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Abstract

Background. Late life depression has been called the common cold of

geriatric psychiatry, but usually it is treated in primary care settings using

medication, however because of fears about side effects and poor

compliance rates with medication, psychological treatments approaches

may be a valuable treatment alternative. This study provides an empirical
evaluation of Cognitive Behaviour Therapy (CBT) alone versus Treatment
as usual (TAU) alone (generally pharmacotherapy) for late life depression
in a UK primary care setting.
Method. General Practitioners in Fife and Glasgow referred 114

Participants to the study with 44 meeting inclusion criteria and 40

participants providing data that permitted analysis. All participants had a

diagnosis of Major Depressive Episode. Participants were randomly
allocated to receive either TAU alone or CBT alone.

Results. Participants in both treatment conditions benefited from treatment

with reduced scores on primary measures of mood at end of treatment.

However, one-Way ANOVAs and repeated measures ANOVAs performed
between the two treatment conditions showed no differences between each

treatment at the end of treatment and at 3 and 6 months follow-up on any of
the primary outcome measures. When taking account of differences in

living arrangements, CBT may be beneficial in reducing depression scores

and hopelessness at the end of treatment and at 6 months follow-up. When

evaluating outcome in terms of numbers of participants meeting Research

Diagnostic Criteria for depression, there were significant differences

favouring the CBT condition at the end of treatment and at 3 months

follow-up after treatment. Conclusions. Both the CBT alone and the TAU
alone treatment conditions produced significant reductions in depressive

symptoms at the end of treatment and at 6 months follow-up. Psychological

therapy (CBT) on its own is shown to be an effective treatment procedure
for mild to moderate late life depression and has utility as a treatment

alternative for older people who cannot or will not tolerate physical
treatment approaches for depression.
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CHAPTER 1: INTRODUCTION

1.0 Introduction: Statement of the Problem

Depression is thought of as the most common mental health problem in later life

(Blazer, 2002). While depression is more common than dementia, levels of

depression are much lower than levels of depression in early or middle adulthood

(Blanchard, 1996). In a typically enlightening statement, Knight (2004) comments

that depression, anxiety, and suicide are more common in the professional

experience of the clinician than in the population at large.

This is surprising to many people because a common accompaniment to old age is an

increased risk of developing chronic illness and experiencing loss through

bereavement and role change. Many healthcare professionals therefore have an

expectation that older people who are depressed have become so because of a natural

reaction to the challenges that ageing brings in its wake, termed the fallacy of good

reasons (Unutzer, Katon, Sullivan & Miranda, 1999). As a result depression in later

life is under-detected and under-treated (Blanchard, 1996). Often when older people

are treated for depression they are primarily offered physical treatments (Rothera,

Jones & Gordon, 2002) and very rarely psychological treatments for depression are

offered (MacDonald, 1986). This situation persists despite the fact that a reasonably

substantive literature is emerging suggesting that cognitive behaviour therapy is

efficacious in the treatment of depression (Laidlaw, 2001, Scogin, Welsh, Hanson,

Stump, & Coates, in press). Partly the lack of provision of psychological treatments

for depression in later life has arisen because of a sense that older people themselves

would not want psychotherapy, but recent research suggests this is a myth
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(Landreville, Landry, Baillargeon, Guerette, & Matteau, 2001). It is in this context

that the current study should be placed.

1.1 Rationale for Current Study

The motivation to carry out a research evaluation of cognitive behaviour therapy

versus standard treatment or, treatment as usual, was borne out of a sense of injustice

that older people were being denied access to treatments that could potentially work

in applied primary care health settings in the NHS, and a sense of frustration that

older people who would value the opportunity to take advantage of psychological

treatment interventions are being denied this because of some ageist and outmoded

myth. For many psychotherapists working with older people, there is a sense that the

issues older people bring to therapy are not too dissimilar to those brought by

younger adults, but sometimes the process is complicated by factors due to ageing,

nonetheless older people benefit from therapy because they are resourceful and

resilient in the face of multiple losses and are still engaged in a lifespan

developmental trajectory (Knight, 2004).

1.2 The Literature Review

The four chapters in the introductory section of this thesis constitute the main

literature review and provide the reader with a picture of the context to working

psychologically with older people in the UK. The four chapters were chosen

explicitly to provide a comprehensive background to the main theoretical knowledge

base that is ideally required when taking an expertise model approach to the

development of psychological treatment outcome research with older people. The
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first strand of this is a sophisticated understanding of ageing beyond the boundaries

of normal ageing research. To understand the global ageing phenomena is to

understand that older people are a part of heterogeneous population grouping that is

changing. Young-old people (those aged 65-75 years of age) are a different set of

older people than the world has ever encountered before (WHO, 2002). They are

living longer, healthier and in this current cohort are financially reasonably

comfortable. For this group growing older can be a time of new freedoms and new

opportunities. To accept this is to no longer accept the flawed logic of the 'fallacy of

good reasons' (Unutzer et al, 1999) and to see that depression in later life is not a

normative experience and as such it ought to be treated. Of course the question

remains as to what constitutes an adequate range of treatments that ought to be

offered to older people in primary care. One such option may be psychological

treatments for depression. Research has demonstrated that cognitive behaviour

therapy (CBT) is an efficacious treatment for depression in later life (see Chapter 4).

The majority of research has been conducted in the US, and has been primarily

comparison studies comparing one form of psychotherapy with another. This has

limited the application and use of CBT with older people in primary care settings in

the UK. Often healthcare providers have been ignorant of the possibility of applying

CBT with older people or have been skeptical that CBT could be applied with older

people without extensive adaptations (see Chapter 5). This constitutes the last strand

in the literature review, where a development of a new model for CBT with older

people is attempted that retains the main structural and conceptual parts of CBT but

provides a meaningful and coherent context within which the problems that may
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predispose older people to become depressed are explicated in a clinical useful

conceptualization.

1.2.1 Key Element One: Ageing in Society

An awareness of the demographic transition that is taking place globally and how

this impacts upon older people's quality of life is important. In order for clinicians to

be more effective in their application of psychological interventions they must

understand that stereotypical beliefs about ageing are often based on myths and

misunderstandings rather than facts (see Chapter 2). What is important is more than

just knowing that longevity is increasing, but understanding that changes are

happening in the experience of ageing. While many older people may be aware of

news stories about possible pension crises and controversy over the raising of the

pension age because people are living longer, many are unaware that older people are

living healthier for far longer than ever before. Many people equate old age with

decrepitude and in contextualizing psychotherapy with older people, one cannot

ignore the social experience of ageing in the UK. While in contrast for many older

people the experience of reaching 65 years and beyond is a time of surprise about

how good life can be as it can be a time of freedom from old constraints (Laidlaw,

Power, & Schmidt & the WHOQOL-Old Group, 2005). The real challenges of

ageing do not become apparent until one is much older, and it may be that challenges

are greatest in the oldest-old section of society and particularly amongst women

(Baltes & Schmidt, 2002). Without this knowledge and understanding, it would be

impossible to challenge myths of ageing (e.g. old age is depressing and lonely, you
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can't teach an old dog new tricks, etc) when working psychologically with depressed

older people.

1.2.2 Key Element Two: Depression in Later Life

An understanding of the context of depression in later life is necessary (see Chapter

3). It is important that when approaching this area that biases and myths are

dispelled. Major depressive disorder is relatively uncommon in later life (Katz &

Alexopolous, 1999) whereas minor or subclinical depression is much more common.

This has important implications for the recruitment of participants into research and

can also have implications for treatment. For instance if subclinical depression is

more common than major depression, then recruitment may be more challenging and

treatment protocols may be more challenging to apply as they are based around

treatments for major depression. Importantly therefore in the introduction to this

thesis, it is necessary to investigate prevalence of depression rates in later life and

examine ways in which the assessment and treatment in late life may differ. There

are many controversial issues about depression in later life and in the second chapter

in the introductory section of this thesis these are reviewed and discussed. The

chapter on depression in later life is necessary since the current study evaluates a

psychological treatment against treatment as usual. In order to understand usual

medical care for depression in later life, orienting information about diagnosis and

treatment is essential and that is what chapter 2 provides.
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1.2.3 Key Element Three: The Efficacy of CBT with Older People

Since the main output of the thesis is an evaluation of outcome then any introduction

must consider the evidence that is available to ensure that a treatment trial is

warranted and that the current study is extending the evidence base and is likely to

make a contribution to the knowledge base. In chapter 4 of this thesis, efficacy data

are evaluated using outcome studies and by considering available meta-analyses. The

research evidence is critically appraised and evaluated in order that the study carried

out in this thesis is set within context. Chapter 4 provided the basis for a publication

of this literature review and this is contained in Appendix 1.

1.2.4 Key Element Four: Process Issues in CBT with Older People

As the psychological treatment outcome literature demonstrates, while research has

primarily evaluated the impact of CBT, there has been a relative lack of

consideration of process issues in CBT with older people. The result is that many

therapists have a mistaken belief that CBT is rigid in its application of protocol

driven treatment while ignoring broader contextual issues. Many authors (Church,

1992; Koder, Anstey & Brodaty, 1996) have therefore asserted that CBT needs to be

adapted in order for it to be suitable and efficacious with older people. The result has

been that adaptations are suggested without consideration of a broader psychological

and gerontological context when working with older people (Laidlaw, 2001).

Chapter 5 addresses this issue and presents a way of integrating knowledge from

gerontology and applying it with the standard therapeutic concepts of CBT. It is the

first step towards the development of a modem cognitive behavioural treatment

approach for older people based upon applied psychology and gerontology. The
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conceptual model of CBT for older people was developed during the process of this

PhD. Although the idea for this model came after the application of CBT in this

study, the ideas for adaptations and modifications were very much a product of this

thesis and hence the publication that developed from this is contained in Appendix 1.

1.3 Summary

The introduction chapter provides a rationale for the chosen structure of the literature

review of this thesis. The choice and scope of the literature review is discussed and

explained. The introduction provides the reader with an orientation to the

gerontological and psychological knowledge base that has been consulted with

respect to the current study.
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CHAPTER 2: DEMOGRAPHIC CHANGES IN SOCIETY

2.0 Longevity, Ageing and Demographic Transition

This chapter provides an introduction to the changes that are taking place in the

experience of ageing within a national and international context. People are living

longer and healthier than ever before, but in many cases older people are still seen as

net burdens on society rather than net contributors to it (WHO, 2000).

2.1 Increasing Longevity

In the developed and developing world, people are living longer. Increasing

longevity across societies in the developed and developing world is a major societal

achievement, and a challenge (WHO, 2001). The world's older adult population is

estimated to show a threefold increase over the next fifty years, from 606 million

people today to 2 billion in 2050 (UN, 2001). In 2002, older people constituted 7 per

cent of the world's population. This figure is expected to rise to 17 per cent globally

by 2050 (US Census Bureau, 2004). Partly this increase in the relative proportions of

older people among the world's population is determined by a combination of low

fertility rates and increased life expectancy (Kinsella & Velkoff, 2001; UN, 2003;

US Census Bureau, 2004).

2.2 Global Demographic Shift

Increasing longevity is a global phenomenon affecting both the developed and the

developing world, with the absolute numbers of older people in developing countries

increasing markedly (source: UN, 2003; US Census Bureau, 2004). By 2020 there

will be twice as many people aged 60 and above living in Europe than there were in

Chapter 2: Demographic Changes in Society 8



Cognitive Behaviour Therapy versus Treatment /Is Usual for Late Life Depression

1960. The recent US national census (US Census Bureau, 2000) revealed that people

over the age of 65 years accounted for almost 13 per cent of the total population and

it is estimated that by 2030 older people will account for about one fifth of the total

population. Since 1900, the percentage of Americans aged 65 years and above has

increased more than threefold (Administration on Aging, 2000). The USA has tended

to use immigration as a strategy to offset the effects of the demographic transition

(US Census Bureau, 2004), with the result that the ethnic mix in some states is

undergoing a dramatic transformation.

The ageing of the world's population means the age distribution of society globally

is undergoing change. Population distributions are usually pyramid shaped graphs

but with the demographic transition this has resulted in changes such as those

illustrated in figure 2.1 below:

Pyramids or Global Population: 2002 and 2050
The globe's population is expected to
grow at progressively higher
rates at higher ages.

Age
30+

75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
5-9
0-4

400

1 12050
I 12002

Male Female

1

1

rrzriiizz=rz:

F

300 200 100 0
Millions

100 200 300 400

Figure 2.1: Global Population Increase (Source: US Census Bureau, 2004).
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Between 1900 and 1990, the average gain in life expectancy at birth in developed

countries was 66 per cent for men and 71 per cent for women (Kinsella & Velkoff,

2001) with the result that the countries of the developed world are ageing faster than

their populations are growing. By 2050, Austria, Greece, Italy, Japan, Slovenia and

Spain will have populations where one in three residents will be aged 65 years and

older (UN, 2002). Currently, with the exception of Japan (4th oldest) all of the

world's top 25 oldest countries are all in Europe, with Italy the 'oldest' country with

18 per cent of its population aged 65 years and over, and the UK 10th with 16 per

cent of its population aged 65 years and over (Kinsella & Velkoff, 2001). The

distribution of older people across nations can be seen graphically in figure 2.2

below.

Percentage of total population aged 60 years or older
2002

Th& b:unda-«e- shown cn these maps do net irrety official aodcrsement or aiceottfic* by (he United Nations.

Figure 2.2: Percentage of older people across nations in 2002. (Source, UN, 2003)
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Much of the increase in the world's older population will come from the developing

world. In 2002 approximately 400 million older people lived in the developing world

and by 2025 this will have more than doubled to 840 million meaning that 70 per

cent of older people will live in the developing world (WHO, 2002). This has led to

the World Health Organisation (WHO) expressing concern over the fact that the

developed world grew rich before it grew old, while the developing world is growing

old before it has had an opportunity to grow rich (WHO, 2002). More than half of the

developed countries of the world are expected to experience population declines

between 2002 and 2050 (US Census Bureau, 2004), resulting in a relative increase in

the proportions of older people in these countries. This projected demographic

transition is illustrated in figure 2.3

Percontago of total population aged ©O years or older
2050

□ 2S-2S

n.»>
□ No data

The- brundaies shown on thee* rnspj do r>:t irrdy official endorsement or arceotaic* by the United Nations.

Figure 2.3: Percentage of older people across nations in 2050. (Source, UN, 2003)
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2.3 Indicators of Ageing in Societies

Important indicators of the ageing of countries are the ageing index, median age of

populations and dependency ratios. The ageing index is calculated by comparing the

number of people aged 65 years and over per 100 young people aged 15 years and

younger. In the year 2000 in the UK, the ageing index was 82, meaning, that for

every 100 youths, there were 82 people aged 65 years and above living in the UK,

this index is set to rise to 152 by the year 2030. In the US, the ageing index is

currently 59, and by the year 2030 it is set to rise to 102. By the year 2030 Bulgaria,

the Czech Republic, Greece and Japan will all have age indices above 200, meaning

that there will two older people for every one young person in these societies

(Kinsella & Velkoff, 2001; OECD, 2001; WHO, 2001). By 2050, it is projected that

Italy and Spain will have an ageing index of 360 or nearly four older people for

every child (UN, 2002). Overall the ageing index is higher in the developed world

but is expected to rise fastest in the developing world over the next fifty years (UN,

2002). This trend is illustrated in figure 2.4
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Europe
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Oceania
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Latin America
and Caribbean

12000
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I I
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Figure 2.4: Ageing Index for 2000 and 2050 (Source: UN, 2003)

The median age is the age that divides the population into two equal parts, so that

there are as many people above the median as there are below it (Kinsella & Velkoff,

2001). In the five decades from 1950 to 2000, the median age of the world's

population show little change; 24 years in 1950 and 27 years in 2000, however by

2050 it is projected that the global median age will be 36 years (UN, 2002). There is

variation in the median age across nations and between the developed and

developing world. In 2000, the median age for Europe was 39 years (38 for the UK),

35 years for the USA and 41 years for Japan (Kinsella & Velkoff, 2001; WHO,

2002). By comparison in Africa in 2000 the median age was 18 years. Overall for the

developed countries the median age will be 46 years and 35 years for the developing

world by 2050 (UN, 2002). Spain will be the oldest country overall with a median

age of 55 projected for 2050, Slovenia, Italy, Austria, come next with a median age

Chapter 2: Demographic Changes in Society 13



Cognitive Behaviour Therapy versus Treatment As Usual for Late Life Depression

projected of 54 years by 2050, Japan is also expected to become quite aged with a

median age predicted of 53 years by 2050 (Kinsella & Velkoff, 2001; UN, 2002;

WHO, 2002). Table 2.1 shows the change in the median age between 1950 and 2050

in the different regions of the world.

Table 2.1 Median Age by World Region 1950 - 2050

Median Age

1950 2000 2050

World Total 23.6 26.4 36.8

More Developed Region 28.6 37.3 45.2

Less Developed Region 21.3 24.1 35.7

Least Developed Region 19.5 18.1 27.1

Africa 19.0 18.3 27.5

Asia 22.0 26.1 38.7

Latin America/Caribbean 20.1 24.2 39.8

Europe 29.2 37.7 47.7

N.America 29.8 35.4 40.2

Oceania 27.8 30.7 39.9

Source: UN (2003) Population Division of the Department of Economic and Social Affairs of the UN Secretariat.

The dependency ratio is calculated by dividing the total population over the age of 65

and those aged under 15, by the total population ofworking age (Kinsella & Velkoff,

2001). It is a crude measure that assumes that all those in the working age will either

directly or indirectly provide support to those in the dependent ages (under 15 and

over 65). The dependency ratio perpetuates the myth that older people are a burden

on society when in fact many older people provide support to adults of working age

by caring for their children, by such childcare arrangements older people are not
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dependent but net contributors to society (WHO, 2002). In 2002 in North America

the dependency ratio was 26, and for the countries of the European Union, the ratio

was 36. In 2025 it is estimated that the dependency ratio will rise to 44 in the US and

to 56 in Europe overall (WHO, 2002). Over the next fifty years the dependency ratio

is expected to increase dramatically, with Spain having the highest dependency ratio

at 74, closely followed by Japan at 71 and Italy at 68. Figure 2.5 illustrates the

dependency ratios for 2000 and 2050 by different regions of the world.
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Figure 2.5 Old Age Dependency Ratios 2000 and 2050 (Source, UN, 2002).

2.4 Determinants of an AgingWorld

Fertility decline has been seen as one of the main determinants of population ageing

(UN, DESA 2002). Between 1950 and 2000, the global fertility rate declined from

5.0 to 2.7 children born to every woman (UN, DESA 2002). Over the next half-
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century the global fertility rate is set to decline even further to 2.1, that is, to the level

of the total fertility replacement rate. The total fertility replacement ratio (TFR) is the

rate of live births that are needed in order to sustain population levels from showing

decline (WHO, 2002, Kinsella & Velkoff, 2001; UN, 2000) this has been calculated

at 2.1 births per woman. In the developed world, fertility rates fell below the

replacement level in many countries with the rate as low as 1.3 in 19 countries in the

developed world. However, over the next half-century the TFR is expected to rise

very slightly from the current average of 1.5 to 1.9 in 2050 (UN, 2002). Fertility

decline in the less developed world started later but is expected to proceed faster

from the current average of 2.9 to 2.2 in 2050. This demographic transition is

illustrated in figure 2.6

7 -,

5
CZ
CD

E

§ 4
L_

&
<E 3

-C
O

2 -

1 -

•World
•More developed regions
Less developed regions
Least developed countries

1950-55 1975-80 2000-05 2025-30 2045-50

Figure 2.6: Changes in Total Fertility Rate 1950 -2050 (Source, UN, 2002).
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The most dramatic increases in proportions of older people are evident in the oldest

old section of society (people aged 80 years plus) with an almost fivefold increase

from 69 million in 2000 to 377 million in 2050 (source: United Nations, 2003). Once

people survive to old age they tend to live longer so that between 2000-2050 life

expectancy at age 80 is expected to increase by 27 per cent in the developed world

(UN, 2002). Thus it would appear that people are living healthier as well as longer

(WHO, 2002).

Currently 54 per cent of people aged 80 years and older live in six countries

worldwide; China (12 million), USA (9 million), India (6 million), Japan (5 million)

and Germany and Russia with 3 million each (UN, 2002). In 2050 four of those

nations (China, USA, India, Japan) will have 194 million older people aged 80 years

and above. Although the majority of people aged 80 live in the developed world, by

2050 the majority will live in the developing world (Kinsella & Velkoff, 2001; UN,

2002; US Census Bureau, 2004).

Over the next fifty years the numbers of people aged 90 and above are estimated to

increase eight-fold, while the number of centenarians will show the greatest increase

in numbers as the number of people aged 100 and above in 2050 will be 18 times

greater than the numbers in 2000. The number of centenarians is expected to increase

from 210 000 people globally to 3.2 million by 2050 (UN, 2002). In 2000, 78 per

cent of centenarians lived in the developed world and this trend is set to continue

with 68 per cent of centenarians living in the developed world in 2050. Japan is

expected to have the largest number of centenarians of any country in the world, with
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nearly one per cent of the population aged 100 and over by 2050, this means an

increase in relative numbers of centenarians in Japan from 13 000 currently to 1

million in 2050 (UN, 2002).

Ageing is often considered a gender issue (WHO, 2002) because the majority of

older people are women and the ratio of women to men increases at every age band.

Using UN figures which define old age at 60 years of age, there were 81 men for

every 100 older women in 2002, and among the oldest old there were 53 men for 100

older women. There are regional variations in the gender gap across the world as

Europe, still suffering the lasting effects of World War II, has a lower proportion of

older men than Asia. In some regions, mostly notably among the Arab countries the

trend is the opposite with more men than women amongst the older population

(Kinsella & Velkoff, 2001; UN, 2002; WHO, 2002). The difference in longevity

between the sexes can have serious implications for society. The age at which

women are having children is occurring later with associated changes resulting in age

at which women marry, complete education and enter the workforce (Woods & Bain,

2001). As women have predominantly been the main source of informal caregivers

for older people in need of care, this demographic shift has important implications.

Similarly as women typically start their families later in life this has impacted on

total population fertility replacement rates.
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2.5 Ageing in Society in the UK

As with most other countries in the developed world, the UK is undergoing a

demographic transition because of a combination of increased longevity and

sustained low levels of fertility. In the UK in 2000, people aged 65 years and over

accounted for nearly one-sixth of the population (16 per cent), and rate of ageing of

the population seems set to increase. According to economic projections there will be

just over 14 million people aged 65 and above living in the UK in 2050 (OECD,

2003). At the same time, the UK will experience a net decrease in the numbers of

people aged 15-64 for each decade between 2020 and 2050 (OECD, 2003).

According to current figures there are 12.2 million people aged 60 years and above in

the UK and this means that there are more older people than younger people in the

UK currently, as there are 11.9 million people aged 16 years and under (source:

ONS, 2003).

As with other countries in the developed world, the UK is set to experience a

dramatic increase in the numbers of oldest-old people. In 1961 in the UK, people

over the age of 85 years made up 0.7 per cent of the population, while in 2002 this

proportion had more than doubled to 1.9 per cent and it is projected to double again

so that in the year 2031, it is estimated that there will 3.8 per cent of the population

aged 85 years and above. Using population estimates for the UK for 2025 (Matheson

& Babb, 2002), there will be 2.5 million people aged 85 plus years living in the UK.

Baltes & Smith (2002) state that the greatest challenges of ageing are experienced in

the oldest-old age grouping and this sets to provide the UK with a challenge, fiscally

and in terms of health care provision.
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Life expectancy at birth in the UK in 1901 was 45 years for men and 49 years for

women, whereas by 2000 life expectancy had increased to 75 years for men and 80

years for women (Matheson & Babb, 2002). It is predicted that by 2050 life

expectancy in the UK for men will be 79.4 and 84.6 for women (OECD, 2003). In

the UK currently, four per cent of the population are aged 80 years and over (United

Nations, 2002). In 2000, at age 65 years men have an estimated 15 years of life

expectancy and women have an estimated 19 years of life expectancy (Kinsella &

Velkoff, 2001). In the UK, by 2014 it is expected that the number of people aged 65

years and over will outnumber those aged 16 years and under.

There is a gender gap in life expectancy resulting in larger numbers of older women

than older men in the UK (WHO, 2001; 1999; 1998). Compared to 1971, in 2000

there were over three times as many people over the age of 90 and 78 per cent of this

group were female (Matheson & Babb, 2002). Men on average tend to die before

women (WHO, 2001). Using Census 2001 data in the UK, table 1.2 shows the

increasing gap between the genders at different age groupings. At ages 60-64 there

are roughly equal numbers of men and women while at age 90 and above there are

nearly 3.5 women to every man. In the UK in 1997 there were 5,523 centenarians

and only 580 of these were men, a ratio of nearly 10 female centenarians to every

one male centenarian (ONS, 2001).
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Table 2.2 UK Population by Age and Sex, 2001.

Age Grouping Men Women

60-64 1 409 676 1 470 272

65-69 1 214 382 1355 461

70-74 1 059 151 1 280 080

75-79 817711 1 149 218

80-84 482 697 830 850

85-89 226 833 525 954

90 + 83 202 288 067

Total age 60 plus 5 320 652 6 899 902

Source: Office of National Statistics (2005) Census 2001 First Results on Population.

Since men, on average, die seven to eight years before women (Kinsella & Velkoff,

2001; WHO, 2001), it is women who tend to face more challenges of ageing such as

dealing with chronic illnesses and as they are more likely to be widowed than older

men, then they are more likely to be living alone (ONS, 2004). In the UK, the

majority of older men live in a family home as part of a married couple but this

figure is not the same for women. In 2001, 45 per cent of women aged 65 - 84 years

were living with their spouses, whereas 71 per cent of men were living with their

spouse (ONS, 2004). The oldest-old section of the population shows the biggest

gender gap, with only 10 per cent of women aged 85 years and over living with their

spouse whereas 45 per cent of men aged 85 years and over were living with their

spouse (ONS, 2004). The mortality age gap between the sexes, however, has fallen

over recent years and is now on average between 5-7 years. Nonetheless, as women
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on average tend to marry men older than themselves, women are more likely to be

widows, to live alone and experience chronic ill-health. As a further consequence of

this the likelihood of living in communal establishments is much greater for women.

At age 85, 21 per cent of women and 11 per cent of men are likely to be living in

communal establishments (ONS, 2004).

2.6 Ageing in Society in Scotland

The population of Scotland is likewise experiencing a demographic transition along

with the rest of the UK, although the potential is great for Scotland to experience an

acceleration in its ageing as Scotland suffers from net outward migration and in

contrast to England and Wales, Scotland is experiencing a fall in population overall

(Wood & Bain, 2001). Scotland also has a falling birth rate with the number of live

births in Scotland of 53 076 in 2000 being the lowest on record and follows a decline

year on year that has been progressive since 1975 (Scottish Executive, 2000).

Scotland's demographic transition is illustrated in figure 2.7 below.
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Figure 2.7: Change in Age Structure of Scotland's Population, 1981 - 2001 (Source:
General Register Office for Scotland, 2002).
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In the recent census in 2001 (General Register Office for Scotland; GROS, 2002),

the numbers of older people aged 60 years of age and above in Scotland (1,066,633)

outnumbered the population aged 16 and under (972,065). In Scotland the old age

dependency ratio is calculated at 30, thus there are 30 older people per every 100

working age person, but it is projected that in 2031 the old age dependency ratio will

be 41. As with the UK as a whole, women outnumber men at all age groups and at

age 90 years and above there are just over 6000 older men living in Scotland and at

this age band, women outnumber men by 3.7 to 1 (GROS, 2002). Given net outward

migration and falling birth rates it is likely that Scotland will be slightly older than

the rest of the UK (Wood & Bain, 2001).

Life expectancy in Scotland has increased markedly over the last 100 years. Between

1891-1900 the life expectancy at birth in Scotland for men was 44.7 years and for

women it was 47.4 years, whereas life expectancy at birth in Scotland in 2001 for

men was 73.6 years and for women it was 78.7 years. Life expectancy is predicted to

rise to 77.5 for men and 82.1 for women by 2031 (Wood & Bain, 2001).

2.7 The Experience of Ageing in the UK

In the UK in 1997, 70 per cent of pensioner households were dependent upon state

benefits for at least 50 per cent of their income, and 13 per cent received all their

income from state benefits. In the UK, the basic pension from April 2000 - April

2001 was £67.50 per week for a single person's pension, and £116.70 per week for a

married couple's pension. One in three older people are considered to be living on

low incomes, and 17 per cent of retired persons in the UK in 1998/99 had incomes
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that were less than half of the national average. Financially, increasing age results in

increasing levels of relative poverty (WHO, 2002). Older people aged 65 to 74 years

are often more financially secure than older people over the age of 85 years. Many

older people aged 85 years and above, particularly women, will be living alone and

may have had to live on limited means for a number of years. The gap between the

youngest old and oldest-old sections of society emphasises the heterogeneousness of

the population known collectively as older people.

While older people are living longer they are generally remaining healthier with an

increase in percentage of life lived with good health (WHO, 2002). There has also

been a change in the leading causes of death, with death occurring after chronic

rather than acute disease. The three major causes of death are listed as Heart Disease,

Cancer and Stroke (Sahyoun, Lentzner, Hoyert, Robinson, 2001). Thus it is probable

that when working with an older adult they are likely to have at least one chronic

medical condition and many will have multiple conditions such as arthritis,

hypertension, heart disease, cataracts, or diabetes.

Older people are more likely than younger people to have visited their family doctor

within the previous three months, and more likely to have received care at home by

their doctor (General Household Survey, GHS, 1998). Older people were also most

likely to have attended an out-patient or casualty department of a hospital and to

have required an in-patient stay in hospital (ONS, 2001). Despite the increased

likelihood of chronic disease in later life this does not equate with ill-health per se

(WHO, 1999; WHO, 2001). An important point to bear in mind is that, the majority
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of older persons report good health compared with others of their age (Midwinter,

1992). In 1998 in the UK, 60 per cent ofmen aged 65 years and over described their

health as 'good' or very good, and 61 per cent of women aged 65 years and over

described their health as 'good' or very good. Overall, 77 per cent of older people

stated their health was good or fairly good and only 12 per cent described their health

as bad or very bad. Many chronic medical conditions will have developed gradually

over a number of years and therefore the person may have had time to adapt or

compensate to the disability.

As the age of a person increases so does the likelihood of developing a chronic

medical condition. In 1998 in the UK, 20 per cent of people aged 44 years or less

reported a longstanding illness, whereas 50 per cent of people aged 45 years and

above reported a longstanding illness. In 1998 in the UK, 59 per cent of people aged

between 65 to 74 years and 66 per cent of people aged 75 years and above reported

experiencing a longstanding illness and disability, with 42 per cent reporting their

mobility being limited by a longstanding illness and 20 per cent reported no

limitations (GHS, 1998). The most common longstanding conditions were either

musculoskeletal conditions or conditions of the heart and circulatory system. The

rate for developing medical conditions increases with age. Increasing age is

associated with larger numbers of people experiencing heart or circulatory system

problems; 19 men and 13 women per 1000 aged 16 to 44 years of age, compared to

310 men and 299 women per 1000 aged 75 years and above experienced cardiac

problems. The UK has one of the worst rates for heart disease in Europe (TWG,

1999). This is especially so in Scotland (Wood & Bain, 2001).
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Older people appear to accept longstanding illness as a normal part of ageing since a

number of older people assessed as having a longstanding illness did not report any

disability associated with their medically diagnosed conditions (General Household

Survey, 1998). Although poor physical health may be an important risk factor for the

development of psychological distress (Kramer et al, 1992), in many cases symptoms

of mental disorders are undetected by health professionals treating older people for

physical complaints. While it may be true that depression increases the risk of

developing a disability, and disability may increase the risk of depression (Gurland et

al, 1988), the association between depression and disability is more complex than a

single one-to-one correspondence.

2.8 Summary

Old age can be a time of challenge for some especially when people are living

longer. However recent evidence suggests that people are not just living longer but

are living healthier (WHO, 2002). To view old age from the perspective of younger

age and as something to dread is to forget that in all stages of life we are faced with

challenges that we may need to overcome (Laidlaw, Power, Schmidt & the

WHOQOL-Old Group, 2005). While it may be a mistake to adopt too positive a

perspective on ageing, a negative perspective is much more harmful and unhelpful,

closing as it does, one's mind to the possibility of change and learning at all ages.

