater percentage of BA 

participants were both brought to remission and retained in treatment.  

In a follow-up study, Dobson and colleagues (2008) examined the enduring effects of 

prior exposure to BA or cognitive therapy versus continued antidepressant treatment or pill-

placebo withdrawal. Results demonstrated that both psychotherapies were at least as enduring 

(i.e., had comparable sustained depression recovery rates) as continued medication, and they 

were superior to pill-placebo withdrawal. Cognitive therapy conferred a slight advantage over 

BA in reducing relapse relative to pill-placebo withdrawal; however, rates of sustained recovery 

were not significantly different between the BA and cognitive therapy groups (Dobson et al., 

2008). These findings are substantial, particularly because they suggest that psychotherapeutic 

methods are available that are just as efficacious as antidepressant medication (the current 
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treatment standard). However, the cost of psychotherapy over time is much less (Dobson et al., 

2008), and will not produce the side effects typically associated with pharmacotherapy.  

Given that BA and cognitive therapies are relatively comparable in terms of symptom 

reduction and relapse risk, some may question the utility of developing and implementing the 

more contemporary treatment. One reason is that some have suggested that BA may serve as an 

alternate treatment in cases where cognitive therapy proves ineffective. For example, there was a 

subset of participants in the Dimidjian et al. (2006) study who provided a self-report of “extreme 

nonresponse” to cognitive therapy that was not exhibited on clinician ratings of depression; a 

pattern that was not observed in the BA group despite equivalent randomization to treatment 

condition (Coffman, Martell, Dimidjian, Gallop, & Hollon, 2007). Coffman and colleagues 

(2007) have therefore suggested that perhaps some moderately to severely depressed individuals 

perceive better outcomes related to sustained attention to behavior change relative to a cognitive 

approach in the context of time-limited treatment. Along those lines, in a case study of a 62 year-

old man with chronic treatment-resistant depression, researchers switched treatments after 147 

days (21 sessions) of cognitive therapy to 147 days (14 sessions) of BA and found not only that 

BA significantly outperformed CT overall, but also that the rate of change in mood varied 

significantly between CT and BA (Bottonari, Roberts, Thomas, & Read, 2008). Further 

examination of the participant’s self-reported mood scores showed that mood steadily declined 

over the course of CT, whereas mood improved over the course of BA (Bottanari et al., 2008). 

Based on these findings, Bottanari and colleagues (2008) suggested that BA might be 

recommended in cases where there is concern that cognitive therapy may paradoxically trigger 

depressive rumination. Another reason to consider developing BA as a treatment involves its 

pragmatic approach and relative simplicity. Given BA may be more practical and easily 
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understood than other treatments, it may be more easily learned and implemented by a wider 

scope of professionals and paraprofessionals, making it potentially a more affordable treatment 

option (Yon & Scogin, 2009).  The therapy’s pragmatism and simplicity may also result in it 

being viewed as a more acceptable treatment approach by specific groups of potential therapy 

clients (e.g., those who are more action-oriented).   

The availability of the Addis and Martell (2004) behavioral activation workbook provides 

individuals with depression or depressive symptoms even more options for receiving this 

promising treatment. This self-administered treatment is based on Martell et al.’s (2001) 

Depression in Context, which discusses BA theory and describes the treatment in a manualized, 

‘how-to’ fashion. The workbook contains readings as well as built-in exercises to practice BA 

techniques (e.g., monitoring activity level, trying out new behaviors). For example, clients are 

taught to functionally assess their behavior and identify triggers that lead them to respond in a 

way that leads to negative personal consequences.  

Often, this type of analysis leads to the identification of avoidance patterns that, although 

helpful in the short-term, frequently cause secondary problems for the individual (Martell et al., 

2001). Those undergoing BA therapy are encouraged to identify behaviors that serve as 

inhibitors of well-being. The client is also asked to introduce or re-introduce pleasant behaviors 

into his or her behavioral repertoire that will aid in the improvement of mood by providing more 

positive reinforcement within the context of the client’s environment. Then, taking everything 

into account, the individual develops treatment goals that will improve coping and ensure 

compliance with positively-reinforcing behaviors. The client is encouraged to “act towards a 

goal” in spite of internal mood state (Martell et al., 2001), under the expectation that one’s mood 

will improve with increased activity level. (For more information on the history, methodology, or 
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other issues related to face-to-face or self-administered behavioral activation therapy not 

mentioned here, please consult Addis & Martell, 2004; Jacobson et al., 2001; or Martell et al., 

2001). 

Overcoming Depression One Step at a Time (Addis & Martell, 2004) was included in the 

aforementioned recent rating study of the 50 top-selling self-help books for anxiety, depressive, 

and trauma-related disorders (Redding et al., 2008). Scores on the rating measure had a possible 

range of 19-95, with actual scores ranging from 34-94. Addis and Martell’s (2004) behavioral 

activation workbook was given an overall rating score of 69, ranking it in the 20th position 

(Redding et al., 2008) and indicating that it is of relatively high quality. The BA workbook was 

outranked by six other self-help books for depression. However, the workbook appears to be 

ranked relatively highly given the paucity of psychological research available on BA to 

substantiate its merits. Unfortunately, specific data regarding the raters’ perceived strengths and 

weaknesses of particular texts have not been published.  

Behavioral Activation with Older Adults 

To date, no articles have been published on behavioral activation bibliotherapy in any 

population, and few have been published regarding the face-to-face treatment’s effectiveness in 

treating older adults with depression. In fact, it has only very recently become a topic of 

exploration. In a small n, multiple baseline pilot investigation of the effects of BA on older adults 

with depression, Yon and Scogin (2009) found that 71% of participants no longer met criteria for 

a depressive disorder following a course of individual BA psychotherapy. Furthermore, 

approximately 56% of participants experienced clinically significant improvement in symptoms, 

and the same percentage had post-treatment scores within normal limits on a self-report measure 

of depression (Yon & Scogin, 2009). Another small n, multiple baseline study of BA as a 
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treatment for below-average quality of life in older adults with activity-limiting health problems 

found significant improvements in distress related to somatic complaints as well as near-

significant positive changes in positive affect and pleasant events following treatment (Moss & 

Scogin, 2006). Although other measures (e.g., depression, activity restriction, quality of life, etc.) 

in the aforementioned investigation were trending in the appropriate direction, they did not reach 

significance. Due to the uncontrolled nature and small sample sizes of these investigations, it is 

difficult to make any statements about the merits or shortcomings of BA treatment. A more 

thorough investigation involving a larger sample size as well as a controlled comparison group is 

warranted to investigate the effect of the treatment on geriatric depression.  

Proponents of BA have suggested that it may be a preferable treatment for older adults 

given that the approach is more pragmatic and possibly less cognitively demanding than other 

forms of therapy (e.g., cognitive therapy; Hollon, 2000). Also, because older adults have more 

difficulty reframing and controlling their thoughts (Hertzog & Hultsch, 2000), it is thought that 

BA may be a more effective treatment for this population than treatments using cognitive 

techniques.   

It is also speculated that BA may be a successful intervention for older adults because it 

is one method of addressing the problem of activity restriction. The activity restriction model of 

depressed affect states that perceived activity restriction caused by a major life stressor is a 

powerful predictor of psychological adjustment (Williamson & Shaffer, 2000). Health-related 

issues (e.g., health conditions, disability, etc.) have been the most researched life stressors in the 

activity restriction literature due to the established link between health problems and depression.  

However, health problems are not thought to cause depression. Instead, it is often the activity 

restriction incurred by illnesses and disability that leads to depressive symptoms. For older 
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adults, who are more likely to be affected by health problems than individuals in other age 

groups (Areán, Uncapher, & Satre, 1998), the activity restriction model is particularly applicable.  

Activity restriction has been found to mediate the association between medically-related 

stressors and depression, even after controlling for other known causes of depression among 

older adults (Williamson & Shaffer, 2000). These findings have been replicated a number of 

times with a variety of activity-restricting health problems, from limb amputees (Williamson, 

Schulz, Bridges, & Behan, 1994) to breast cancer patients (Williamson, 2000) to those who 

struggle with pain (Williamson & Schulz, 1992).   

In a recent study of older women with activity restriction due to osteoarthritis, it was 

found that higher perceived control and greater use of active coping strategies were related to 

lower depressive symptomatology, whereas increased use of avoidant coping strategies 

(particularly behavioral disengagement) were related to greater depressive symptomatology 

(Rivard, 2007). These findings map on well to BA, given the skills associated with staving off 

depression are skills that are stressed in the treatment. The notion that BA may be a successful 

intervention for older adults because it addresses the problem of activity restriction has not been 

empirically validated. However, it is likely that a treatment that focuses on active coping within 

the shifting contexts of life (including changes in health) would be well-suited to a group that is 

often affected by health-related problems. 

Need for Study 

Depression spectrum disorders and depressive symptoms are among the most commonly 

occurring psychological conditions in late life. Although some treatments have been identified as 

evidence-based in this population, researchers and practitioners alike continue to search for 

simpler and more cost-effective methods of treating depression. Behavioral activation therapy, a 
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newer behavioral treatment that has been developed from the pure behavioral component of 

cognitive-behavioral therapy, is seen as advantageous over other approaches (e.g., cognitive-

behavioral or insight therapies) in that it is pragmatic and may require less of both the therapist 

and client alike with comparable effects on outcome. BA has been established in controlled 

studies to be just as efficacious or superior to cognitive therapy and just as efficacious as 

antidepressant medication in the treatment of younger and middle-aged adults with depression. 

Further, smaller investigations looking at BA as a treatment for late-life depression and below-

average quality of life have yielded promising results. A behavioral activation bibliotherapy 

workbook has been developed, but to date no studies have been conducted examining its efficacy 

in treating depression in any age bracket. Bibliotherapy treatments are known to apply well to the 

symptom presentations and practical needs of depressed older adults. Therefore, a study 

examining a behavioral activation bibliotherapy treatment for late-life depression would be a 

meaningful addition to the literature.    

Current study 

 The present study investigated behavioral activation bibliotherapy as a treatment for late-

life depressive symptoms. BA bibliotherapy was administered using Addis and Martell’s (2004) 

Overcoming Depression One Step at a Time as a stand-alone treatment that was completed by 

participants over a 4-week period. Results of the immediate intervention group were compared 

with those of a delayed treatment control group and both groups’ treatment response was 

followed one month after treatment completion.   
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Hypotheses 

Two main hypotheses were evaluated in this investigation: 

1) It was hypothesized that participants in the intervention group would have significantly lower 

scores on the Hamilton Rating Scale for Depression (HRSD; Hamilton, 1967) following 

treatment than the control group.  

2) It was also hypothesized that scores on the Geriatric Depression Scale (GDS; Yesavage et al., 

1983) would be significantly lower for the intervention group than the control group 

following treatment. 

Research Questions 

Secondary to the main hypotheses, the following additional exploratory research questions were 

examined: 

1) Would scores on the other dependent measures included in the study (i.e., positive affect on 

the Positive Affect subscale of the Positive and Negative Affect Schedule (PANAS; Watson, 

Clark, & Tellegen, 1988) and pleasant events as reflected by responses on the Pleasant 

Events Scale-Elderly-20 (PES-E-20; Teri & Lewinsohn, 1982) increase significantly more 

for the intervention group following treatment?   

2) Would depressive symptoms as measured by the HRSD and GDS significantly decrease for 

both treatment groups combined from pre-treatment through 1-month follow-up? 

3) Would any treatment gains observed be maintained from post-treatment to 1-month follow-

up as reflected by scores on the HRSD and GDS? 
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CHAPTER 2 

METHOD 

Participants 

Recruitment 

 Community-dwelling participants were recruited from two separate sites: 1) Tuscaloosa, 

Alabama and 2) Jamestown, New York. Participants were recruited within a 60-mile radius of 

the first site. Recruitment from the second site was initially planned within a 60-mile radius as 

well. However, due to the limited availability of project personnel in this location to respond to a 

potential crisis situation (i.e., suicidality), recruitment was limited to a group of senior housing 

facilities owned and operated by the same company who have service coordinators available to 

respond to crisis calls. The housing at the second site consisted of 320 apartments in 8 separate 

equal-opportunity complexes that are located either within the city of Jamestown, New York or 

in Falconer, NY, which is located less than 5 miles from the city of Jamestown. These residences 

provide affordable housing for those ages 62 and above. The primary investigator has an 

established relationship with the Housing Coordinator and Service Coordinators associated with 

these facilities.   

Participants were recruited via a number of methods, including personal referrals from 

health care professionals, newspaper advertisements, flyers, psychoeducational talks about 

geriatric depression and health at locations frequented by older adults (e.g., senior housing 

facilities). Also, referrals were received from similar research investigations in which individuals 
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interested in participation did not meet inclusion criteria for those projects, but did meet 

inclusion criteria for the present study. 

Sample Size 

This study aimed to reach an overall power level of 0.80 using an alpha level of .05 and 

an effect size of d = 1.0. A power analysis was conducted to determine the appropriate sample 

size for the study. Based on a power calculation chart in Cohen (1988), it was established that 26 

participants were needed for the current study. The effect size chosen for this study was settled 

on as a compromise between the mean effect size of similar self-help treatment studies in the 

researcher’s lab (d = 1.16) and the mean effect size that was reported in Gregory and colleagues' 

(2004) meta-analysis of 29 bibliotherapy studies for depression (d = 0.88). This large effect size 

indicates that the intervention group was expected to produce one standard deviation more 

change than the control group. It was determined that an effect size of this magnitude would 

ensure sufficient power, minimizing the likelihood of a Type II error (significant results exist 

between the groups but are not found). Power could have been increased by raising the sample 

size; however, the length of the recruitment phase for this investigation limited the feasibility of 

this option. Power could have also been increased by relaxing the alpha level (e.g., to .10). 

However, this would have increased the likelihood of committing a Type I error and erroneously 

finding significant results. Therefore, it was decided to maintain the alpha, power, and effect size 

values used in the original power analysis.  

Sample Characteristics 

 Those deemed eligible to participate in this investigation: 1) were community-dwelling, 

2) were 50 years of age or older, 3) received a score of 33 or greater on the modified Telephone 

Interview for Cognitive Status (TICS-M; Welsh, Breitner, & Magruder-Habib, 1993) to rule out 
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possible dementia, and 4) received a score of at least 5 on the GDS (to be inclusive of the widest 

range possible of depressive symptoms while still allowing room for potential improvement in 

symptomatology). Individuals who 1) were actively suicidal, 2) had not been stabilized on 

antidepressant or anxiolytic medication for at least 1 month, 3) reported a psychotic or substance 

use disorder, 4) were currently receiving psychotherapy, or 5) were unable to read (as assessed 

by questions pertaining to current reading habits, enjoyment of reading, and feelings about 

receiving treatment requiring the reading of a book) were excluded from participation in this 

study.  

 The final sample consisted of 26 participants with 13 participants randomized into each 

of the two treatment conditions. Please refer to Table 1 for a visual depiction of the sample 

characteristics. Individuals in the study ranged in age from 65-89 years; M = 77.5, SD = 6.72. 

The sample consisted of 20 females (77%) and 6 males (23%). Sixteen participants (62%) were 

recruited from the New York site, and the remaining 10 (38%) were recruited from the Alabama 

site. The majority of the sample identified as being non-Hispanic white (81%), followed by 

African American (15%), and Native American (4%). Fifteen participants in the study were 

widowed (58%), 6 were married (23%), 4 were divorced (15%), and 1 was separated (4%). 

Educational attainment ranged from 10 – 17 years, M = 13.77 years, SD = 2.03. Annual 

household income varied quite a bit, with 39% of the sample reporting incomes at or below 

$15,000, 15% reporting between $15,001-$30,000, 15% reporting $30,001-$70,000, 12% 

reporting $70,001-$110,000, and 19% were unaware of or refused to report income. In terms of 

perceived income adequacy, 23% of participants rated their annual household income as 

‘slightly’ or ‘very’ inadequate, 31% as ‘adequate,’ and 46% as ‘mostly’ or ‘very’ adequate. 

Regarding self-reported global health status, 46% rated their health as ‘fair’ or ‘poor,’ 27% as 
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‘good,’ and 27% as ‘very good’ or ‘excellent.’ Participants exhibited scores ranging from 33 to 

44 on the TICS-M (M = 35.23, SD = 3.14), indicating probable absence of cognitive impairment. 

Range of baseline depressive symptoms as measured by the GDS was 2-23; M = 9.31, SD = 5.62. 

On the HRSD, depressive symptoms ranged from 4 to 22; M = 11.62, SD = 6.03. 

Design 

 This study employed both between- and within-subjects designs to address the 

hypotheses and research questions. A between-subjects design was used to examine the 

preliminary efficacy of the behavioral activation bibliotherapy intervention to improve 

depressive symptoms (Hypotheses 1 and 2). This design was also used to examine the impact of 

the intervention on participants’ pleasant events and positive affect (Research Question 1). 

Treatment groups consisted of an immediate intervention and a delayed treatment control. This 

design was chosen to determine whether the immediate, self-administered intervention would 

yield improvements above and beyond those evidenced through the passage of time in the 

delayed treatment control group.  As the use of a delayed treatment group resulted in the loss of 

study control after the second time of measurement, a within-subjects (repeated measures) design 

was used to examine changes in depressive symptoms for both treatment groups combined 

across repeated assessment periods (Research Questions 2 and 3). 

Participants deemed eligible to participate in the project completed a baseline assessment 

(Time 1, or T1) battery (which served as a pre-treatment assessment battery for the immediate 

group) and were randomized to treatment condition. Those in the intervention group immediately 

participated in the 4-week intervention following the T1 assessment, while those in the control 

group had a 4-week delay. Following completion of the 4-week intervention or delay period, 

participants were assessed again (Time 2, or T2), which served as a post-treatment assessment  
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Table 1   
 
Characteristics of the Sample (N = 26) 

 
 

 
 

 
Demographic 

 
n 

 
% 

  
Site 

  

 New York 16 61.5 
 Alabama 10 38.5 
    Sex 
 Female 20 76.9 
 Male 6 23.1 
 Race/Ethnicity   
 Non-Hispanic White 21 80.8 
 African American 4 15.4 
 Native American 1 3.8 
 Marital Status   
 Widowed 15 57.7 
 Married 6 23.1 
 Divorced 4 15.4 
 Separated 1 3.8 
 Annual Household Income    
 $5,001-$15,000 10 38.5 
 $15,001-$30,000 4 15.4 
 $30,001-$70,000 4 15.4 
 $70,001-$110,000 3 11.5 
 Unknown/Refused 5 19.2 
 Income Adequacy   
 Very Inadequate  2 7.7 
 Slightly Inadequate  4 15.4 
 Adequate 8 30.8 
 Mostly Adequate 8 30.8 
 Very Adequate  4 15.4 
 Global Health Status   
 Poor 2 7.7 
 Fair 10 38.5 
 Good 7 26.9 
 Very Good 5 19.2 
 Excellent 

 
2 7.7 

 
Note.  Mean age = 77.5, SD = 6.72, (range = 65 – 89); Mean years of formal education 
= 13.77, SD = 2.03, (range = 10-17); Mean score on the Telephone Interview for 
Cognitive Status (TICS-M) = 35.23, SD = 3.14, (range = 33-44); Mean score on the 
Hamilton Rating Scale for Depression (HRSD) = 11.62, SD = 6.03, (range = 4-22); 
Mean score on the Geriatric Depression Scale (GDS) = 9.31, SD = 5.62, (range = 2-23). 
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for individuals in the immediate treatment group and a pre-treatment assessment for those in the 

delayed treatment control group. After assessment T2, participants in the delayed treatment 

group started their 4-week intervention period. At Time 3 (T3), participants in the immediate 

treatment group were administered a 1-month follow-up assessment whereas participants in the 

delayed treatment control group were administered a post-treatment assessment. Time 4 (T4) 

was given to delayed treatment control participants only, serving as a 1-month follow-up 

assessment for this group. An abbreviated 5-item GDS (Hoyl et al., 1999) was administered 

weekly during the self-help treatment phase for both groups to monitor symptoms. Depressive 

symptoms were monitored during the 4-week delay phase for control group participants via two 

questions: 1) "Have you noticed any changes in your mood over the past week?" and 2) "Have 

you had any thoughts of harming yourself over the past week?" Please refer to Table 2, which 

displays the schedule of assessments. Please see Figure 2 to review the project design. 

Measures 
Sociodemographic Information 

 Sociodemographic information was collected using a researcher-developed questionnaire 

that included variables such as sex, race, age, income and income adequacy, self-rated global 

health status, existing medical and mental health conditions, mental health history, and current 

and previous treatment received for depression and other mental health disorders. Information 

gathered from this measure was used to describe the sample and also to assess whether the 

randomization process produced equivalent groups based on sociodemographic variables. 