Even when older people experience chronic illness, this does not necessarily result in

depression and loss of independence. For many people, adjustment to reduction in

physical capacity may take place over many decades. While many older people will

Chapter 2: Demographic Changes in Society 26



Cognitive Behaviour Therapy versus Treatment /Is Usual for Late Life Depression

develop illnesses that may threaten their independence and quality of life; diseases

such as stroke, Parkinson's disease, the dementias and arthritis are primarily diseases

of old age, to see older age as automatically a time of decrepitude and melancholy is

to misunderstand the fact that change, growth and development are lifelong

processes (Sugarman, 2002). The mental health needs of older people have often

been neglected in the past. As people are living longer, pressures on services will

increase to deliver the types of interventions that are required to meet the emotional

as well as the physical health needs of older people. Greater numbers of older people

will result in greater potential socio-political power and may influence the ways in

which health services, particularly mental health services, are organized and

resources allocated. The need for effective psychological treatments for older adults

will become more rather than less important.
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CHAPTER 3: DEPRESSION IN LATER LIFE

3.0 Prevalence And Prognosis of Late Life Depression

Depression in older adults is generally considered to be the most common psychiatric

disorder amongst older adults (Ames & Allen, 1991; Blazer, 2002; Manthorpe &

Iliffe, 2005; Zarit & Zarit, 1998) although anxiety disorders may actually be more

common than depression in later life (Blazer, 1997; 2002). Recent evidence suggests

rates of major depressive disorder in older people are actually lower than that

reported for adults in middle to late adulthood (Futterman, Thompson, Gallagher-

Thompson & Ferris, 1995). The Epidemiological Catchment Area Study (ECA:

Regier, Boyd, Burke, & Rae, 1988) was a major study investigating rates of

depression and anxiety in the community carried out across five sites in the USA.

Using data from the ECA study, depression may be as much as two to three times

less prevalent in older people than younger people (Blanchard, 1996). While ECA

prevalence rates ofmajor depressive disorder amongst older adults were lower than

for younger adults (Futterman et al. 1995; Kaebler, Moul & Farmer, 1995; Powers,

Thompson, Futterman & Gallagher-Thompson, 2002), there is a suggestion that

under-representation of physically ill and frail subjects among the study may have

reduced prevalence rates and hence the reported figures are an under-estimation of

the total population of depressed older people (Henderson, 1994).

How depression in later life is assessed is important as depression prevalence

increases with age consistent with the clinical impression of many when using

standardised symptoms scales and Eaton, Anthony, & Gallo (1997) noted bimodal

peaks in levels of depression reported in the fourth and sixth decade. The comment
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of Knight (2004) stated earlier in the introduction that depression in later life is more

commonly seen in clinical practice than in the older adult population as a whole may

explain some of the discrepancy reported in the literature. Thus many psychiatric

researchers may find it confusing that depression in later life is less prevalent than

their clinical experience teaches them.

Beekman, Copeland & Prince (1999) carried out a systematic review of community

based studies assessing the prevalence of late life depression. Overall, Beekman, et

al (1999) calculated prevalence rates of 13.5 per cent for clinically relevant

depression but concluded that major depression is relatively rare in later life (1.8 per

cent) while minor depression is relatively more common (9.8 per cent). Data from

the UK suggest that major depressive disorder affects only a minority of older

people. Lindesay, et al (1989) reported prevalence rates of 4.3 per cent for severe

depression and 13.5 per cent for mild/moderate depression in a community dwelling

urban sample. Livingston, Hawkins, Graham, Blizzard & Mann (1990) identified an

overall prevalence rate of 16 per cent for depression symptoms in their inner London

sample and Copeland, Gurland, Dewey, Kelleher, & Smith (1987) reported similar

rates for their community sample. Minor depression (Blazer, 2002) may still have a

major impact on a person's quality of life (Alexopoulos, 2001; Zarit & Zarit, 1998).

Blazer (2002) emphasizes that "subsyndromal" depression in older people warrants

serious consideration from health and mental health professionals when developing

treatment programs. Gallo, Rabins, Lyketsos, Tien & Anthony (1997) note that older

people who report feeling hopeless or worthless, with thoughts of death or suicide
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and only two other depressive symptoms were at increased risk for disability, distress

and death even in the absence of dysphoria or anhedonia.

There is a general consensus that depression in later life has a poor prognosis with

low rates of spontaneous remission reported (Ames & Allen, 1991; Beekman et al.

2002; Cole, Bellavance & Mansour, 1999). Increasing age is associated with

increased risk of relapse and recurrence (Reynolds et al. 1999). There have been

very few studies that have followed older people over a longer term to assess

outcome for depression. Livingston, Watkin, Milne, Manela & Katona (1997)

followed up individuals identified as part of an earlier screening survey of depression

in Islington in London (Livingston et al. 1990; Manela, Katone & Livingston, 1996).

Of the original sample of 165, at three years follow-up, a number of participants had

either died or moved away from the area leaving a sample of 83 individuals for

which interviews could be held. Livingston et al. (1997) reported that 34 per cent of

participants had recovered from depression, while 39 per cent remained depressed

and 27 per cent were dead at follow-up. Having a more severe depression and being

female were significant predictors of depression at follow-up.

In later life, depression psychiatric comorbidity has received relatively little attention

(Katona, Manela & Livingston, 1997: Livingston, et al. 1997). It used to be part of

consensus thinking that anxiety was relatively rare in older people, however this is

now acknowledged to have been a false assumption (Blazer, 2002; Manthorpe &

Iliffe, 2005). Blanchard, Waterrus & Mann, (1994) in a follow-up to the Gospel Oak

screening survey of depression by Livingston et al. (1990) reported that of 813 older

Chapter 3: Depression In Later Life 30



Cognitive Behaviour Therapy versus Treatment As Usual for Late Life Depression

people living in an inner London electoral ward, 96 older people were identified as

depressed at follow-up and were willing to be interviewed. In all 95 per cent of this

sample were diagnosed with anxiety as a major comorbid diagnostic feature

(Blanchard et al. 1994). Interestingly, 38 per cent of this sample stated they had

affirmed their depressive symptoms to their family doctor. Katona et al. (1997)

report high rates of comorbid generalized anxiety in older adults diagnosed with

depression. The association between depression and heightened levels of generalized

anxiety was of such magnitude in their sample that Katona et al. (1997) suggest

depression should be looked for whenever anxiety is present in older people. These

findings correspond to reports by Flint (1999) that late life generalized anxiety

disorder is usually associated with depression. Lenze et al. (2001) comment that

older adults with depression and comorbid anxiety are more likely to present with

greater severity levels and are more likely to experience poorer treatment response.

Rates of depression in older people vary depending upon the sample considered. For

example, Katz et al. (1989) identified a prevalence rate of major depressive disorder

amongst nursing home residents of 18 to 20 per cent, and up to 27 to 44 per cent

overall for other dysphoric mood states. Likewise, Abrams et al. (1992) describe

depression as being widespread in nursing home residents. Unfortunately although

nurses are good at detecting depression in nursing home residents, levels of treatment

are low (Katz et al. 1989).
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3.1 Depression in Older People

Depression in later life may present differently in ways that makes diagnosis and

hence treatment more challenging (Gallo & Rabins, 1997). For example, Gallo et al.

(1997) has provided evidence that older people report less overt levels of sadness in

depression. Chronic medical illness is the single most important difference in the

presentation of depression in younger and later life (Unutzer, Katon, Sullivan, &

Miranda, 1999). While it is generally acknowledged that depressed older people

present with high levels of somatic complaints (Lebowitz & Niederehe, 1992;

Manthorpe & Iliffe, 2005) there are strong overlaps between depression and chronic

illnesses that contribute to a diagnostically more complex presentation (Knight,

2004; Manthorpe & Iliffe, 2005; Zarit & Zarit, 1998). Depression in later life also

appears to have an impact on life expectancy with an increased risk ofmortality that

may not be completely accounted for by physical ill-health (Ames & Allen, 1991) or

by suicide (Burvill & Hall, 1994). Thus it is not surprising that depression in older

people is not always successfully identified in primary care (Laidlaw, 2001).

The detection of depression in older people with physical illnesses is generally

acknowledged to be extremely difficult (Katona, 1993). For example in Parkinson's

disease, depression is considered to be a common experience (Cummings &

Masterton, 1999). However, the diagnosis of depression in this condition is very

difficult to make because of the overlap between neurological symptoms that may

mask depression symptoms so that one may notice that a person's social network has

reduced and they have become isolated. The diagnostic uncertainty is whether this is
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due to disabilities brought on as a result of the Parkinson symptoms or whether this

is evidence of apathy and anhedonia.

The presence of a medical condition reduces the rate of detection and treatment of

depression in older adults (Bruce, 1999). However it is a mistake to assume that

physical health automatically results in psychological distress. Although there is an

association between physical illness and depression, the majority of older people

with physical illnesses do not meet criteria for major depression (Zeiss, Lewinsohn,

Rohde & Seeley, 1996). For example, depression is reported in up to 40 to 50 per

cent of people diagnosed with Parkinson's disease (Zesiewicz, Gold, Chari &

Hauser, 1999). Although this rate of depression is very high compared to the general

population it is not a one-to-one concordance, i.e. not all people with Parkinson's

disease become depressed. More importantly it is the extent and personal importance

of limitations imposed on an individual by an illness (disability and handicap rather

than impairment) that is more important for determining the impact of chronic

medical conditions (Zeiss et al, 1996).

Many older people do not consider themselves ill even if they are prescribed multiple

medications and in the eyes of their physicians are seen as chronically ill (Valliant &

Mukamal, 2001) and older people generally accommodate to chronic illness over

very many years (Laidlaw et al, 2003). The physical decline that may be seen in old

age is according to Vaillant & Mukamal (2001) confined to the last few years of life

(Baltes & Smith, 2002).
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There is also a suggestion that late onset depression is different from that of early

onset depression with the suggestion that late onset depression may be a prodrome

for the onset of dementia (Alexopoulos, Young, Meyers, Abrams, & Shamoian,

1988). It has been reported that patients with late onset depression have cerebral and

cognitive impairment (Alexopoulos, Young & Shingledecker, 1992). However,

Holroyd & Duryee (1997) found no difference in cognitive performance between

their sample of late and early onset depressed older people. Of note however was a

much higher level of medical comorbidities in patients diagnosed with early onset

depression and a much higher mean number of episodes of depression (Holroyd &

Duryee, 1997). Of course the reliability of true late onset depression diagnosis is

questionable since it is does not necessarily follow that because one has not been

diagnosed with depression until later life that a person will have been free of

depression all one's life. It is certainly the case that depression can be missed and

that people do not present for treatment for depression because of stigma. This is all

the more likely as stigma relating to depression symptoms are strong among the

current cohort of older people (Lebowitz & Neiderehe, 1992). Cortical changes may

also be an unreliable indicator of late onset depression status as cortical changes are

known to occur in normal ageing and Blanchard (1996) notes that cortical changes

have been reported in 85 per cent of inpatients aged 60 years of age and over

diagnosed with depression.

3.2 Detection and Diagnosis ofDepression in Later Life
Depression in later life is often under-detected and under-treated (Cole et al. 1999;

Katona & Livingston, 2003). Consistent with other prevalence studies of depression

in older adults, Livingstone et al. (1990) found that depressed older adults were more
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likely to be living alone and were more likely to have been in recent contact with

GPs and hospital services. One would presume that increased contact with healthcare

professionals would result in increased detection rates of depression in older people,

unfortunately this does not appear to be the case (Crawford, Prince, Menezes &

Mann, 1998; McDonald, 1986; Rothera, Jones, & Gordon, 2002).

Low rates of detection of depression in older people in primary care settings may be

to do with GPs having a fear of opening a 'Pandora's box' of symptoms (Chew-

Graham, Baldwin, & Burns, 2004). It is often presumed that depression is a natural

consequence of the losses experienced by this population in terms of emotional

attachments, physical independence and socioeconomic hardships. The

'understandability phenomenon' (Blanchard, 1996) or the 'fallacy of good reasons'

(Unutzer, Katon, Sullivan, & Miranda 1999) is the notion that depression in older

people is in some way to be expected and is a normal part of ageing. Assumptions

such as these can influence expectations of client, therapist and physician alike

resulting in a sense of hopelessness about treatment (Unutzer et ol. 1999). Seeing

depression as understandable produces therapeutic nihilism and lowers expectations

for treatment success. The result is that even when depression is identified there may

be limited intervention on the part of the medical practitioner.

McDonald (1986) demonstrated that GPs were able to correctly identify depressive

symptoms in primary care settings in 89 per cent of cases, however overall rate of

prescribing of antidepressants were low with only one individual identified as

depressed being referred for a psychiatric opinion. In a further study looking at
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depressed older people living in the Gospel Oak electoral ward in London, Crawford

et al. (1998) investigated the abilities of local GPs to correctly identify depression in

later life. In 51 per cent of the cases GPs were aware of depression, but men living

alone, those with least education and those with visual impairment were much less

likely to be identified as depressed by GPs. Levels of active treatment were very low

with the majority of older people receiving little to no treatment for their depression.

In total 38 per cent of individuals identified as depressed were receiving active

treatment. Of these participants, 25 per cent received antidepressant treatment and 16

per cent received prescriptions for Benzodiazepines. Psychosocial referrals were very

low and no referrals were apparently made to Clinical Psychology. Orrell, Collins,

Shergill, & Katona, (1995) in a survey of the prescription practices of GPs across the

UK noted that in many cases sub-therapeutic dosages were being prescribed for the

treatment of depression in older adults. In the follow-up study of depression status by

Livingston et al. (1997) mentioned earlier in this chapter, it was reported that only 12

individuals were receiving antidepressants at follow-up and half of these individuals

were being prescribed a dosage below recommendations.

3.3 Primary Care Treatment for Depression in Older People

Treatment for depression in older people is commonly managed by GPs in Primary

care where only a small minority are provided with active treatments (Katona &

Livingston, 2003, 10). Commonly, when GPs use antidepressants to treat depression

in older people, they are likely to prescribe sub-therapeutic dosages (Isometsa,

Seppala, Henriksson, Kekki & Lonnqvist 1998; Katona & Livingston, 2003; Orrell,

et al, 1995). In a naturalistic survey of older in-patients receiving treatment for
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depression, Heeren, Derksen, Heycop Ten Ham & Van Gent (1997) demonstrated

that a combination of low expectation of treatment success and a fear of possible

negative effects from antidepressant medication led to a high incidence of

prescriptions of sub-therapeutic dosages of antidepressant medications. As older

people have high rates of physical illness and frailty, and are very often taking many

other non-psychotropic medications, a fear of side effects from antidepressant

medications, such as cardiac arrhythmias (Ryynanen, 1993) or increased levels of

confusion and disorientation (Katz & Steim, 1994) may also influence practitioners'

decisions regarding use ofmedications.

Although evidence suggests that antidepressant medication used appropriately is an

efficacious treatment for late life depression (Lebowitz et al. 1997; Mittmann et al.

1997; Nelson, 2001) due to changes in metabolism in older people there is an

increased risk of toxicity of antidepressants, especially with Tricyclic

Antidepressants (TCAs), and this makes this class of drugs less tolerable for older

people. However, even newer types of antidepressants such as the Selective

Serotonin Re-uptake Inhibitors (SSRIs) can cause water retention (consequences

include headaches, lethargy and in more severe cases confusion), weight loss and

balance problems (Nelson, 2001). Balance problems are potentially very difficult to
tolerate in older people, especially for older women, who are at increased risk for hip

fractures after falls due to osteoporosis. Mittmann et al. (1997) noted that although it

is commonly stated that older adults tolerate SSRIs drug medications better than

TCAs, their meta-analysis of the safety and tolerability of antidepressants suggested

there were no differences in the rates of adverse events with the different classes of
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antidepressants. Interestingly, Mittmann et al. (1997) also note that while older

adults generally do not tolerate TCAs very well, those who can tolerate these

medications generally have a good treatment outcome. Polypharmacy of non-

psychotropic medications and a fear of addiction to medication may result in a lack

of willingness on the part of older people to take antidepressant medication. The

prescription of medications at sub-therapeutic levels potentially dilutes their

effectiveness (Alexopoulos, 2001; Blazer, 1997; Isometsa et al. 1998; Nelson, 2001;

Orrell et al. 1995).

Even in circumstances, where active pharmacological treatment is low, older people

rarely receive referrals to psychologists for treatment for late life depression.

Relatively small numbers of trained geriatricians and psycho-geriatricians and the

continuing legacy of Freud's assertion that older people lack the mental plasticity to

change or to benefit from psychotherapy (Lovestone, 1983) have also limited the

availability of psychological treatments for depression in later life. It used to be

thought that older people would not want psychotherapy because of the stigma

attached to mental illness (Lebowitz & Neiderehe, 1992). Older adults express

surprisingly positive attitudes towards psychotherapy. Landreville, Landry,

Baillargeon, Guerette & Matteau (2001) investigated the acceptability of

psychological and pharmacological treatments for late life depression. Using a series

of case vignettes describing components of each treatment intervention, older people

were asked their opinion about the acceptance of these methods. Older people

reported CBT and antidepressant medications as all being acceptable treatments for
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late life depression.. For more severe depression symptoms, older people rated CBT

as more acceptable than antidepressant medication.

Service providers have also tended to neglect the psychological needs of older people

with the result that older adults have an expectation of receiving physical treatments

for a range of psychological difficulties (Woods, 1995). Treatments with recognised

efficacy for the alleviation of depression, such as cognitive behavioural therapy

(CBT), are often not recognised by CPs as viable options for older adults with

depression. The provision of psychological treatment for depression in older people

is hampered by factors such as a lack of knowledge among GPs regarding

effectiveness of psychotherapy with older people (Collins. Katona & Orrell. 1998).

I.aidlaw, Davidson & Arbuthnott (1998) investigated the referral practices of 12 GP

practices in terms of their use of a specialist Clinical Psychology service in an urban

district of Fife in Scotland. Generally rates of actual referrals to' Psychology? were

quite low and GPs were not always aware that effective psychological treatment

interventions were available to treat depression in older people. For depression in

particular, a number of GPs expressed the opinion that they? would be more likely? to

refer depressed older people to Community Psychiatric Nurses hut were most likely

to treat depression by themselves using a combination ofcounselling and medication.

3.4 Suicide in later life

Older people are more likely to complete suicide than any other age group,, resulting
in relatively lower levels of suicide attempts in comparisons to younger age groups

(Conwell, Duberstein, Cox, Herrman, Forbes. & Caine. 1996; Gallagher-Thompson
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& Osgood, 1997). Suicide rates for persons aged 65 years and older are higher than

for any other age group, and the suicide rate for persons 85 plus is the highest of all

(Beautrais, 2002; Gallagher-Thompson & Osgood, 1997; Kinsella & Velkoff, 2001;

Pearson & Brown, 2000). While depression does not necessarily result in suicide,

amongst older people who make suicide attempts, depression is the most frequent

diagnosis (Blank et al. 2001; Pearson & Brown, 2000; WHO, 2001). Suicide

attempts by older people are more likely to result in a fatal outcome compared with

younger age groups (Hepple & Quinton, 1997). In the USA the suicide rate for older

people is almost six times the rate of the age-adjusted suicide for all races and for

both sexes (Center for Disease Control, 2001). Suicide rates for men and women

tend to rise with age, but are highest for men aged 75 years and above (Kinsella &

Velkoff, 2001, WHO, 2002).

The high suicide rate amongst older people, especially older men living on their own,

may be partly explained by the fact that older people are more likely to use high

lethality methods of suicide and are much less likely to communicate their intent

beforehand (Blank et al, 2001; WHO, 2001). In the UK, drug overdose was the most

frequent method of suicide amongst older people (Draper, 1996).

Many older people who complete suicide visited their family doctor within one

month of their act (Blank et al. 2001). Proximity of clinical contact does not appear

to have any preventative effect on suicide in older people, thus Caine et al. (1996)
carried out a review of the cases of 97 older people who had completed suicide and

discovered that while 51 had visited their GP within one month prior to their suicide
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and report that while 47 had been diagnosed with a psychiatric problem only 19 had

received treatment. Caine et al. (1996) reviewed the treatment received by these

individuals and concluded that only two had received adequate treatment. The reality

is that suicide rates for older people are probably under-estimates as the true cause of

death may not always be recorded on the death certificate either due to a reticence on

the part of the family doctor to cause a family distress or because the means of death

is uncertain (Pearson & Brown, 2000).

There are two paradoxes when thinking about suicide in later life; older people are

living longer and yet those surviving longer (especially older men) are more likely

than ever to die by their own hand. The second paradox is that it is older women,

especially those aged 85 years and above, who are faced with the greatest challenges

of ageing and yet they have much lower rates of suicide than men of the same ages.

3.5 Summary Diagnosis and management of depression in older people

Depression is often thought by many professionals to be a natural consequence of the

many losses and challenges of ageing and yet findings by the ECA in the US and the

numerous community studies carried out in the UK (Beekman et al. 1999; Lindesay

et al. 1989; Livingston et al. 1990) suggest that major depression in later life is

paradoxically quite uncommon. As healthcare professionals often primarily come

into contact only with ill older people, they can become confused as to the

prevalence of depression (Knight, 2004). It is often presumed that depression is a

consequence of losses experienced in later life which has the effect of provoking

therapeutic nihilism about the potential outcomes of any treatments (Montano, 1999)
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thus many older people receive minimal intervention for their depression (Crawford

et al. 1998).

Currently if an older person does receive specialist treatment for depression then the

likelihood is that pharmacotherapy is offered in the first instance with

electroconvulsive therapy also being offered (National Institute of Health, NIH,

1991). In many cases pharmacotherapy is provided but at subtherapeutic dosages

because of fears about side effects and lowered expectations for outcome (Orrell et

al. 1995). It is not surprising that medication is rarely fully complied with amongst

older people (Unutzer et al. 1999). Despite concerns about medication efficacy and

side effect profiles, psychological treatment interventions are rarely used for the

treatment of late life depression, in part this is due to a lack of knowledge amongst

primary care practitioners (Collins et al. 1998; Laidlaw et al. 1998). Depression in

older people cannot be dismissed as unimportant, not least because suicide in older

people is much higher than in younger people (Kinsella & Velkoff, 2001; WHO,

2001) but also because depression in later life appears to have a negative impact on

life expectancy, with an increased risk of mortality that may not be completely

accounted for by physical ill-health (Ames & Allen, 1991) or by suicide (Burvill &

Hall, 1994).
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CHAPTER 4: EMPIRICAL EVIDENCE FOR PSYCHOLOGICAL
TREATMENT OF DEPRESSION IN LATER LIFE

4.0 Introduction

In this chapter, the empirical evidence for the efficacy of psychological treatments

for late life depression, with particular focus on cognitive and cognitive behavioural

interventions is reviewed. Perhaps the most noteworthy feature of research in this

area is that there simply is not enough of it to draw firm conclusions about the

differential effectiveness of various psychosocial and pharmacotherapy treatments.

In the sections that follow, meta-analytic evidence for the efficacy of psychotherapy

with older adults is considered prior to a further examination using systematic

outcome studies.

4.1 Review of Psychological Treatment for Depression in Later Life

Gatz, Fiske, Fox, Kaskie, Kasl-Godley, McCallum & Wetherall (1998) reviewed the

empirical evidence for the psychological treatment of older adults. However the

review by Gatz et al. (1998) was wide-ranging and examined psychological

treatments for older people in terms of depression, anxiety, insomnia, substance

misuse, caregiver interventions and psychological problems in dementia. In the

interests of parsimony the most relevant part of the review by Gatz et al. (1998) for

the purposes of this chapter is their evaluation of cognitive behaviour therapy for late
life depression

Gatz et al. (1998) adopted criteria originally generated as part of an initiative

developed by the Division of Clinical Psychology of the American Psychological
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Association for determining the effectiveness of psychological treatment

interventions (Chambless, Sanderson, Shoham, Johnson, Pope, Crits-Cristoph,

Baker, Johnson, Woody, Sue, Beutler, Williams & McCurry, 1996). This task force

group (Chambless et al. 1996) had concluded that CT and CBT were well-

established, empirically validated treatments for depression in both young and older

adults. To better understand the conclusions reached by Gatz et al. (1998) it is useful

to first review the criteria set out by Chambless et al. (1996).

To qualify as a well-established treatment the following criteria needed to be met:

I. At least two group design experiments demonstrating efficacy, by either:

a. Demonstrating superiority to pill or placebo or to another

treatment

b. Demonstrating equivalence of outcome in regard to an already

established treatment in studies of adequate statistical power

(considered minimum 30 per group)

II. A large number of single-case experiments (n > 9) indicative of efficacy

and demonstrating:

a. Good experimental design

b. Superiority of the intervention to pill, placebo or another

treatment.

III. Experiments must be conducted with treatment manuals
IV. Characteristics of the client samples must be clearly specified

V. Efficacy must have been demonstrated by at least two different

investigators or investigatory teams.
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While the criteria for probably efficacious treatment is as follows:

I. Two experiments showing the treatment is more effective than a waiting-

list control group, or

II. One or more experiments meeting the Well-Established Treatment

Criteria I, III and IV, or

III. A small series of single-case experiments (n > 3) otherwise meeting Weil-

Established Treatment Criteria II, III and IV.

In their review Gatz et al. (1998) concluded the following

"The evidence with respect to older adults is that cognitive therapy and CBT are
probably efficacious treatments for depressed community-dwelling residents who are
cognitively intact, have minimal comorbid psychopathology, and are not suicidal."

According to Gatz et al. (1998) CBT did not meet criteria as a well-established

treatment because criterion la for well-established treatment had not been

demonstrated, that is, the evidence from the outcome studies reviewed had failed to

show that CBT was superior to another treatment with 'sufficient consistency' and

that superiority of CBT to psychological placebo had not been demonstrated with

'sufficiently large samples'. The conservative conclusion drawn by Gatz et al. (1998)

may well be warranted at this stage as too few studies have been conducted to

properly evaluate cognitive therapy's efficacy. However, analysis of the literature

leads to the conclusion that the conservatism expressed by Gatz et al. (1998), is not

entirely accurate or fair (L.W. Thompson, personal communication). The studies that

have been done have demonstrated with a reasonable amount of consistency that
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CBT is an efficacious treatment for late life depression (Karel & Hinrichsen, 2000;

Knight & Satre, 1999; Powers, Thompson, Futterman & Gallagher-Thompson, 2002;

Scogin et al. in press). The evidence base would seem to meet criteria Ha, lib, III,

IV, & V for Well-Established Treatments. While it is the case that for Criteria la and

lb it is untrue to say that at present this criterion is definitely met, it is nonetheless

equally untrue to say that at present these criterion are definitely not met. The review

by Gatz et al. (1998) also fails to take account of the fact that randomized controlled

trials are expensive and difficult to do and given that psychological treatment studies

often explicitly exclude older people from participation, the research literature will

necessarily be smaller for older adults than for general adult psychology outcome

studies. Thus one could conclude that Gatz et al. (1998) were excessively rigid in

their application of APA criteria developed for a different research population. This

may be a reflection of the fact that no members of this research group have been

involved in the delivery of treatment trials of psychological interventions.

The rest of this chapter will review the efficacy of CBT as a treatment for late life

depression. The evidence base for psychological treatments for depression in later

life comes from two main sources, individual studies and meta-analytic reviews. The

evidence from meta-analysis is reviewed first followed by a review of the outcome

literature that takes the form of randomized and controlled clinical trials.

Chapter 4: Empirical Evidence for Psychological Treatment 46



cognitive behaviour Therapy versus Treatment As Usual for Late Life Depression

4.2 Meta-Analytic Reviews of Psychotherapy for Late Life Depression.

Meta analyses provide a mathematical way of aggregating or pooling data from a

number of different studies and by means of deriving standardized mean differences,

termed effect sizes, several different studies can be combined in order to obtain a

quantitative estimate of the overall effect of an intervention (Smith, Glass & Miller,

1980). Cohen (1992) provides a convenient way of making sense of effect sizes for

the behavioural sciences thus 0.2 is considered a small effect size, 0.5 is considered a

moderate effect size, and 0.8 is considered a large effect size.

4.2.1 Scogin & McElreath

Scogin & McElreath (1994) produced the first meta-analysis of the efficacy of

psychosocial treatments for late life depression mainly in response to the NIH

consensus statement in 1991 suggesting limited supporting evidence for

psychotherapy for late life depression. The NIH Consensus Conference on the

treatment of depression in later life provided a set of conclusions and

recommendations that were based upon the expert opinion of 37 experts, including

seven clinical psychologists. Part of the information used to determine conclusions

were meta-analyses of the outcome data, primarily pharmacological studies.

However, Zeiss & Breckenridge (1997) reveal the analyses were based upon poor

consideration of the available data leading to much controversy and debate. Thus it

was that the meta-analysis by Scogin & McElreath (1994) was welcomed by the

research psychology community working in outcome data for late life depression.
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Scogin & McEreath (1994) produced effect sizes for treatment versus no treatment or

placebo that were substantial (.77) and very similar to effect sizes calculated by

Robinson, Berman & Neimeyer, (1990) in their review of psychotherapy for

depiession across all age ranges. Despite the clear superiority of psychological

treatments versus no treatment, there was no evidence to support the superiority of

any single treatment modality. Scogin & McElreath (1994) derived cross

comparisons investigating differences in efficacy between brief forms of

psychotherapy and suggested that many treatments were equally successful in

treating late life depression.

Scogin & McElreath (1994) included personal construct therapy, self-administered

bibliotherapy, and behaviour therapy within their broad definition of psychosocial

treatments. Laidlaw (2001; 2004; 2005) argued that their overall meta-analyses were

very broad and potentially over-inclusive and questioned whether combining

markedly different treatments (psychodynamic psychotherapy and behaviour

therapy) together to derive a single composite measure of effect was justifiable and

clinically illuminative. More information would appear to be lost than is gained by

such an approach (Laidlaw, 2001, 2005). However, a rejoinder to the criticism that

an approach that combines these types of psychotherapies in one analysis is

comparable to mixing apples (i.e. structured therapies) and oranges (i.e. unstructured

therapies), is that the point of meta-analysis is that it permits a broader comparison,

that of the study of fruit in general (i.e. psychotherapy). Thus the broader comparison

seen in its historical context justifies the approach taken by Scogin & McElreath

(1994). However there is now a need for meta-analytic studies that seek to examine

what are the effects of different types of therapy with older people.
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Overall, Scogin & McElreath (1994) produced a timely and comprehensive analysis

demonstrating the efficacy of psychosocial treatments for older adults at a time when

this was being questioned (Zeiss & Breckenridge, 1997). For its time Scogin &

McElreath (1994) represents an important study that achieved a lot because it

challenged psychiatric orthodoxy regarding the efficacyr of psychotherapy with older

people and contributed a great deal to the revised thinking that resulted in new

conclusions in 1997 when the consensus statement on the assessment and treatment

of depression (NIH, 1991) was updated. In the revision of the consensus statement,

Lebowitz et al. (1997) concluded that cognitive-behavioural and interpersonal

approaches had established evidence for treatment efficacy and that psychological

treatments deserved greater emphasis as a treatment alternative to antidepressant

medication and ECT.

The review of psychotherapy effectiveness by Scogin & McElreath (1994) has had a

huge impact in the clinical field and despite its evident flaws it is still one of the most

comprehensive reviews of the outcome literature. Nonetheless the analyses by

Scogin & McElreath (1994) need to be supplemented by more focussed meta-

analytic reviews in order that researchers can evaluate whether psychological

treatments are efficacious for late life depression.

4.2.2 Koder, Brodaty & Anstey (1996)
A more focused meta-analysis was published by Koder, Brodaty & Anstey (1996)

evaluating cognitive therapy for the treatment of depression in older people. Koder et
al. (1996) identified seven treatment comparison studies published from 1981 to

1994. There were marked methodological differences between these studies with
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different recruitment sources, and different methods of treatment delivery with three

out of the seven studies included in this analysis using individual rather than group

treatments. Three of the seven studies favoured CT over other treatment modalities,

three failed to find significant treatment differences between modalities and one

study was positive for some aspects of cognitive treatment. Out of the seven studies

included in the Koder et al. (1996) analyses, only four provided sufficient BDI

information to permit effect size comparisons across treatment modality. Koder et al.

(1996) report mean effect sizes of .41 in favour of cognitive therapy compared to

psychodynamic psychotherapy in four studies. A mean effect size of 1.22 in favour

of Cognitive therapy compared to a waiting-list control group was reported in two

studies. Obviously this meta-analysis merely provides indications given that such a

small number of studies were included in their calculations. Koder et al. (1996)

correctly concluded that while there were too few studies of sufficient scientific and

methodological merit upon which a definitive conclusion could be reached over the

relative efficacy of cognitive therapy over other treatment modalities, cognitive

therapy is nevertheless an effective treatment procedure for late life depression.