Cognitive Status 

 The Telephone Interview for Cognitive Status – Modified (TICS-M; Welsh et al., 1993) 

was used to screen participants’ cognitive status in an effort to determine whether potential 

participants were likely to have the ability to participate in the intervention. This 21-item  
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Table 2   

Schedule of Assessments 

Measure Screening 
 
Baseline Pre-tx Treatment Post-tx 

1-mo. 
follow-up 

 
Demographic  
Questionnaire 
 

  
X 

    

TICS-M 
 

X      

GDS-5    X   

GDS 
 

X X X  X X 

HRSD 
 

 X X  X X 

PES-E-20 
 

 X X  X X 

PA 
 

 X X  X X 

BAKT 
 

 X 
 

 
 

 X  

Treatment 
Enactment 
 

   X X  

Treatment 
Benefit 
 

    X  

 
Note. Immediate intervention group had 3 major assessments (baseline, post-treatment, and 
follow-up), whereas delayed control group had 4 major assessments (baseline, pre-treatment, 
post-treatment, and follow-up). TICS-M = Telephone Interview for Cognitive Status - Modified; 
GDS-5 = 5-item Geriatric Depression Scale; GDS = Geriatric Depression Scale; HRSD = 
Hamilton Rating Scale for Depression; PES-E-20 = Pleasant Events Scale-Elderly-20; PA = 
Positive Affect subscale of the Positive and Negative Affect Schedule; BAKT = Behavioral 
Activation Knowledge Test 
 
measure examines four domains of cognitive functioning: 1) Orientation, 2) Memory (comprised 

of registration and recent and delayed memory), 3) Attention/Calculation, and 4) Language 

(comprised of semantic memory, comprehension, and repetition tasks). A cutoff score of 33 out 

of a possible 50 was used to exclude those with potential cognitive impairment in this study, as a  
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Figure 2. Design and procedures of the immediate intervention and delayed treatment groups. 
_____________________________________________________________________________  
 
score of 30 is typically the highest score associated with being at risk for developing dementia 

(Welsh et al., 1993). The TICS-M has good test-retest reliability as well as good concurrent 
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validity with the MMSE, and is often preferred to the MMSE because it does not evidence a 

ceiling effect (e.g., Moylan et al., 2004). 

Depression 

 Clinician-rated depression. The Hamilton Rating Scale for Depression (HRSD; 

Hamilton, 1967) was used as the primary outcome measure. The HRSD is the clinician standard 

for assessing depression (Floyd, Scogin, & Chaplin, 2004). This 17-item scale is administered in 

a semi-structured interview format and includes questions about various domains related to 

depression (e.g., depressed mood, insomnia, suicidality, etc.). Each item is rated on a domain-

specific severity scale using a combination of participant self-report, participant observation, and 

clinical judgment. Scores on the measure range from 0 – 52, with a score of 10 or above being 

indicative of significant depressive symptoms. For the purposes of this investigation, participants 

were asked to consider the past 2 weeks when responding to the questions. 

 Adequate reliability and validity has been established for this measure (Scogin, 1994). 

The HRSD has demonstrated concurrent validity of .72 with the Beck Depression Inventory 

(BDI; Beck, Ward, Mendelsohn, Mock, & Erbaugh, 1961). It also has a test-retest reliability of 

.77 (Guy, 1976). In addition, the HRSD has demonstrated good concurrent validity with the GDS 

(Lyons, Strain, Hammer, & Ackerman, 1989; Salamero & Marcos, 1992). In the present study, 

there was a strong, positive correlation between the HRSD and GDS at baseline, r = .74, p < 

.001.   

 Due to the clinical skill required in rendering scores on this scale, graduate-level research 

staff members (2 individuals from the principal investigator (PI)'s research laboratory) were 

trained in the administration and scoring procedures by the PI and her research advisor. Raters, 

including the principal investigator, practiced scoring the measure on tape-recorded interviews 
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from previous studies using an updated grid-based version of the HRSD (GRID-HAMD; 

Williams et al., 2008). This measure employs more structured, standardized procedures for 

administration and scoring that are thought to ensure higher reliability and validity than the 

original version of the HRSD (Williams et al., 2008). The GRID-HAMD contains the same items 

as the HRSD, but symptom frequency and intensity are separated out for the majority of items 

given these dimensions must be considered separately before an overall severity score can be 

assigned. The creators of the GRID-HAMD have also clarified some of the wording in the 

scoring portion of the HRSD and have added relevant clinical examples in an effort to make 

scoring less subjective. Inter-rater reliability on the GRID-HAMD was found to be high at 0.95, 

and items were internally consistent (α = 0.78), (Williams et al., 2009). In addition, Williams and 

colleagues (2009) reported that the measure has demonstrated good concurrent validity with the 

Structured Interview Guide for the Hamilton Depression Rating Scale (SIGH-D; Williams, 

1988).  For the present study, raters reached 94% agreement on HRSD scores prior to scoring 

any study-related measures. Inter-rater reliability was also assessed on a 10% random sample of 

HRSD interviews gathered by graduate assistant raters on digital recording throughout the 

investigation. Raters reached 88% agreement on those assessments.   

 Self-reported depression. The Geriatric Depression Scale (GDS; Yesavage et al., 1983) is 

a 30-item measure designed specifically for use with older adults. Questions are presented in a 

dichotomous “yes/no” format (e.g., “Are you basically satisfied with your life?”). Internal 

consistency (Cronbach’s alpha = .94) and test-retest reliability (r = .85) have been established for 

this measure (Scogin, Rohen & Bailey, 2000). This instrument was used for both screening and 

outcome purposes. The traditional cutoff scores on this measure are as follows: 0-9 = normal, 10-

19 = mild/moderate depression, > 20 = severe depression. However, a range of scores exists 
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around the cutoff scores that are still inclusive of a particular severity level. For example, a score 

as low as 8 has been found to identify those with depression (Ertan, Ertan, Kiziltan, & Uygucgil, 

2005). Therefore, it is likely that an even lower score on this measure would screen for 

depressive symptoms. A screening cutoff value of 3 on the 15-item version of the GDS has been 

used to identify participants with depressive symptoms (Snarski, 2007), which is equivalent to a 

score of 6 on the GDS. A screening cutoff score of 5 was used in this study to be inclusive of the 

broadest range of individuals possible across the depressive spectrum given that older adults 

often express subthreshold symptoms of the disorder (Blazer, 2002). 

 Although this measure was originally validated with individuals ages 65 and over, the 

GDS can be used with younger age groups as well. In their study of the psychometric properties 

of the GDS with younger populations, Rule, Harvey, and Dobbs (1989) found that the GDS is 

internally consistent (Cronbach’s alpha = .82) and has established convergent validity with the 

Zung Self Rating Depression Scale (Zung, 1965) in individuals ranging in age from 17-55 years 

old. In addition, in a second study noted in their 1989 article, the authors found that the GDS 

demonstrated good internal consistency (Cronbach’s alpha = .85) among 389 individuals ages 

30-65 (130 of which were ages 50-59). Based on these and other tests, the authors concluded that 

the GDS is sufficiently reliable for use with younger populations.  

 The GDS-5 (Hoyl et al., 1999) was used to monitor depressive symptoms on a weekly 

basis throughout the 4-week treatment phase of the study. This measure consists of 5 items from 

the GDS-15 (an abbreviated version of the original GDS). A score of 2 or greater is predictive of 

depression. When Hoyl and colleagues (1999) compared the GDS-5 with the GDS-15, it had a 

sensitivity of .97, specificity of .85, positive predictive value of .85, negative predictive value of 
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.97, and accuracy of .90 for predicting depression. In addition, significant agreement was found 

between depression diagnosis and the GDS-5 (Hoyl et al., 1999). 

Positive Affect 

Although depression intervention research often focuses on decreasing negative affect, 

positive affect can increase secondarily as a result of treatment (e.g., Mohr et al., 2005; Moss & 

Scogin, 2006). The 10-item Positive Affect subscale of the Positive and Negative Affect 

Schedule (PANAS; Watson, Clark, & Tellegen, 1988) was used to evaluate positive affect over 

the course of the study. The Positive Affect (PA) scale describes the extent to which the client 

feels enthusiastic, active, alert, and engaged. The scale contains ten words, which are related to 

PA (e.g., “interested,” “strong”). Clients are asked to indicate the extent to which each term 

pertains to them during a specified period of time (ranging from this moment or week to in 

general, depending on the study). Responses fall on a scale from 1 to 5 (1= very slightly or not at 

all, 2 = a little, 3 = moderately, 4 = quite a bit, and 5 = extremely). For this investigation, 

participants were asked to consider the past few weeks when generating item responses. 

Test-retest reliability over an 8-week interval on the PA scale ranged from .47 to .68 and 

coefficient alphas ranged from .86 to .90, depending on the time frame for which individuals 

responded (i.e., past few days vs. past year). The scale was found to be largely uncorrelated with 

the Negative Affect subscale (from -.23 to -.12). The PA scale was also found to demonstrate 

convergent and discriminant validity when correlated with various positive and negative affect 

mood scales. Psychometric properties have been conducted on this scale with older adult medical 

patients as well (Ostir, Smith, Smith, & Ottenbacher, 2005). Test-retest reliability over a 90-day 

period was .79 and the coefficient alpha was .85, demonstrating evidence that this scale can 

provide reliable and consistent information when used with older adults.     
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Pleasant Events 

 Participants were administered the Older Adult Pleasant Events Scale-Elderly-20 (PES-

E-20) to rate their enjoyment (0 = A Great Deal, 1 = Somewhat, or 2 = Not at All) and frequency 

of engagement in the past month (0 = Not at All, 1 = 1 to 6 times, or 2 = 7 or more times) in a 

variety of activities such as “Being with someone I love” or “Spending time with animals.” The 

PES-E-20 is an abbreviated version of the Pleasant Events Scale-Elderly (PES-E), a 114-item 

measure that was designed for the purpose of identifying pleasant events relevant to individuals 

over the age of 50 (Teri & Lewinsohn, 1982). Because this measure is lengthy, the 20-item 

version was created and has been used in several research projects with older adults (e.g., Quality 

of Life and Older Rural Health Care Recipients, 1998; Yon & Scogin, 2009). The scale is scored 

by summing the cross-products of enjoyment and frequency for each item. Higher scores indicate 

participation in more enjoyable activities. A coefficient of 0.81 was obtained on this measure, 

providing evidence of reliability (A. Yon, personal communication, September 10, 2007).  

Further, across a 3-month period, with a sample size of 35, a test-retest reliability of 0.42 was 

obtained indicating that there is adequate evidence for test-retest reliability over this interval (A. 

Yon, personal communication, September 10, 2007). As BA encourages clients to increase 

engagement in positively reinforcing activities, the PES-E-20 was used to measure engagement 

in and enjoyment of various activities known to be pleasant to those ages 50 and above.  

Treatment Implementation   

 Treatment implementation involves the measurement of individual treatment components 

(delivery, receipt, and enactment) to ensure that a treatment is conducted as intended (Lichstein, 

Riedel, & Grieve, 1994). 
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 Delivery. Treatment delivery, or the interventionist’s ability to present the intervention to 

the participant as intended, was not assessed in this investigation because the treatment is self-

administered.  