4.2.3 Engels & Verney (1997)

Engels & Verney (1997) reviewed 17 psychological outcome studies for late life

depression published from 1974 to 1992. Like the studies used by Scogin &
McElreath (1994) treatments were broadly psychosocial and including cognitive

therapy, behaviour therapy, psychodynamic therapy, bibliotherapy, reminiscence/life
review, music therapy, physical training and anger expression. The calculation of a
combined mean effect size for the range of therapies used by Engels & Verney

(1997) in their analyses meets with the same objections raised in relation to the
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Scogin & McElreath (1994) study. The mean effect size calculated in this meta¬

analysis was moderate at .63, although lower than other reported effect sizes, on

average older adults receiving psychosocial treatment for depression are better off

than 74 per cent of older people not receiving treatment. Not all of the studies

included in the analysis by Engels & Verney (1997) had control conditions, but of

the 13 studies that did include a control, a mean effect size of .52 was reported in

favour of the psychosocial treatments. Cognitive therapy and behavioural therapy

were the most effective treatments with mean effect sizes of .78 and .85 respectively.

A surprising result showing that combined cognitive and behavioural therapy (CBT)

was less effective than either cognitive treatment or behavioural therapy alone may

be explained by an idiosyncratic definition for CBT. Engels & Verney (1997)

characterised studies as purely cognitive that are probably more accurately described

as cognitive-behavioural. For example studies published by Gallagher-Thompson,

Thompson and colleagues are considered to be cognitive therapy by Engels &

Verney (1997) when in fact Thompson, Gallagher-Thompson and colleagues would

certainly consider their approach to be more accurately labelled CBT as they

generally stress the behavioural components of treatment within a framework of

cognitive strategies (Thompson and Gallagher-Thompson, personal communication).

Indeed, one of the first outputs of these researchers was a behavioural treatment

manual for depression in older people published in 1981 (see Thompson &

Gallagher, 1981).

A more note-worthy finding by Engels & Verney (1997) is that individual therapy is

more efficacious than group therapy for late life depression with older adults, with
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individual therapies reporting a mean effect size of .76 and group treatments

reporting a mean effect size of .16 by comparison. Overall in this meta-analysis,

psychotherapy with older adults appears to be most efficacious when the diagnosis is

major depression (mean effect size of .86) or depression (mean effect size of .68)

rather than the much less differentiated and specific multiple complaints (mean effect

size of .14). This is understandable as it is much simpler to develop targets and

assess outcome when problems are more clearly specified rather than vaguely

defined. Indeed earliest CBT treatment protocols and manuals were written with

discrete disorders like depression in mind.

Interestingly, Engels and Verney (1997) investigated the mean effect sizes when

using different standardised measurements. The Hamilton Rating Scale for

Depression (HRSD) was found to report the highest effect sizes (1.10) compared

with the Beck Depression Inventory (0.57) and the Geriatric Depression Scale (0.65).

A common accusation levelled at CBT is that use of the BDI inflates treatment

outcome as CBT effectively 'teaches' people how to complete a BDI (Steuer,Mintz,

Hammen, Hill Jarvik et al, 1984). Indeed Riskind, Beck & Steer (1985) addressed

this issue directly and provided evidence that the BDI is a more conservative

indicator of change than the HRSD. Likewise, Lambert, Hatch, Kingston, &

Edwards, (1986) concluded that the HRSD was less conservative at measuring

change than the BDI. Engels and Verney (1997) conclude that future outcome

studies should adopt conservative change indicators such as the BDI.
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Overall, Engels & Verney (1997) report a meta-analysis that produces interesting

results on variables of high importance to practising psychotherapists (e.g. type of

therapy, mode of delivery, severity, diagnosis, age, gender, and assessment of

outcome). However a number of aspects of this meta-analysis are questionable such

as the inclusion of some studies given exceedingly small numbers of participants.

For example, 4/17 studies used by Engels and Verney (1997) had less than 10

participants in each group. The aggregation of markedly different treatments

combined to produce a mean effect size likely to confuse rather than clarify issues of

differential effectiveness of psychological treatments for late life depression.

4.2.4 Cuijpers (1998)

Cuijpers (1998) carried out a meta-analysis of the effectiveness of what he termed

psychological outreach programmes for depression in older people. The review

included a number of studies previously included in the analyses by Scogin &

McElreath (1994), Koder et al. (1996), and Engels & Verney (1997). In total,

Cuijpers (1998) included 14 studies in his meta-analysis that had been reviewed

elswhere. Cuijpers (1998) included studies if they were considered to be what he

defined as outreach studies offering treatment to older people resident in the

community. This included all research studies that actively sought to recruit subjects

through radio, television and local community adverts. Cuijpers (1998) noted that the
mean effect size of the psychological treatments for late life depression were large at

0.77 and similar to effect sizes quoted by Scogin & McElreath (1994). Given that

this meta-analysis shared similar studies with Koder et al. (1994) and Engels &

Verney 1997) it is not surprising that similar effect sizes are computed. This
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highlights the difficulties when the number of controlled trials in a specific field is

quite low. Cuijpers (1998) also calculated an effect size for four studies comparing
CBT to seven other therapies, in this instance there was a non-significant trend

favouring CBT.

Cuijpers (1998) calculated the overall attrition rate for psychological treatments for

late life depression as being 23 per cent. Group treatment, cognitive and behavioural

treatments, greater frequency of treatment sessions and being female all appeared to

predict drop-out rates. Interestingly the rate of drop-out increased with the number of

sessions. Also of note is the finding that group treatments have a high risk of drop¬

out. When added with the findings of Engels and Verney (1997) it would seem that

group-based psychotherapeutic interventions with older people are less preferred

than individualised psychotherapy.

However a number of limitations were again identified with the Cuijpers (1998)

meta-analysis and these are very similar to those levelled at Scogin & McElreath

(1994), such as aggregating a broad range of psychological treatments to achieve a

single index of outcome, combining different types of depression conditions (some

major depressive disorder, some not), and ignoring the wide range in expertise of

those providing psychological treatments in the published studies. In addition, there

seems little which has been added by results of the meta-analysis by Cuijpers (1998).

The rationale for aggregating studies simply because they were assumed to be active

outreach programmes is weak.
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4.2.5 Gerson, Belin, Kaufman, Mintz, & Jarvik (1999)

While meta-analyses reported thus far have considered psychosocial treatments,

Gerson, Belin, Kaufman, Mintz, & Jarvik (1999) investigated the effectiveness of

pharmacological and psychological treatments for depression in older people. Gerson

et al. (1999) reviewed 45 studies published from 1974 to 1998. Four studies of the 45

studies used non-drug (psychological) methods of treatment for depression in later

life (Gallagher & Thompson, 1982; Thompson & Gallagher, 1984; Steuer et al.

1984; Thompson et al. 1987). All patients were diagnosed with major depressive

disorder and to be included in the analyses had to report pre-post treatment outcomes

using observer-rated data, primarily documented using the HRSD. Gerson et al.

(1999) also utilized a stricter inclusion criteria for their analyses, such as a minimum

of 15 patients in each treatment group, description of dose regime in both treatment

and control groups, documentation of side effects by self-report or questionnaire,

specification of attrition rates and lastly statistical evaluation. Using the stricter

criteria reduced the number of studies entered into the meta-analysis to 28, two of

which used psychological methods of treatment.

The results of Gerson et al's meta-analyses were identical using either criteria

(inclusive vs strict) in that pharmacological and psychological treatments for major

depressive disorder in late life were equally efficacious. There were no significant

differences in the relative reduction on quantitative measures of mood between

treatments with a 54 per cent reduction in pre-post treatment scores for the drug

studies and a 51 per cent reduction in pre-post treatment scores for the psychotherapy

studies. Analyses also revealed no significant difference in attrition rates between
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pharmacological and psychological treatments (29.2 per cent and 29.4 per cent

respectively). Gerson et al. (1999) noted that both pharmacotherapy and

psychotherapy were superior to placebo. In a very well written and thoughtful

conclusion Gerson et al. (1999) state

"Effective psychological interventions constitute a much-needed addition to

antidepressant medication for depressed older patients, particularly in light of these
patients' high prevalence of medical problems, their use of multiple medications,
their increased sensitivity to adverse drug effects, and the many psychological
stresses to which they are exposed."

However, despite the excellent summary by Gerson et al. (1999) this analysis is

flawed. In light of the evidence provided by Engels and Verney (1997) the use of the

HRSD may potentially inflate treatment outcomes reported. Thus the results need to

be treated with caution. Also in question is the choice of psychological studies

admitted to the meta-analysis by Gerson et al. (1999). There appears to be an error of

'double -accounting' with the inclusion of studies by Gallagher & Thompson (1982)

and Thompson and Gallagher (1984) as this appears to be different analyses of the

same pilot study. It is arguable that a number of other psychosocial treatment

evaluations ought to have been included in their analyses but were excluded for

reasons that seem inexplicable. Adopting the criterion set bby Gerson et al. (1999) at

its strictest should nonetheless have permitted a number of other studies to have been

included. For instance, Arean, Perri, Nezu, Schein, Christopher & Joseph (1993) is

an outcome evaluation ofpsychological treatments that easily meets the entry criteria

of Gerson et al (1999) and yet was not considered in their analyses. This

consequence of non-inclusion of perfectly adequate psychological treatments is to

downplay the potential treatment effects reported. A final criticism is that Gerson et
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al. (1999) adopted 55 as the minimum age for studies, thus inflating the number of

studies that could be admitted to their analyses. This minimum age cut-off merely

served to inflate the number of pharmacological studies and further imbalanced this

study. Overall while the conclusion is valid and worthy, the actual analysis and

findings reported by Gerson et al. (1999) need to be interpreted with caution.

The results of the meta-analytic studies into late life depression are summarised in

table 4.1 below. Each of the above meta-analytic studies reported in table 4.1 needs

to be interpreted cautiously as they represent in effect only a partial answer of the

question of the efficacy of psychotherapy in general and CBT specifically as a

treatment for late life depression. When looking at the meta-analyses as a whole,

psychosocial treatment conclusions are much easier to reach than any conclusions

about the differential effectiveness of psychological treatments for late life

depression. While it is certainly the case that meta-analytic data suggest that

psychological treatments are an effective procedure for older people with depression,

it is hard to state with any precision that any one specific therapeutic modality is

more effective than any other. However, most meta-analyses suggest that cognitive

behaviour therapy is an effective treatment approach to reduce depression in later

life.
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Table 4.1: Summary of Meta-Analyses Studies
Authors Years

reviewed

No. of studies

in analyses

Effect sizes Conclusions

Scogin & McElreath

(1994)

1970-1988 17 Broad

categorisation of

treatments

Overall effect size for
treatment versus no-

treatment or placebo is
0.78.

No clear superiority for any
system of psychotherapy in the
treatment of geriatric
depression. Broad analysis of
treatment effects. Individual
analyses reveal little differences
between different treatment

approaches

Koder, Brodaty &

Anstey (1996)

1981-1994 7 All CT studies CT vs BT mean effect
size is 0.26
CT vs PP mean effect
size is 0.41
CT to WL mean effect
size is 1.22

Too few studies of sufficient
scientific and methodological
merit upon which a definitive
conclusion can be reached about
the relative efficacy ofCT over
other treatments but CT is
undoubtedly an effective
treatment option for late life
depression.

Engels & Vemey
(1997)

1974-1992 17 studies - all

patients carry
diagnosis of
MDD

Mean effect size of0.63

(i.e client was on
average 74% better off
than non-treated

controls)

Individual treatment more
effective than group methods of
treatment for depression in
older people. Cognitive and
behavioural treatments produce
largest effects. Older
participants do less well than
younger participants.

Cuijpers (1998) 1981-1994 14 psychological
treatments.

Effect size of0.77

comparable to that
found in younger
samples

No evidence for differential
effectiveness of one form of
psychotherapy over another
although non-significant trend
favouring cognitive approaches.
Group treatments have higher
levels ofdrop-out in
comparison to individual
treatments.

Gerson, Belin,

Kaufman, Mintz, &

Jarvik (1999)

1974-1998 45

(4 non-drug)
28

(2 non-drug)

Drug and non-drug
treatments appear
equally efficacious.
No difference in results
if use stricter criteria for

studies 54% decline in
HRSD scores vs. 51%
decline for drug vs. non-
drug treatments.

Psychological treatments
considered to constitute
effective treatment alternative to

antidepressant medication. No
differences in attrition rate

between physical and
psychological treatments.
Adequate psychological
treatments not included in
analyses.

CT = cognitive therapy; BT = behaviour therapy, PP = Psychodynamic psychotherapy. N.B. Lohen (lyyz) recommends that tor
the behavioural sciences, effect size of 0.8 is large, 0.5 is moderate, 0.2 is small.

4.3 Outcome Evaluation of CBT for Late Life Depression

Since 1982 there have been eleven systematic outcome studies looking at CBT as a

treatment for late life depression, with five of these studies being the product of one

research group based at Stanford University in California (Gallagher-Thompson

1983; Gallagher-Thompson, Hanley-Peterson & Thompson, 1990; Gallagher-

Thompson & Steffen, 1994; Thompson, Coon, Gallagher-Thompson, Sommer, &
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Koin, 2001; Thompson, Gallagher & Breckenridge, 1987). Six other systematic

evaluations have also been carried out by other investigators who have all endorsed

the methodology of using group based CBT for depression (Arean, Perri, Nezu,

Schein, Christopher, & Joseph, 1993; Beutler, Scogin, Kirkish, Schretlen,

Corbishley, Hamblin, Meredith, Potter, Barnford, & Levenson, 1987; Kemp, Corgiat

& Gill, 1991/2; Leung & Orrel, 1992; Rokke, Tomhave & Jocic, 2000; Steuer,

Mintz, Hammen, Hill, Jarvik, McCarley, Motoike & Rosen, 1984).

A number of methodological differences across studies investigating outcome of

psychological treatments for late life depression makes cross comparison difficult.

Some studies do not include control conditions (Leung & Orrel, 1992; Steuer et al.

1984,). Only one study produced information on longer term follow-up of up to two

years (Gallagher-Thompson et al. 1990). While a number of the studies identified in

table 4.2 do report follow-up data, many studies report follow-up at three or six

months which is less ideal as a longer-term evaluation. Some studies have evaluated

group cognitive therapy (Arean et al. 1993; Beutler et al. 1987; Kemp et al. 1991/2;

Leung & Orrell; 1992; Rokke et al. 2000; Steuer et al. 1984) whereas others have

evaluated individual cognitive therapy (Gallagher & Thompson, 1982; Gallagher-

Thompson et al. 1990; Gallagher-Thompson & Steffen, 1994; Thompson &

Gallagher 1983; Thompson et al. 1987)

A summary of the main studies looking at CT for older adults is provided in table

4.2. Studies are included in table 4.2 if they evaluate cognitive-behavioural treatment

for late life depression and if they report data using the Beck Depression inventory

(BDI: Beck, Ward, Mendelsohn, Mock, & Erbaugh, 1961) and the Hamilton Rating
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Scale for Depression (HRSD: Hamilton, 1960) as these measures are the main

outcome measures used in many research studies allowing comparison of differential

treatment effectiveness and reporting of this data in published studies permits the

calculation of effect sizes so as to allow comparison of treatment outcomes as

reported in table 4.2 below. As Kemp et al. (1991/2) do not report BDI and HRSD

data this study is not included in table 4.2, but since this study provides outcome data

on a cognitive-behavioural intervention it is considered in this textual review. As will

be seen there are generally very few studies investigating treatment effectiveness in

this population. In this review eleven studies in total taking place between 1982 and

2001 have been identified using some form of cognitive therapy in comparison to

another form of treatment. In their review Koder et al. (1996) identified six studies

that compared the efficacy of cognitive therapy in the treatment of depression in

older people. Table 4.2 includes five studies that appeared in the review by Koder et

al. (1996) and an additional four studies not present in that review (Arean et a., 1993;

Leung & Orrel, 1992; Rokke et al. 2000, Thompson et al. 2001). Arean et al. (1993)

and Rokke et al. (2000) use a form of cognitive-behavioral therapy that shares

similar conceptual ideas and therapeutic interventions with the standard model for

cognitive therapy developed by Beck, Rush, Shaw & Emery (1979) and report

outcome using the BDI and HRSD and thus merit inclusion in this chapter.

In the studies included in table 4.2, there are no significant differences in efficacy

between active treatments. In terms of attrition rates there are wide variations across

studies. Surprisingly few studies have reported upon co-morbidity of physical illness,
with the studies that do, reporting very high rates of physical illnesses (Rokke et al.
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2000; Steuer et al. 1984). It is evident from table 4.2 that the majority of studies have

very small sample sizes. It is also evident from table 4.2 that studies conducted thus

far have primarily focused on young-old people as only two out of the nine studies

reported in table 4.2 have a mean age of 70 years or above. This identifies an

important gap in the research literature especially as people are living longer, one

could reasonably ask, are psychological treatments efficacious with the oldest old?
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Table4.2:FeaturesofOutcomeStudiesUsingCBTforLateLifeDepression Authors

Treatment

N

Mean

Tx

Drop

Format

HRSD

Effect

BDI

Effect

conditions

Age

(time)

out(%)

Pre

Post

size

Pre

Post

size

Gallagher&

Cognitive

10

68.3

16

101

Individual

17.5

8.2

0.87s

23.6

9.7

1.03s

Thompson

Behavioural

10

66.0

sessions

50'

18.9

8.5

4.50s

29.2

12.6

2.75s

(1982)/Gallagher
Insight-Orient
10

69.0

over12

201

18.6

11.8

25.2

14.3

&Thompson

weeks

(1983) Jarvik,etal

Cognitive

16

66J

46

39

Group

18.6

10.1

1.70

16.4

8.6

1.40

(1982)Steuer,et
Psychodynamic
17

663

sessions

39

20.5

11.2

1.80

15.4

12.2

0.48

al(1984)

over27 weeks

Beutler,etal

CT+Medic

13

71.2

20weeks
31CBT

Group

21.3

14.7

1.54

11.4

9.6

0.29

(1987)

CT+Placebo

16

(F)

67medic

21.6

14.3

1.18

12.0

7.0

0.95

Medication

12

70.2

22.5

14.3

1.69

9.8

8.3

0.36

Placebo

15

(M)

22.8

16.8

1.01

11.7

9.9

0.30

Thompsonetal
Cognitive

27

66.1

16to20
27

Individual

19.2

10.5

1.42

25.3

13.6

1.34

(1987)

Behavioural

25

66.9

weekly

14

19.3

8.9

1.78

22.5

12.4

1.33

Insight-Oriented
24

66.7

sessions

14

19.0

10.0

1.82

23.4

14.2

1.30

DelayedControl
19

67.6

n/a

18.3

17.9

0.08

21.1

22.5

0.17

Leung&Qrrell
Cognitive

27

70.4

7weekly

0.0

Group

21.5

16.3

0.51

(1992)

sessions

Areanetal(1993)
ProblemSolving
19

67.0

12

33

Group

25.2

8.8

2.60

23.7

15.7

1.25

Reminiscence
28

66.7

weekly

20

25.3

17.6

0.91

23.6

16.9

0.79

Waitlist

20

65.5

sessions

n/a

22.4

22.0

0.08

23.0

21.2

0.32

Gallagher-

Cognitive

36

62.02

20

14

Individual

48"

0.55

46"

0.88

Thompson&

Insight-Oriented
30

sessions

30

Steffen,(1994) Rokke,etal
Self-mgmt++

9

67.23

10

25

Group

15.3

8.0

1.73

19.0

9.6

1.43

(2000)

Education

9

weekly

10

16.4

10.1

0.93

16.9

9.8

1.06

WaitList

16

sessions

11

14.7

10.7

0.79

18.1

15.1

0.46

Thompsonetal
Medicationalone
33

66.8

16-20
34

Individual

18.8

15.0

0.72

22.8

18.6

0.70

2001

CBTalone

31

66.5

sessions.
23

18.9

12.5

1.20

24.3

16.4

0.92

Meds+CBT

36

67.2

16weeks
33

18.7

12.0

1.31

25.5

15.7

1.22

1—Intotal8patientsdroppedoutoftreatmentwithinthefirst4weeksandwerereplaced.2=meanforsampleaswholereported.3=Medianonlyreportedforbothgroupsasawhole.*- calculationofeffectsizesforwithintreatmenteffects.Themeanscoreforpreandposttreatmentscoresonmeasures(BDI&IIRSD)aresubtractedanddividedbythepooledstandard deviation.!Imiter&Sehimdt(1990)provideacalculationtocorrectforsmallsamplesizebias.Generallythisformulaisappliedwheren<20,butitisappliedthroughoutincalculationof effectsizes.+™Alprazolam,++=selfmanagementisbaseduponthecognitivetherapymodelofRehm.**=Percentageofcarersshowingclinicallysignificantchangeovercourseof treatment,note,treatmentgroupsdidnotdiffersignificantly,t-testdatausedincalculationofeffectsizes.$=comparisonofeffectsizeswhentreatmentissplitaccordingto endogenous/nonendogenousdichotomy.Largereffectsizesevidentintreatmentofnon-endogenousdepression. Chapter4:EmpiricalEvidenceforPsychologicalTreatment
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4.3.1 Individual CBT for Late Life Depression

All individualised outcome studies for CBT have been conducted by the one research

group based at Stanford University in California. Gallagher & Thompson (1982) and

Thompson & Gallagher, (1983) produced the first systematic evaluation of CBT for

late life depression, and this was considered by these authors as a pilot study that

assigned 30 participants to one of three possible treatment conditions; behaviour

therapy, cognitive behaviour therapy or insight-oriented psychotherapy. Treatment

consisted of 16 sessions delivered over 12 weeks. The cognitive behaviour treatment

followed the approach of Beck et al. (1979), whereas the behavioural treatment

component used the approach of Lewinsohn et al. (1978) and emphasised activity

scheduling of pleasant activities. The insight-oriented approach was heavily

influenced by traditional psychodynamic theories and emphasised the use of the

therapeutic relationship as a vehicle for change (Gallagher & Thompson, 1982).

All three treatment approaches were equally efficacious at the end of treatment,

despite apparent differences in treatment content and style. However at one-year

follow-up, the participants in the structured psychotherapies (cognitive and

behaviour therapy) were statistically more likely to maintain significant gains in

comparison to participants in the unstructured therapy (insight-oriented) at one-year

follow-up (Gallagher & Thompson, 1982). In a separate report on the same pilot

study, Thompson & Gallagher, (1983) note that participants considered to have

'endogenous type' depression achieved a poorer outcome at the end of therapy. At

the end of treatment 80 per cent of the participants with 'non-endogenous'

depression (n = 15) recorded non-symptomatic scores on the BDI, and at one-year
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follow-up none of these participants relapsed into major depression. In comparison,

30 per cent of the participants with 'endogenous' type depression (n = 15) recorded

non-symptomatic scores on the BDI, and at one year follow-up eight of these

participants had not relapsed into major depression. As Thompson & Gallagher

(1983) conclude, taken as a whole, participants respond favourably to psychotherapy.

Placing this study in context it is the first randomized controlled trial of CBT with

older people and helped challenge the myth that older people would not benefit from

therapy (Zeiss & Steffen, 1996). Furthermore, Beck and colleagues had just a few

years previously produced the first evaluation of cognitive therapy as a treatment for

depression (Rush, Beck, Kovacs & Hollon, 1977), thus the time at which the study

by Gallagher & Thompson (1982) was completed meant it was not just important in

contributing to the empirical evidence of psychotherapy with older people but also to

the wider literature base for cognitive psychotherapy generally.

Following on from the earlier study by Thompson and Gallagher (1983), Thompson

et al. (1987) randomised 91 out-patients diagnosed with major depressive disorder to

one of the three treatment conditions; cognitive, behavioural and insight-oriented

psychotherapy. Each treatment condition was identical to that described in Gallagher

& Thompson, (1982). As before each participant acted as their own treatment control

by the use of a six week delayed treatment waiting list control condition, with

treatment consisting of up to 16 - 20 sessions of therapy over 16 weeks. Overall the

three treatment modalities produced a significant treatment effect compared to the

waiting list control condition with 52 per cent of the sample overall achieving

remission of symptoms at the end of treatment. A further 12 per cent of participants
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reported substantial improvements by the end of treatment, resulting in a positive

treatment response overall for 70 per cent of participants across the three conditions.

There were no significant differences noticeable between the three treatment

modalities with positive treatment responses (remitted and improved) for cognitive,

behavioural and insight-oriented interventions of 62 per cent, 80 per cent, and 70 per

cent respectively. Looking at the data in more detail and taking account of those

participants who achieved remission of depression symptoms at the end of treatment,

57 per cent of participants in the behaviour therapy group, 52 per cent of participants

in the cognitive therapy group and 47 per cent of participants in the insight-oriented

group achieved complete remission of symptoms, thus there were no differences

between the treatments at the end of treatment. However, the lack of differential

outcome at the end of treatment was not unexpected given that a similar finding had

been achieved in the results reported by Gallagher & Thompson (1982).

Reporting on two year follow up, Gallagher-Thompson et al. (1990) reported that

gains made initially by patients were maintained at one year follow-up with 68, 54

and 52 per cent of participants who received cognitive, behavioural and

psychodynamic treatments respectively remaining depression free at one-year

follow-up. In the initial sample reported by Thompson et al. (1987) 47 participants

were in remission at the end of treatment, or 52 per cent of the sample. At one-year

follow-up, 39 participants or 83 per cent, of these participants remained depression-

free, with 53 per cent of these participants remaining in remission for the whole year.

At two-year follow-up, 36 of the 47 (77 per cent) participants who were depression
free at the end of treatment remained depression-free. At the two-year follow-up
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assessment point, there were no significant differences between the treatment

conditions with 69, 63 and 79 per cent of participants who received cognitive,

behavioural and psychodynamic treatments respectively, remaining depression free.

Gallagher-Thompson et al. (1990) note that gains were maintained in a population

that are likely to experience an increased frequency of life events and thus the

effectiveness of psychotherapy is that participants learn specific skills that are useful

later in dealing with depressogenic stressors. The prognosis at two-year follow-up for

those participants who did not respond to treatment was poor. Of the 27 participants

who were still diagnosable with major depressive disorder, 23 agreed to be

interviewed at one-year follow-up and 74 per cent of these participants had remained

depressed. At two-year follow-up, 20 participants agreed to be interviewed and ten

had remained depressed during the entire follow-up period, thus 37 per cent of the

original sample had effectively been treatment non-responders. Seven of the 20

interviewed at the two-year follow-up period had enough symptoms of depression to

be diagnosed with minor depression and of the remaining three consenting to be

interviewed only one had been depression free at two year follow-up.

The finding of no apparent differences between the three treatments at follow-up was

viewed with disappointment by the investigators (L.W.Thompson, personal

communication) as they were sure that they had three different treatments, two

(Cognitive and Behaviour Therapy) markedly different from one other (Insight-

Oriented) and high treatment fidelity had been monitored and maintained by these

investigators and a difference had been thought possible. The answer perhaps lies in
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the fact that all three treatments were run according to strictly controlled protocols

and manuals and this may have tended to reduce the level of variation that was

possible between the treatments.

While the studies by Gallagher-Thompson et al. (1990) and Thompson et al. (1987)

are considered to be the best available studies of CBT for late life depression (Gerson

et al. 1999; Koder et al. 1996; Laidlaw, Thompson, Dick-Siskin, & Gallagher-

Thompson, 2003; Zeiss & Breckenridge, 1997) the biggest criticism that is

acknowledged by the authors themselves is that most of their participants are

different to those usually found in clinical practices as they are relatively affluent,

and physically healthy individuals. In part this sample reflects the recruitment

strategies employed by these investigators as they recruited their sample from people

who had voluntarily attended depression information classes. A stronger test of CBT

is to consider its applicability in clinical settings and with populations routinely

referred for psychological distress by GPs in the UK (Laidlaw, 2001). This last

criticism founded the basis for the need for the current study.

In a follow-up to the earlier individual studies noted above, Thompson et al. (2001)

randomised 100 out-patients diagnosed with major depressive disorder to one of the

three treatment conditions; CBT alone, Desipramine; an antidepressant medication

(ADM) used alone or combined Desipramine with CBT. In each case treatment

lasted 3-4 months and in the CBT condition participants received 16-20 sessions. For

the combined treatment a psychologist and psychiatrist saw participants individually,

and separately at each session. All participants in the three treatment conditions

Chapter 4: Empirical Evidence for Psychological Treatment 67



Cognitive Behaviour Therapy versus Treatment As Usual for Late Life Depression

showed substantial improvements with the combined Desipramine plus CBT group

reporting the greatest improvement (see table 4.2). There was little difference

between the CBT alone condition and the CBT combined condition. Thompson et ol.

(2001) state that when using the BDI as an outcome measure the CBT alone group

improved more than the group receiving Desipramine alone. When the sample was

split into high and low levels of depression severity, the CBT plus Desipramine

combined condition proved to be a superior treatment for depression in comparison

to Desipramine alone but was equivalent to CBT alone (CBT/ADM = CBT alone >

ADM alone). However this finding was inconsistent as those participants who were

on higher levels of medication and considered to be more severely depressed

appeared to do best with CBT plus Desipramine overall. In terms of attrition rate

there were no significant differences between the treatment conditions. In total 12

participants dropped out of the Desipramine alone and Desipramine plus CBT

conditions and 7 participants failed to complete treatment in the CBT alone

condition.

There are a number of difficulties with the Thompson et al. (2001) study. The

participant numbers were rather small in each group for such a design and the group

is considered to be quite mildly depressed. There are questions about the choice and

adequacy of medication used. Some of the participants were not receiving a

therapeutic dosage of medication. To address this issue Thompson et al. (2001) split

the medication sample into high and low dose groups. In the medication alone group

there was no difference, however in the combined CBT plus Desipramine group,

those who received a high dose of Desipramine showed greater improvement. As
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with previous studies completed by this group, the majority of recruits were white,

well-educated middle class community dwelling older people in their early 60s. Thus

the results of this study do not definitively provide an answer to whether medication

plus CBT is better than either treatment on its own.

Gallagher-Thompson & Steffen, (1994) evaluated CBT in comparison to a brief

psychodynamically oriented treatment targeted at depression in dementia caregivers.

Treatment consisted of 16 sessions delivered over 12 weeks. The cognitive behaviour

treatment combined the cognitive approach of Beck et al. (1979) with the

behavioural model of treatment developed by Zeiss & Lewinsohn (1986) and

emphasised scheduling of pleasant activities and challenging dysfunctional thoughts.

The brief psychodynamic therapy emphasised resolving past losses and conflicts in

separation and again the therapeutic relationship was the main vehicle of change

(Gallagher-Thompson & Steffen, 1994). In this study 66 participants were randomly

assigned to either treatment modality but the proportion of caregivers with a longer

caregiving history (defined as greater than 40 weeks) were balanced across the two

treatment conditions. The results are fascinating in that there were no differences

overall between the two conditions in terms of treatment outcome, but there was an

interaction between treatment outcome and length of time spent as the primary carer.

Thus participants who had been primary caregivers for longer showed more benefit

from the CBT intervention whereas those participants who had been caregivers for

less time found the brief psychodynamic intervention more beneficial. In addition,

Gallagher-Thompson & Steffen, (1994) found that longer-term caregivers were much

more likely to drop out of treatment prematurely if they had been assigned to the
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brief psychodynamic intervention. This suggests that people are at different stages in

terms of a caregiving 'career' but also that different forms of psychotherapy are

necessary to promote different coping strategies for an ever-changing situation. In

the early stages of caregiving having an opportunity to make sense of the illness and

its impact is best achieved using a less structured and more verbalised treatment such

as psychodynamic psychotherapy, whereas later on in the caregiving process, the

skills and problems solving strategies that form part and parcel of CBT type

interventions are more helpful and welcomed. Again as with all studies by this group

the majority of participants were white, middle class and well educated and no note

was taken of the premorbid quality of the relationship between carergiver and care

recipient. Nonetheless these criticisms aside this shows that CBT for late life

depression has high utility.

4.3.1.1 Summary of Individual CBT for Late Life Depression

In summary, there are strong grounds to recommend individual cognitive and

behaviour therapy as an efficacious treatment for late life depression. In general

psychotherapy is an effective treatment alternative for those patients who cannot

tolerate medication, or for those older adults who do not wish to be prescribed

antidepressants. For more severe levels of depression, there is evidence that CBT in

combination with adequate dosages of medication constitutes an appropriate

treatment regime (Gerson et ol. 1999; Thompson el al. 2001). The main criticism to

be levied is that the evaluations of individual CBT have mainly been carried out on

healthy, community dwelling older adults who are mainly young-old rather than old-

old. Another major criticism of CBT for late life depression is that research has
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largely focused on outcome, while generally ignoring the importance of process

issues.

4.3.2 Group Based CBT for Late Life Depression

Steuer et al. (1984) reported on a treatment comparison between CBT and

psychodynamic psychotherapy for late life depression. 33 Participants were enrolled

into the research with 20 completing treatment. 76 per cent of participants were

female. Steuer et al. (1984) had a 9-month treatment period and on average

participants attended 37.5 sessions. Of those who completed treatment, 80 per cent

reported improvement, with 40 per cent in remission of depression. Overall 27 per

cent of those participants entering treatment achieved remission of symptoms. Given

that at the end of treatment there were only 10 participants in each treatment group,

Steuer et al. (1984) rightly urge caution when considering the differential

effectiveness of each treatment. CBT was more effective than the psychodynamic

treatment when using the BDI as the main criterion for measuring change. However,

Steuer et al. (1984) state that for each treatment condition there were comparable

numbers who achieved remission.

Beutler et al. (1987) investigated the effectiveness of Alprazolam compared with

group cognitive therapy. Fifty-six participants were randomly assigned to one of four

treatment conditions; alprazolam and support only, CBT plus alprazolam and

support, placebo and support only, CBT plus support and placebo. CBT plus

alprazolam and support, and CBT plus support and placebo produced the largest

effect sizes of all the treatment combinations as assessed using participants' BDI
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scores. CBT plus support and placebo appeared more efficacious in comparison to

CBT plus alprazolam and support in this study. It is interesting that this study has

very high attrition rates for both medication groups, double that of non-medication

treatment groups. This result perhaps indicates that the side effects of medication

proved intolerable to patients in this trial or that this medication was not appropriate

for this study. As Woods & Roth (1996) state this study is very difficult to evaluate,

especially as Alprazolam is not widely used as an antidepressant.

Kemp et al. (1991/2) carried out a brief 12 week group cognitive therapy

intervention and compared individuals with and without disabling illnesses. Fifty-one

participants started treatment with 41 completing treatment. Of those completing

treatment, 18 had chronic disabling illnesses that limited activities of daily living.

The remaining 23 participants did not have a disabling illness although some did

have chronic non-limiting medical conditions. All participants met diagnostic criteria

for major depressive disorder. While both groups benefited from the intervention, the

non-disabled group continued to improve at six months follow-up whereas the

disabled group maintained gains but did not improve further. The authors noted that

the disabled group appeared to do less well at follow-up as they experienced

additional health problems that interfered with their levels of functioning. However,

Kemp et al. (1991/2) state that these results are very encouraging as it counters the

belief that older people with disabling conditions who are depressed are unlikely to

benefit from psychotherapy.
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Leung and Orrell (1992) report on an interesting group cognitive therapy

intervention. The intervention was very brief, a series of seven weekly sessions

lasting ninety minutes. Despite the brevity of intervention table 4.2 shows that this

study nonetheless produced moderate effect sizes. It is worthy to note that many of

the patients taking part in this study satisfied criteria for major depressive disorder

and still found this brief intervention efficacious. There were no control groups or

comparisons to this intervention.

Arean et ol. (1993) randomised 75 participants diagnosed with major depressive

disorder to one of three treatment conditions; cognitive behavioural problem solving

therapy, life review/ reminiscence and a waiting list control condition. Treatment

took place over 12 weeks and each session lasted for 90 minutes. Waiting list

controls received treatment after 12 weeks. Both active treatment conditions proved

efficacious although problem solving appears to result in better outcome than life

review/reminiscence when comparing scores on the Hamilton Rating scale for

Depression and the Geriatric Depression rating scale but not on the BDI. The waiting

list control group showed no evidence of spontaneous improvement. Arean et al.

(1993) note that significantly fewer participants in the problem-solving group

remained depressed (11 per cent) in comparison to those in the Life

review/reminiscence group (60 per cent). Notably this is one of the few

psychological comparison studies to show differential effectiveness between active

treatments.
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Rokke et al. (2000) randomised 34 participants diagnosed with major depressive

disorder to one of three treatment conditions, Self-management therapy, education

and support, and a waiting-list control condition. Self-management therapy required

participants to monitor mood and activities on a daily basis. The education and

support group were provided with information about depression and therapy

procedures, participants were also encouraged to talk about their problems and to

offer constructive support to one another. Each treatment session lasted for 90

minutes and took place over a 10-week course. Overall, 89 per cent of participants

registered an improvement in depression diagnostic status at the end of treatment.

Rokke et al. (2000) state that 71 per cent of the self-management group and 62 per

cent of the education/support group achieved clinically significant reductions in

depressive symptoms. The education/support group as originally conceived by

Rokke et al. (2000) was to be a psychological placebo in that it provided an attention

control comparison to the self-management group. However results suggest that

education and support delivered in a supportive environment can constitute a useful

and helpful treatment.

4.3.2.1 Summary of Group-Based CBT for Late Life Depression

In summary, group-based CBT can take many forms and in some circumstances

could be considered to constitute a different type of CBT (see Malik, Beutler,

Alimohamid, Gallagher-Thompson & Thompson, 2003). Although there have been

some suggestions that group treatments would provide a superior therapeutic

supportive environment for older people, especially those living alone, this is not

supported by the empirical evidence when considering meta-analytic reviews (Engel
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& Verney, 1997). As Karel & Hinrichsen (2000) note, some older people may feel

more uncomfortable with the process of group therapy and it may not be flexible

enough to meet the cognitive and emotional needs of all older participants.

Interestingly one group-based intervention, by Arean et al. (1993) manage to

produce the only evidence of differential effectiveness between psychological

treatments. The outcome here suggests that older people especially respond to the

common-sense approach evident in problem-solving therapy. It is also important to

treat meta-analytic results with caution and to consider these as pointers for future

avenues of research rather than definitive answers to research questions.

4.4 Summary.
As many older adults are unable to tolerate antidepressants or there may contra¬

indications to their use with older people with cardiac problems (Orrell et al. 1995)

psychological treatments constitute a much needed effective treatment alternative to

physical treatments for late life depression (Gerson et al. 1999).

The most obvious conclusions to draw at this stage is that there is simply not enough

psychological research in late life depression to draw firm conclusions about the

differential effectiveness of various psychosocial treatments. An additional

conclusion is to concur with Karel & Hinrichsen (2000) and Nordhus & Pallesen

(2003) that the majority of research has so far been conducted on healthy,

community residing older adults and for many clinicians working in the field this

brings into question the generalizability of research findings with the population they

may find themselves working with. With these previous two points in mind one can

draw a cautious conclusion that CBT for late life depression is an efficacious
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treatment choice. Given the increase in the numbers of older people living longer, the

psychological needs of this section of society are likely to increase rather than

decrease, with the need for more research of high quality also likely to increase.

An additional conclusion that could be reached is that psychotherapy outcome

research with older people has predominantly borrowed models of treatment from

adult settings largely without consideration to the cohort or other systems of older

people (Knight, 1999). While the efficacy data do suggest that older people benefit

from psychotherapy even when it applies models not specifically developed for older

people's needs, it is also interesting to speculate that the efficacy data could be even

stronger if modifications had been used in treatment protocols (B.G. Knight, personal

communication).
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CHAPTER 5: COGNITIVE BEHAVIOUR THERAPY WITH
OLDER PEOPLE

5.0 Cognitive Behaviour Therapy of Depression

Cognitive behaviour therapy (CBT) is probably best known in the form developed by

Aaron T. Beck (see Beck et al. 1979, Beck, 1987) where the primary mode of

effectiveness is driven by the identification and modification of dysfunctional

thoughts, beliefs, and behaviours (Beck 1995) and where symptom amelioration

occurs through cognitive restructuring and behavioural change (Persons, 1989).

In the Beck model of cognitive therapy (Beck et al. 1979), the most basic premise is,

how a person thinks, feels, and behaves determines how that person makes sense of

their experiences. The Beck model for cognitive behaviour therapy (Beck et al. 1979;

Clark et al. 1999) suggests depression is characterised by underlying dysfunctional

beliefs (schemas) reflecting latent but stable personality traits that result in habitual

errors in the processing of information, termed cognitive distortions (Kovacs &

Beck, 1978). According to the Beck model of depression (Beck et al. 1979) people

are hypothesised to develop depression following the activation of latent underlying

beliefs, or schemas consequent to confrontation with personally meaningful events in

a stress diathesis interaction.

Schemas or dysfunctional beliefs are conceptualised as having developed following

certain early life experiences and represent personal vulnerabilities that may

predispose an individual to develop depression. While schemas are conceptualised as

rigid and primitive, they are not randomly distributed but are interconnected and
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allow an individual to process information in a personally meaningful way (Kovacs

& Beck, 1978).

As well as hypothesising about the structure of cognitive processes, the Beck model

for depression (Beck et al. 1979) also conceptualises the content of cognitive

structure. Thus, the content of depression has three important elements, termed the

negative cognitive triad: negative view of self, world and future (Clark et al. 1999).

Another important concept in the cognitive model of psychopathology is the concept

of negative automatic thoughts. Negative automatic thoughts reflect the existence of

underlying dysfunctional schemas. Negative automatic thoughts can often be

collected together to identify themes evident in an individual's belief system. The

therapist uses this knowledge when formulating the patient's story so as to decide

what cognitive behavioural interventions may be necessary.

In CBT the meanings patient make of their experiences and the impact of their

symptoms of depression are the 'data' therapists work with. CBT can be

differentiated from other forms of psychotherapy by its emphasis on the empirical

investigation of the patient's thoughts, appraisals, inferences and assumptions. This

aim is achieved through the explicit use of cognitive and behavioural techniques such

as activity scheduling, graded task assignments, problem solving techniques, thought

identification and monitoring, and modification of core beliefs about the self, world

and future.
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The use of problem-solving skills is emphasised and patients are taught these skills

in order that they might become their own 'therapists' when treatment is completed.

Psychoeducation is also important in CBT with older adults as many older patients

see depression as something to be ashamed of and as a sign of a weakness of

character. Issues that are discussed in therapy often become part of experiments

(termed homework) where the patient is encouraged to test out some beliefs or new

skills they have learned. It is through the use of explicit homework exercises that

CBT interventions can be made more effective.

5.1 Cognitive Behaviour Therapy Treatment Issues with Older People

CBT with older people is an active, directive, time-limited, and structured treatment

approach whose primary aim is symptom reduction (Laidlaw et al. 2003). CBT is

particularly appropriate as an intervention for older adults because it is skills

enhancing, present-oriented, problem-focussed and takes into account normal age-

related changes in the formulation of an individualised treatment plan (Emery, 1981;

Glantz, 1989; Steuer & Hammen, 1983; Thompson, 1996; Zeiss & Steffen, 1996).

Chapter 5: CBT with Older People 79



Cognitive Behaviour Therapy versus Treatment /4s Usual for Late Life Depression

Morris & Morris (1991) provide a number of reasons why cognitive-behavioural

interventions are particularly effective with older people as:

(i) CBT focuses on the 'here and now', meaning the individual's current

needs are identified and interventions are developed to target specific

stressors;

(ii) CBT develops practical problem-solving skills, where the individual is

taught specific ways to manage their individual stressors;

(iii) CBT Sessions are structured, with the organised nature of therapy

meaning that the person remains oriented to tasks within and across

sessions even in the presence of cognitive impairment;

(iv) CBT employs self-monitoring, where the individual is taught to recognise

mood fluctuations and emotional vulnerabilities and to develop coping

strategies that reduce depressive symptomatology;

(v) CBT utilises a Psycho-educative approach, to emphasise the connection

between thoughts, mood and behaviour in understanding how problems

may have developed and for understanding what interventions may be

necessary;

(vi) CBT is Goal oriented, and challenges negative age stereotypical beliefs,

such as, 'You can't teach an old dog new tricks' or "it is depressing to be

old".
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CBT with older people has some defining characteristics that set it apart from other

therapies. These basic elements can be split into procedural elements and conceptual

elements. Basic procedural elements of CBT with older people are: (1) the use of

agendas at the beginning of each session to determine what is discussed in therapy

and to ensure that a consistent focus is maintained upon the patients main problems;

(2) an emphasis on collaborative empiricism where the main agreement is that the

therapist and patient work together closely to bring about change in problems, often

collaborative empiricism means agreeing on targets and aims for therapy outcome

and using a series of behavioural experiments to bring about a resolution of the

problem or symptom amelioration, use of homework strategies as a way of ensuring

generalizability of interventions and insights gained during therapeutic session can

greatly increase collaboration; (3) an explicitly psychoeducational stance is adopted

by the therapist to ensure that in time the patient can become their own therapist; and

(4) an agreement that therapy is time-limited, almost always from session one an

agreement is made that therapy progress and outcome will be reviewed on a regular

basis. For this reason, CBT therapists are encouraged to use standardised procedures

to measure progress across sessions.

Conceptual type elements of CBT with older people are the (1) use of Socratic

dialogue as a means of understanding the meanings patients ascribe to situations,

events and interactions (Padesky, 1986) and (2) use of conceptualizations as a way of

understanding the idiosyncratic nature of the patient's difficulties that allow a

therapist to make sound predictions about the potential pitfalls that may lie ahead.
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CBT is conceptualized as having three distinct phases: early, middle and late.

Commonly, a full course of CBT is considered to last for about 16 to 20 sessions but

in many instances older people need many fewer sessions (Dick, Gallagher-

Thompson & Thompson, 1996). It is in the early part of therapy that patients are

educated about the process of therapy and are socialised into a specific way of data

gathering and self-monitoring. Socialising the patient into psychotherapy means

addressing such issues as, the patient's expectations for therapy, working

collaboratively in a problem solving way, planning for the end of therapy right at the

start, establishing goals for treatment outcome and planning on the use of homework

out of session. In the early phase of treatment, setting up a working therapeutic

relationship is essential. Ideally by the end of the third session of therapy a problem-

list is drawn up and agreed between therapist and patient. The problem list should

contain a maximum of three items that are then translated into goals and aims for

therapy. Goals should be relevant, specific, measurable, time-limited and achievable.

It is in the middle phase of CBT treatment that most time is spent on dealing with

negative automatic thoughts. The patient is taught self-monitoring skills to identify

thoughts that are associated with negative mood and maladaptive behavioural

response. The negative thoughts are examined for their reality and validity using

simple questions such as, what is the evidence for and against this thought, How does

it help you to think this way? What is an alternative way to think about this situation?

If this thought were true what would it mean to you? By asking these questions the

negative thought is cognitively restructured so that the patient is able to regulate their

mood more easily even when they experience similar negative thoughts.
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Most cognitive restructuring is done using a dysfunctional thought record (DTR).

The DTR has spaces for the patient to record their thoughts, and to record rational

responses to these and to note the impact this has upon on their mood. As therapy

proceeds patients learn to challenge their negative thoughts using the DTR by

themselves. Patients who are more skilled at the use of DTRs tend to have lower

rates of relapse (Greenberger & Padesky, 1995). In the mid-phase of therapy, an

important thing to do is to take time to review progress. This review can be carried

out by looking at copies of the weekly activity schedule completed over a number of

sessions. If a dysfunctional thought record (DTR) has been completed this can be

reviewed also.

Patterns of behaviour that a patient habitually engages in when mood is low are

examined for their impact. It is not uncommon for people to distance themselves

from others when they are depressed for fear of being a burden on others and an

associated fear of contaminating another person's mood (bringing them down). To

produce behaviour change it is important to explore alternative strategies by the

utilisation of behavioural experiments such as making contact with friends when

one's mood is low. It is usually illuminative for the patient if they have made a

prediction about the experiment before they engage in it. The middle phase of

therapy sees the development of a shared conceptualisation and potentially, a

discussion of hypothesised underlying maladaptive beliefs.
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In the final phase of therapy there are two main tasks to be accomplished; (1) to

agree upon an appropriate termination point for therapy and (2) to work out a relapse

prevention plan with the patient prior to the end of therapy. It is important that the

relapse prevention plan is at least role played with the patient before they are

discharged. An important means of promoting relapse prevention is to engage the

patient in actively reviewing what he or she has learned from therapy and to list what

strategies work well for them. Prior to the end of therapy, fears are elicited from the

patient about the future challenges and a discussion centres around the eliciting of

appropriate supports and utilisation of appropriate coping strategies for anticipated

future events. At the end of treatment using a CBT approach, the therapist may have

to consider gradual termination of contact. This is especially important if the client is

isolated and has less developed social networks. Intermittent or booster sessions can

if necessary be built into the treatment package.

5.2 The Application of CBT with Older People

Working with older people in therapy can be challenging, and it can be different

from working with younger people in a number of important respects because of the

higher likelihood of physical co-morbid conditions, changes in cognitive capacity,

different cohort experiences (Glanz, 1989), and different understandings and

expectations about psychotherapy. In many cases the complex types of problems that

older people bring to therapy can be daunting and overwhelming to therapists unused

to working with older clients. The opposite is also true in that there is great

variability in the aging process (Valliant & Mukamal, 2001) with the result that

adaptations and modifications of therapeutic procedures may not be necessary
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(Laidlaw, 2003). Unfortunately all too often therapists see the age of the patient as an

important defining characteristic and this can bias a therapist into expecting poorer

outcome and therapy becomes much more passive and less directive. In turn the slow

pace and lack of structure in sessions may make the process of therapy more

confusing and less helpful to the older person who may become disheartened and

come to believe that their problems really are unchangeable and their situation is

hopeless. In turn this can affect the therapist and both parties are negatively

reinforced over the idea of psychotherapy with older people.

In CBT with older adults the pace and length of treatment may differ. It may be that

the treatment sessions are shorter because the patient is frail or because of mild

cognitive impairment. This may result in patients being enrolled for a greater number

of sessions. Sometimes the pace is different because older people just need longer to

tell their story. As subclinical levels of depression are more common than major

depressive disorder in later life (Blazer, 2002), this may mean that it will take more

patience on the part of the cognitive therapist to gain an accurate picture of the level

of the patients' problems. The longer time spent with the patient is not wasted as this

builds therapeutic alliance.

Often older adults may have become accustomed to adopting a passive recipient role

in any dealings with health professionals (Glantz, 1989). Often with older people

there is a pervasive notion that it is wrong to discuss problems outside the family unit

and they can often feel considerable guilt at their perceived inability to deal with

their difficulties themselves (Glantz, 1989; Yost, Beutler, Corbishley & Allender,
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1986; Thompson, 1996). The therapist may have to highlight this as an issue from

the first session onwards and introduce the patient to the idea of solutions arising

from shared discovery (Laidlaw et al, 2003). CBT maintains an emphasis that what

the patient brings into the therapy session is important so that patients are given a

realistic sense of responsibility and agency when solving their own problems. A

supportive stance by the therapist can make an enormous difference to a nervous

older person. Encouragement to talk may take the form of simply saying to the

patient that you do not regard their problems as trivial, or that you do not think

depression is a sign ofweakness. It may also be helpful simply to say, 'It sounds as if

this is very difficult for you, but you are doing very well' (Dick et al. 1996; Emery,

1981; Steuer & Hammen, 1983). Often the therapist may need to set aside time

within initial sessions to take an educational approach and explain what depression is

and what impact it has upon the individual. Zeiss & Steffen (1996) emphasise the

nonpathologizing stance ofCBT makes this type of approach particularly helpful for

use with older adults suspicious of being labelled as mentally ill.

Communication styles of older people may sometimes require CBT therapists to take

a much more directive stance in therapy. Early in therapy, frequent use of

summarising statements to signal that you are following what the person is saying

and that it is making sense can give a patient tremendous encouragement to continue

to reveal more about their personal circumstances. It is not uncommon for older

people to 'wander' off topics. In many cases, therapists mindful of being respectful

to elders will allow their patients to talk without interruption, often losing the focus

entirely. In CBT the therapist is active and directive and often needs to interrupt the

patient to keep them focused on the topic being discussed in therapy. This can be
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done with some humour to avoid interruptions seeming to be too rude. Older people

may sometimes experience short-term memory difficulties in staying on track with a

particular focus, or they may be used to telling stories and will often get sidetracked

when relaying information to their therapist. As Zeiss & Steffen (1996) state, helping

patients stay on track with information in session is often appreciated by older people

as long as it is done gently and with respect. Repeated presentation of information is

also helpful for ensuring that older people stay on track with therapy procedures and

topics being discussed (Glantz, 1989). When discussing new skills or tasks with

older people, Zeiss & Steffen (1996) encourage a multi-modal presentation of

information that includes discussion, modelling and practice in-session; this is

termed, 'say-it, show-it, do it'.

An important element in the application of CBT with older people is the translation

of discussions and exploration of covert thoughts, feelings and beliefs into actions in

the form of behavioural experiments. Especially important is the use of problem-

focussed strategies for helping older people deal with their current concerns. In many

instances CBT techniques are used to assist an older adult in rediscovering old tricks

rather than learning new ones (Thompson, 1996). In this way, CBT is respectful of

the skills and talents that older people have and recognises that a life lived is one that

is seldom lived without having to learn to solve problems. In many cases, CBT does

not teach older people new strategies, it merely serves to remind them to reuse old

skills they have along the way stopped using (Thompson, 1996). Older people take to

this approach readily and find it encourages optimism and a sense of independence

(Zarit & Zarit, 1998; Zeiss & Steffen, 1996).
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5.3 Modifying Cognitive Behaviour Therapy with Older People

Knight (1999; 2004) states that there are two key questions for psychotherapists

when working with older people; can psychological interventions developed in adult

settings be expected to work for older people and does one need to make adaptations

to these psychological interventions for use with older people? The answer to the

first question for CBT with older people is a resounding yes and has been answered

in an earlier chapter of this thesis (see chapter 4). The remainder of this current

chapter primarily concerns itself therefore with attempting to answer the second

question. The answer to the question of adaptation and therapy with older people is

much more difficult and complex because adaptations suggest to clinicians that the

treatment model they have chosen may be inadequate in some important respect for

the patients they intend to treat (Laidlaw et al. 2003). This can lead to confusion as

one could reasonably ask, in what important respect is CBT as a treatment

intervention with older people deficient?

In most instances, however for CBT with older people, modifications that are

intended to enhance treatment outcome are sufficient (Grant & Casey, 1995; Zeiss &

Steffen, 1996). Modification of therapy may be required to take account of normal

age-related changes and transitions (Grant & Casey, 1995; Knight & Satre, 1999;

Laidlaw et al. 2004), however, there is a great deal of individual variation in this

section of the population (Laidlaw et al. 2003; Steuer, 1982; Steuer & Hammen,

1983; Zeiss & Steffen, 1996) so no modifications may be necessary. As CBT is

idiosyncratically based, and always aims to understand an individual's particular

circumstances, this means that the standard intervention strategies in CBT are fully at
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the disposal of therapists while the context of ageing and the transitions experienced

by older people that bring them into therapy may have to be conceptualised and

understood with a broader framework (Knight, 2004; Laidlaw et al. 2004).

Knight (2004) notes that therapists unused to working with older people often

believe that older people are unlikely to benefit from psychotherapy. Perhaps

because of Freud's assertion that older people lack the mental plasticity to change or

to benefit from psychotherapy (Lovestone, 1983; Steuer, 1982) this is a commonly

held belief. Clinical psychologists have tended to ignore and avoid the needs of this

population group with an expectation that psychological treatments are not

applicable to older adults because of a pervasive notion that the complex

presentations of psychological problems in later life result in less likelihood of

meaningful clinical change and progress. Nonetheless, experience teaches those of us

in this area to be more optimistic and enthusiastic about the range of benefits older

people derive from psychotherapy. Particularly useful is the recognition that

continued development and growth and change are normative across the entire

lifespan (Sugarman, 2001).
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5.4 A New Conceptualisation for CBT with Older People

Many experienced therapists working in the field consider standard CBT

conceptualisations to be inadequate for describing the complexity of the issues facing

their patients and for placing the issues within an appropriate gerontological

perspective. The conceptualisation framework applied here for CBT with older

people helps therapists, particularly those unused to working with older people, to

frame problems within a CBT model of working but also to take account of issues

ignored by the standard CBT model developed by Beck et al. (1979) such as multiple

loss experiences, and age-related negative cognitions (such as "It is depressing to be

old"). It is in the light of these challenges that cognitive therapists who work with

older people can often feel underserved by the narrowness of the original CBT

conceptualisation model. The conceptualisation framework for CBT with older

people presented here takes account of the impact of cohort beliefs, role transitions,

intergenerational linkages, the sociocultural context and health status when

understanding the overt and covert (Persons, 1989) nature of problems that older

people bring with them into the clinic room.
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5.4.1 The Importance of Cohort

Cohort beliefs are those beliefs held by groups of people born in similar years or

similar time periods (Neugarten & Datan, 1973). Cohort beliefs are the shared beliefs

and experiences (cultural and developmental) of age specific generations (Smyer &

Quails, 1999). Laidlaw et al (2003) state

"Understanding cohort experiences, and taking these into account when working
psychotherapeutically with older people, is no more difficult and no less important
than when working with cohorts such as ethnic minority groups." Laidlaw et al
(2003), p.7

Cohort differences become apparent if one reflects on the experiences of someone

growing up in the 1930s, when great historical events like the Great Depression or

World War II have become a common shared socio-historical experience that have

informed the development of certain beliefs across a generation. Cohort experiences

produce the potential for misunderstandings and miscommunication between

generations, because generations may not always understand the context in which

beliefs have formed. Cohort beliefs of older generations can also sometimes clash

with the therapist's beliefs. For example, beliefs about lifestyle choices, and gender

roles may differ markedly, making therapists feel uncomfortable.

Understanding older people in terms of their generational cohort allows therapists a

way of gaining insight into the societal norms and rules that may influence an

individual's behaviour. It follows that certain cohort beliefs may impact on the

process and outcome of psychotherapy. Knight (1996) emphasises this when he

states that working with older adults entails learning something of the folkways of

people born many years before.
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In CBT certain types of negative automatic cognitions overlap with cohort beliefs

and it can be useful for the therapist to point out to the patient that certain belief

systems may have been appropriate in the past but are no longer relevant or useful

now. Combining cohort beliefs with idiosyncratic core beliefs provides an age and

generational context to therapy work For instance, discussing how depression was

understood within a specific age cohort and how this relates to personal beliefs about

failure can provide a therapist with an opportunity to provide psychoeducation about

depression. It may also help one to discover more about the individual's belief

system and coping strategies.

5.4.2 Transitions in Role Investments

Remaining invested and involved in activities and interests that are personally

meaningful, purposeful and relevant is likely to improve quality of life and maintain

psychological health (Vaillant, 2002; Rowe & Kahn, 1998). The transitions in role

investment experienced by people are therefore likely to be important variables to

consider when working with older people. In later life there may be transitions that

an individual needs to navigate in order to adapt successfully to age related changes.

Champion & Power (1995) state that vulnerability to depression is related to the

extent to which an individual invests in certain highly valued roles and goals. Over

investment, that is, investment in certain roles and goals to the exclusion of all others

may constitute vulnerability for the development of depression. Champion & Power

(1995) recognize a gender bias in the sorts of roles and goals that are invested in.

Women are more likely to invest in interpersonal relationships and men are more

likely to invest in areas of achievement-orientation, such as work.
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In CBT the transitions in role investments that are commonly seen are when people

try to adapt to a change in circumstances by rigidly and inflexibly adhering to coping

strategies that may in the past have served them well. Examples of transitions in role

investments that may provide the potential for difficulty are when an individual is

threatened with losing independence because of a change in physical health status or,

when a spouse has taken on a new role, such as caregiving. The amount of

investment one has in the roles that give life personal meaning may be an important

determinant in how successfully one adapts to a change in circumstance.

5.4.3 Intergenerational Linkages
Older generations tend to value continuity and transmission of values, whereas

younger generations tend to value autonomy and independence (Bengtson et al,

2000). The change in family and society demographics, such as increased longevity,

reduction in family sizes, and the increased rate of divorce with subsequent re-

constitutions of families has meant that grandparents and great-grandparents often

perform an important role in our societies, sometimes providing strong

intergenerational linkages across families (Bengtson & Boss, 2000; Bengtson 2001)

and often taking on caregiving roles for younger generations. Intergenerational

relationships can often create tensions, especially when older generations do not

always approve of, or understand, changes in family structures or marital

relationships (Bengston et al, 2000). Likewise when elders provide important

supports such as caring for grandchildren so as to permit adult children to work this

too can be a potential source of intergenerational tension. There may be disapproval

from elders towards their adult children, especially daughters, or there may be a

sense of frustration as elders may feel limited by their child-care duties.
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For many older people, intergenerational linkages may be confusing and distressing

as they clash with cherished cohort beliefs about the notions of family. Neugarten

and Datan (1973) introduced the concept of the social clock in which people have

certain socially influenced (and hence cohort) notions about the timetable for

accomplishing life's tasks. For example, older generations may express

disappointment or disapproval at their adult children if they have not settled down

and started a family by their thirties. The increase in longevity may result in certain

life stages being reached at different ages for different generation cohorts, resulting

in misunderstandings and tensions across generations.

In CBT, Thompson (1996) notes that marital break-down affecting adult-children

can have a big impact on older people themselves who often ended feeling in some

way responsible either that they did not bring their son or daughter 'up-right' or that

they should have done more somehow to have prevented the break-up.

5.4.4 Socio-cultural context

Depressed older people often explicitly state that 'growing old is a terrible thing'.

Unfortunately professionals may be swayed into believing such statements are

factual and realistic appraisals of a difficult time of life (Unutzer, Katon, Sullivan &

Miranda, 1999), but in fact these reveal the internalisation of socio-cultural negative

stereotypes about growing old. As Levy (2003) states "when individuals reach old

age, the ageing stereotypes internalized in childhood, and then reinforced for

decades, become self-stereotypes." Many older people have an implicit assumption

(that can be challenged with CBT cognitive restructuring techniques) that old age

inevitably means loss and decrepitude. As one gets older, the growing sense of dread
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about what ageing will bring can often be accompanied by an increased vigilance for

the first signs of the 'the slippery slope'. In CBT terms the negative age stereotype

can be considered to be a latent and maladaptive vulnerability about ageing that has

been reinforced and often endorsed by themselves and society for decades. Hence,

older people may assume that if they are unhappy or depressed that this is a normal

part of ageing and is not therefore amenable to treatment. Especially in depression,

beliefs such as these often prevent individuals from seeking treatment. In CBT,

therapists ought to explore the socio-cultural beliefs of the patient at the start of

therapy. Formulations of beliefs about ageing are very important if therapy is to

proceed in a timely and efficacious fashion. The socio-cultural context also takes into

account the values of the therapist. One must work to develop a realistic

understanding of ways of working with older people. There are many erroneous age

related negative cognitions that may sound 'understandable' to younger therapists.

Such as, 'Old age is a terrible time', 'All my problems are to do with my age', 'I'm

too old to change my ways now'.

5.4.5 Physical health

Increasing age brings with it an increased likelihood of developing chronic medical

conditions. However it does not follow that all older people have a chronic medical

condition that has a limiting functional effect (Zeiss et al, 1996). Equally it is

important to enquire about patients' understanding about diseases and to examine

what they think will be the outcome of any chronic condition. In the

conceptualisation framework for CBT with older people, health status is formulated

using the WHO (1980) classification of disease where physical ill-health is
understood in terms of three simple components: impairment, disability and
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handicap. Impairment refers to the loss or abnormality of body structure, appearance,

organ or system. For example, impairment would equate to the presence of an infarct

after a stroke, i.e. a area of dead tissue in the brain after a stroke. Disability is the

impact of the impairment (i.e. infarct in a certain part of a person's brain) on the

individual's ability to carry out 'normal' activities. For example, following a stroke,

a person may find it difficult to dress by himselfwithout assistance. Handicap can be

thought of as the social impact that the impairment or disease has on the individual.

Consequences of handicap are visible when a person interacts with his or her

environment. Thus a person who has experienced a stroke may find that other people

now treat him differently, by excluding him or her from normal communications.

The notion of handicap is useful for looking at the consequences of disease for an

individual.