 Receipt. Treatment receipt (the degree to which the participant actually received the 

intended treatment) was measured using an updated version of the Behavioral Activation 

Knowledge Test (BAKT; Moss, 2007). The original BAKT is a 29-item true/false format 

knowledge test that taps into the understanding of various aspects of BA. Some preliminary 

reliability analyses were conducted on the original version of this unpublished test with young 

adults and good internal consistency was found (Cronbach’s alpha = .89). The updated version of 

this test was created for this investigation to modify questions on the original measure that were 

not applicable to this study (i.e., pertained only to individual, face-to-face BA treatment). In 

addition to modifications of individual items, two items were dropped from the original 29 for 

similar reasons. This measure was administered at both pre- and post-treatment to ascertain 

whether knowledge about BA would increase significantly over the course of the self-

administered program. The psychometric properties of the updated instrument have not been 

fully evaluated. However, an examination of the measure after the present study using the Kuder-

Richardson Formula 20 (KR-20) yielded a value of .26, indicating that the internal consistency of 

this measure was poor. 

 Enactment. Treatment enactment (or the degree to which participants demonstrate 

changes in behavior in their natural environment related to the intervention) was assessed both 

briefly throughout treatment as well as more thoroughly post-treatment. On a weekly basis 

throughout the treatment phase, research staff recorded the percentage of pages read and written 

exercises completed as reported by the participant via phone. The amount of reading and 
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exercises to be completed each week was suggested prior to the onset of treatment by the 

researcher through the provision of daily checklists. Therefore, the weekly percentages gathered 

via phone were based on the amount of suggested material to be completed. Following treatment, 

a similar measure examining percentage of pages read and written exercises accomplished was 

completed by research staff. Staff relied on self-report to ascertain the percentage of pages read 

at post-treatment. However, a more objective measure of written exercises completed was 

obtained by a physical count of the number of photocopied written exercises completed in a 

binder provided by staff prior to treatment. Please refer to the Procedure section of this document 

for more information regarding treatment enactment data collection.  

Treatment Benefit 

 Following the treatment, participants were asked seven brief questions about the 

helpfulness and applicability of the treatment. Examples of such questions include, “On a scale 

from 0-10 (0 = least helpful; 10 = most helpful), rate how helpful the treatment was to you in 

general" or “On a scale from 0-10 (0 = not well suited; 10 = very well suited), rate how well 

suited you feel behavioral activation treatment is to people your age."  

Procedure 

Screening, Randomization, and Stratification 

Individuals interested in participation were provided a description of the study and asked 

for verbal assent to be screened via telephone (or in person if telephone screening was not 

feasible) using the GDS and TICS-M. Participants were also asked questions pertaining to their 

ability to read, frequency and enjoyment of reading, and whether or not they were comfortable 

and willing to be involved in a bibliotherapy intervention.  
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Those eligible and with continued interest in participation were scheduled within the 

week to complete a baseline assessment battery (T1). These measures were administered in the 

client’s home or over the telephone, depending upon participant preference. In instances where 

no preference was expressed, telephone was chosen as the primary method of assessment for 

both participant and researcher convenience. In-home baseline assessments were conducted with 

five participants; the remainder was completed via telephone. Prior to being administered the 

battery, participants provided written consent to treatment and research (during which time they 

were informed that they had a random chance to be entered into a delayed treatment group). 

Participants who were administered in-home assessments were given the consent form at the 

onset of the visit to review and sign. For those who were administered the baseline assessment 

over the phone, consent forms were mailed out to participants and sent back in a postage pre-

paid envelope prior to the telephone assessment session. The measures administered at baseline 

included the sociodemographic form, HRSD, GDS, PA scale, PES-E-20, and BA Knowledge 

Test. These assessments, with the exception of the sociodemographic form which was always 

given first, were counterbalanced to prevent any confounds caused by the order in which 

assessments were presented. This battery took no longer than 1 hour to complete in most cases. 

Following baseline assessment procedures, participants were randomized to either the 

immediate intervention or delayed treatment control condition. However, they were first 

stratified by site (Alabama (AL) and New York (NY)) and age (‘young-old’ (50-64) and ‘older-

old’ (65+)). This procedure was used to ensure that a comparable proportion of individuals from 

each age/site combination were represented in both experimental conditions. It was also used to 

ensure that any extraneous factors present in the study were evenly distributed throughout 

treatment conditions, thus reducing threats to internal consistency. It should be noted that, 
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because no 'young-old' adults were enrolled into the study as expected, randomization was 

stratified by site only. Please refer to Figure 3 for a depiction of the recruitment and stratification 

procedures for this study. 

It is important to note that the stratification procedures did not ensure that equal numbers 

of individuals from each site and age group were included. Instead, when an individual from a 

particular site/age range combination entered into the study, he or she was randomly assigned to 

the intervention or control group. For this investigation, four lists were generated, each 

representing a stratum of the proposed study population (List 1 = NY, ‘young-old’; List 2 = NY, 

‘older-old’; List 3 = AL, ‘young-old’; List 4 = AL, ‘older-old’). However, because no 

individuals under the age of 65 were enrolled in the study, only Lists 2 and 4 were used. Each list 

contained a set of the numbers 1 (meaning experimental) and 2 (meaning control) in random 

order. Once a participant was identified by age group and site, these lists were used by research 

staff to randomly assign that individual to the experimental or control group. Each of the 

individuals in each of the age/site combinations had an equal opportunity to be randomized into 

the experimental and control groups. Please refer to Figure 3 to review the number of 

participants in each stratification cell. 

In this investigation, obtaining an equal number of individuals from the two age/site 

groups was not considered essential because the outcomes of Alabamians versus New Yorkers 

were not compared in this study. The aim of this project was simply to see if the program would 

exhibit preliminary efficacy in treating depressive symptoms in the overall study sample. 

Although the empirical questions of differences in treatment outcome as a function of age and 

site are undoubtedly interesting, the ability of a study of this nature to detect any differences 

based on those variables is limited given the sample size and lack of control of the participant 
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Figure 3. The study enrollment process with respect to stratification. Note that 'Young-old' 
stratification cells are shaded, as no younger-old adults were enrolled in the study as expected. 
CTRL = Delayed treatment control group; INT = Immediate intervention group 
___________________________________________________________________________ 
 
numbers in each of the age/site groups (who self-selected into the project).  

Intervention 

 Immediate group. Following completion of the baseline assessment battery and 

randomization to experimental condition, participants entered into treatment. Participants were 

provided Addis and Martell’s (2004) Overcoming Depression One Step at a Time. This 

workbook is a 180-page presentation of behavioral activation bibliotherapy for depression. 

Following procedures by Flesch (1951), it was determined that the text falls at an estimated 

eighth-grade reading level. Examples of chapters in the book are “How Depression Works,” 

“Learn Your Patterns and Start to Change Them,” and “Free Yourself from Mood Dependence.” 

The workbook contains 112 pages of treatment-oriented text, with the remainder of pages 

Referral by Self, Agency, or Provider 
(N = 26) 

Telephone Screen for Eligibility/Interest 

Consent and Baseline Assessment 

Stratified Random Assignment by Site and Age 

Alabama 
(n = 10) 

New York 
(n = 16) 

‘Older-old’ 
(n = 10) 

‘Young-old’ 
(n = 0) 

‘Older-old’ 
(n = 16) 

CTRL 
(n = 0) 

INT 
(n = 0) 

 

‘Young-old’ 
(n = 0) 

 

CTRL 
(n = 0) 

INT 
(n = 0) 

 

CTRL 
(n = 6) 

CTRL 
(n = 7) 

INT 
(n = 4) 

INT 
(n = 9) 



 

41 
 

consisting of written exercises and an appendix of blank written exercise forms. Examples of 

written exercises in the book include completing activity-and-mood monitoring charts, 

identifying avoidant behaviors that contribute to depression, and identifying healthy alternative 

coping behaviors. In addition to the workbook, a binder was provided by the researcher which 

included introductory information pages briefly describing the text and BA treatment, guidelines 

for the amount of material to be completed each week, and photocopied written exercises from 

the book.  Individuals in the study were instructed to read the entire workbook and complete the 

written exercises in the binder provided over a 4-week period following the suggested guidelines. 

Although self-administered treatments are typically designed to be self-paced, participants in this 

investigation were encouraged to adhere to a 4-week reading period due to the timeframe 

available for the completion of the study.  

During the 4-week intervention period, the PI, who was supervised by a licensed clinical 

psychologist, contacted those undergoing treatment via phone on a weekly basis. The purpose of 

these brief, 5-10 minute phone contacts was to check for any general questions about the study, 

monitor depressive symptoms using the GDS-5, ensure that participants were not experiencing 

any notable deterioration in symptoms, and check progress on the readings and written 

assignments against the guidelines set forth by the researcher. No psychotherapy was provided 

during these phone calls. A protocol was developed to address the potential circumstance of a 

participant expressing immediate danger to self or others. However, the use of this protocol was 

not needed during the investigation.  

Following the 4-week intervention period, participants were scheduled for a post-

treatment assessment, which consisted of the HRSD, GDS, PA scale, PES-E-20, BAKT, and 

Treatment Benefit measures. This assessment session was also to be conducted in-home or over 
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the phone depending on participant preference, with the default method of assessment being 

telephone when no preference was expressed. All of these assessments were completed via 

telephone. All efforts were made to blind assessors to experimental condition. However, 

participants were not instructed to refrain from revealing their experimental condition to 

interviewers, introducing a potential confound into the investigation. Measures at this assessment 

period were also counterbalanced. At the end of the assessment session, participants were 

reminded that they would be contacted in approximately one month to schedule a one-month 

follow-up assessment. After the post-treatment assessment session, participants were sent a 

postage pre-paid envelope in which to return the binders that were provided at the onset of 

treatment so that treatment enactment information could be obtained. Participants were permitted 

to keep their workbooks. They were also mailed $10 in exchange for their participation in the 

post-treatment assessment. However, in many cases, participants expressed a preference to 

receive the total $20 participation incentive following the one-month follow-up assessment in 

lieu of receiving $10 at post-treatment and $10 at one-month follow-up. 

Finally, at one-month follow-up, participants were again administered the HRSD, GDS, 

PA scale, and PES-E-20 to monitor changes in symptoms. All of these assessments were 

completed over the telephone. Again, measures were counterbalanced to prevent any confounds 

caused by order effects. Upon completion of this assessment, participants were mailed either the 

$10 one-month follow-up incentive or the full $20 participation incentive, depending on the 

individual preference that was expressed at the post-treatment assessment.  