It should be evident that in any physical illness, CBT therapists can usefully employ

behavioural strategies and develop problem-solving skills to help the person

minimise levels of disability so as to minimise handicap to the lowest level possible.

The usefulness of this system to psychotherapists generally however is that it allows

one to consider the consequences of impairment or disease for an individual.

A further helpful way of conceptualising ill health is via Baltes' (1991) components

of successful ageing. In this latter framework, individuals select a limited set of

behaviours that they optimise to allow them to compensate for any limitations due to

illness (SOC: selection, optimisation and compensation). Use of these strategies can

enable an older adult to accommodate to the changes associated with ageing and
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promote maximal independent functioning even in the presence of a chronic

disabling condition. The model is exemplified by Baltes (1991), with reference to the

concert pianist Arthur Rubinstein who continued to perform at an exceptional level

late into life. When asked for the secrets of his success, Rubinstein mentioned three

strategies. First he reduced the scope of his repertoire (an example of selection), and,

secondly Rubinstein, practised this repertoire more intensely than would have been

the case when he was younger (an example of optimisation). Finally, Rubinstein

used 'tricks' such as slowing down his speed of playing just immediately prior to

playing the fast segments of his repertoire, thereby giving his audience the

impression of faster play than was actually the case; an example of compensation for

the effects of ageing on speed. Thus the psychological consequences of physical

illnesses can be dealt with by first understanding the disability and handicap

experience by the individual and then managing this by developing creative solutions

using the SOC model (Baltes, 1991).

5.4.5 Summary of Conceptualisation Framework for CBT with Older People

Within this comprehensive conceptualisation framework, a developmental approach

is adopted across the entire lifespan in that every individual is considered to be at a

different transitional stage across his or her life trajectory. People come into therapy

because of transitions in circumstance that are proving hard to navigate by recourse

to habitual strategies. Later life is seen as another stage of life that shares similarities

with all other stages of life with transitions and challenges to be faced by the

individual in order to maximise his or her emotional and physical independence.

Adopting this perspective gives CBT therapists a rationale for treatment in any
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situation that an older person brings into the clinic. The psychoeducational

perspective of CBT teaches older people dealing with a role transition that it is more

than a single isolated event, it is a process and CBT assists in this process by

teaching, or often tuning up skills to cope with changed circumstance. The

conceptualistion framework allows CBT therapists to consider and take account of

the broader context when understanding how their clients experience some

transitional challenges that are associated with ageing such as changes in health

status, living arrangements or role status.

Each element of the conceptualisation framework may be independent or be inter¬

connected with other elements of the model. For example, the physical domain of the

conceptualisation framework provides therapists with a mini-conceptualisation by

itself as it uses the ICIDH WHO (1980) system of classifying disease according to

three simple components that can allow a therapist to focus and target interventions.

Another important attribute of this conceptualisation framework is that elements

overlap and interact. For example, cohort beliefs may influence how an individual

reacts to a change in health status ('I must not be a burden to my family'), and may

determine some aspects of an individual's sociocultural beliefs ('Growing older is

growing weaker').

CBT therapists unfamiliar to working with older people are vulnerable to feeling

deskilled when working in the midst of such complexities. The broader span of the

conceptual framework prevents the focus in therapy from becoming too narrow and

too unspecific to the problems encountered.
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5.5 Summary

CBT with older people is often thought to require conceptual, procedural and

technological (in the form of interventions) adaptations in order to render it

applicable for use with older people. Early writers on this subject questioned whether

the use of cognitive restructuring and the use of forms such as the DTR would be

applicable with older people (Church, 1983; 1986). This has resulted in a general

sense that CBT as it stands is largely in need of adaptation in order to be successfully

applied with older people. This is a misconception as shown by the fact that

randomized controlled trials of standard CBT with older people record similar

outcome to those of younger adults (Laidlaw, 2001). It may be the case that better

outcome could be recorded however if CBT was modified (Knight, personal

communication) but this remains an empirical question. The application of CBT with

older people leaves the therapist with the same challenges as those faced by any

other psychotherapist working with older people, that of applying psychology in the

face of often long-term problems, problems of physical health co-morbidity, realistic

and challenging life transitions. The collaborative stance of CBT is particularly

helpful when working with older people as it encourages respect for the life-years

experience of the individual. CBT is a form of therapy that is arguably the most

applicable to meet the needs of older people particularly as it is problem-focussed,

skills-enhancing and deals with the here-and-now of situations.
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5.6 Aims and Objectives of the Study

This research project investigates whether CBT is an effective treatment alternative

to treatment as usual (TAU), generally pharmacotherapy, for late life depression.

CBT alone is compared to TAU alone for late life depression at the end of treatment

(18 weeks assessment period) and at three and six months follow-up.

5.6.1 Research Questions

The current study was designed to attempt to answer clinically important questions

about the efficacy of CBT alone versus treatment as usual alone. The research

questions were phrased so as to permit the type of investigation that would be

deemed important an relevant to service providers and service recipients. The

research questions for this study are as follows:

5.6.1.1At the end of active treatment phase

Compared to TAU alone, does CBT alone for late life depression produce

significant improvement in depressive symptomatology?

5.6.1.2 At Follow-up

Compared to TAU alone, does CBT alone produce significantly lower levels of

depressive symptomatology at three month follow up and at six month follow

up?
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CHAPTER 6: METHODOLOGY

6.0 Introduction

This chapter covers the basic information about the study that is necessary so as to

permit a replication of this research. As such, the main details about participants in

terms of recruitment and exclusion/inclusion criteria are contained within this

chapter. Data about the sample characteristics is included at the start of the analysis

of results proper and is therefore contained in the following chapter (see chapter 7).

This chapter details information about the measures used and procedures followed

when carrying out this research.

6.1 Description of Study

This study is a single-blind randomised controlled trial of cognitive behaviour

therapy alone versus treatment as usual alone for the treatment of mild to moderate

depression in older people. The study utilised a longitudinal study design with

individual blind assessments being carried out at six separate time periods, at

baseline, six weeks and 12 weeks within treatment, 18 weeks/end of treatment, and at

three month and six month follow-up from the end of treatment. The study was

conducted over two clinical settings in Fife and Glasgow, but administered at the

University of Edinburgh. The study was the funded by a grant received by the Chief

Scientist Office of Scotland, grant reference number, K/OPR/2/2/D367. (see

Appendix 2).

6.2 Description Of Sample

Participants were recruited from general practitioner, non-urgent out-patient and day-

patient referrals to Clinical Psychology and Psychiatric services in Fife and Glasgow.
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Participants were required to be at least sixty years of age at the start of the trial and

to meet diagnostic criteria for major depressive disorder. As it was expected that

participants would have some chronic health conditions, these were noted but not

used for either inclusion or exclusion purposes. Given that the study has an un-

medicated treatment condition (CBT alone), it was agreed that recruitment criteria

would restrict the sample to mild to moderate levels of depression only. This

condition was at the insistence of psychiatric colleagues who agreed to oversee the

treatment condition TAU. Full inclusion and exclusion criteria are outlined below.

6.2.1 Participants were required to satisfy the following inclusion criteria:

6.2.1.1 Be aged 60 years and over (No age bar on this criterion).

6.2.1.2 Be able to achieve a primary diagnosis ofMajor Depressive Disorder

using DSM IV diagnostic criteria (SADS-L structured interview).

6.2.1.3 Have 17-item Hamilton Depression Rating Scale scores of 7, but not

above 24, and Beck Depression Inventory (BDI-II) scores of 13 but

not above 28.

6.2.1.4 Be able to give written informed consent.

6.2.1.5 Not currently taking anti-depressant medication or not having been

prescribed (and taking) antidepressant medication within three months

of the date of referral to the trial.
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6.2.2 Participants were excluded from the trial using the following criteria:

6.2.2.1 Insufficient knowledge ofEnglish to enable them to be assessed

adequately and to satisfactorily provide written informed consent to

treatment.

6.2.2.2 Participants exhibiting psychotic features, evidence of organic

pathology (MMSE <22) and/or currently undergoing ECT for late life

depression.

6.2.2.3 Participants who have in the past received more than six sessions of

CBT with qualified or recognised cognitive therapist and/or are

receiving systematic psychological therapy, or who start it during the

course of the study.

6.3 Ethical Approval

Since this study was a two-centre trial in Fife and Glasgow, ethical approval was

sought in both centres from local Research Ethics Committees (LRECs). It is a

condition of any ethically conducted research that patient information sheets are

clear, easy to follow and provide potential participants with sufficient information as

would be necessary to come to a decision about informed consent to participation in

research. As this was a study that was being conducted with older people, large print

versions of the patient information sheet (see Appendix 3) were available. The

patient information sheet and separate informed consent form (see Appendix 4) were

written in order to provide potential participants with sufficient information to decide

whether they wished to consent to participate in this study. It was clearly stated on

both forms that participants had a right to withdraw consent at any time without
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prejudice to further treatment at any future date. It was customary practice to give

participants a minimum of 24 hours to consider whether they were willing to consent

to participate. Copies of letters of approval from the LRECs are contained in

Appendix 5.

6.4 Determining Sample Size

Power calculations were based upon a study investigating the effectiveness of group

cognitive therapy plus medication versus medication alone for late life depression

(Beutler et al. 1987) that reported scores on the Beck Depression Inventory at three

months follow-up. Using two-tailed significance levels, 80 per cent power and alpha

set at p < .05, the smallest sample size required is 56 participants in each treatment

condition. A 30 per cent drop out rate was assumed between screening and

participants completing treatment, therefore it was considered to 150 patients in total

were required to achieve power. Prior to starting this study a limited evaluation of

referral practices was carried out amongst a set of GPs in Dunfermline (Laidlaw,

Davidson & Arbuthnott, 1998). This was an independent study that was carried out

prior to the current research trial taking place and was convenient as it provided

some information that was useful to the current study.

6.5 Assessment Procedures

A range of symptom severity measures and diagnostic rating scales were used to

assess treatment outcome in this study. The assessment took place at predefined

time-points. The following provides a summary of the assessment procedures used.
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6.5.1 Schedule of Affective Disorders and Schizophrenia-Lifetime, (SADS-

L): Semi-structured interview ratings by assessors' blind to treatment

condition. At screening, all participants were interviewed using the

SADS-L to determine lifetime presence of depressive symptomatology

and current diagnostic status. The SADS-L is contained in Appendix 5.

6.5.2 Self- and Observer-Report Measures: At baseline, end of treatment and

during three and six month follow-up after the end of treatment mood

status was assessed using the Beck Depression Inventory (revised version

BDI-II), Beck Hopelessness Scale (BHS), Geriatric Depression Scale

(GDS), Hamilton Rating Scale for Depression (HRSD), Penn State

Worry Inventory (PSWI), Dysfunctional Attitudes Scale (DAS), and the

Automatic Thoughts Questionnaire (ATQ). Quality of life was assessed

at baseline, end of treatment and during three and six month follow-up

after the end of treatment using the WHOQOL-BREF, measuring four

domains of quality of life, namely physical health, psychological, social

relationships and environment. The primary outcome measures used in

this study are contained in Appendix 7. Scoring criteria for the outcome

measures used in this study are summarised in appendix 8.

6.6 Assessment Schedule

Not all measures were necessarily used at screening and follow-up. For example the

BDI was used as a screening measure for inclusion to the trial whereas the BHS was

not. The Mini Mental Status Examination was used at screening and at six months
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follow-up to assess cognitive functioning prior to commencement on the treatment

trial and to assess at 6 months follow-up if any change had occurred in cognitive

functioning. The National Adult Reading test was used at baseline only as this

provided an index of the intelligence level of the participants.

In addition to ascertain that the participants' depression levels were still within our

predefined treatment limits (i.e they did not exceed our severity levels at any point

during treatment intervention), the BDI and BHS were administered either face to

face or over the telephone at 6 weeks and 12 weeks after entry into the study. The 6

and 12 week BDI was used as in-treatment 'check' to ensure that participants did not

become more depressed during treatment and move outwith pre-treatment criterion

set at mild to moderate levels of depression. The 6 and 12 week BHS was used as in-

treatment 'check' to ensure that participants did not become suicidal as it was agreed

prior to the start of the trial that if participants did become suicidal then they would

be withdrawn from the trial and offered treatment that may have included options for

intervention beyond those offered in this study.

The schedule for the assessments is summarised in table 6.1 below. Appendix 7

contains an example of the participant record file created for each participant.
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Table 6.1 Summary of Schedule of Assessments

Measures Screening baseline 6

weeks

12

weeks

Endpoint 3 mths

F.up.

6 mths

F.up.

SADS-L yes yes yes yes yes

NART yes

MMSE yes yes

LIFE II no yes yes yes yes

BDI yes yes yes yes yes yes yes

GDS no yes yes yes yes

BHS no yes yes yes yes yes yes

HRSD yes yes yes yes yes

PSWQ no yes yes yes yes

DAS no yes yes yes yes

ATQ no yes yes yes yes

WHOQOL-
BRF

no yes yes yes yes

6.7 Description Of Diagnostic And Outcome Measures

In the current study, there were two main types of measure. Firstly a semi-structured

questionnaire was used as the diagnostic measure to ascertain that entry criterion of

major depressive disorder was met. Secondly, measures were used to assess

treatment outcome. The different types of measures used in this study are described

below.

Chapter 6: Methodology 107



Cognitive Behaviour Therapy versus Treatment /As Usual for Late Life Depression

6.7.1 Diagnostic Measure

6.7.1.1 Schedule for Affective Disorders and Schizophrenia - Lifetime

The Schedule for Affective Disorders and Schizophrenia - Lifetime (SADS-L:

Endicott & Spitzer, 1978) is a semi-structured clinical interview used to assess

symptoms of depression, bipolar disorder and schizophrenia with ratings that

consider intensity and frequency of symptoms. Initial training of the assessors was

carried out to ensure reliable diagnoses and ratings of depression severity using the

SADS-L (see Appendix 3 for measurement booklet used by interviewers).

6.7.2 Outcome Measures

6.7.2.1 Beck Depression Inventory - II (BDI)

The Beck Depression Inventory-II (Beck, Steer & Brown, 1996) consists of 21

symptoms of depression, including cognitive, behavioural and physical symptoms.

The BDI-II is a symptom severity scale not a diagnostic measure. In its earlier

incarnation the BDI was reported as having adequate reliability and validity for use

with older people (Gallagher, 1987: Trentini et ol. 2005).

6.7.2.2 Beck Hopelessness Scale (BHS)

The Beck Hopelessness Scale (Beck & Steer, 1989) consists of 20 true or false

statements assessing the extent of positive and negative beliefs about the future. This

scale takes 10 minutes to complete and was used in the current study to assess

potential suicide risk. The BHS (Beck & Steer, 1989) has been evaluated to perform

satisfactorily on a number of set criteria for use with older people in clinical practice

(Sperlinger, Clare, Bradbury & Culverwell, 2004).
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6.7.2.3 Hamilton Rating Scale for Depression (HRSD)

The Hamilton Rating Scale for Depression (Hamilton, 1960) is designed to be used

with individuals who have already been diagnosed as suffering from an affective

disorder. The short form of the HRSD consists of 17 items scored on a 5-point likert

scale that a trained observer uses to quantify a diagnosis of depression. The 5-point

scale uses a general rating of 0 = absent, 1 = doubtful to mild, 2 = mild to moderate,

3 = moderate to severe, 4 = very severe. The HRSD has been used extensively in

psychotherapy outcome trials and was one of the criterion measures in the TDCRP

(Elkin et al, 1989). The HRSD has been found to be a sensitive measure of treatment

change. For the current study, initial training was carried out to ensure reliable

diagnoses and ratings of depression severity using the HRSD. During the course of

the study, HRSD ratings were periodically cross-validated between the research

evaluators in the two recruitment sites.

6.7.2.4 Geriatric Depression Scale (GDS)

The Geriatric Depression Scale developed by Yesavage and colleagues, (Sheikh &

Yesavage, 1986; Yesavage et al. 1983) is a brief diagnostic screening measure of

depression in older people. Originally available as a 30-item scale the most

commonly used form is now the 15-item GDS. Each item presents a statement

responded by a Yes or No type scale. The GDS has been evaluated for reliability and

validity with older people and has 92 per cent sensitivity and 89 per cent specificity

when evaluated against diagnostic criteria. The GDS has high utility as it can be used

with healthy and medically ill older adult populations and can also be applied with

mildly cognitively impaired individuals.
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6.7.2.5 Penn State Worry Inventory (PSWI).

The Penn State Worry Inventory (PSWI) is a 16 item scale developed by Borkovec

and colleagues (Meyer, Miller, Metzeger & Borkovec, 1990) assessing an

individual's general tendency to worry excessively. The PSWI was designed to

specifically assess the intensity and excessiveness of worry with reference to specific

content of worries. Each item presents a statement and is followed by a 5-point

Likert-type response scale representing how typical the individual feels that the

statement is for him or her. While predominantly a measure of worry rather than

anxiety per se the PSWI has demonstrated good utility of use with older adults

(Stanley, Beck & Zebb 1996; Stanley, Novy, Bourland, Beck & Averill, 2001).

While Stanley et al. (2001) suggest that the PSWI has good internal consistency,

there are questions regarding test-retest reliability. The PSWI alone provides a means

of assessing worry as a construct distinct from that of depression.

6.7.2.6 Dysfunctional Attitudes Scale (DAS)

The Dysfunctional Attitudes Scale was originally developed by Weissman & Beck

(1978) as a means of measuring the beliefs that depressed people endorsed as a way

of ascertaining some index of dysfunctional schemata. The version used in this

current study is a 24-item scale that has three subscales; Achievement, Dependency

and Self-control (Power, Katz, McGuffin, Duggin, Lam & Beck, 1994). Each item

presents a statement and respondents rate on a 7-point likert-type response scale

from 1 = Totally Agree to 7 = Totally Disagree. The scale structure of the DAS-24

(Power et al. 1994) was developed using a sample of formerly depressed patients at
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the Maudsley Hospital in London and the mean total score obtained by that sample

was 85.59 (SD = 22.81).

6.7.2.7 Automatic Thoughts Questionnaire (ATQ)

The Automatic Thoughts Questionnaire (Hollon & Kendall, 1980) is a 30 item

measure of the presence of dysfunctional thoughts with scores ranging from 30 to

150 with higher scores indicating the greater severity of dysfunctional thoughts.

6.7.2.8 WHOQOL-Bref

The WHOQOL-Bref (WHOQOL Group, 1998) is a short 26 item questionnaire

measuring four important dimensions of quality of life that are physical health,

psychological, social relationships and environment. The conceptual and intellectual

standpoint for the WHOQOL group is the valuation of subjective report of Quality of

Life. The WHOQOL-Bref does not provide a unitary global score of QoL, but

provides a profile set of scores of QoL across four broad domains mentioned above.

The WHOQOL-Bref was validated and developed with a large data set (n = 4802)

across 15 culturally diverse centres worldwide in conjunction with the World Health

Organisation (WHO), and included collection of data from older people. However

following the completion of this current study a new version of the WHOQOL was

developed for specific use with older people, the WHOQOL-Old (Power, Quinn,

Schmidt & the WHOQOL Group, 2005).
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6.8 Procedure

The following section of this chapter outlines procedural information necessary to

permit a replication of this study. This section contains information about how

participants were contacted by study personnel and allows an understanding of the

randomisation procedures that were used to allocate to the two active treatment

conditions described in this section. The procedure is summarised in Appendix 9.

6.8.1 Implementation of Research Treatment Protocol.

Suitable patients referred to psychiatric and psychological services over an 18-month

recruitment period were contacted by letter and invited to take part in a screening

interview (administered by psychology research assistants) for inclusion in the

treatment trial. Participants were given a number of suitable means of

communicating with study personnel at this stage. Telephone numbers were supplied

and mailing addresses supplied. It was permissible that potential participants

communicated their intent with the support of advocates if this was their choice.

Those participants who met the inclusion criteria (see above) and who agreed to give

written informed consent to take part in the study were then offered an appointment

with the research assistant in order to complete baseline measures outlined above.

Once the participant completed all baseline measures they were randomly allocated

to receive either one of two active treatment conditions: CBT alone, or TAU alone.

Once entered into the trial, participants met the psychology research assistants at the

end of treatment and at three and at six months follow-up. For participants in both

treatment groups, treatment completion date was considered to be at 18 weeks from
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the date of the first interview. This procedure was utilised to maintain treatment

blinding to the psychology research assistants who were acting as outcome

interviewers. The psychology research assistants maintained telephone contact with

participants in both treatment conditions at 6 and 12 weeks for the purpose of

completing the BDI and BHS scales. If necessary and if it was the choice of

participants, the research assistants could arrange a home visit to briefly administer

the BDI and BHS directly.

6.8.2 Randomisation

The clinical psychology department secretary based in Kirkcaldy in Fife

administered the randomisation procedure. To ensure that the research assistants

remain blind to treatment allocation they had no contact with participants during the

active treatment phase of the trial apart from the assessment of interim measures,

BDI and BHS at 6 weeks and 12 weeks. Each research assistant met directly with

each participant five times, to discuss informed consent and to screen participants for

inclusion and exclusion criteria, at baseline prior to being randomised into the study,

at the end of treatment and twice during the six month follow-up phase of treatment.

The completion of the BDI and BHS at 6 and 12 week in-treatment measures was

carried out over the telephone if possible. Blinding of all study personnel was

important so as to ensure that at no stage during the conduct of the study should any

study personnel, and in particular those involved in the blinded assessment of patient

outcomes, be able to learn the randomised treatment allocations. To this end, a

written protocol for randomisation was agreed in advance of recruitment of

participants.
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6.8.2.1 Randomisation Procedure:

Advice on randomisation was received from the Robertson Centre for Biostatistics at

Glasgow University. The randomisation procedure was completed according to a

written and agreed protocol. Randomisation of individual participants to either

treatment condition took place when either of the two research assistants placed a

telephone call to a central randomisation centre at the Clinical Psychology

Department in Fife. The secretary carrying out the randomisation procedure executed

the following protocol:

i Identify the location the investigator is calling from (Glasgow or Fife)

ii Identify the appropriate randomisation list (Glasgow or Fife)

iii Ask the investigator for details of patient name and date of birth. Record these
data on the sheet along with the date of randomisation. It is crucial that the next
available randomisation trial number is used, i.e. in sequence, no gaps.

iv Sign off the randomisation and record any comments as appropriate

6.8.2.2 Safe keeping of randomisation list:

The randomisation list was kept securely and confidentially at the central

randomisation unit and only used to effect randomisation of the subjects into the

study.

6.8.3 Treatment conditions

In this study there were two active treatment conditions, Treatment As Usual alone

(TAU) and Cognitive Behaviour Therapy alone (CBT). Participants were randomly

allocated to receive either treatment.
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6.8.3.1 Treatment As Usual (TAU) alone:

In this treatment condition each participant received standard treatment for late life

depression as per treatment site. There were no constraints upon standard practice

other than the exclusion of structured psychological treatment aimed directly at the

alleviation of depressive symptoms. Participants who received TAU alone had

contact with the research assistants only at screening and at reassessment.

In standard treatment or TAU, each case could have been managed within a

multidisciplinary team, but ordinarily it was understood that delivery of treatment

was from the patients' General Practitioners (GPs) as this was consistent with reports

in the literature (Crawford et al. 1998; Orrell et al. 1995; Rothera el al. 2002). TAU

could include any combination of physical treatment for depression, such as

prescription of antidepressant medication, physical review, referral to CPN or other

services (e.g. OT) and referral to social services. Similarly, referral to day hospital

was deemed TAU in this case. Treatment as usual could also be no treatment if that

is what the GP considers to be acceptable in this condition. In terms of clinical

decisions about TAU, the GP was the primary healthcare professional with

responsibility here. The GPs could have contacted the study Psychiatrists for advice

on the care and delivery of treatment and were at liberty to seek advice from these on

adequate prescriptions ofmedication and dosages. It does not follow that in all cases

patients receiving TAU would have received antidepressant medication and to avoid

influencing the delivery of TAU no formal information was sought directly with the

GPs regarding their management ofTAU.
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It is important that TAU was as close to standard care as possible and required that

the actual management of depression was carried out by general practitioners (GPs)

in the community using standard service delivery models. TAU could have included

involvement of GPs, CPN and other mental health services as individual

circumstances dictated. Participants referred to CPN services as part of their TAU

component of treatment (either TAU alone or in combination with CBT), did not

receive cognitive and behavioural interventions from CPNs.

6.8.3.2a Cognitive Behaviour Therapy (CBT) alone:

Participants randomly allocated to this group received up to 20 sessions (spread over

a 18 week time period) of cognitive behaviour therapy for late life depression. At

start of treatment each participant attended for CBT weekly for the first four weeks

and thereafter either weekly or fortnightly for a minimum of 8 sessions and a

maximum of up to 20 sessions as appropriate. Participants receiving CBT had

contact with the research assistants only at time of screening and at reassessment.

The CBT treatment component was based upon Beck's model of therapy (Beck et al.

1979). The CBT treatment consisted of cognitive and behavioural elements of

treatment. The cognitive element trained participants to become skilled in self-

monitoring and recording of negative cognitions so as to develop ways in which they

could effectively challenge these cognitions and hence promote symptom relief. The

behavioural element focussed upon activity scheduling and participants were taught

the connection between low mood and lack of positive reinforcement from the

environment. In early stages of treatment the main piece of homework was a
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completion of a weekly activity schedule so as to monitor and assess levels of

pleasant event activation (Lewinsohn, Munoz, Youngren & Zeiss, 1996).

The model of CBT used in this study adopted a consistent structure across sessions.

Each session was structured according to an agenda that was agreed between the

patient and therapist at the start of the session. The first item on each agenda was

always a discussion of the homework set at the previous session. Items for discussion

were also agreed at this time. At each session the therapist elicited thoughts about the

previous session and then the homework task was discussed before the current

session's items were discussed. Homework was the primary vehicle by which

patients become their own therapist.

6.8.3.2b CBT Study Therapists

All study therapists were graduate Psychologists. With one exception all study

therapists were masters level trained Clinical Psychologists who specialised in

working with older people in Fife and Glasgow. In total there were seven therapists

involved in this trial: 3 in Glasgow and 4 in Fife. Two of the therapists in Glasgow

were recently qualified Clinical Psychologists and one was an experienced older

adults specialist. In Fife the 3 qualified members of staff were all experienced

Clinical Psychologists specialising in working with older people. The author (KL)

had completed a post qualification course in CBT and had experienced training in

CBT with older people from Larry Thompson and Dolores Gallagher-Thompson. In

each site the therapists met regularly for peer supervision where specific cognitive

behavioural treatment strategies and procedures were discussed. Of the one non-
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clinical psychologist therapist, this was a graduate psychologist with many years

experience ofworking with older people in a range of care settings. Larry Thompson

and Dolores Gallagher-Thompson at Stanford University provided specific training

and supervision in the use of CBT with older people prior to this therapist's

commencement on this study.

6.8.3.2c CBT treatment integrity assessment

To ensure therapists adhered to treatment protocols a random sample of sessions

were audiotaped and rated by experienced cognitive therapists in each site who were

independent to the study, using the Cognitive Therapy Rating Scale (Young & Beck,

1980). To ensure CBT is delivered in a standardised way across the treatment

centres, therapists on the trial initially received three days training in CBT delivered

by KL.

To ensure treatment fidelity was maintained in the CBT condition an extensive

adaptation was made of an existing treatment manual (Dick, Thompson, &

Gallagher-Thompson, 1996) used in previous randomised controlled trials of CBT

for depression in older adults. The treatment manual developed for this current study

is contained within Appendix 10. The original manual, developed by Dick et al.

(1996) was not entirely suitable because of cultural differences between study

populations. Larry Thompson and Dolores Gallagher-Thompson generously granted

permission to KL to modify their original manual to suit the purposes of this current

research. This was the first time Thompson and Gallagher-Thompson had granted

permission for changes to be made to their manual by researchers outside their own
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group. The modified manual (see Appendix 8) made substantial changes to the

original as a number of UK specific case examples were used from the clinical

experience of the author (KL). A number of changes were made to existing chapters

and a number of new chapters were added to the manual. Chapters on anxiety

treatment, insomnia, formulation & conceptualisation, dealing with core beliefs, and

trouble-shooting were added to the original manual. In addition a section was added

to the manual at the start to orient therapists to the study design. CBT delivered in

this study was based upon the model of treatment developed by Beck et al. (1979).

There were no modifications for the use ofCBT with older people in this study.

6.9 Approach to Analysis

The current study was an empirical evaluation of outcome of treatment and therefore

utilised a primarily experimental approach to the analysis of data. In experimental

research designs the experimenter manipulates levels of independent variables that

each participant is exposed to. Thus in the current study the experimenter

manipulated the random assignment of participants to treatment. Analysis of the data

was undertaken using parametric methods. Primarily analyses concentrated on

independent design methods, but as the study assessed participants treatment at

different time-points then a repeated measures design was also employed. General

linear models (GLM) were the primary means of analysis. ANOVA provides a way

of comparing the ratio of systematic error variance to unsystematic variance in an

experimental study (Field, 2005). Univariate and Multivariate analyses were used

throughout the analysis of the data. The analysis of the data was guided by the

original aims and research questions of this study.
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CHAPTER 7: ANALYSIS OF RESULTS

7.0 Introduction
The analytic strategy is to evaluate the aims of the study and to attempt to answer the

research questions. The aim of the study was to investigate whether cognitive

behaviour therapy (CBT) is an effective treatment alternative to treatment as usual

(TAU) for late life depression at the end of treatment, and at three and six months

follow-up. Prior to any analysis of outcome it is important to determine properties of

the data in terms of suitability for parametric analyses and also to determine whether

the participants in each treatment group share similar characteristics at baseline. As a

preliminary step, it is important to ascertain whether the treatments are effective and

hence a whole group analysis is necessary to determine if participants benefit from

treatment over time. To determine whether the treatments are differentially effective,

participants in each treatment group were compared to another over the course of

treatment and at follow-up. Primarily the method of comparison used was ANOVA.

Traditionally, multivariate methods are undertaken prior to univariate methods of

data analysis, but in this chapter the opposite approach is taken. The reason that this

analytic strategy was chosen was to do with telling a coherent story with the data.

The research aims and research questions are answered at the start using univariate

analyses and then further explored using multivariate analyses. The desired outcome

is that the reader follows the results more easily.

7.1 Participant Sample Characteristics
The research participants were recruited from primary care settings in Fife and in

Glasgow. Participants were primarily referred to the study by GPs who identified

possible candidates. All participants had to be free of medication for at least three
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months prior to their involvement in the study and had to meet diagnostic criteria for

major depressive disorder.

7.1.1 Recruitment Location.
Overall, 115 participants were referred during a recruitment period that lasted for 65

weeks, for possible inclusion in the research trial and 44 individuals satisfied

inclusion criteria. Of the 44 participants recruited to the study, four participants (3

TAU & 1 CBT) were subsequently removed from further analysis since baseline data

only were available for these individuals. There were two recruitment sites, Fife and

Glasgow, with 29 participants entered in the Fife site and 15 participants entering

from the Glasgow site. Two of the early drop-outs (after baseline) were from Fife

(both male) and two participants dropped out at the Glasgow site (both were female).

The median age of the four early terminators from the study was 69 years with an

age range of 61-83 years. In total, 26 participants were recruited from Fife and 14

participants were recruited from Glasgow.

7.1.2 Age Characteristics of the Sample

The sample were evenly distributed in terms of young-old and old-old participants

with 50 per cent of the sample aged between 62 - 74 years and 50 per cent aged

between 75 and 93 years. Although the entry age to this study was 60 years and

above, 80 per cent of the sample were aged 65 years and older, with 20 per cent aged

80 years or older. Overall the mean age of the sample was 74.03 years (SD, 7.92;

range 62 -93). The median age of the participants was 74.50 and the modal age was

78 years. Overall the sample were normally distributed for age (see figure 7.1 below)

(Kolmogorov-Smirnoff, K = .096, p = .200, and Shapiro-Wilks, S = . 964, p = .224).
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Observed Value

Figure 7.1: Normal Q-Q Probability Plot of Age of Participants.

7.1.3 Marital Status

Of the 40 participants entered for analysis, there were 29 females and 11 males. The

sample conformed to most expectations in terms of aged populations with respect to

marital status. Overall 50 per cent of the participants were married, 37.5 per cent

were widowed, 10 per cent were divorced or separated and 2.5 per cent were single.

The males were all married in this sample. As is usual in research of this type there

were fewer male than female participants. As women tend to live on average 7 years

longer than men, and women tend to marry men older than themselves, older women

tend to live alone more commonly (WHO, 2001). The data are consistent with this in

the pattern of gender participation in our sample.

7.1.4 Intelligence and Schooling

The participants had a mean number of 10 years of school education (SD 1.52; range
= 9 to 14 years). Pre-morbid estimates of verbal intelligence were assessed using the
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National Adult Reading Test (NART) and indicated that the participants were of

slightly above average intelligence (WAIS-R Verbal Intelligence Mean 109.15, SD

10.97; range = 84 to 125). The median intelligence of the participants was 112 and

the modal intelligence of the participants was 115. Overall the sample were normally

distributed in terms of estimates of WAIS-R premorbid verbal intelligence if one

adopts criteria for small samples as suggested by Tabachnick & Fidell (2001) that

alpha levels of .001 are conservative for evaluating the significance levels for

skewness and kurtosis. From figure 7.2 it is apparent that the data skew towards

higher levels of intelligence (Kolmogorov-Smirnoff, K = .128, p = .100, and

Shapiro-Wilk, S = . 944, p = .048). However when evaluating a sample of voluntary

participants in a research trial this is perhaps unavoidable. Unfortunately it is

impossible to say whether this sampling bias is located within the research volunteer

participant or the source of the referring agent.
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Figure 7.2: Normal Q-Q Probability Plot of Participants' Intelligence.
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7.1.5 Cognitive Status

The sample appear free from any major cognitive impairment as assessed by the

Mini Mental Status Exam (MMSE) scores, with a mean value of 28.13 (SD 1.92;

range = 22 to 30) for the sample as a whole. Generally the cut-off for cognitive

impairment on this scale is below 22 with the maximum obtainable on this scale

being 30. Thirty-one participants (77.5 per cent) scored 28 and above on the MMSE.

The median score of participants on the MMSE was 28.5 and the modal score was

28.

7.1.6 Socio-economic Status

The socioeconomic status of the sample was assessed using the Registrar General's

Social Scale for 1991 and the sample was defined as follows: 12.8 per cent were in

social class I (professional occupations), 17.9 per cent were in social class II

(managerial and technical occupations), 15.4 per cent were in social class IIINM

(Skilled non-manual occupations), 20.5 per cent were in social class IIIM (Skilled

manual occupations), 23.1 per cent were in social class IV (partly skilled

occupations) and 10.3 per cent were in social class V (unskilled).

7.1.7 Psychiatric Status

An important inclusion criterion for this current study is that all participants must

satisfy DSM-IV (APA, 2000) diagnostic criteria for Major Depressive Disorder.

Participants were not excluded if they also evidenced axis I comorbidity. The

psychiatric status of the sample were as follows:
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7.1.7.1 Past Psychiatric History

Overall, 57.5 per cent of the sample had a previous history of depression, and

67.5 per cent had a previous history of psychiatric disorder including

depression, panic disorder and generalized anxiety disorder.

7.1.7.2 Current Psychiatric Status

All participants satisfied DSM IV diagnostic criteria for major depressive

episode. Secondary diagnoses were as follows: Panic Disorder (12.5 per

cent), Generalised Anxiety Disorder (7.5 per cent). Overall, participants

record just over two co-morbid physical conditions (Mean 2.23; SD 1.01;

range = 0 to 4 medical conditions) with the conditions diagnosed as follows;

Respiratory disorders (10.3 per cent), Cardiovascular disease (33.3 per cent),

oncological diseases (5.1 per cent), blood and endocrine disorders (12.8 per

cent), joint and connective tissue disorders (23.1 per cent), bone disorders

(7.7 per cent), skin disorders (2.6 per cent) and eye disorders (2.6 per cent).

7.1.8 Inclusion and Exclusion Analyses.

7.1.8.1 Recruitment Location

In total 71 participants either declined to participate in this research trial or were

ineligible because they did not meet inclusion criteria. In Fife, 62 people were

referred and 34 (54.83 per cent) did not meet inclusion criteria, whereas, in Glasgow

53 people were referred and 37 (69.81 per cent) did not met inclusion criteria.
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7.1.8.2 Consent to Participate: Whole Sample Analysis

Looking at the sample as a whole, of those potential participants who declined to

participate in this study, the following reasons were recorded; 30 (42.25 per cent)

participants did not meet DSM-IV criteria for Major Depressive Disorder, 28 (39.44

per cent) participants withheld consent to participate (two explicitly raised possible

randomisation to medication as their reason), 6 (8.45 per cent) were either currently

being prescribed antidepressant medication, or had been so within the past 3 months,

3 (4.22 per cent) were exhibiting evidence of organic impairment and registering

scores on the MMSE of less than 22, 1 person (1.41 per cent) was hospitalized before

being interviewed, 1 person (1.41 per cent) was recorded as meeting criteria as

learning disabled, and no information was recorded for two interviewees (2.82 per

cent). Overall the mean age of the participants who either declined to participate or

did not meet criteria was 76.0 years (SD, 7.29; range = 60 - 89 years). The main

source of referrals came from General Practitioners, with 35 participants referred by

their GP, although a substantial minority (9) of non-participants were referred by one

nurse practitioner at a GP practice in Glasgow. Of this particular source of referrals,

a total of 12 referrals overall were provided for the study. Three other participants

were referred by two district nurses and by one community psychiatric nurse.

7.1.8.3 Consent to Participate: Location Sites

Glasgow provided an urban based sample population and Fife provided a semi-rural

sample population. The characteristics of each sample in each location was as

follows:
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7.1.8.3.1 Consent to Participate: Fife

For Fife, 15 (44.12 per cent) participants did not meet DSM-IV criteria for

Major Depressive Disorder, 12 (35.29 per cent) participants withheld consent

to participate (two explicitly raised possible randomisation to medication as

their reason), 4 (11.76 per cent) were either currently being prescribed

antidepressant medication, or had been so within the past 3 months, 3 (8.82

per cent) were exhibiting evidence of organic impairment and registering

scores on the MMSE of less than 22.

7.1.8.3.2 Consent to Participate: Glasgow

For Glasgow, 15 (40.54 per cent) participants did not meet DSM-IV criteria

for Major Depressive Disorder, 16 (43.24 per cent) participants withheld

consent to participate, 2 (5.41 per cent) were either currently being prescribed

antidepressant medication, or had been so within the past 3 months, 1 person

(2.70 per cent) was hospitalized before they were interviewed, 1 person (2.70

per cent) was recorded as meeting criteria as learning disabled and no

information was recorded for two interviewees (5.40 per cent).

7.1.8.4 Consent to Participate: Characteristics of Non-Participants

The mean age of all participants who either declined an invitation to take part in the

research or were ineligible to participate was 76.00 years (SD, 7.29 range = 60-89

years). The mean age of the participants in Fife who either declined to participate or

did not meet inclusion criteria was 74.85 years (SD, 7.61; range = 60 - 89 years).

The mean age of the participants in Glasgow who either declined to participate or did
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not meet inclusion criteria was 78.58 years (SD, 6.02; range = 68 - 87 years). The

data are summarised in table 7.1 below.

Table 7.1: Summary of Non-Participation by Referral Site.
Glasgow Fife TOTAL

Referrals N % N % N %
Included 15 36.4 29 63.6 44 100

Excluded 37 69.8 34 54.8 71

Totals 53 46.1 62 53.9 115 100

Reason for Exclusion
Did not meet DSM IV criteria 15 40.54 15 44.12 30 42.25

Did not consent to take part in study 16 43.24 10 29.41 26 36.62

Did not wish to be randomised to TAU 0 0 2 5.88 2 2.82

On anti-depressant medication 2 5.40 4 11.76 6 All

Hospitalised before seen 1 2.70 0 0 1 1.41

Evidence oforganic pathology 0 0 3 8.82 3 4.22

Learning disability 1 2.70 0 0 1 1.41

No Information 2 5.40 0 0 2 2.82

TOTALS 37 too 34 too 71 100

7.1.9 Exploratory Analyses of the Data Assumptions at Baseline.
The data were examined to check for linearity, homogeneity of variance and for

outliers in order to assess data suitability for use with parametric statistical analyses.

7.1.9.1 Aggregated Data Screening Analysis of Data Assumptions
Table 7.2 below summarises the characteristics of the baseline data for the whole

sample. Tabachnick & Fidell, (2001) suggest alpha levels of .001 for skewness and

kurtosis (respectively) when evaluating the significance levels for small to moderate

samples. Thus with a small sample such as this one reported here, an alpha level of

.001 is the criterion point for violation of normality when evaluating skewness and

kurtosis of the current study sample. In table 7.2 variable violating assumptions

about normality are highlighted in red text.
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Table 7.2: Baseline measures, Mean, Mode, Median, Skewness and Kurtosis for
whole sample.
Measure Mean (SD) Median Mode Skewness KS P Kurtosis SW P

BDI 19.55 (5.29) 19 14 .369 .139 .051 -1.222 .902 .002

GDS 8.05 (3.15) 8 5 -.022 .107 .20 -.301 .980 .667

HRSD 11.6 (2.93) 11 9 .326 .137 .056 -.869 .951 .083

BHS 7.4 (4.03) 6 3 .578 .161 .011 -.706 .992 .009

PSWI 51.68(10.71) 54.5 60 -.797 .157 .015 -.140 .918 .014

DAS 96.08 (20.49) 92 93 .515 .163 .009 -.426 .947 .058

ATQ 60.23 (21.02) 58.5 72 .382 .154 .018 -.752 .925 .011

WHOPhysical 19.33 (4.10) 19 17 -.051 .093 .200 -.572 .963 .219

WHOPsychol 17.48 (3.27) 17.5 17 -.950 .151 .022 1.038 .918 .007

WHOSocRel 9.35 (2.45) 10 10 -1.360 .180 .002 4.766 .884 .001

WHOEnviron 29.13 (4.82) 28 28 .201 .128 .097 -.152 .970 .348

KS = Kolmogorov-Smirnov Test ofNormality (Lillefors Significance Correction)
SW= Shapiro-Wilkes Test of Normality All tests at df= 40.

The data in table 7.2 above indicate that there are relatively minor issues in the

sample as a whole when it comes to the important assumption of normality prior to

data analysis. The data in table 7.2 above are illustrated graphically in Figure 7.3

where the shape of the normal distributions for the aggregated sample in terms of the

baseline measures is illustrated.

Figure 7.3 below, provides a visual inspection of the data to allow for assessment of

distribution shape. While box plots may be the most efficient means for assessing

and inspecting data for the presence of possible outliers, as this sample is small and

the. data spread on standardised measures is relatively constricted histograms can

suffice for visual inspection of outliers in this case.
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Figure 7.3: Histograms for the Aggregated Baseline Primary Outcome Measures.

Figure 7.4 below shows Q-Q charts for the baseline variables in terms of the

variables' Skewness and Kurtosis Characteristics. Q-Q charts plot the values for each

baseline variable one would ordinarily expect if the distribution were normal

(expected values are a straight line). With respect to the straight line for the expected
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values, deviations of individual variable scores are plotted. Deviations from the

straight line indicate deviation from normality1.

Baseline Hamilton Rating Scale for Depression

10 12 14 16

Observed Value Observed Value Observed Value

Baseline DAS total score

Observed Value Observed Value
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Baseline QOL-BRF: Social relationships Baseline QOL-BRF: Environment

12 14 16
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Figure 7.4: Normal Q-Q Plots for the Aggregated Baseline Primary Outcome
Measures.

1
The baseline Q-Q plots provide an alternative means of visually representing the data in table 7.2 and figure 7.3.

As no more information is provided from Q-Q plots as compared to histograms, the data for inspection of skewness
and Kurtosis will be presented with histograms from this point onwards.
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7.2 Classification of Treatment Groups
The research trial used a simple method of categorisation, namely cognitive

behaviour therapy (CBT) versus treatment as usual (TAU). TAU in most instances

means pharmacotherapy. The issue of category membership is discussed in more

detail in the section that follows.

7.2.1 Problems in the use ofRandomisation

The categorisation of treatment condition applied at randomisation did not always

result in participants actually receiving this treatment option in a small number of

occasions. Examining the data along the lines of the treatments each participant was

allocated to can be misleading as a small number of participants were allocated to

one treatment group but given the alternative treatment. For example, in Glasgow a

participant was allocated to the CBT condition but was at the same moment treated

by their GP using medication. As the person had consented to participate and had not

at that time been seen by a cognitive therapist, this participant was allowed to

continue in the trial. An opposite situation occurred in Fife where a participant was

randomised to receive TAU but actually received CBT alone because of a simple

clerical error when allocating treatment as a therapist saw this participant before they

received an appointment with their GP. In both these cases to analyse the dataset

strictly upon the randomisation category is potentially misleading and indeed

incorrect.

Another difficulty with using the randomisation criteria as the categorisation criteria

for analysis is that a small number of participants in the CBT condition received

medication after the end of treatment. A simple solution is to consider the group
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membership on the basis of whether the participant received CBT or did not receive

CBT and analyse the data accordingly. This pragmatic categorisation more

accurately measures the main difference between the groups in terms of treatment

received and permits a more accurate examination of the question, do those

participants who receive CBT in comparison to those participants who do not

receive CBT respond differently in terms of treatment outcome.

7.2.2 Analysis of Data Assumptions by Primary Treatment Condition
The data can be further inspected for assumptions of normality, homogeneity of

variance and for outliers in order to assess data suitability for use with parametric

statistical analyses when the data is grouped using treatment condition (CBT vs no

CBT). Table 7.3 and Figures 7.5a and 7.5b below summarises the characteristics of

the baseline data for the sample split by treatment groups. Tabachnick & Fidell

(2001) suggest an alpha level of .001 for skewness and kurtosis (respectively) when

evaluating the significance levels for small to moderate samples. Thus with a small

sample such as this one reported here, an alpha level of .001 is the criterion point for

violation of normality when evaluating skewness and kurtosis of the current study

sample. Variables violating assumptions about normality are highlighted in red text

in table 7.3. As there are very few variables that violate assumptions of normality in

a large number of observations, the data will be analysed using parametric analyses

as these provide a more robust method for analysing the data.
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Table 7.3: Baseline Measures, Mean, Mode, Median, Skewness and Kurtosis
Analysed by Treatment Group
Condition Measure Mean

(SD)
Median Mode Skewness

(st.err
.512)

KS P Kurtosis

(St.er
.992)

SW P

CBT BDI 19.20

(4.93)
18.5 14 .668 .156 .149 -.774 .899 .034

TAU 19.90

(5.73)
20 14 .151 .166 .200 -1.481 .894 .032

CBT GDS 7.55

(2.63)
7.5 5 -.208 .110 .200 -.487 .977 .883

TAU 8.55

(3.59)
9.5 10 -.167 .157 .200 -.410 .972 .799

CBT HRSD 11.30
(3.03)

11 9 .566 .189 .058 -.920 .912 .069

TAU 11.90

(2.88)
12 11 .125 .117 .200 -.484 .969 .733

CBT BHS 7.35 6.5 3 .605 .159 .200 -.517 .913 .073

TAU
(4.27)
7.45

(3.89)
6 5 .602 .195 .044 -.839 .901 .043

CBT PSWI 47.4 49 49 -.235 .113 .200 -.866 .949 .347

TAU
(10.06)
55.95

(9.78)
58.5 60 -1.925 .252 .002 4.500 .814 .001

CBT DAS 90.8 88 96 .857 .186 .067 .545 .936 .201

TAU
(21.48)
101.35

(18.48)
95 88 .510 .174 .113 -1.129 .905 .051

CBT ATQ 56.5 46.5 31 .563 .200 .035 -.791 .899 .040

TAU
(22.02)
63.95

(19.82)
71.5 43 .361 .189 .059 -.378 .929 .149

CBT WHOPhys 20.25 19 19 .015 .165 .158 -.546 .959 .522

TAU
(4.28)
18.40
(3.79)

19.5 17 -.383 .164 .167 -1.190 .914 .075

CBT WHOPsch 18.05 18.5 19 -1.485 .185 .071 4.878 .868 .011

TAU
(2.84)
16.90
(3.64)

17 15 -.587 .151 .200 -.121 .937 .213

CBT WHOSocRe 9.35 10 10 -1.563 .190 .058 5.838 .835 .003

TAU
(2.87)
9.35

(2.01)
10 11 -.754 .177 .101 -.173 .915 .080

CBT WHOEnvir 28.7 28 27 .584 .159 .200 .051 .963 .604

TAU
(4.71)
29.6

(5.01)
29.5 30 -.131 .164 .163 .198 .951 .382

KS = Kolmogorov-Smirnov Test ofNormality (Lillefors Significance Correction)
SW= Shapiro-Wilkes Test ofNormality, All tests df= 40

Figure 7.5a below, provides a visual inspection of the data for the CBT treatment

condition group to allow for assessment of distribution shape and inspection of

possible outliers.
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Figure 7.5a: Histograms for the CBT Treatment Condition Baseline Primary
Outcome Measures.

Figure 7.5b below, provides a visual inspection of the data for the TAU treatment

condition group to allow for assessment of distribution shape and inspection of

possible outliers.
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Figure 7.5b: Histograms for the TAU Treatment Condition Baseline Primary
Outcome Measures.

7.2.3 Grouped Data Screening: Analysis of Data Assumptions by Recruitment
Location
An important aspect of this dataset is that there were two sampling locations and it is

necessary to examine whether the data can be considered to be homogenous across

both locations. The data were therefore inspected for linearity, homogeneity of

variance and for outliers in order to assess data suitability for use with parametric

statistical analyses when grouped by recruitment. Table 7.4 and Figures 7.6a and
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7.6b below summarises the characteristics of the baseline data for the sample

analysed by location when assessing for assumptions about normality.

Table 7.4: Baseline measures, Mean, Mode, Median, Skewness and Kurtosis
Analysed by Recruitment Location.
Location Measure Mean

(SD)
Median Mode Skewness

(st.err
.512)

KS P Kurtosis
(St.er
.992)

SW P

Fife BDI 20.69

(5.66)
20 27 -.010 .175 .039 -1.436 .903 .018

Glasgow 17.43

(3.86)
16.5 15 1.017 .187 .199 .196 .858 .028

Fife GDS 9.27

(2.75)
9.5 5 .008 .115 .200 -.477 .954 .291

Glasgow 5.79

(2.58)
6 7 -.101 .176 .200 .016 .949 .546

Fife HRSD 11.81

(2.99)
11 9 .356 .172 .046 -.928 .930 .077

Glasgow 11.21

(2.89)
11 8 .266 .153 .200 -.744 .937 .384

Fife BHS 7.88

(4.3)
6.5 5 .419 .172 .047 -.949 .928 .068

Glasgow 6.50

(3.44)
6 3 .843 .156 .200 .028 .899 .111

Fife PSWI 50.50 52 60 -.525 .199 .009 -.929 .922 .050

Glasgow
(12.51)
53.86

(5.93)
56 56 -.790 .212 .087 -.284 .915 .188

Fife DAS 95.35 87.5 85 -.525 .240 .0005 -.929 .903 .018

Glasgow
(24.46)
97.43

(10.30)
96 93 1.835 .264 .009 4.175 .811 .007

Fife ATQ 64,92 72 72 .041 .183 .025 -.900 .935 .101

Glasgow
(22.55)
51.50

(14.89)
46 43 .637 .210 .097 -1.072 .862 .033

Fife WHOPhys 19.35 19 19 .222 .110 .200 -.411 .938 .120

Glasgow
(4.15)
19.29

(4.16)
20.50 21 -.618 .160 .200 -.681 .902 .121

Fife WHOPsch 17.23 18 19 -.928 .168 .058 .354 .908 .024

Glasgow
(3.75)
17.93

(2.2)
17 16 .510 .235 .035 -1.05 .908 .145

Fife WHOSocRe 9.46 10 11 -1.390 .227 .001 3.540 .875 .005

Glasgow
(2.92)
9.14
(1.23)

9 8 -.024 .185 .200 -.975 .924 .255

Fife WHOEnvir 28.08 28 28 .242 .133 .200 1.707 .955 .310

Glasgow
(4.24)
31.07

(5.37)
31 35 -.235 .196 .149 -1.36 .915 .188

KS = Kolmogorov-Smirnov Test ofNormality (Lillefors Significance Correction)
SW= Shapiro-Wilkes Test ofNormality
Fife, df = 26, Glasgow, df = 14
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Figure 7.6a below, provides a visual inspection of the data for the Fife recruited

participants to allow for assessment of distribution shape and inspection of possible

outliers.
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Figure 7.6a: Histograms for
Measures.

the Fife Participants' Baseline Primary Outcome

Figure 7.6b below, provides a visual inspection of the data for the Glasgow recruited

participants to allow for assessment of distribution shape and inspection of possible

outliers.
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Figure 7.6b: Histograms for the Glasgow Participants' Baseline Primary Outcome
Measures.

7.2.4 Grouped Data Screening: Analysis of Data Assumptions by Recruitment
Location and Treatment Group
Table 7.5 below summarises the characteristics of the baseline data in terms of

linearity, homogeneity of variance and outliers to assess data suitability for use with

parametric statistical analyses when the data are grouped according to treatment and

recruitment location. In table 7.5, with the exception of the PSWI, where

assumptions about skewness (Kolmogorov-Smirov = .338, p < .0005) no other
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variables analysed by location and treatment condition, violated assumptions about

normality, hence parametric methods of data analysis were adopted.

Table 7.5: Baseline measures, Mean, Mode, Median, Skewness and Kurtosis
Analysed by Treatment Condition and Recruitment Location.
Condition Measure Mean (SD) Median Mode Skewness KS P Kurtosis SW P
CBT-F BDI 20.69(5.84) 19 15 .117 .203 .146 -1.846 .869 .050
TAU-F 20.69(5.71) 20 14 -.148 .173 .200 -1.079 .928 .322
CBT-G 17.57 (3.31) 17 14 .528 .145 .200 -.580 .938 .617
TAU-G 17.29 (4.61) 15 14 1.418 .261 .161 1.153 .788 .031
CBT-F GDS 8.77 (2.35) 9 9 -.356 .154 .200 -.719 .928 .323
TAU-F 9.77(3.11) 10 11 -.079 .145 .200 -.620 .950 .605
CBT-G 5.43 (1.90) 6 7 -1.067 .224 .200 .329 .854 .134
TAU-G 6.14(3.24) 6 10 -.220 .169 .200 -.444 .945 .687
CBT-F HRSD 11.62 (2.82) 11 9 .625 .208 .127 -1.050 .842 .022
TAU-F 12.00 (3.27) 12 15 .170 .129 .200 -.777 .959 .732
CBT-G 11.00 (3.74) 11 8 .588 .217 .200 -1.429 .851 .126
TAU-G 11.43(1.99) 12 12 -.655 .185 .200 .348 .967 .876
CBT-F BHS 8.38 (4.89) 7 3 .311 .150 .200 -1.252 .931 .352
TAU-F 7.38 (3.75) 6 5 .416 .199 .167 -.876 .928 .323
CBT-G 6.00 (3.42) 5 3 .632 .239 .200 -1.539 .841 .100
TAU-G 7.00 (3.65) 6 6 1.236 .214 .200 1.835 .905 .365
CBT-F PSW1 45.85 (10.50) 46 49 -.092 .101 .200 -.944 .966 .845
TAU-F 55.15 (12.99) 60 60 -1.457 .338 .000 1.207 .794 .006
CBT-G 53.29 (6.42) 51 44 -.053 .210 .200 -1.563 .916 .439
TAU-G 54.43 (5.86) 56 56 -1.985 .320 .029 4.496 .768 .019
CBT-F DAS 91.31 (27.93) 79 56 .735 .211 .117 -1.005 .870 .052
TAU-F 99.38 (20.75) 88 88 .630 .290 .004 -1.278 .864 .043
CBT-G 95.71 (7.74) 96 96 1.274 .291 .074 2.929 .883 .242

TAU-G 99.14(12.77) 97 93 1.863 .299 .058 4.296 .804 .045

CBT-F ATQ 65.46 (22.66) 72 72 -.260 .229 .061 -.694 .917 .226
TAU-F 64.38 (23.35) 71 79 .326 .150 .200 -.846 .943 .499
CBT-G 44.71 (12.46) 44 44 1.565 .253 .195 3.293 .862 .159

TAU-G 58.29(14.75) 52 43 .207 .269 .135 -2.541 .805 .046

CBT-F WHOPhys 20.54 (4.22) 19 19 .548 .258 .018 -.677 .882 .076

TAU-F 18.15 (3.87) 19 13 -.291 .166 .200 -1.650 .868 .049

CBT-G 19.71 (4.68) 21 24 -.840 .187 .200 -.703 .882 .237

TAU-G 18.86(3.89) 20 17 -.705 .187 .200 .661 .943 .661

CBT-F WHOPsch 18.08 (3.38) 18 17 -1.489 .221 .082 4.078 .870 .052

TAU-F 16.38 (4.03) 17 19 -.587 .203 .145 -.593 .922 .269

CBT-G 17.71 (1.60) 17 16 .305 .243 .200 -1.382 .880 .224

TAU-G 18.14(2.80) 17 16 .373 .230 .200 -2.032 .885 .252

CBT-F WHOSoeRe 9.54 (3.46) 10 10 -1.673 .245 .031 5.040 .826 .014

TAU-F 9.38 (2.40) 10 11 -.795 .217 .097 -.778 .867 .047

CBT-G 8.86 (1.22) 9 10 -.414 .255 .187 -1.525 .859 .147

TAU-G 9.43(1.27) 9 8 .222 .203 .200 -1.715 .877 .215

CBT-F WHOEnvir 28.00 (4.28) 28 28 1.182 .192 .200 3.276 .903 .147

TAU-F 28.15 (4.38) 28 30 -.609 .183 .200 1.853 .944 .508

CBT-G 29.71 (5.41) 30 22 -.055 .122 .200 -1.188 .976 .936

TAU-G 32.43 (5.38) 35 24 -.591 .255 .187 -1.405 .891 .278

KS = Kolmogorov-Smirnov Test ofNormality (Lillefors Significance Correction)
SW= Shapiro-Wilkes Test ofNormality, Fife df= 13, Glasgow, df= 7

While observing figures 7.5a and 7.5b, and figures 7.6a and 7.6b may raise questions

about the perceived normality of the data, the statistical evaluation does not (see

tables 7.3 to 7.5). Field (2005) states that parametric analyses are robust enough to

deal with violation of assumptions of normality provided sample sizes are even. In
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this study the sample sizes are small and even and as such a conservative approach to

data analysis and interpretation will be adopted.

It is of course possible that other methods could have been employed to deal with

questions about the normality of the data. One could have adopted non-parametric

methods of analysis but a corresponding lack of power and flexibility in data analysis

would not have permitted an adequate treatment of the study in question. Another

strategy would have been to retain parametric methods of data analysis but to treat

the data using logarithmic or square root transformations. However, Tabachnick &

Fidell (2001) highlight the unfortunate effect of transformations is that it makes data

much more complex to interpret. As long as one is not going beyond the data

analyses and is careful to adopt a conservative approach to outcomes of data analyses

in a case such as this the most sensible approach is to proceed cautiously with

parametric analyses of the data. Unless stated elsewhere in the text all data are

analysed using univariate and multivariate parametric methods of analysis.
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7.3 Missing Data Analyses

Touloumi, Pocock, Babiker & Darbyshire (1999) propose there are two

distinguishable types ofmissing data; intermittent and drop-out. Intermittent missing

data is where data from individuals are collected across all observation points save

for some gaps. Missing data from participants who fail to comply with requests to

complete all assessment procedures are commonly termed Dropouts, this where the

data set from individuals is incomplete post-randomisation because of death or

withdrawal. Touloumi et ol. (1999) characterise these data as being right-censored.

From Table 7.6 below it can be seen that the level of intermittent missing data in this

study is very low and mainly occurred during the 6 and 12 week assessment point

and on two separate occasions at baseline assessment for separate measures.

Participant 2008 did not complete the BITS at baseline but completed all other

measures on all other assessment points subsequently and Participant 1010 did not

complete the WFIOQoL-Bref at baseline but completed all other measures on all

other assessment points subsequently. There are of course mixed cases where

participants provide intermittent and drop-out missing data such as Participant 1007

who died after the end of treatment and whose data is therefore technically 'right-

censored' (Touloumi et al. 1999). This participant also provided intermittent missing

data at the 18 week assessment point on the PSWI, DAS, ATQ and WHOQoL-Bref

measurements. Nonetheless, the main source of missing data in this study comes

from withdrawal or drop-out with participants 1002, 1006, 1012,1017, 2002, 2009,

2013 all recording missing data due to drop out.
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In a clinical trial such as the one reported here, drop-out missing data is arguably

non-random as the assumption is that, except in the case of death of a participant (i.e.

Participant 1006), the reason a participant chooses to withdraw from a clinical trial is

because of a dissatisfaction with treatment received. Often though it is impossible to

state with any degree of precision the reasons for withdrawal, as participants who

withdraw are often uncomfortable about giving reasons for their decision.

Importantly in the patient information leaflet it was stated categorically that a

decision to withdraw consent to participate would be respected and no reason need

be given for this decision (see Appendices 3 and 4).

7.3.1 Levels ofMissing Data in Study Sample

At baseline there were two items of missing data from two participants. At 6-week

and 12-week mid-treatment mood check assessment points there were two and six

items of missing data respectively. At the end of treatment assessment point there

were 19 items of missing data from six participants. At the 3-month follow-up

assessment point there were 49 items of missing data from six participants. At the 6-

month follow-up assessment point there were 58 items of missing data from seven

participants. Missing data are shown for each assessment point in Table 7.6 below.

In total, six participants withdrew from participation prior to completion of all

assessments. Additionally, one participant died prior to the 3-month and 6-month

assessment point. Two participants withdrew from the Fife recruitment centre and

four participants withdrew from the Glasgow recruitment centre. When data were

pooled across the two centres, two participants withdrew from the CBT treatment
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condition and four withdrew from the TAU condition prior to completing all

assessments.

7.3.2 Calculation ofOverall Missing Data Percentage for Dataset

Overall the percentage of missing data was less than 10 per cent. This total amount

of missing data is calculated in the following way: The total number of primary

outcome measures at baseline, 6 weeks, 12 weeks, 18 weeks (end of treatment), 3

months follow-up and 6 months follow-up completed by each participant equals 36

measures (items) per person, thus multiplying this by number of participants (40)

results in a maximum of 1440 measures (items). The total number of measures

missing is 136. Dividing this figure from the total results in the calculation of 9.44

per cent missing data overall. Table 7.6 summarises the extent of missing data from

the whole dataset.
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Table 7.6: Summary of Primary Outcome Missing Data by Measure, Participant and
Assessment Point
MEASURE Baseline 6 weeks 12 weeks 18 weeks 3 month 6 month

8 measures BDI & BHS BDI & BHS 8 measures 8 measures 8 measures

BDI 1007 1002 1006 1002
1005 1012 1006
1007 1017 1007

2002 1012
2009 1017
2013 2002

2009
2013

GDS 1017 1006 1002
1012 1006
1017 1007
2002 1012
2009 1017
2013 2002

2009
2013

HRSD 2013 1006 1002
1012 1006
1017 1012
2002 1017
2009 2002
2013 2009

2013

BHS 2008* 1007 1002 1005 1006 1002
1005 1017 1012 1006
1007 1017 1012

2002 1017
2009 2002
2013 2009

2013

PSWI 1011 1006 1002
1017 1012 1006
2013 1017 1012

2002 1017
2009 2002
2013 2009

2013

DAS 1007 1006 1002
1011 1012 1006
1017 1017 1012

2013 2002 1017

2015 2009 2002
2013 2009

2013

ATQ 1007 1006 1002
1011 1007 1006
1017 1012 1012
2013 1017 1017

2002 2002
2009 2009
2013 2013

WHO-QoL 1010 1011 1006 1002
1017 1012 1006

Bret 2013 1017 1012
2002 1017
2009 2002
2013 2009

2013

Totals 2 (0.6%) 2 (2.5%) 6 (7.5%) 19(5.93%) 49(15.3%) 58(18.%)
Notes: Participant 1006 died prior to completing follow-up assessments

* numbers refer to code number of participants
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7.3.3 Methods ofDealing with Missing Data

There are different ways to handle missing data so as not bias results in favour of

either treatment option in this study. A number of analytic strategies for dealing with

missing data are examined prior to starting the analyses of outcome between the

treatment conditions. All missing data analyses have different advantages but many

share the same disadvantage of reducing the variance of variables (Tabachinck &

Fidell, 2001). Carpenter, Pocock & Lamm (2002) propose that missing data from

clinical trials that utilise a repeated measures design can be analysed as follows:

7.3.3.1 Deletion ofall cases with missing outcome data and discard these data

prior to analysis. Only the remaining data are analysed. This method

has inherent flaws such as:

The sample size is much smaller with substantial loss of

participants

The dataset becomes a 'completer' data set. As such this
dataset is biased towards participants who have arguably
benefited to an extent by their participation in the research trial
or they would not have remained till the end.