 Control group. Following completion of the baseline assessment battery, persons in the 

control group were informed that they would be receiving bibliotherapy treatment after a 4-week 

delay. Those in this group received weekly phone calls from the PI lasting approximately 5-10 
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minutes in duration over this waiting period to thank them for their participation, remind them of 

the upcoming pre-treatment assessment, monitor distress, and prevent dropout. These calls were 

also completed to ensure comparable procedures among the two treatment groups (other than the 

self-administered treatment) in an effort to limit threats to internal validity. Following the 4-week 

delay, control group participants were scheduled for a pre-treatment assessment battery, which 

consisted of the same measures administered at the baseline assessment. Again, all efforts were 

made to blind assessors to experimental condition. Treatment commenced as soon as possible 

following the pre-treatment assessment and the exact procedures that were described for the 

immediate intervention group were carried out, including the one-month follow-up assessment.  
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CHAPTER 3 

RESULTS 

Equivalent Randomization 

 An alpha level of .05 was used for all comparisons made in this investigation. An 

assessment of equivalent randomization to treatment condition was first conducted to ensure that 

the randomization process produced groups that were comparable. Continuous variables (i.e., 

age, education, cognitive ability, reading frequency and enjoyment, and pre-treatment scores on 

the HRSD, GDS, PES-E-20, PA, and BAKT) were evaluated using a series of independent 

samples t-tests. No significant differences were found between treatment groups on any of these 

variables. A Chi-square test for independence was first considered to examine categorical 

variables (i.e., sex, site, race, marital status, self-rated global health status, and presence of 

reading concerns). However, this test requires that the lowest expected frequency in any given 

comparison cell be at least 10 when investigating variables with 2 categories, and at least 5 when 

examining additional categories (Pallant, 2001). Due to the sample size of the present study, this 

criterion was not met for all but one of the variables (site). Therefore, Fisher’s Exact Probability 

Test was used instead to compare categorical variables with two categories (i.e., sex, site, study 

completion, and presence of reading concerns) because it does not require a lower bound in 

terms of cell frequency. No significant differences were found between treatment groups on any 

of these variables. For categorical variables with three or more levels (i.e., race, marital status, 

and self-rated global health status), cell frequencies were examined visually to determine if any 

of these characteristics varied to a degree that might be considered problematic in terms of group 
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equivalence. Overall, these analyses suggested that the randomization procedure produced 

groups that were relatively equivalent. 

Attrition 

Of the full sample of 26 participants, 69% (n = 18) completed the full treatment program 

(i.e., through 1-month follow-up [T4]). This attrition rate is comparable to similar bibliotherapy 

investigations (e.g., Mckendree-Smith, 2000; Scogin, Hamblin, & Beutler, 1987). The remaining 

eight participants dropped out of the program between the baseline and post-treatment 

assessments. Six of the eight participants discontinued participation due to health-related issues: 

Two individuals were diagnosed with cancer, one learned he/she had to have surgery for a pre-

existing (i.e., had prior to the study) health condition, one was hospitalized for worsening of a 

pre-existing health condition, and two perceived exacerbations of pre-existing health conditions 

(unrelated to study participation) that they felt precluded their ability to fully participate in the 

investigation. Another participant dropped out of the study because the individual felt the 

readings were not applicable to his/her situation after reading the introductory pages of the self-

help book. The remaining participant discontinued participation because the individual had to 

move a significant distance away from one of the sites unexpectedly.  

In cases in which data were missing for statistical analyses due to participant attrition, the 

last data points collected on the various measures were carried forward and entered as the 

subsequent data points. This effort was undertaken to ensure inclusion of all possible cases in the 

data analyses.  

A series of independent-sample t-tests was conducted to test whether any differences 

existed between completers and non-completers on various continuous sociodemographic and 

pre-treatment variables. These variables included participant age, educational attainment, 
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cognitive ability, reading frequency and enjoyment, and baseline depression scores on both the 

HRSD and GDS. Of these comparisons, reading enjoyment was the only variable found to be 

significantly different between the groups, t(23) = -3.40, p = .002, such that mean self-rated 

enjoyment of reading in those who discontinued participation was significantly lower than that of 

those who completed the program. Fisher’s Exact Probability Test was used to compare 

categorical variables with two categories (i.e., group assignment, sex, site, and reading 

concerns). No significant differences were found between treatment completers and non-

completers on these variables. Cell frequencies were examined visually in categorical variables 

with three or more levels (i.e., race and self-rated global health status). These results showed that 

100% of those who dropped out of the program (n = 8) had rated their health as either ‘fair’ or 

‘good’ at baseline, compared to 50% (n = 9) in those who completed the study. Of the remaining 

completers, 39% (n = 7) rated their health as ‘very good’ or ‘excellent,’ and 11% (n = 2) rated 

their health as ‘poor.’ Further, 100% of African American participants (n = 4), 67% of non-

Hispanic white participants (n = 14), and 0% of Native American participants (n = 1) completed 

the program. Although the findings related to race were different between completers and non-

completers when examined visually, little can be interpreted about these results due to the nature 

of the representation of racial/ethnic groups enrolled in the study. The findings related to health 

and reading enjoyment could hypothetically have had an effect on treatment outcome.  However, 

there were no significant differences between treatment groups on these variables. This would 

suggest that any potential error introduced into the study by differences between completers and 

non-completers was equally distributed over the treatment conditions. Therefore, it is thought 

that attrition likely did not have a differential effect on treatment condition and related outcomes. 

Consequently, these differences were not statistically controlled for in the following analyses. 



 

47 
 

Main Hypotheses 

 It was hypothesized that participants in the intervention group would have significantly 

lower scores on both the Hamilton Rating Scale for Depression (HRSD; Hamilton, 1967) and the 

Geriatric Depression Scale (GDS; Yesavage et al., 1983) following treatment than the control 

group. One-way between-groups analyses of covariance (ANCOVAs) were conducted to 

compare depression scores on the HRSD and GDS between the immediate intervention and 

delayed treatment control groups at assessment T2 (i.e., following treatment for the immediate 

group and following delay for the control group). Preliminary checks were conducted to ensure 

that there was no violation of the assumptions of normality, linearity, homogeneity of variances, 

homogeneity of regression slopes, and reliable measurement of the covariates.  

 In the HRSD analysis, the independent variable was the treatment group and the 

dependent variable consisted of HRSD scores at T2. Participants’ scores on the baseline (T1) 

administration of the HRSD were used as the covariate in this analysis. After adjusting for pre-

intervention scores, there was a significant difference between the two treatment groups on T2 

HRSD scores, F(1, 23) = 10.16, p = .004, partial eta squared = .31. The T1 HRSD covariate 

explained 38% of the variance in T2 HRSD scores, partial eta squared = .38. Post-hoc visual 

comparison of the raw means suggested that depressive symptoms on the HRSD were 

significantly lower at T2 for the immediate treatment group (M = 5.46, SD = 4.96) than they 

were for the delayed treatment control group (M = 10.85, SD = 4.96). The effect size of this 

difference was large; d = 1.08.  

 In the GDS analysis, the independent variable was the treatment group and the dependent 

variable consisted of GDS scores administered at T2. Participants’ scores on the baseline (T1) 

administration of the GDS were used as the covariate in this analysis. After adjusting for pre-
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intervention scores, there was not a significant difference between the two treatment groups on 

T2 GDS scores, F(1, 23) = .02, p = .89, partial eta squared = .001. Baseline (T1) GDS scores 

explained 43% of the variance in T2 GDS scores, partial eta squared = .43. Please refer to Figure 

4 for a graphical display of the results of the main hypotheses. 
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Figure 4. Depressive symptoms at T1 and T2. Experimental groups differed significantly at T2 
on the HRSD, but not on the GDS. 
______________________________________________________________________________ 
 
Research Questions  

 Research Question 1: Between-groups analyses. One-way between-groups analyses of 

covariance (ANCOVAs) were also conducted to compare scores on both the PA and PES-E-20 

measures between the immediate intervention and delayed treatment control groups at T2. 

Preliminary checks of assumption violations were conducted for these analyses as well. In the 

PA analysis, the independent variable was the treatment group and the dependent variable 

consisted of scores on the Positive Affect scale at T2. Participants’ scores on the baseline (T1) 

administration of the PA scale were used as the covariate in this analysis. After adjusting for pre- 

intervention scores, there was not a significant difference between the two treatment groups on 
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T2 PA scores, F(1, 23) = 1.89, p = .18, partial eta squared = .08. The T1 PA covariate explained 

26% of the variance in T2 PA scores, partial eta squared = .26. 

 In the PES-E-20 analysis, the independent variable again was treatment group assignment 

and the dependent variable consisted of PES-E-20 scores at T2. Participants’ scores on the 

baseline (T1) administration of the PES-E-20 were used as the covariate in this analysis. After 

adjusting for pre-intervention scores, there was not a significant difference between the two 

treatment groups on T2 PES-E-20 scores, F(1, 23) = .72, p = .41, partial eta squared = .03. 

Baseline (T1) PES-E-20 scores explained 32% of the variance in T2 PES-E-20 scores, partial eta 

squared = .32. Please refer to Table 3 to review the mean scores for the variables used for the 

ANCOVAs by treatment group and Table 4 to review ANCOVA results. 

Research Questions 2 and 3: Within-subjects analyses. Treatment outcome scores for both 

treatment conditions were combined for these analyses. One-way repeated measures ANOVAs 

were used to compare scores on both the HRSD and GDS at pre-treatment, post-treatment, and 

1-month follow-up. There was a significant main effect for time on the HRSD, F(2, 24) = 11.94, 

p < .001, multivariate partial eta squared = .50. Post-hoc comparisons using Fisher’s LSD 

suggested that depressive symptoms on the HRSD were rated significantly lower at both post- 

treatment (M = 5.96, SD = 6.20, p < .001) and 1-month follow-up (M = 6.96, SD = 6.47, p < 

.001) than they were at pre-treatment (M = 11.04, SD = 5.71). Effect sizes for these differences 

were large (d = .84) and medium (d = 0.66), respectively. However, scores on the HRSD were 

rated significantly higher at 1-month follow-up than they were at post-treatment, p = .05. A 

significant main effect for time was also found on the GDS, F(2, 24) = 4.94, p = .02, multivariate 

partial eta  squared = .29. Post-hoc comparisons using Fisher’s LSD suggested that depressive 

symptoms on the GDS were not rated significantly lower at post-treatment (M = 8.00, SD = 4.87)  
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Table 3  

Raw Means of Dependent Variables and Covariates by Group for ANCOVA Analyses 
  

Immediate Treatment Group (n = 13) 
 

Delayed Treatment Group (n = 13) 
  

       Time 1        Time 2       Time 1       Time 2 
Variable    M   SD   M   SD M SD M SD 
 
HRSD 11.23 6.57 5.46 4.96 12.00 5.67 10.85 4.96 
GDS 10.31 6.75 8.62 4.98 8.31 4.25 7.77 4.00 
PES-E-20 48.38 10.99 55.23 9.04 56.31 14.50 55.77 11.84 
PA 30.46 7.04 33.85 6.93 34.38 7.59 32.38 6.54 
 
Note.  HRSD = Hamilton Rating Scale for Depression; GDS = Geriatric Depression Scale; PES-
E-20 = Pleasant Events Scale-Elderly-20; PA = Positive Affect Scale of the Positive and 
Negative Affect Schedule. 
 
than they were at pre-treatment (M = 9.04, SD = 5.59), p = .22. However, scores on the GDS 

were significantly lower at 1-month follow-up (M = 7.23, SD = 5.11) than they were at pre-

treatment, p = .02. The effect size of this difference was small, d = .33. Although scores on the 

GDS were lower at 1-month follow-up than they were at post-treatment, this result was not 

significant, p = .08. Please refer to Table 5 to review the mean scores used for the within-subjects 

analyses on the HRSD and GDS and Figure 5 for a graphical representation of these scores. 