7.3.3.2 Single or Multiple Imputation. This method replaces missing values

with plausible values and the 'completed' data set is then analysed.

With a small sample size it is proposed that the most parsimonious

method of replacing missing value would be to utilise single

imputation such as replacement ofmean values of the group for each
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individual missing variable. Using this method bias is kept to

minimum as the mean value for each group is substituted rather than a

mean composite value for both groups, i.e missing values reported by

a TAU participant are substituted with the mean value for the missing

variable of the TAU group.

7.3.3.3 Last observation carried forward. This method utilises the

participants previous recorded scores within a variable to substitute

for missing values. This method is conservative in that inclusion of

last observation is not intended to inflate or deflate outcome scores for

either treatment group.

7.3.3.4 Design and build a longitudinal model that uses the data to determine

a model for the drop-out process. This is most useful in larger sample

sizes and where drop-out is considered a non-random event. Given

that the sample size is small for the current study there would be

insufficient numbers to give any resulting model sufficient precision

to detect non-random drop-outs in the current data-set.

In effect there are three methods of dealing with the data with two active methods of

dealing with missing data in this study, using imputation ofmean values for missing

data and last observation carried forward and a method that simply ignores data from

participants if there is missing data. The following section will examine the
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equivalence of each method for determining outcome and the data are summarised in

table 7.7 below.

Table 7.7: Assessing Equivalence of Outcome for Methods of dealing with Missing
Data.
Level of Data

Analysis
Last Observation
Carried Forward.

Missing Data
deletion of cases*

Missing Data Mean
Value Substitution

Between Ss
ANOVA (End of
Treatment)

No significant
differences between

groups on primary
outcome measures

No significant
differences between

groups on primary
outcome measures

No significant
differences between

groups on primary
outcome measures

Between Ss
ANOVA (3 Month
Follow Up)

No significant
differences between

groups on primary
outcome measures

No significant
differences between

groups on primary
outcome measures

No significant
differences between

groups on primary
outcome measures

Between Ss
ANOVA (6 Month
Follow Up)

No significant
differences between

groups on primary
outcome measures

No significant
differences between

groups on primary
outcome measures

Significant difference
between groups on the
BHS F (,,38) = 4.6, p =
.038

Between Ss

Repeated
Measures ANOVA

No significant
differences between

groups

No significant
differences between

groups

No significant
differences between

groups

* For this analysis if t iere are missing data the items are excluded from analyses. NB
this does not exclude individuals with intermittent missing data analyses.

As can be seen from table 7.7 above, there are minimal differences between the

samples in terms of outcome using any of the methods of dealing with missing data.

The only difference is to be found at the six month follow-up analysis endpoint on

one variable (BHS scores, Fij38 = 4.6, p = .038) when using mean values substituting

for missing values. The use of the substitution of mean scores to replace missing

values has the potentially biasing effect of reducing the variance and hence a

significant difference between the group emerges when this method is used.

However a more cautious and conservative procedure is the method of last

observation carried forward which takes account of the last observation of a

participant prior to their exit from the study and as such does not assume a change in
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state, as such the variance is not artificially reduced. Since the method of last

observation carried forward inputs minimal bias in outcome analyses and has the

benefit of compensating for items of missing information, from this point on, unless

stated otherwise, this method of dealing with missing data will be used throughout in

the further presentation of results.

For ease of comparison, each method of dealing with missing data is summarised in

Table 7.8. As can be see from table 7.8, last observation carried forward deals with

missing data by producing higher endpoint scores on most measures, and hence,

poorer outcome on primary measures of mood, suggesting this method is very

conservative. In comparison, mean substitution results in scores that are lower for

both treatment groups at endpoint measurement and reduces variation in both

treatment groups masking the fact that for each treatment condition there are

participants whose scores reduce over treatment and those whose scores do not. The

data in table 7.8 show only the main outcome variables and not the full outcome

variables as this table is primarily designed to assess the effect ofmethods of dealing

with missing data and this is best illustrated by the variables reported in table 7.8.

Full reporting of all variables would be redundant.
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Table7.8:ComparisonoftheEffectofMissingDataMethodsuponSampleMeansandStandardDeviation Measures

LOCF

MD-

DC*

MD-MS

CBT

TAU

CBT

TAU

CBT

TAU

BeckDepressionInventory
N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

Post-treatment

20

9.40

8.56

20

13.25

10.30

20

9.40

8.56

20

13.25

10.30

20

9.40

8.56

20

13.25

10.30

3monthFollow-up

20

9.00

8.16

20

12.90

9.34

17

8.18

6.75

17

11.94

8.65

20

8.18

6.19

20

11.94

7.94

6monthFollow-up

20

10.55

9.05

20

15.10

11.83

17

10.0

8.15

17

14.53

11.91

20

10.0

7.48

20

14.53

10.93

GeriatricDepressionScale
N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

Post-treatment

20

3.85

3.83

20

5.30

3.48

20

3.85

3.83

19

5.32

3.58

20

3.85

3.83

20

5.32

3.48

3monthFollow-up

20

5.00

3.71

20

4.90

3.35

17

4.76

3.11

17

5.12

3.59

20

4.76

2.86

20

5.12

3.29

6monthFollow-up

20

5.05

3.46

20

5.75

3.72

16

5.06

2.64

17

6.12

3.92

20

5.06

2.35

20

6.12

3.60

HamiltonRatingScale- Dep

N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

Post-treatment

20

5.25

4.48

20

7.75

6.05

19

4.68

3.80

20

7.75

6.05

20

4.68

3.70

20

7.75

6.05

3monthFollow-up

20

5.15

4.75

20

6.70

6.23

17

4.29

4.25

17

5.41

5.47

20

4.29

3.90

20

5.41

5.02

6monthFollow-up

20

6.70

5.03

20

7.55

6.13

16

6.06

5.07

17

6.41

5.56

20

6.06

4.5

20

6.41

5.1

BeckHopelessnessScale
N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

Post-treatment

20

5.05

4.24

20

6.05

4.17

19

5.16

4.32

19

5.74

4.04

20

5.16

4.21

20

5.74

3.93

3monthFollow-up

20

5.20

3.94

20

6.15

4.22

17

4.88

3.52

17

5.71

4.09

20

4.88

3.23

20

5.71

3.75

6monthFollow-up

20

4.45

4.01

20

7.05

5.10

17

4.0

3.5

17

6.76

5.22

20

4.0

3.21

20

6.76

4.78

PermStateWorryQuest.
N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

N

Mean

SD

Post-treatment

20

45.85

12.12

20

51.55

12.38

20

45.85

12.12

20

51.55

12.38

20

45.85

12.12

20

51.55

12.38

3monthFollow-up

20

45.40

12.71

20

48.45

11.91

17

43.06

12.34

17

46.35

11.65

20

43.06

11.32

20

46.35

10.69

6monthFollow-up

20

47.00

12.76

20

49.05

11.07

16

44.88

13.18

17

47.06

10.77

20

44.88

11.71

20

47.06

9.88

*TheMD-DCvaluesaresubstitutedformissingdataforeachtreatmentgroupingandusedtocalculateMeansandSDsforMD-MS Chapter7:AnalysisofResults
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7.4 Analysis of Late Life Depression Treatment Outcome.
The following sections will carry out analysis using primary measures of outcome

with last observation carried forward as the primary method of dealing with missing

data.

7.4.1 One Way Within-Subjects ANOVA: Overall Treatment Response
Aggregating the data together using One-Way within-subjects ANOVA permits an

examination of treatment outcome overall for all participants. The within-subjects

factor is treatment and for all measures except the BDI and BHS, where there are

additional assessment points at 6 and 12 weeks during treatment, there are four

levels: baseline, end of treatment, 3 months follow-up and six months follow-up.

When carrying out a repeated measure design, an important assumption is that of

sphericity, this can be evaluated using Mauchly's test which examines whether the

variances of the differences between the treatment levels are equal. There are a

number of corrections that can be applied when sphericity assumptions have been

violated (Field, 2005). When sphericity estimates are .75 and less, the Greenhouse-

Geisser correction is used, when they are greater than .75 then the Huynh-Feldt

correction should be applied (Field, 2005).

The following results were obtained and are described below with Figure 7.7

providing a visual means of inspecting how the data behave across treatment.

For the BDI outcome scores for treatment, Mauchly's test indicated that the

assumption of sphericity had been violated (x2 (14) = 41.24, p < .0005) therefore

degrees of freedom were corrected using Greenhouse-Geisser estimates of sphericity
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(e = .75). Outcome for the BDI indicated that there were significant reductions in

scores across treatment (F (3 74146003) = 16.94, p < .0005).

For the GDS outcome scores for treatment, Mauchly's test indicated that the

assumption of sphericity had been violated (x2 (5) = 32.4, p < .0005) therefore

degrees of freedom were corrected using Greenhouse-Geisser estimates of sphericity

(e = .62). Outcome for the GDS indicated that there were significant reductions in

scores across treatment (F (1.87>72.84) = 18.13, p = .0005).

For the HRSD outcome scores for treatment, Mauchly's test indicated that the

assumption of sphericity had been violated (x2 (5) = 36.53, p < .0005) therefore

degrees of freedom were corrected using Greenhouse-Geisser estimates of sphericity

(e = .63). Outcome for the HRSD indicated that there were significant reductions in

scores across treatment (F (189> 7369) = 27.56, p = .0005).

For the BHS outcome scores for treatment, Mauchly's test indicated that the

assumption of sphericity had been violated (x2 (14) = 40.27, p < .0005), therefore

degrees of freedom were corrected using Greenhouse-Geisser estimates of sphericity

(e = .75). Outcome for the BHS indicated that there were significant reductions in

scores across treatment (F (3 74> 14587) = 3.34, p = .014).

For the PSWI outcome scores for treatment, there were significant reductions in

scores across treatment (F (3> 117) = 3.23, p = .025).
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For the DAS outcome scores for treatment, there were significant reductions in

scores across treatment (F (3>U7) = 3.01, p = .033).

For the ATQ outcome scores for treatment, Mauchly's test indicated that the

assumption of sphericity had been violated (x2 (5) = 17.76, p < .003). Since

Greenhouse-Geisser estimates of sphericity were greater than .75 (e = .78), degrees

of freedom were corrected using Huyhn-Feldt estimate of sphericity (e = .83).

Outcome for the ATQ indicated that there were significant reductions in scores

across treatment (F (2.49,97.25> = 10.67, p = .0005).

Quality of life assessed by the WHOQOL-Bref domains also showed significant

increases in quality of life across treatment time overall for the Psychological and

Social Relationships domains whereas for the Physical and Environmental domains

of the WHOQOL-Bref there were no significant improvements across treatment

overall. For the WHOQOL-Bref domains there were violations of assumptions of

sphericity and thus the following information is essential for interpreting the data.

For the Physical domain WHOQOL outcome scores for treatment, Mauchly's test

indicated that the assumption of sphericity had been violated (x2 (5) = 25.06, p <

.0005) therefore degrees of freedom were corrected using Greenhouse-Geisser

estimates of sphericity (e = .68). Outcome for the WHOQOL Physical Domain

indicated that there were no significant reductions in scores across treatment (F (2.03,

79.34) — 3, p = .054).
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For the Psychological domain WHOQOL outcome scores for treatment, Mauchly's

test indicated that the assumption of sphericity had been violated (x2 (5) = 13.71, p <

.02). Since Greenhouse-Geisser estimates of sphericity were greater than .75 (e =

.79), degrees of freedom were corrected using Huyhn-Feldt estimate of sphericity (e

= .84). Outcome for the WHOQOL Psychological Domain indicated that there were

significant reductions in scores across treatment (F (2.53,98.67) = 6.5, p = .001).

For the Social Relationships domain WHOQOL outcome scores for treatment,

Mauchly's test indicated that the assumption of sphericity had been violated (x2 (5)

= 28.61, p < .0005) therefore degrees of freedom were corrected using Greenhouse-

Geisser estimates of sphericity (e = .67). Outcome for the WHOQOL Social

Relationships indicated that there were significant reductions in scores across

treatment (F (19917m = 6.05, p = .004).

For the Environmental domain WHOQOL outcome scores for treatment, Mauchly's

test indicated that the assumption of sphericity had been violated (x2 (5) = 30.64, p <

.0005) therefore degrees of freedom were corrected using Greenhouse-Geisser

estimates of sphericity (e = .72). Outcome for the WHOQOL Environmental domain

indicated there were no significant reductions in scores across treatment (F (2I6>84.28) =

.987, p = .39). The data are represented graphically with standard deviation error bars

in Figure 7.7 (see below).
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7.4.2 Interim summary of data analysis

Overall, across treatment and at three and six months follow-up participants

benefited from treatment on all measures except the Physical and Environmental

domains of Quality of life.

Within Ss Mean (SD) BDI Outcome Scores
301

20 I

10 i

s -10

Baseline BO Wlthintrealmenl BOI BOI al 3 month (olio
Wthin treatment BOI 18wkBDI BDI at 6 month folio

Within Ss Mean (SD) BHS Outcome Scores Within Ss Mean (SD) CDS Outcome Scores

Within Ss Mean (SD) HRSD Outcome Scores Within Ss Mean (SD) PSWQ Outcome Scores Within Ss Mean (SD) DAS Outcome Scores

Within Ss Mean (SD) ATQ Outcome Scores Within Ss Mean (SD) QoL Phys Outcome Score: Within Ss Mean (SD) QoL Psych Outcome Scon

Figure 7.7: Mean Outcome Scores Overall with SD Error Bars
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7.4.3 CBT vs no CBT (TAU) Group Characteristics at baseline.

Table 7.9 presented the sample characteristics by treatment condition. There were no

significant differences between participants as a whole on any of the baseline

demographic characteristics, with the exception of gender (x2 = 6.14, p = .013)

(where there are more females expected by chance), or on any of the baseline

primary outcome measures of mood (see table 7.10). Any study that recruits an older

adult research sample will have a gender in-balance unless one over-samples male

participants which may arguably skew the data in different ways.

Table 7,9: Demographic Description of Study Participants
CBT TAU Summary Statistics

Characteristic
(n = 20) (n = 20)

Mean SD Mean SD df t P
Age ofParticipants 74.00 8.39 74.05 7.62 38 .02 .984
Education years 10.10 1.74 9.90 1.29 38 .412 .683

VerbalIQ 109.05 11.06 109.25 11.16 38 .057 .955
MMSE 27.90 2.32 28.35 1.46 38 .735 .467
Number ofPhysical 2.26 1.20 2.20 0.83 37 .192 .849
Illnesses

% N % N df x2 P
Gender 1 6.14 .013

Male 40 9 15 2

Female 60 11 85 18

Age Category 1 0 1.00

Young-Old (< 75 yrs) 45 9 55 11

Old-Old (> 75 yrs) 55 11 45 9

Past Psych. History 1 .114 .736

Yes 70 13 65 14

No 30 7 35 6

Comorbid Axis I Disorder 1 2.50 .114

Yes 20 2 80 18

No 30 6 70 14

Marital Status 3 4.47 .215

Married 60 13 40 7

Widowed 30 5 45 10

Divorced 10 2 10 2

Single 0 0 5 1
4.74 .448Social Class Category 5

I. Professional 16 3 10 2

II. Managerial/Technical 21 4 15 3

IIINM: Skilled non-manual 16 3 15 3

IIIM: Skilled manual 26 5 15 3

IV: Partly Skilled 10.5 2 35 7

V: Unskilled 10.5 2 10 2
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7.4.4.1 Analysis of outcome: Grouped Comparison Outcomes at Baseline
Between subjects one-way ANOVAs were performed to compare how participants in

each group fared overall in terms of treatment outcome at the end of treatment and at

3 month and 6 month follow-up after the end of treatment.

An important assumption underlying ANOVA procedures is the assumption of

homogeneity of variance. Field (2005) states when sample sizes are equal, even

when assumptions of homogeneity of variances are violated using ANOVA is fairly

robust. If assumption of homogeneity of variances are violated then violations are

corrected by reporting the Welch F-ratios adjusted degrees of freedom (dIf) to reduce

the probability of a type II error. Unless stated Levene's test of homogenity of

variance are not significant. From observation of table 7.10 it is clear that in a small

number of cases, assumption of homogeneity of variances is violated. In these

instances, the violations are corrected by reporting the Welch F-ratios adjusted

degrees of freedom (dIf) to reduce the probability of a type II error.

As a first step it is necessary to establish whether the two treatment groups were

comparable in terms of the primary outcome measures at baseline. For all one-way

between subjects ANOVAs there were no significant differences between the groups.

(BDI: F (138) = .003, p = .95; GDS: F (138) = .82, p = .37; HRSD: F (1,38) = .18, p = .67;

BHS: F (138) = .05, p = .82; PSWI: F (138) = 3.9, p = .06; DAS: F (138) = .99, p = .33;

ATQ: F (138) = .37, p = .55; QoL, Phys: F (138) = 2.10, p = .16; QoL, Psych: F (138) =

.84, p = .37; QoL Soc Rel: F (138) = .02, p = .89; QoL Environ: F (138) = .47, p = .50)

(see table 7.10).
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7.4.4.2 End of Treatment Grouped Comparisons

At the end of treatment the CBT group performed significantly better than the TAU

group on the WHOQOL-Bref Psychological quality of life domain (QoL, Psych: F

0,38) = 5.38, p = .026). For all other one-way between subjects ANOVAs performed at

end of treatment, there were no statistical differences between treatment conditions

(BDI: F (138) = 1.65, p = .21; GDS: F (138) = 1.57, p = .22; HRSD: F (13M6) = 2.20, p =

.15; BHS: F (138) = .57, p = .46; PSWI: F (138) = 2.2, p = .15; DAS: F (138) = .29, p =

.59; ATQ: F (138) = .14, p = ..71; QoL, Phys: F (138) = 1.72, p = .09; QoL Soc Rel: F

(i,38) — • 15, = .88; QoL Environ: F (138) = .38,p- .70) (see table 7.10).

For the 18 week, end of treatment phase scores between the groups the assumption of

homogenity of variance was violated on the HRSD, (F (1 38) = 4.03, p = .05), Using

Welch's F, there were no significant differences between the groups at end of

treatment on the HRSD, F (l35.o2) = 2.20, p = .15.

7.4.4.3 Three Months after End of Treatment Grouped Comparisons

At three months follow-up, one-way between subjects ANOVA revealed no

significant mean differences between treatment conditions (BDI: F (138) = 1.98, p =

. 17; GDS: F (138) = .01, p = .93; HRSD: F (138) = .78, p = .38; BHS: F (138) = .54, p =

.47; PSWI: F (138) = .61, p = .44; DAS: F (138) = .02, p = .90; ATQ: F (138) = .08, p =

.78; QoL, Phys: F (138) = .59, p = .56; QoL, Psych: F (133 77) = .38, p = .56; QoL Soc
Rel: F (l 38) = 1.14,/? = .26; QoL Environ: F (l 38) = .66, p = 1.00) (see table 7.10).
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For the three month follow-up phase scores between the groups the assumption of

homogenity of variance was violated on the WHOQOL-Bref Physical Domain, (F (1

38) = 5.78, p = .02). Using Welch's F, there were no significant differences between

the groups at three months follow up on the WHOQOL-Bref Physical Domain, F

(1,33.77) = -35, p = .56.

7.4.4.4 Six Months after End of Treatment Grouped Comparisons

At 6 months follow-up, there were no significant main effects in favour of either

treatment condition (BDI: F (138) = 1.87, p = .18; GDS: F (138) = .38, p = .54; HRSD:

F (138) = .23, p = .63; BHS: F (138) = 3.22, p = .08; PSWI: F (138) = .29, p = .59; DAS: F

(138) = .75, p = .39; ATQ: F (138) = 2.39, p = .13; QoL, Phys: F (138) = .77, p = .44;

QoL, Psych: F (138) = 1.23, p = .23; QoL Soc Rel: F (138) = 0.66, p = 51; QoL

Environ: F(138) = 1.00, p = .32) (see table 7.10).
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Table 7.10: Dependent Measures by Treatment Condition

Measure

CBT (n = 20) TAU (n = 20) Statistics
Mean SD Mean SD F P

Beck Depression Inventory
Pre-treatment 19.60 5.22 19.50 5.48 .003 .95
Post-treatment 9.40 8.56 13.25 10.30 1.65 .21
3 month Follow-up 9.00 8.16 12.90 9.34 1.98 .17
6 month Follow-up 10.55 9.05 15.10 11.83 1.87 .18
Geriatric Depression Scale
(15-items)

Pre-treatment 7.60 2.70 8.50 3.55 .82 .37
Post-treatment 3.85 3.83 5.30 3.48 1.57 .22

3 month Follow-up 5.00 3.71 4.90 3.35 .008 .93
6 month Follow-up 5.05 3.46 5.75 3.72 .38 .54
Hamilton Rating Scale for
Depression (17-items)

Pre-treatment 11.40 3.08 11.80 2.84 .18 .67

Post-treatmentf 5.25 4.48 7.75 6.05 2.20 .15

3 month Follow-up 5.15 4.75 6.70 6.23 .78 .38
6 month Follow-up 6.70 5.03 7.55 6.13 .23 .63

Beck Hopelessness Scale
Pre-treatment 7.55 4.49 7.25 3.63 .05 .82
Post-treatment 5.05 4.24 6.05 4.17 .57 .46
3 month Follow-up 5.20 3.94 6.15 4.22 .54 .47

6 month Follow-up 4.45 4.01 7.05 5.10 3.22 .08
Penn State Worry Inventory

Pre-treatment 48.45 9.79 54.90 10.85 3.90 .06

Post-treatment 45.85 12.12 51.55 12.38 2.16 .15

3 month Follow-up 45.40 12.71 48.45 11.91 .61 .44

6 month Follow-up 47.00 12.76 49.05 11.07 .29 .59

DAS Total Scores
Pre-treatment 92.85 22.72 99.30 17.99 .99 .33

Post-treatment 88.90 20.89 92.55 21.83 .29 .59

3 month Follow-up 91.40 20.95 90.50 24.29 .02 .90

6 month Follow-up 83.90 25.51 90.85 25.28 .75 .39
Automatic Thoughts Quest.

Pre-treatment 58.20 21.83 62.25 20.54 .37 .55

Post-treatment 45.40 19.40 47.85 22.38 .14 .71

3 month Follow-up 49.85 24.55 47.75 21.96 .08 .78

6 month Follow-up 39.45 17.59 49.85 24.38 2.39 .13

WHOQOL Physical
Pre-treatment 20.25 4.28 18.40 3.79 2.10 .16

Post-treatment 22.40 5.02 19.85 4.34 1.72 .09

3 month Follow-upt 21.60 3.66 20.75 5.30 .35 .56

6 month Follow-up 21.35 5.34 20.00 5.69 .77 .44

WHOOOL Psychological
.84 .37Pre-treatment 17.95 2.84 17.00 3.67

Post-treatment 20.65 3.13 18.15 3.66 5.38 .03

3 month Follow-up 19.65 2.62 19.15 3.13 .55 .59

6 month Follow-up 19.20 3.43 17.75 3.99 1.23 .23

WHOQOL Social Relat.
Pre-treatment 9.30 2.85 9.40 2.04 .02 .89

Post-treatment 10.05 2.66 9.95 1.40 .15 .88

3 month Follow-up 11.00 1.26 10.55 1.23 1.14 .26

6 month Follow-up 10.50 1.40 10.20 1.47 .66 .51

WHOOOL Environment
.50Pre-treatment 28.60 4.64 29.65 5.06 .47

Post-treatment 29.85 4.76 29.30 4.30 .38 .70

3 month Follow-up 29.90 2.84 29.15 4.22 .66 .51

6 month Follow-up 29.15 3.05 28.05 3.86 1.00 .32

t= Levene's assumption of homogenity violated, F Values are Welch s F
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7.5 Analysis of Covariance: Baseline Scores and Marital Status

Analysis of covariance (ANCOVA) is a way of extending analysis of variance

(ANOVA) where the main effects and interactions of the independent variables are

assessed after dependent variables are adjusted using covariates or the reduction of

noise or error in the analysis. The goal of using covariates is to select variables that

reduce dependent variables for predictable but unavoidable sources of variability

(Tabachnick & Fidell, 2001). For the purposes of this study, there are some

predictable but unavoidable sources of variation such as baseline individual variation

and variation due to marital status. The following section examines between subjects

ANCOVA using baseline scores and marital status (separately) as covariates at end

of treatment, three-month follow-up, and six-month follow-up assessment points.

7.5.1 CBT vs TAU Analysis of outcome: using Baseline scores as Covariates

In Randomized Controlled Trials, the effect of randomization is to reduce error

variance to a minimum by reducing variation as much as possible by having broadly

similar participants allocated to each treatment group. Even with the most stringent

of randomization procedures one cannot account for the fact that baseline scores

between groups still show individual variation. The main purpose of analysis of

covariance (ANCOVA) is to remove error and increase the power of the F Test to

detect differences.

"In an experimental setting, ANCOVA increases the power of an F test for a main
effect or interaction by removing predictable variance associated with CV(s) from
the error term." (Tabachnick & Fidell, 2001, p275).
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By calculating the outcome at the end of treatment, three months follow-up and six

months follow-up with the baseline scores for each dependent variable (primary

outcome measures) as the covariate, it is possible to control for, or partial out, any

effect of the effect of pre-existing individual variance in levels of severity of scores

at baseline.

7.5.1.1 CBT vs TAU End of Treatment: Using Baseline Scores as Covariates

At 18 weeks assessment (the end of treatment assessment point), one-way between

subjects ANCOVA main effects for either treatment condition, controlling for

baseline scores for each measure, are examined below. The ANCOVA model is

based upon the assumption of linearity of relationship between the covariate and

dependent variables. Curvilinearity is the violation of the assumption of the linear

relationships necessary for ANCOVA and results in an incomplete reduction of the

error term, an incomplete matching of groups and group means are incompletely

adjusted (Tabachnick & Fidell, 2001). The results are shown for each covariate

where there is a linear relationship between the covariate and the dependent variable.

For the BDI, the covariate, baseline BDI scores, were significantly related to the 18

week BDI scores, F (1, 37) = 12.359, p = .001. After controlling for the effect of

Baseline BDI scores, there was no significant effect for treatment condition on the

BDI scores at 18 weeks (end of treatment), BDI: F (137) = 2.24, p = . 14.
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For the GDS, the covariate, baseline GDS Scores, were not significantly related to

the 18 week GDS scores, F (1 37) = 3.62, p = .07, therefore since no linear relationship

exists between the variables ANCOVA is not performed.

For the HRSD, the covariate, baseline HRSD scores, were not significantly related to

the 18 week HRSD scores, F (137) = 3.7, p = .06, therefore since no linear relationship

exists between the variables ANCOVA is not performed.

For the BHS, the covariate, baseline BHS scores, were significantly related to the 18

week BHS scores, F (1 37) = 10.64, p = .002. After controlling for the effect of

Baseline BHS scores, there was no significant effect for treatment condition on the

BHS scores at 18 weeks (end of treatment), BHS: F (137) = 0.93, p = .34.

For the PSWI, the covariate, baseline PSWI scores, were significantly related to the

18 week PSWI scores, F (1 37) = 25.36, p = .0005. After controlling for the effect of

Baseline PSWI scores, there was no significant effect for treatment condition on the

PSWI scores at 18 weeks (end of treatment), PSWI: F (137) = 0.07, p = .80.

For the DAS, the covariate, baseline DAS scores, were significantly related to the 18

week DAS scores, F (li 37) = 22.47, p = .0005. After controlling for the effect of

Baseline DAS scores, there was no significant effect for treatment condition on the

DAS scores at 18 weeks (end of treatment), DAS: F (137) = 0.01, p = .93.
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For the ATQ, the covariate, baseline ATQ scores, were significantly related to the 18

week ATQ scores, F (I 37) = 14.02, p = .001. After controlling for the effect of

Baseline ATQ scores, there was no significant effect for treatment condition on the

ATQ scores at 18 weeks, end of treatment: F (137) = 0.004, p = .95.

For the Physical Domain of the WHOQOL-Bref, the covariate, baseline Physical

Domain of the WHOQOL-Bref scores, were significantly related to the 18 weeks

(end of treatment) Physical Domain of the WHOQOL-Bref scores, F 0 37) = 4.5, p =

.04. After controlling for the effect of Baseline Physical Domain WHOQOL-Bref

scores, there was no significant effect for treatment condition on the Physical

Domain WHOQOL-Bref scores at 18 weeks (end of treatment), Social Relationship:

F (137) = 1-60, p = .21.

For the Psychological Domain of the WHOQOL-Bref, the covariate, baseline

WHOQOL-Psychological scores, were significantly related to the 18 weeks (end of

treatment) WHOQOL-Psychological scores, F (1> 37) = 6.36, p = .016. After

controlling for the effect of Baseline WHOQOL-Psychological scores, there was a

significant effect for treatment condition on the WHOQOL-Psychological scores at

18 weeks WHOQOL-Psychological: F (137) = 4.33, p = .044. However, Levene's

assumption of homogenity of variance was violated (F (138) = 6.44, p = .02) and so

this result is considered invalid (Brace, Kemp & Snelgar (2003). Prudently it is better

to ignore this significant difference because of the violation of assumptions

necessary to carry out the ANCOVA.

Chapter 7: Analysis ofResults 164



Cognitive Behaviour Therapy versus Treatment /4s Usual for Late Life Depression

For the Social Relationship Domain of the WHOQOL-Bref, the covariate, baseline

Social Relationship scores, were significantly related to the 18 week Social

Relationship scores, F (1 37) = 35.56, p = .0005. After controlling for the effect of

Baseline Social Relationship scores, there was no significant effect for treatment

condition on the Social Relationship scores at 18 weeks (end of treatment), Social

Relationship: F (137) = 0.11, p = .74.

For the Environment Domain of the WHOQOL-Bref, the covariate, baseline

Environment scores, were significantly related to the 18 week Environment scores, F

(1 37) = 21.15, p = .0005. After controlling for the effect of Baseline Environment

scores, there was no significant effect for treatment condition on the Environment

scores at 18 weeks (end of treatment), Social Relationship: F (U7) = 0.96, p = .33.

7.5.1.1.1 Interim Summary

Baseline scores can have an important effect on outcome for treatment between the

two conditions, CBT and TAU. After adjusting for differences between the treatment

groups at baseline, at the end of treatment assessment point there were no significant

differences between the treatment groups on primary outcome measures of mood.

On a measure of Quality of Life, the WHOQOL-Bref Psychological domain scores

were statistically significant for the CBT group compared to the TAU group at the

end of treatment but there are questions about statistical assumptions required for the

significance of this result.
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7.5.1.2 CBT vs TAU Three Months Follow-up: Using Baseline Scores as
Covariates
For the BDI, the covariate, baseline BDI Scores, were significantly related to the

three month follow-up BDI scores, F (1 37) = 20.12, p = .0005. After controlling for

the effect of Baseline BDI scores, there was no significant effect for treatment

condition on the BDI scores at three months follow-up BDI: F (137) = 3.12, p = .085.

For the GDS, the covariate, baseline GDS Scores, were not significantly related to

the three month follow-up GDS scores, F (1 37) = 2.65 p - .12, therefore since no

linear relationship exists between the variables ANCOVA is not performed.

For the BHS, the covariate, baseline BHS scores, were significantly related to the

three month follow-up BHS scores, F (1 37) = 21.00, p = .0005. After controlling for

the effect of Baseline BHS scores, there was no significant effect for treatment

condition on the BHS three month follow-up scores BHS: F (137) = 1.17, p = .28.

For the HRSD, the covariate, baseline HRSD Scores, were not significantly related

to the three month follow-up HRSD scores, F (1 37) = 3.46, p = .07, therefore since no

linear relationship exists between the variables ANCOVA is not performed.