Clinical Significance  

 Clinically significant change on the HRSD and GDS was assessed following procedures 

suggested by Jacobson and Truax (1991). For an outcome score to reach clinical significance, 

two criteria are typically examined. First, a cutoff score is determined indicating that 

participants’ scores following treatment are closer to that of the normally functioning population 

than they were prior to treatment. This criterion of clinical significance was not assessed for this 

study given mean depression scores at baseline on the GDS fell within normal limits and mean 

scores on the HRSD at baseline were within one point of those of the normally functioning 
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Table 4  

Between-Group ANCOVAs Examining Outcome Measures at T2 Controlling for T1  
  
Source    df   F      ηp

2    p 
HRSD 

Group   1                   10.16   .31           .004
 HRSD at TI  1                   14.10   .38           .001 

Error            23           (15.93)   
 
GDS    
 Group   1     .02   .001            .89 
 GDS at T1  1            17.29   .43        <.001 
 Error            23           (12.15)     
 
PES-E-20     

Group   1        .72   .03            .41 
 PES-E-20 at T1           1            10.57   .32          .004 
 Error            23                      (79.32)     
 
PA   
 Group              1   1.89   .08           .18 
 PA at T1  1    8.14   .26           .01 
 Error            23           (34.97) 
______________________________________________________________________________ 
 
Note. Values in parentheses represent mean square errors. HRSD = Hamilton Rating Scale for 
Depression; GDS = Geriatric Depression Scale; PES-E-20 = Pleasant Events Scale-Elderly-20; 
PA = Positive Affect Scale of the Positive and Negative Affect Schedule. 
 
Table 5 
 
 Pre-treatment, Post-treatment, and 1-month Follow-up Means for Within-Subjects ANOVAs 
  

Pre-treatment Post-treatment 1-month follow-up 
Variable M SD M SD M SD 
 
HRSD 11.04 5.71 5.96 6.20 6.96 6.47 
GDS 9.04 5.59 8.00 4.87 7.23 5.11 
       
 
Note. HRSD = Hamilton Rating Scale for Depression; GDS = Geriatric Depression Scale. 
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Figure 5. Significant within-subjects main effects for Time on both the HRSD and GDS. T1 = 
pre-treatment, T2 = post-treatment, and T3 = 1-month follow-up for these analyses. HRSD T1 to 
T2 and T1 to T3 significantly lower, p < .001. HRSD T2 to T3 significantly higher, p = .05. GDS 
T1 to T3 significantly lower, p = .02. All other findings did not reach significance. 
______________________________________________________________________________ 
 
population. 

 Second, a reliable change index (RCI) is calculated to determine whether the magnitude 

of change for each participant is statistically reliable (i.e., change evidenced was due to more 

than random error in measurement alone). An index score of 1.96 is indicative of reliable change.  

RCIs were calculated from pre- to post-treatment for this investigation on individuals who 

completed the project. Those whose data were carried forward were excluded from these 

analyses. Of the 18 participants who completed the study, 39% (n = 7) showed reliable change 

on the HRSD, whereas only 6% (n = 1) showed reliable change on the GDS. 

Exploratory Analyses 

 Within-subjects analyses of PES-E-20 and PA measures. Given the interesting pattern of 

results that were found on the repeated measures analyses for the HRSD and GDS, one-way 

repeated measures ANOVAs were also used to compare scores on both the PES-E-20 and PA 
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measures at pre-treatment, post-treatment, and 1-month follow-up. Treatment outcome scores for 

both treatment conditions were combined for these analyses. There was a significant main effect 

for time on the PES-E-20, F(2, 24) = 6.62, p = .01, multivariate partial eta squared = .36. 

Exploration of the means showed that pleasant events on the PES-E-20 were rated higher at both 

post-treatment (M = 55.96, SD = 9.41) and 1-month follow-up (M = 56.54, SD = 9.86) than they 

were at pre-treatment (M = 52.08, SD = 11.81). However, post-hoc comparisons using Fisher’s 

LSD demonstrated that pre-treatment to 1-month follow-up was the only time period in which 

there was significant difference, p = .001. Effect size for this difference was small (d = .40). A 

main effect for time was not significant for the PA scale, F(2, 24) = 2.74, p = .09, multivariate 

partial eta squared = .19. Please refer to Table 6 to review the mean scores used for the within-

subjects analyses on the PES-E-20 and PA and Figure 6 for a graphical representation of these 

scores. 

 Between-subjects ‘completers only’ analyses. A series of one-way between-groups 

analyses of covariance (ANCOVAs) were conducted to examine the main hypotheses and 

Research Question 1 using data from those who completed the full treatment program only 

Table 6 

Pre- and Post-treatment and 1-month Follow-up Means for Within-Subjects ANOVAs 
  

Pre-treatment Post-treatment 1-month follow-up 
Variable M SD M SD M SD 
 
PES-E-20 52.08 11.81 55.96 9.41 56.54 9.86 
PA 31.42 6.73 34.19 6.78 34.00 5.87 
 
Note. PES-E-20 = Pleasant Events Scale-Elderly-20; PA = Positive Affect Scale of the Positive 
and Negative Affect Schedule.   
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Figure 6. Significant within-subjects main effects for Time on the PES-E-20, but not the PA 
scale. T1 = pre-treatment, T2 = post-treatment, and T3 = 1-month follow-up for these analyses. 
PES-E-20 T1 to T3 is significantly higher, p = .01. All other findings non-significant. 
______________________________________________________________________________ 
  
(i.e., did not discontinue participation early). These analyses were conducted to compare scores 

on the HRSD, GDS, PA, and PES-E-20 between the immediate intervention and delayed 

treatment control groups at assessment T2 (i.e., following treatment for the immediate group and 

following delay for the control group). The pattern of results in these analyses was similar to 

those yielded in the analyses of the total sample. After adjusting for pre-intervention scores, there 

was a significant difference between the two treatment groups on T2 HRSD scores, F(1, 15) = 

10.61, p = .01, partial eta squared = .41. The T1 HRSD covariate explained 42% of the variance 

in T2 HRSD scores, partial eta squared = .42. Post-hoc visual comparison of the raw means 

suggested that depressive symptoms on the HRSD were significantly lower at T2 for the 

immediate treatment group (M = 3.80, SD = 4.24) than they were for the delayed treatment 

control group (M = 8.38, SD = 3.70). The effect size of this difference was large; d = 1.15. 

ANCOVAs of the other dependent variables were not significant when controlling for baseline 
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scores; GDS: F(1, 15) = .39, p = .54, partial eta squared = .03, PA: F(1, 15) = 1.17, p = .30, 

partial eta squared = .07, PES-E-20: F(1, 15) = .548, p = .47, partial eta squared = .04.  It should 

be noted that the GDS analysis violated the assumption of equality of variance. 

 Within-subjects ‘completers-only’ analyses on depression measures. Treatment outcome 

scores for both treatment conditions were combined into one database for these analyses. One-

way repeated measures ANOVAs were used to examine Research Questions 2 and 3 using data 

from only those who completed the full treatment program. Scores on both the HRSD and GDS 

were compared at pre-treatment, post-treatment, and 1-month follow-up for only those 

participants who completed the study (n = 18). Findings from these analyses were similar to 

those found in the within-subjects analyses of the entire sample. There was a significant main 

effect for time on the HRSD, F(2, 16) = 20.60, p < .001, multivariate partial eta squared = .72. 

Post-hoc comparisons using Fisher’s LSD suggested that depressive symptoms on the HRSD 

were rated significantly lower at both post-treatment (M = 2.67, SD = 3.53, p < .001) and 1-

month follow-up (M = 4.11, SD = 6.47, p < .001) than they were at pre-treatment (M = 10.00, SD 

= 6.13). Effect sizes for these differences were both large, d = 1.43 and .91, respectively. As with 

the total sample analyses, scores on the HRSD were rated significantly higher at 1-month follow-

up than they were at post-treatment, p = .05. A significant main effect for time was also found on 

the GDS, F(2, 16) = 5.82, p = .01, multivariate partial eta  squared = .42. Post-hoc comparisons 

using Fisher’s LSD suggested that depressive symptoms on the GDS were not rated significantly 

lower at post-treatment (M = 6.94, SD = 4.70) than they were at pre-treatment (M = 8.44, SD = 

5.97), p = .23. However, scores on the GDS were significantly lower at 1-month follow-up (M = 

5.83, SD = 4.76) than they were at pre-treatment, p = .01. The effect size of this difference was 
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medium, d = .50. Although scores on the GDS were lower at 1-month follow-up than they were 

at post-treatment, this result was not significant, p = .08. 

 Symptom change on the HRSD. Given the disparate findings on the HRSD and GDS for 

the main hypotheses, an exploratory analysis was conducted examining somatic (e.g., insomnia, 

headaches, hyperventilation, fatigue) versus affective (e.g., helpless, hopeless, worthless, guilty) 

symptoms on the HRSD, as this is a difference between the two measures that has been 

identified in the literature (e.g., Yesavage et al., 1983). The HRSD was divided into two separate 

subscales post-hoc, and ANCOVAs were conducted examining between-group differences on T2 

somatic and affective symptoms while controlling for T1 scores. A significant difference was 

found between the immediate (M = 3.85, SD = 3.00) and delayed (M = 7.38, SD = 3.02) 

treatment groups on somatic symptoms at T2, F(1, 23) = 14.73, p = .001, partial eta squared = 

.39. The effect size of this difference was large, d = 1.14. The T1 somatic covariate explained 

40% of the variance in T2 somatic scores, partial eta squared = .40. However, it is important to 

note that the assumption of equality of variances was not meet for this analysis. Nevertheless, 

this finding was replicated when examining data from only those participants who completed the 

study. In this analysis, the assumption of equality of variances was met. For ‘completers-only,’ 

mean somatic scores for the immediate group (M = 2.70, SD = 2.36) were significantly lower 

than they were for the delayed treatment group (M = 6.25, SD = 2.71) at T2 when controlling for 

T1 scores, F(1, 15) = 19.02, p = .001, partial eta squared = .56. The effect size of this difference 

was also large, d = 1.34. 

 Affective symptoms as measured by the HRSD were not significantly different at T2 

between the immediate (M = 1.62, SD = 2.29) and delayed (M = 3.62, SD = 2.40) treatment 

groups, F(1, 23) = 4.07, p = .06, partial eta squared = .15. This finding was also replicated when 
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looking at ‘completers-only’ data.  A significant difference was not found in HRSD affective 

symptoms between immediate (M = 1.10, SD = 2.13) and delayed (M = 2.38, SD = 1.69) 

treatment groups at T2 when controlling for T1 affective symptoms, F(1, 15) = 1.86, p = .19, 

partial eta squared = .11. Please refer to Figure 7 for a graphical display of these results.  
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Figure 7. Somatic and affective symptoms at T1 and T2 on the HRSD. Experimental groups 
differed significantly at T2 on the somatic symptoms, but not on the affective symptoms. 
______________________________________________________________________________  
 
 Given the results noted above, it was questioned whether either of these two symptom 

patterns may have been related to the changes seen on the HRSD in the repeated measures 

analyses for Research Questions 2 and 3. Somatic and affective symptoms were again separated 

out for these analyses, and one-way repeated measures ANOVAs were used to compare somatic 

and affective scores on the HRSD at pre-treatment, post-treatment, and 1-month follow-up. 

There was a significant main effect for time on both the somatic, (F(2, 24) = 13.36, p < .001, 

multivariate partial eta squared = .53) and affective (F(2, 24) = 6.94, p = .004, multivariate 

partial eta squared = .37) symptoms. Post-hoc comparisons using Fisher’s LSD demonstrated 

that somatic symptoms were rated significantly lower at both post-treatment (M = 4.08, SD = 
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3.77, p < .001) and 1-month follow-up (M = 4.81, SD = 4.20, p < .001) than they were at pre- 

treatment (M = 7.65, SD = 3.29). This same pattern was found for affective symptoms; they were 

rated significantly lower at both post-treatment (M = 1.88, SD = 2.67, p = .001) and 1-month 

follow-up (M = 2.15, SD = 2.57, p = .004) than they were at pre-treatment (M = 3.46, SD = 2.76). 

Neither symptom subtype was significantly different between post-treatment and 1-month 

follow-up, suggesting that neither somatic nor affective symptoms alone contributed more to the 

increase in HRSD scores at 1-month follow-up found in the repeated measures analyses for 

Research Questions 2 and 3.  

Treatment Implementation 

Treatment receipt. To assess treatment receipt, a paired-samples t-test was conducted on 

the BAKT collapsed across treatment groups to evaluate the impact of the intervention on 

participants’ knowledge of BA principles from baseline to post-treatment. A statistically 

significant change in BAKT scores was not found between baseline (M = 21.85, SD = 1.95) and 

post-treatment (M = 21.73, SD = 2.46), t(25) = .36, p = .72, indicating that the intervention did 

not have a significant impact on BAKT scores. In addition, separate simple linear regressions 

were conducted to determine whether the independent variable (residualized change scores on 

the BAKT) predicted a significant amount of the variance in the dependent variables 

(residualized change scores on both the HRSD and GDS). Results of these analyses suggested 

that change in participants’ knowledge of BA principles did not predict a significant amount of 

the variance in their change in depressive symptoms on the HRSD, R squared = .02, adjusted R 

squared = - .02, F = .60, p = .45, or the GDS, R squared = .01, adjusted R squared = - .04, F = 

.13, p = .72.  
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Treatment enactment. Percentage of pages of self-help text read ranged from 0 – 100, M 

= 61.19%, SD = 42.50. Percentage of written exercises completed ranged from 0 – 97, M = 

41.08%, SD = 35.29. Simple linear regression analyses were conducted to examine the relations 

between treatment enactment variables and residualized change in depressive symptoms on both 

the HRSD and GDS over the course of treatment. With residualized change on the HRSD as the 

dependent variable and percentage of pages read as the independent variable, R squared = .55, 

adjusted R squared = .53, F = 29.40, p < .001, indicating that percentage of pages read accounted 

for approximately 53% of the variance of change on the HRSD.  Percentage of written exercises 

completed accounted for approximately 46% of the variance of change on the HRSD, R squared 

= .48, adjusted R squared = .46, F = 22.29, p < .001. Exploratory follow-up regression analyses 

showed that percentage of pages read and written exercises completed each separately 

significantly predicted change in both somatic and affective symptoms on the HRSD. Percentage 

of pages read accounted for approximately 55% of change in somatic symptoms, R squared = 

.56, adjusted R squared = .55, F = 31.11, p < .001, and 42% of change in affective symptoms, R 

squared = .44, adjusted R squared = .42, F = 18.97, p < .001. Percentage of exercises completed 

accounted for approximately 46% of change in somatic symptoms, R squared = .48, adjusted R 

squared = .46, F = 22.27, p < .001, and 37% of change in affective symptoms, R squared = .39, 

adjusted R squared = .37, F = 15.55, p = .001. 

With residualized change on the GDS as the dependent variable and percentage of pages 

read as the independent variable, R squared = .14, adjusted R squared = .10, F = 3.82, p = .06, 

indicating that percentage of pages read did not account for a significant amount of change on 

the GDS. Percentage of written exercises completed also did not account for a significant amount 

of variance of change on the GDS, R squared = .08, adjusted R squared = .04, F = 2.14, p = .16. 
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Treatment Benefit 

Descriptive statistics were used to evaluate participants’ reports of treatment satisfaction 

and benefit. These data were collected only for individuals who completed the project (n = 18). 

Overall, participants reported that the treatment was helpful in general, with 72% rating the 

general helpfulness of the treatment as a ‘6’ or higher on a scale from 0-10 (0 = least helpful; 10 

= most helpful), M = 6.72, SD = 3.12, range = 0 - 10. The same percentage rated the helpfulness 

of the readings as a ‘6’ or greater also, M = 6.72, SD = 3.43, range = 0 - 10. Thoughts regarding 

the helpfulness of the written exercises were mixed, with 50% rating them as a ‘6’ or higher, M = 

5.22, SD = 3.35, range = 0 - 10. Participants tended to affirm that  BA treatment in general was 

well-suited to people of their age, with 67% rating this domain as a ‘6’ or more (0 = not well-

suited; 10 = very well-suited), M = 7.50, SD = 2.33, range = 4 - 10. Similarly, participants tended 

to report feeling the book was well-suited to people of their age, with 61% rating this domain as 

a ‘6’ or greater, M = 7.00, SD = 2.40, range = 3 - 10. Most participants (72%) rated the reading 

difficulty of the book at ‘5’ or below on a scale from 0 – 10 (0 = not difficult; 10 = very 

difficult), M = 4.06, SD = 3.28, range = 0 - 10. Finally, 89% of participants (n = 16) indicated 

that they would recommend the self-help book to a friend. Overall, these quantitative results 

suggest that participants felt that both the book and BA treatment in general were helpful and 

mostly applicable to older adults, though it appears that the opinions regarding written exercises 

were mixed.   

Open-ended questions regarding positive and negative aspects of the project yielded 

additional information. Some participants indicated that they could not relate to the content due 

to not feeling depressed.  Suggestions for improvement included more time to complete the 

project, specific examples in the book referring to older adults, and the incorporation of 
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additional pictures in the self-help text. In terms of positive aspects of the project, participants 

expressed that it was “worthwhile,” “makes you more aware,” “a most helpful vehicle for a 

person trying to overcome depression,” and “it makes sense to me where medicine does not.”  

There was also a theme of increased knowledge following the program (e.g., “I learned to take 

small steps at first,” “I learned how my tired feelings and procrastination were related to 

depression,” and “I’ve learned I can live in the moment and can enjoy more hobbies.”). 
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CHAPTER 4 

DISCUSSION 

 Overall, the results of this investigation suggest that a behavioral activation bibliotherapy 

treatment may be useful in treating mild or subthreshold depressive symptoms in an older adult 

population. Symptoms on a clinician-rated measure of depression were significantly lower at the 

T2 assessment period for those who received BA bibliotherapy compared with those who were in 

the delayed treatment control condition, lending support for Hypothesis 1. However, contrary to 

the prediction of Hypothesis 2, depressive symptoms on a self-report measure were not 

significantly different at T2 between treatment groups. The findings for both of these hypotheses 

were replicated in the exploratory analyses examining data from only those participants who 

completed the study.  

 In response to Research Question 1, pleasant events and positive affect were not 

significantly different between groups at T2, though mean scores for both variables were 

trending in an upward direction for those in the immediate treatment group, and in a downward 

direction for those in the delayed treatment group. As with the main hypotheses, similar results 

were found through the examination of data for only those participants who completed the study. 

 When data for both groups were combined and examined in the context of a within-

subjects design to answer Research Questions 2 and 3, scores on the clinician-rated depression 

measure were significantly lower from pre-treatment to both post-treatment and 1-month follow-

up. Examination of clinical significance showed that symptom change from pre- to post-

treatment on the clinician-rated measure was statistically reliable in 39% of participants who 
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completed the program. However, scores on this measure significantly increased from post-

treatment to 1-month follow-up. Interestingly, self-reported depressive symptoms consistently 

decreased over the course of the treatment and follow-up periods. Although self-reported 

symptoms did not decrease significantly from pre- to post-treatment, they continued to decrease 

to a degree that reached statistical significance at 1-month follow-up. The findings for both of 

these measures were replicated in the exploratory within-subjects examination of ‘completers-

only’ data. 

 Exploratory within-subjects analyses were conducted to examine changes in pleasant 

events and positive affect throughout the course of treatment for the entire study sample. Similar 

to the findings with the self-report measure of depression, pleasant events moved in a positive 

direction, though not significantly, from pre- to post-treatment. However, participant report of 

pleasant event engagement and enjoyment continued to increase to a degree that reached 

statistical significance at 1-month follow-up. Participant report of positive affect, though it 

increased slightly from pre- to post-treatment and remained stable through 1-month follow-up, 

did not differ to a statistically significant degree across assessment periods. 

 Treatment implementation analyses showed that, despite completing a moderate amount 

of both reading and written exercises on average, participants’ knowledge of BA principles 

remained relatively stable from baseline to post-treatment. However, it is more likely that the 

lack of improvement found on the Behavioral Activation Knowledge Test was due to a problem 

of measurement versus a true lack of understanding of the material presented in the self-help 

text. The BAKT was updated for use in this investigation without pilot testing or a priori 

psychometric evaluation. Also, the original measure from which it is based has not been 
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psychometrically tested on an older adult population. Further, internal consistency was found to 

be very low on the updated measure when analyzed following this study.  

Despite issues of measurement on the instrument that was intended to formally evaluate 

treatment receipt, there were some informal indicators that participants acquired knowledge 

about the treatment over the course of the investigation. For example, participants rated the 

reading difficulty of the text as low. Also, their comments on the treatment benefit measure 

seemed to reflect a general understanding of BA principles. Further, a significant amount of the 

variance in change in clinician-rated depression was explained by the amount of pages of self-

help text read and written exercises completed, and the amount of variance in change on the 

GDS was approaching significance for amount of pages read. This finding seems to suggest that 

the more bibliotherapy treatment a participant received via engagement with the study materials, 

the more changes were seen in depressive symptoms. Based on these findings, it would seem 

logical to speculate that the relation between treatment enactment and change in depressive 

symptoms was mediated by an increased understanding of treatment principles. However, as this 

speculation cannot be tested with the data collected for this study, the nature of the relationship 

between these variables remains unclear.  

The incongruent results found between clinician-rated and self-reported symptoms for the 

main hypotheses are admittedly puzzling, particularly given that the Hamilton Rating Scale for 

Depression and Geriatric Depression Scale have demonstrated adequate concurrent validity and 

also that these measures were highly positively correlated at baseline. Exploratory follow-up 

analyses were conducted examining the known difference between the two measures. 

Specifically, the HRSD emphasizes somatic symptoms associated with depression to a greater 

degree than does the GDS. Conversely, the GDS focuses to a greater degree on affective 
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symptoms associated with depression. When these symptom patterns were analyzed separately, 

somatic symptoms differed significantly by treatment group at T2, but affective symptoms did 

not.  The reasons behind these differential findings are unclear. One possible explanation for this 

is that BA may be better at targeting the somatic symptoms of depression than the more affective 

symptoms of the disorder. In the primary investigator’s aforementioned small n, multiple 

baseline investigation of face-to-face BA as a treatment for below average quality of life in 

activity-limited older adults, one of the major findings was that scores on a scale measuring 

distress related to somatic complaints dropped nearly nine T score points, or nearly a full 

standard deviation, on average over the course of the treatment. The ability of BA to better treat 

the somatic symptoms of depression than the affective symptoms remains an empirical question. 

However, if this is the case, it may provide an explanation as to why the treatment has been 

shown in the literature to be successful in treating those who do not respond well to cognitive 

therapy, which emphasizes clients’ examination of the affective symptoms of depression to a 

greater degree than it does somatic symptoms. 

Another possible explanation for the discrepant findings between somatic and affective 

symptoms involves assertions in the literature regarding older adults’ differential symptom 

presentation of depressive disorders. As older adults are likely to present with more somatic than 

affective complaints of depression, they may be more attuned to changes in somatic symptoms 

that occur during depression treatment. However, this contention is offered with much 

circumspection, as older adults in other intervention studies for late life depression have reported 

significant decreases in affective symptoms following treatment. 

Due to the present study’s sample size and the exploratory nature of the analyses related 

to patterns of symptom change, the results regarding somatic and affective symptoms should be 
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interpreted with caution. These results are tenuous particularly because when change on the 

HRSD was examined over repeated time periods across the total study sample, somatic and 

affective symptoms did not evidence disparate results (i.e., they both decreased from pre-

treatment to post-treatment and increased from post-treatment to 1-month follow-up together). In 

fact, further exploratory treatment enactment analyses showed that a significant amount of the 

variance of change in both affective and somatic symptoms on the HRSD from pre- to post-

treatment were predicted by percent completion of the readings and written exercises. However, 

change in somatic symptoms was predicted to a greater degree by these variables.  

Further, it is important to note that depressive symptoms on the GDS decreased to a 

significant degree at 1-month follow-up, indicating that the affective symptoms of depression did 

eventually decrease per participants’ self-report. This change could possibly be explained by the 

passage of time alone. However, the intervention period timeline could also have played a role in 

delaying self-reported change in depressive symptoms. For example, during the last few days of 

the intervention phase, participants were asked to begin identifying short and long-term 

behavioral goals to improve mood along with a plan in which to implement those goals. This left 

little, if any, time for participants to act on these plans prior to completing the post-treatment 

assessment (which occurred within a week of intervention phase completion). This may also 

explain why pleasant events did not increase significantly until 1-month follow-up. A similar 

pattern was found on self-reported depression by Floyd and colleagues (2004) in their 

investigation comparing cognitive bibliotherapy to individual cognitive therapy. At the post-

treatment phase of their study, individual psychotherapy conferred a significant advantage over 

the 4-week bibliotherapy intervention on self-reported depression. However, self-reported 
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depression continued to improve following treatment, resulting in non-significant differences 

between treatments at 3-month follow-up (Floyd et al., 2004).   

However, these findings do not explain why symptoms on the HRSD did not improve, 

and in fact increased, from post-treatment to 1-month follow-up. In the Floyd et al. (2004) 

investigation, HRSD scores also continued to improve between post-treatment and 3-month 

follow-up. As it is challenging to conceive of a clinical or theoretical reason for this change, it is 

probably instead related to methodological shortcomings of the study, which will be described in 

the subsequent section. It is important to keep in mind, however, that despite the significant 

increase in HRSD scores from post-treatment to 1-month follow-up, 1-month follow-up scores 

on the clinician-rated measure were significantly lower than those at pre-treatment.  

Study Limitations 

This investigation has a number of limitations. The generalizability of this study is 

questionable, as the sample consisted of predominantly White, female participants who were 

recruited from two very specific locations. In other words, the sample cannot be described as a 

random and representative sample of older adults in general. Also, depressive symptoms were 

near or within normal limits for most of the sample at baseline, so it is difficult to make clear 

assertions about the ability of the BA bibliotherapy treatment to treat anything other than mild or 

subthreshold symptomatology. In fact, all findings from this study should be interpreted with 

caution, particularly those results that are exploratory and examined only subsets of the full study 

sample. Results must also be considered in light of the sample size of the investigation, which 

started out small and decreased with participant attrition. Readers should also note that following 

the post-treatment assessment period for the immediate treatment group, the research 
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investigation was no longer controlled. Thus, results from the repeated measures analyses are 

based on uncontrolled research data. 

Further, there were some procedural limitations that may have had an impact on the 

validity of the study. Participant compliance with treatment was moderate on average. Only 35% 

of participants completed 100% of the readings per their self-report, and none of the participants 

completed 100% of the written exercises. It is challenging to make any definitive claims as to the 

efficacy of the intervention when participants did not engage in the full course of treatment. This 

also points to another limitation, that participants could have benefitted from more time to 

complete the treatment program. Due to the amount of time available to complete this study, 

participants were allotted only four weeks to read the self-help book and complete the written 

exercises therein. However, the authors of the self-help text have suggested that eight weeks is 

the ideal length of time to complete the readings and written exercises in the self-help text 

(which would allow for completion of roughly one chapter per week) in order for individuals to 

benefit most from the program. If study participants would have had more time to engage with 

study materials, they likely would have had additional time to work on implementing short- and 

long-term behavioral goals to improve mood.  

Issues of measurement were another limitation of this investigation. One threat to the 

validity of the study involved the administration of the HRSD at the Time 2 assessment period. 

This project had virtually no budget and, thus, research assistants were available on a strictly 

voluntary basis. As it is generally recommended that the clinician-rated depression measure be 

administered by an experienced clinician, advanced graduate students from the researcher’s 

laboratory completed these assessments. However, due to the time constraints of these 

individuals’ schedules, an undergraduate research assistant completed the remainder of the 
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assessments at T2. Further, due to differential availability of these voluntary assistants, it was not 

uncommon for HRSDs to be completed on a day other than the day in which the remainder of the 

assessment battery was administered. Clearly, it would have been preferable to have one 

individual complete the entire T2 assessment battery on the same day. Underscoring these 

obvious threats to validity are the inter-rater reliability findings on the HRSD.  Although the 88% 

agreement that was attained during this study is certainly acceptable, it is lower than the 94% 

agreement rate reached prior to the study as well as the 95% agreement rate that was found in the 

study of the GRID-HAMD (the grid procedure used to score the HRSD). It is therefore possible 

that a mild degree of rater drift could have occurred over the course of the study. Also, as 

previously indicated, participants were not instructed to refrain from revealing their experimental 

condition to interviewers, introducing a potential confound into the investigation. Despite this, 

when questioned after the investigation, interviewers reported that they could not recall an 

instance of a participant revealing their treatment condition. Nevertheless, this should be kept in 

mind. Further, as mentioned previously, the lack of an established measure with which to 

measure treatment receipt was also problematic.  

Future Directions  

Subsequent studies examining BA bibliotherapy as a treatment for late life depressive 

symptoms may consider employing a larger sample size comprised of individuals that are more 

representative of the general older adult population. It would also be beneficial for future 

researchers in this realm to test Overcoming Depression One Step at a Time in a sample that is 

experiencing a greater level of severity of depressive symptoms. Further, as stated previously, 

participants in future studies would likely benefit from increased time to complete the treatment 

program to improve the likelihood of increased treatment compliance. In addition, the 
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incorporation of additional follow-up periods would prove useful in determining the ability of 

the treatment to maintain or improve symptoms long-term. 

Additional studies in this area could include controlled comparisons of BA bibliotherapy 

and cognitive bibliotherapy. Given the results from the current study, it would be interesting to 

determine whether either treatment is more or less effective in treating somatic and affective 

symptoms. Furthermore, a study comparing the outcomes of younger and older adults following 

behavioral activation bibliotherapy would be a meaningful addition to the literature. In addition 

to treatment outcome research, the field would benefit from the development of instruments 

measuring BA-specific outcomes (e.g., avoidance and activation, pleasure and mastery, etc.).  

Summary and Conclusions 

The present investigation extends the literature on behavioral activation treatment for 

older adults. It also provides very preliminary findings regarding the efficacy of BA 

bibliotherapy as a treatment for depressive symptoms in this population. Although additional 

research is needed to clarify how robust this treatment is, it was demonstrated in this study that 

participants who received BA bibliotherapy evidenced significantly fewer depressive symptoms 

relative to controls at post-treatment as rated by interviewers. Findings also suggest that the 

treatment may potentially be helpful in reducing depressive symptoms and increasing pleasant 

events in older adults with mild or subthreshold symptoms of depression, particularly after given 

adequate time to engage with program materials. This treatment was generally well received by 

the participants in this study, and no one described it as detrimental or aversive. However, until 

more evidence is gathered regarding the efficacy of BA bibliotherapy, practitioners may still 

prefer to recommend cognitive bibliotherapy as a first line of treatment for appropriate 

individuals with late life mild-to-moderate depressive symptoms given its established evidence 
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base. Despite this, there is no reason to suggest that BA bibliotherapy would not be useful for 

older adults who are feeling somewhat down and disengaged from normal routines.  

Overall, the results indicate that BA bibliotherapy may be a promising treatment for older 

adults. It is expected that, with continued refinements of studies in this area and possible 

modifications to make the treatment more applicable to older adults, BA bibliotherapy can show 

even more potential for individuals in this age group. 
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