For the PSWI, the covariate, baseline PSWI scores, were significantly related to the

three month follow-up PSWI scores, F (1 37) = 19.27, p = .0005. After controlling for

the effect of Baseline PSWI scores, there was no significant effect for treatment

condition on the PSWI scores at three month follow-up, PSWI: F (137) = 0.19, p = .67.
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For the DAS, the covariate, baseline DAS scores, were significantly related to the

three month follow-up DAS scores, F (1 37) = 23.81, p = .0005. After controlling for

the effect of Baseline DAS scores, there was no significant effect for treatment

condition on the DAS scores at three month follow-up, DAS: F {137) = .87, p = .36.

For the ATQ, the covariate, baseline ATQ scores, were significantly related to the

three month follow-up ATQ scores, F (]> 37) = 22.48, p = .0005. After controlling for

the effect of Baseline ATQ scores, there was no significant effect for treatment

condition on the ATQ scores at three month follow-up, ATQ: F (137) = 0.67, p = .42.

For the Physical Domain of the WHOQOL-Bref, the covariate, baseline WHOQOL-

Physical scores, were not significantly related to the three month follow-up

WHOQOL-Physical scores, F (1 37) = 2.56, p = .18, therefore since no linear

relationship exists between the variables ANCOVA is not performed.

For the Psychological Domain of the WHOQOL-Bref, the covariate, baseline

WHOQOL-Psychological scores, were significantly related to the three month

follow-up WHOQOL-Psychological scores, F (1 37) = 6.12, p = .02. After controlling

for the effect of Baseline WHOQOL-Psychological scores, there was no significant

effect for treatment condition on the WHOQOL-Psychological scores at three month

follow-up WHOQOL-Psychological: F (U7) = 0.5, p = .83.

For the Social Relationship Domain of the WHOQOL-Bref, the covariate, baseline

Social Relationship scores, were not significantly related to the three month follow-
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up Social Relationship scores, F (1 37) = .67, p = .42, therefore since no linear

relationship exists between the variables ANCOVA is not performed.

For the Environment Domain of the WHOQOL-Bref, the covariate, baseline

Environment scores, were significantly related to the three month follow-up

Environment scores, F (1 37) = 5.9, p = .02. After controlling for the effect of Baseline

Environment scores, there was no significant effect for treatment condition on the

Environment scores at three month follow-up Social Relationship: F (137) = 0.93, p =

.34.

7.5.1.2.1 Interim Summary

After adjusting for differences between the treatment groups at baseline, at the three

months follow-up assessment point, there are no significant differences between the

treatment groups on primary outcome measures of mood and on a measure of

Quality of Life.

7.5.1.3 CBT vs TAU Six Months Follow-up: Using Baseline Scores as Covariates
For the BDI, the covariate, baseline BDI Scores, were significantly related to the six

month follow-up BDI scores, F (1 37) = 20.42, p = .0005. After controlling for the

effect of Baseline BDI scores, there was no significant effect for treatment condition

on the BDI scores at six months follow-up BDI: F (137) = 2.97, p = .093.

For the GDS, the covariate, baseline GDS Scores, were not significantly related to

the six month follow-up GDS scores, F a37) = 1.57, p = .22, therefore since no linear

relationship exists between the variables ANCOVA is not performed.
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For the BHS, the covariate, baseline BHS scores, were significantly related to the six

month BHS scores, F (1 37) = 24.75, p = .0005. After controlling for the effect of

Baseline BHS scores, there was a significant effect for treatment condition on the

BHS scores at 6 months follow-up BHS: F(137) = 6.12,/? = .02.

For the HRSD, the covariate, baseline HRSD Scores, were not significantly related

to the six month follow-up HRSD scores F (137) = 2.14, p = .15, therefore since no

linear relationship exists between the variables ANCOVA is not performed.

For the PSWI, the covariate, baseline PSWI scores, were significantly related to the

six month follow-up PSWI scores, F (137) = 13.56, p - .001. After controlling for the

effect of Baseline PSWI scores, there was no significant effect for treatment

condition on the PSWI scores at six month follow-up, PSWI: F (137) = 0.28, p = .60.

For the DAS, the covariate, baseline DAS scores, were significantly related to the six

month follow-up DAS scores, F (1 37) = 13.90, p = .001. After controlling for the

effect of Baseline DAS scores, there was no significant effect for treatment condition

on the DAS scores at six month follow-up, DAS: F (137) = . 16, p - .70.

For the ATQ, the covariate, baseline ATQ scores, were significantly related to the six

month follow-up ATQ scores, F (I>37) = 4.43, p = .04. After controlling for the effect

of Baseline ATQ scores, there was no significant effect for treatment condition on

the ATQ scores at six month follow-up: F (137) = 1.97, p = .17.
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For the Physical Domain of the WHOQOL-Bref, the covariate, baseline WHOQOL-

Physical scores, were not significantly related to the six month follow-up

WHOQOL-Physical scores, F (1 37) = 2.81, p = .10 therefore since no linear

relationship exists between the variables ANCOVA is not performed.

For the Psychological Domain of the WHOQOL-Bref, the covariate, baseline

WHOQOL-Psychological scores, were significantly related to the six month follow-

up WHOQOL-Psychological scores, F (1 37) = 4.93, p = .03. After controlling for the

effect of Baseline WHOQOL-Psychological scores, there was no significant effect

for treatment condition on the WHOQOL-Psychological scores at six month follow-

up WHOQOL-Psychological: F (137) = 0.91, p = .35.

For the Social Relationship Domain of the WHOQOL-Bref, the covariate, baseline

Social Relationship scores, were not significantly related to the six month follow-up

Social Relationship scores, F (1 37) = 1.84, p = .18 therefore since no linear

relationship exists between the variables ANCOVA is not performed.

For the Environment Domain of the WHOQOL-Bref, the covariate, baseline

Environment scores, were significantly related to the six month follow-up

Environment scores, F (l 37) = 6.73, p = .01. After controlling for the effect of

Baseline Environment scores, there was no significant effect for treatment condition

on the Environment scores at six month follow-up Social Relationship: F (l 37) = 1.89,

p = .18.
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7.5.1.3.1 Interim Summary

After adjusting for differences between the treatment groups at baseline, the Beck

Hopelessness scores at six months follow-up are statistically significantly different

for outcome for the treatment conditions in favour of the CBT intervention (BHS: F

037) = 6.12, p = .018). However for all other measures, at the six months follow-up

assessment point, there are no significant differences between the treatment groups

on primary outcome measures of mood and on a measure of Quality of Life.

7.5.2 CBT vs TAU Analysis of Outcome: Using Marital Status as Covariate
A potentially important source of variation that should be controlled for is marital

status (see table 7.10). In each randomized group there are individuals who are

married, widowed, never married and divorced/separated. It is theoretically possible

that marital status have an effect on outcome. To assess for the possibility of this, the

data was aggregated from the four categories above into two; living with spouse and

living alone. The variable being examined here overlaps with marital status. A

substantial research literature suggests that depression can have a deleterious effect

on intimacy within relationships (for review see Gotlib & Hammen, 1992). It is

therefore possible that individuals living with partners may have a different outcome

to those individuals not living with a partner. Likewise loneliness in older people is

often postulated as a reason for late life depression, and if this were an important

determinant one would predict that individuals living alone would benefit less from

treatment for depression (in the follow-up period particularly).

At 18 weeks assessment (the end of treatment assessment point), one-way between

subjects ANCOVA main effects for either treatment condition, controlling for
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marital status for each measure, are examined below. The results are shown for each

covariate where there is a linear relationship between the covariate and the dependent

variable. The covariate was checked at baseline to assess whether there significant

differences between the groups before treatment. There were no significant

differences on any variable (see table 7.11).

7.5.2.1 CBT vs TAU End of Treatment: UsingMarital Status as Covariate
For the BDI, the covariate, marital status, was significantly related to the 18 weeks

(end of treatment assessment) BDI scores, F (137) = 11.24, p = .002. After controlling

for the effect of marital status, there were significant main effects of treatment

condition on the BDI scores at end of treatment BDI: F (137) = 5.70, p = .02. Thus

adjusted mean BDI scores at the end of treatment suggest that after accounting for

the effect of marital status there was a statistically significant difference in treatment

outcome favouring the CBT treatment condition (see table 7.11).

For the GDS, the covariate, marital status, was significantly related to the 18 weeks

(end of treatment assessment) GDS scores, F (1>37) = 4.25, p = .05. After controlling

for the effect of marital status, there was no significant main effect of treatment

condition on the GDS scores at end of treatment GDS: F (137) = 3.48, p = .07. Clearly

here the effect approached significance (see table 7.11).

For the BHS, the covariate, marital status, was significantly related to the 18 weeks

(end of treatment assessment) BHS scores, F (1 37) = 5.90, p - .02. After controlling

for the effect of marital status, there was no significant main effect of treatment
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condition on the BHS scores at end of treatment BHS: F (137) = 2.22, p = .14 (see

table 7.11).

For the HRSD, the covariate, marital status, was significantly related to the 18 weeks

(end of treatment assessment) HRSD scores, F (1 37) = 16.94, p = .0005. After

controlling for the effect of marital status, there was a significant main effect of

treatment condition on the HRSD scores at end of treatment HRSD: F (137) = 8.54, p

= .006. Thus adjusted mean HRSD scores at the end of treatment suggest that after

accounting for the effect of marital status there was a statistically significant

difference in treatment outcome favouring the CBT treatment condition (see table

7.11).

For the PSWI, the covariate, marital status, was significantly related to the 18 weeks

(end of treatment assessment) PSWI scores, F (1 37) = 7.23, p = .01. After controlling

for the effect of marital status, there was a significant main effect of treatment

condition on the PSWI scores at end of treatment PSWI: F (137) = 5.39, p = .026. Thus

adjusted mean PSWI scores at the end of treatment suggest that after accounting for

the effect of marital status there was a statistically significant difference in treatment

outcome favouring the CBT treatment condition (see table 7.11).

For the DAS, the covariate, marital status, was not significantly related to the 18

weeks (end of treatment assessment) DAS scores, F (1 37) = .005, p = .94, therefore

since no linear relationship exists between the variables ANCOVA is not performed.
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For the ATQ, the covariate, marital status, was not significantly related to the 18

weeks (end of treatment assessment) ATQ scores, F (1 37) = .32, p = .58 therefore

since no linear relationship exists between the variables ANCOVA is not performed.

For the Physical Domain of the WHOQOL-Bref, the covariate, marital status, was

significantly related to the 18 weeks (end of treatment assessment) WHOQOL-

Physical scores, F (1 37) = 3.35, p = .08. After controlling for the effect of marital

status, there was a significant main effect of treatment condition on the WHOQOL-

Physical scores at 18 weeks WHOQOL-Physical: F (l37) = 5.01, p = .031. Thus

adjusted mean WHOQOL-Physical scores at the end of treatment suggest that after

accounting for the effect of marital status there was a statistically significant

difference in treatment outcome favouring the CBT treatment condition (see table

7.11).

For the Psychological Domain of the WHOQOL-Bref, the covariate, marital status,

was not significantly related to the 18 weeks (end of treatment assessment)

WHOQOL-Psychological scores, F (1 37) = 3.45, p = .07, therefore since no linear

relationship exists between the variables ANCOVA is not performed.

For the Social Relationship Domain of the WHOQOL-Bref, the covariate, marital

status, was not significantly related to the 18 weeks (end of treatment assessment)

WHOQOL-Social Relationship, F {1> 37) = 3.29, p - .08, therefore since no linear

relationship exists between the variables ANCOVA is not performed.
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For the Environment Domain of the WHOQOL-Bref, the covariate, marital status,

was not significantly related to the 18 weeks (end of treatment assessment)

WHOQOL-Environment, F (137) = .78, p = .38, therefore since no linear relationship

exists between the variables ANCOVA is not performed.

7.5.2.1.1 Interim Summary

Marital status can have an important effect on outcome for treatment between the

two conditions, CBT and TAU. Significant differences were found as the CBT

treatment group achieved statistically significant better outcome scores at the end of

treatment on the following mood measures; BDI (F (137) = 5.70, p = .022), HRSD (F

0,37) = 8.54, p = .006), and PSWI (F (137) = 5.39, p = .026). Likewise when adjusting

for marital status, the CBT treatment group achieved statistically significant better

outcome scores at the end of treatment on the following Quality of Life domains

Physical (F (137) = 5.01, p = .031) and Psychological (F (137) = 8.07, p = .007) (see

table 7.11).

7.5.2.2 CBT vs TAU Three Months Follow-up: Using Marital status as
Covariate
For the BDI, the covariate, marital status, was significantly related to the three

months follow-up BDI scores, F (1 37) = 16.58, p = .0005. After controlling for the

effect of marital status, there was a significant main effect of treatment condition on

the BDI scores at three months follow-up BDI: F (137) = 7.922, p = .008 (see table

7.11).
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For the GDS, the covariate, marital status, was significantly related to the three

months follow-up GDS scores, F (1>37) = 4.52, p = .04. After controlling for the effect

of marital status, there was no significant main effect of treatment condition on the

GDS scores at three months follow-up GDS: F (137) = .30, p = .59 (see table 7.11).

For the BHS, the covariate, marital status, was significantly related to the three

months follow-up BHS scores, F (1 37) = 5.51, p = .02. After controlling for the effect

of marital status, there was no significant main effect of treatment condition on the

BHS scores at three months follow-up BHS: F (137) = 2.09, p-. 156 (see table 7.11).

For the HRSD, the covariate, marital status, was significantly related to the three

months follow-up HRSD scores, F (1 37) = 8.32, p = .007. After controlling for the

effect of marital status, there was no significant main effect of treatment condition on

the HRSD scores at three months follow-up HRSD: F (137) = 3.19, p = .082 (see table

7.11).

For the PSWI, the covariate, marital status, was significantly related to the three

months follow-up PSWI scores, F (1 37) = 9.08, p = .005. After controlling for the

effect of marital status, there was no significant main effect of treatment condition on

the PSWI scores at three months follow-up PSWI: F (137) = 2.98, p - .093 (see table

7.-11).
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For the DAS, the covariate, marital status, was not significantly related to the three

months follow-up DAS scores, F (1 37) = 2.26, p = .14, therefore since no linear

relationship exists between the variables ANCOVA is not performed.

For the ATQ, the covariate, marital status, was not significantly related to the three

months follow-up ATQ scores, F (1 37) = 3.77, p = .06, therefore since no linear

relationship exists between the variables ANCOVA is not performed.

For the Physical Domain of the WFIOQOL-Bref, the covariate, marital status, was

significantly related to the three months follow-up WHOQOL-Physical scores, F (1 37)

= 5.74, p = .02. After controlling for the effect of marital status, there was no

significant main effect of treatment condition on the WHOQOL-Physical scores at

three months follow-up WHOQOL-Physical: F (137) = 1.73, p = .2 (see table 7.11).

For the Psychological Domain of the WHOQOL-Bref, the covariate, marital status,

was significantly related to the three months follow-up WHOQOL-Psychological

scores, F (1 37) = 7.06, p = .01. After controlling for the effect of marital status, there

was no significant main effect of treatment condition on the WHOQOL-

Psychological scores at three months follow-up WHOQOL-Psychological: F (137) =

1.85, p = . 18 (see table 7.11).

For the Social Relationship Domain of the WHOQOL-Bref, the covariate, marital

status, was not significantly related to the three months follow-up WHOQOL-Social
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Relationship, F (1 37) = 1.05, p = .31, therefore since no linear relationship exists

between the variables ANCOVA is not performed.

For the Environment Domain of the WHOQOL-Bref, the covariate, marital status,

was significantly related to the three months follow-up WHOQOL-Environment, F (1

37) = 5.33, p = .03. After controlling for the effect of marital status, there was no

significant main effect of treatment condition on the WHOQOL-Environment scores

at three months follow-up WHOQOL-Environment: F (137) = 1.84, p = .18 (see table

7.11).

7.5.2.2.1 Interim Summary

Marital status can have an important effect on outcome for treatment between the

two conditions, CBT and TAU. Statistically significant better outcome scores at

three months follow-up were found for the CBT treatment group on the Beck

Depression Inventory (BDI: F (137) = 7.92, p = .008) (see table 7.11).

7.5.2.3 CBT vs TAU Six Months Follow-up: Using Marital status as Covariate
For the BDI, the covariate, marital status, was significantly related to the six months

follow-up BDI scores, F (1 37) = 11.42, p = .002. After controlling for the effect of

marital status, there was a significant main effect of treatment condition on the BDI

scores at 6 months follow-up BDI: F(137) = 6.18,p- .018 (see table 7.11).

For the GDS, the covariate, marital status, was not significantly related to the six

months follow-up GDS scores, F (1> 37) = 3.68, p = .06, therefore since no linear

relationship exists between the variables ANCOVA is not performed.
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For the BHS, the covariate, marital status, was significantly related to the six months

follow-up BHS scores, F (1 37) = 7.41, p = .01. After controlling for the effect of

marital status, there was a significant main effect of treatment condition on the BHS

scores at six months follow-up BHS: F (137) = 7.11, p - .01 (see table 7.11).

For the HRSD, the covariate, marital status, was significantly related to the six

months follow-up HRSD scores, F (137) = 8.51, p = .006. After controlling for the

effect of marital status, there was no significant main effect of treatment condition on

the HRSD scores at six months follow-up HRSD: F (137) = 1.89, p = .18 (see table

7.11).

For the PSWI, the covariate, marital status, was not significantly related to the six

months follow-up PSWI scores, F (1 37) = 1.22, p = .28, therefore since no linear

relationship exists between the variables ANCOVA is not performed.

For the DAS, the covariate, marital status, was not significantly related to the six

months follow-up DAS scores, F a 37) = 2.35, = .13, therefore since no linear

relationship exists between the variables ANCOVA is not performed.

For the ATQ, the covariate, marital status, was not significantly related to the six

months follow-up ATQ scores, F (1< 37) = 3.18, p = .08, therefore since no linear

relationship exists between the variables ANCOVA is not performed.
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For the Physical Domain of the WHOQOL-Bref, the covariate, marital status, was

not significantly related to the six months follow-up WHOQOL-Physical scores, F (1

37) = 1.39, p = .25, therefore since no linear relationship exists between the variables

ANCOVA is not performed.

For the Psychological Domain of the WHOQOL-Bref, the covariate, marital status,

was not significantly related to the six months follow-up WHOQOL-Psychological

scores, F (137) = 2.05, p = .16, therefore since no linear relationship exists between

the variables ANCOVA is not performed.

For the Social Relationship Domain of the WHOQOL-Bref, the covariate, marital

status, was not significantly related to the six months follow-up WHOQOL-Social

Relationship, F (1 37) = .81, p - .37, therefore since no linear relationship exists

between the variables ANCOVA is not performed.

For the Environment Domain of the WHOQOL-Bref, the covariate, marital status,

was not significantly related to the six months follow-up WHOQOL-Environment, F

(1 37) = 2.85, p = .10, therefore since no linear relationship exists between the

variables ANCOVA is not performed.
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Table 7.11 Estimated Marginal Means and Standard Error of the Means (SEM) after
Adjusting for Covariate, Marital status

Measure

CBT (n = 20) TAU (n = 20) Statistics
Mean SEM Mean SEM F P

Beck Depression Inventory
Pre-Treatment 18.78 1.08 20.32 1.08 .97 .33
Post-treatment 7.99 1.93 14.65 1.93 5.70 .022
3 month Follow-up 7.50 1.69 14.40 1.69 7.92 .008
6 month Follow-up 8.98 2.14 16.67 2.14 6.18 .018
Geriatric Depression Scale

Pre-Treatment 7.44 .72 8.67 .72 1.36 .25
Post-treatment 3.49 .80 5.66 .80 3.48 .07
3 month Follow-up 4.62 .78 5.26 .78 .30 .59
6 month Follow-up 4.72 .80 6.08 .80 1.40 .24
Hamilton Rating Scalefor Depr.

Pre-T reatment 11.30 .68 11.90 .68 .37 .55
Post-treatment* 4.34 1.02 8.67 1.02 8.54 .006

3 month Follow-up 4.42 1.16 7.43 1.16 3.19 .082
6 month Follow-up 5.96 1.17 8.29 1.17 1.89 .18

Beck Hopelessness Scale
Pre-Treatment 7.12 .89 7.68 .89 .19 .67
Post-treatment 4.57 .91 6.53 .91 2.22 .14

3 month Follow-up 4.75 .88 6.60 .88 2.09 .16
6 month Follow-up 3.88 .97 7.62 .97 7.11 .011

Penn State Worry Inventory
Pre-Treatment 47.88 2.43 55.68 2.43 .044 .84
Post-treatment 44.33 2.60 53.07 2.60 5.39 .026

3 month Follow-up 43.72 2.56 50.13 2.56 2.98 .09

6 month Follow-up 46.35 2.73 49.70 2.73 .72 .40

DAS Total Scores
Pre-Treatment 92.18 4.73 99.97 4.73 1.30 .26

Post-treatment 88.97 4.96 92.48 4.96 .24 .63

3 month Follow-up 89.73 5.11 92.17 5.11 .11 .74

6 month Follow-up 81.99 5.72 92.75 5.72 1.69 .20

Automatic Thoughts Quest.
Pre-Treatment 57.50 4.89 62.95 4.89 .54 .45

Post-treatment 44.81 4.84 48.44 4.84 .27 .61

3 month Follow-up 47.68 5.15 49.92 5.15 .09 .76

6 month Follow-up 37.62 4.74 51.68 4.74 4.21 .049

WHOOOL Physical
Pre-Treatment 20.27 .94 18.38 .94 1.93 .17

Post-treatment 22.81 1.04 19.44 1.04 5.01 .031

3 month Follow-up* 22.11 .98 20.24 .98 1.73 .20

6 month Follow-up 21.67 1.26 19.68 1.26 1.20 .28

WHOQOL Psychological
Pre-Treatment 18.17 .74 16.78 .74 1.67 .20

Post-treatment 20.96 .76 17.85 .76 8.07 .007

3 month Follow-up 20.00 .62 18.80 .62 1.85 .18

6 month Follow-up 19.46 .84 17.49 .84 2.62 .11

WHOQOL Social Relat.
.05 .82Pre-T reatment 9.44 .56 9.26 .56

Post-treatment 10.24 .47 9.76 .47 .48 .49

3 month Follow-up 11.06 .28 10.49 .28 1.96 .17

6 month Follow-up 10.56 .33 10.14 .33 .81 .37

WHOQOL Environment
Pre-Treatment 28.85 1.11 29.40 1.11 .12 .74

Post-treatment 30.05 1.04 29.10 1.04 .40 .53

3 month Follow-up 30.29 .78 28.76 .78 1.84 .18

6 month Follow-up 29.44 .78 27.76 .78 2.20 .15
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Table 7.11 above summarises and illustrates the effect of removing the covariate,

Marital status in terms of reducing error variance when assessing the effect of

treatment condition on treatment outcome at the end of treatment, three months

follow-up and six months follow-up. These values can be compared to those in table

7.10.

7.5.2.4 Examination of Marital status

A further examination of marital status in terms of its impact on treatment outcome is

provided in table 7.12. This table summarises the mean values of the CBT and TAU

condition when subdividing the sample into participants living with partners and

those not living with partners. The Table provides a means of examining the

direction of the covariate. Thus from table 7.12 it is evident that participants living

alone tend to do better with treatments. This provides an intriguing result. The data

splits unevenly and so the mean values are shown to represent direction rather than

provide a further avenue for analysis. The subdivision of the groups is considered too

small to permit any further analysis. The means are provided for illustrative purposes

only.

While it is unwise to put too much store by a mean score of 7 participants, especially

when standard deviations are also quite large, the values in table 7.12 below make

interesting reading. It would appear that the group that performs the most poorly are

the TAU participants who live with partners. The CBT participants living alone

appear to make the most gains.
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Table 7.12: Marital status and Mean and SD of Treatment Conditions
Living Alone Not Living Alone

Measure

CBT (7)' TAU (13)1 CBT (13)' TAU (7)'
Mean SD Mean SD Mean SD Mean SD

Beck Depression Inventory
Baseline 15.86 2.34 17.69 4.68 21.62 5.28 22.86 5.58
Post-treatment 5.00 6.58 9.08 8.26 11.77 8.78 21.00 9.59
3 months follow-up 3.00 3.42 9.15 8.65 12.23 8.21 19.86 16.28
6 months Follow-up 6.57 9.47 9.92 10.77 12.69 8.41 24.71 6.75

Geriatric Depression Scale
Baseline 7.00 2.16 8.08 3.64 7.92 2.98 9.29 3.50
Post-treatment 1.57 1.81 4.85 3.89 5.08 4.11 6.14 2.61
3 months follow-up 2.86 2.12 4.38 3.91 6.15 3.93 5.86 1.86
6 months Follow-up 3.43 2.94 5.08 3.82 5.92 3.50 7.00 3.46

Hamilton Rating Scale Depr.
Baseline 10.57

.
2.76 11.77 3.00 11.85 3.26 11.86 2.73

Post-treatment 1.71 2.06 5.38 5.08 7.15 4.30 12.14 5.46
3 months follow-up 2.43 2.51 4.77 5.53 6.62 5.09 10.29 6.24
6 months Follow-up 3.57 4.83 5.77 5.73 8.38 4.43 10.86 5.79

Beck Hopelessness Scale
Baseline 5.71 2.75 6.23 2.65 8.54 5.01 9.14 4.60
Post-treatment 3.29 2.56 4.77 3.66 6.00 4.73 8.43 4.28
3 months follow-up 3.86 2.67 4.77 3.52 5.92 4.41 8.71 4.46
6 months Follow-up 2.71 1.89 5.31 4.57 5.38 4.57 10.29 4.65

Perm Stale Woriy Inventoiy
Baseline 46.00 10.00 53.08 12.26 49.77 9.82 58.29 7.18
Post-treatment 37.29 13.31 49.08 11.79 50.46 8.85 56.14 13.00
3 months follow-up 36.14 11.51 45.62 12.48 50.38 10.60 53.71 9.38
6 months Follow-up 46.00 16.68 46.54 10.47 47.54 10.85 53.71 11.40

DAS Total Scores
Baseline 91.00 24.14 97.15 16.20 93.85 22.87 103.29 21.70
Post-treatment 86.43 19.75 94.23 20.36 90.23 22.15 89.43 25.75
3 months follow-up 84.43 23.15 86.46 23,14 95.15 19.57 98.00 26.41

6 months Follow-up 76.29 33.25 86.08 21.94 88.00 20.64 99.71 30.33

Auto Thoughts Quest.
Baseline 62.43 25.89 56.69 15.61 55.92 20.08 72.57 25.64

Post-treatment 46.57 27.09 44.46 23.22 44.77 15.10 58.43 20.31

3 months follow-up 41.71 27.97 42.00 21.33 53.23 22.44 58.43 20.31

6 months Follow-up 27.71 11.53 47.62 26.12 45.77 17.31 54.00 22.05

WHOQOL Physical Domain
Baseline 20.29 2.70 18.46 4.18 20.23 5.04 18.29 3.25

Post-treatment 23.29 5.41 21.31 3.07 21.92 4.96 17.14 5.27

3 months follow-up 23.43 2.88 22.15 4.51 20.62 3.75 18.14 6.01

6 months Follow-up 21.86 4.91 21.23 4.30 21.08 5.74 17.71 7.50

WHOOOL Psychol. Domain
Baseline 17.86 1.57 18.08 2.40 18.00 3.39 15.00 4.90

Post-treatment 22.14 2.04 18.77 3.42 19.85 3.39 17.00 4.08

3 months follow-up 21.43 1.72 19.85 2.73 18.69 2.56 17.86 3.62

6 months Follow-up 20.14 4.34 18.46 3.60 18.69 2.90 16.43 4.65

WHOQOLSocialRelationships
Baseline 9.43 1.51 10.00 1.47 9.23 3.42 8.29 2.56

Post-treatment 10.86 .90 10.38 1.19 9.62 3.20 9.14 1.46

3-months follow-up 11.29 1.25 10.69 1.11 10.85 1.28 10.29 1.50

6 months Follow-up 10.57 1.51 10.46 1.45 10.46 1.39 9.71 1.50

WHOQOL Environment Domain
Baseline 28.43 5.00 30.92 4.17 28.69 4.64 27.29 6.02

Post-treatment 30.29 5.22 30.00 3.76 29.62 4.70 28.00 5.23

3 months follow-up 31.43 2.64 30.15 3.67 29.08 2.69 27.29 4.82

6 months Follow-up 29.71 1.80 29.08 2.93 28.85 3.58 26.14 4.84

1
= numbers of participants in each group.
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7.5.2.5 Interim Summary

Marital status had an important effect on outcome for treatment between the two

conditions, CBT and TAU (see tables 7.11 and 7.12). At the end of treatment,

significant differences were found as the CBT treatment group achieved significantly

better outcome scores on the Beck Depression Inventory (BDI: F (137) = 6.18, p =

.018), Beck Hopelessness Scale (BHS: F (137) = 7.11, p = .011), and the Automatic

Thoughts Questionnaire (ATQ: F (13V) = 4.21, p = .049). After controlling for the

effect of marital status, there was a significant main effect of treatment condition on

the BDI scores at 6 months follow-up BDI: F (137) = 6.18, p = .018. After controlling

for the effect of marital status, there was a significant main effect of treatment

condition on the BHS scores at six months follow-up BHS: F (137) = 7.11, p = .011.

After controlling for the effect of marital status, there was a significant main effect of

treatment condition on the ATQ scores at six months follow-up ATQ: F (137) = 4.21,

p = .049).

7.6 CBT vs TAU Analysis of Outcome: Repeated Measures Over Time

Outcome data across time between the two groups were analysed using a one-way

Repeated Measures analysis of variance (ANOVA), with treatment condition as a

between subjects factor with two levels and assessment phase as a within subjects

factor measured across the dependent variable. Thus for the second factor,

assessment phase, there are four levels: baseline, end of treatment, 3 months follow-

up and six months follow-up, except for the primary outcome measures, BDI and

BHS that have six levels as there are additional assessment points at 6 and 12 weeks

during treatment.
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When carrying out a repeated measure design, an important assumption is that of

sphericity, this can be evaluated using Mauchly's test which examines whether the

variances of the differences between the treatment levels is equal. There are a

number of corrections that can be applied when sphericity assumptions have been

violated (Field, 2005). When sphericity estimates are .75 and less, the Greenhouse-

Geisser correction is used, when they are greater than .75 then the Huynh-Feldt

correction should be applied (Field, 2005).

For the BDI outcome scores across treatment between the two conditions, CBT and

TAU, Mauchly's test indicated that the assumption of sphericity had been violated

(X2 (14) = 39.19, p < .0005), therefore degrees of freedom were corrected using

Greenhouse-Geisser estimates of sphericity (e = .75). Outcome for the BDI indicated

that there were no significant differences in outcome between the two treatment

conditions across time (F (3 74 l4227) = 1.79 p = .139).

The main effect of treatment condition was not significant (F(138) = 2.285, p = .139).

The difference in treatment outcome across time is shown graphically in Figure 7.8

below.

For the BHS outcome scores across treatment between the two conditions, CBT and

TAU, Mauchly's test indicated that the assumption of sphericity had been violated

(^2 (14) = 40.28, p < .0005), therefore degrees of freedom were corrected using

Greenhouse-Geisser estimates of sphericity (e = .74). Outcome for the BHS indicated
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that there were no significant differences in outcome between the two treatment

conditions across time (F (367 13957)= 1.23 p = .30).

The main effect of treatment condition was not significant (F(138) = .71, p = .41). The

difference in treatment outcome across time is shown graphically in Figure 7.8

below.

For the GDS outcome scores across treatment between the two conditions, CBT and

TAU, Mauchly's test indicated that the assumption of sphericity had been violated

(X2 (14) = 34.07, p < .0005), therefore degrees of freedom were corrected using

Greenhouse-Geisser estimates of sphericity (c = .61). Outcome for the GDS

indicated that there were no significant differences in outcome between the two

treatment conditions across time (F 0.82,<59.09) = 0-67 p = .42).

The main effect of treatment condition was not significant (F(138) = .71, p = .41). The

difference in treatment outcome across time is shown graphically in Figure 7.8

below.

For the HRSD outcome scores across treatment between the two conditions, CBT

and TAU, Mauchly's test indicated that the assumption of sphericity had been

violated (x2 (14) = 36.18, p < .0005) therefore degrees of freedom were corrected

using Greenhouse-Geisser estimates of sphericity (e = .62). Outcome for the HRSD

indicated that there were no significant differences in outcome between the two

treatment conditions across time (F (L87,-70.94) = 0.86 p = .42).
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The main effect of treatment condition was not significant (F(138) = 1.00, p = .32).

The difference in treatment outcome across time is shown graphically in Figure 7.8

below.

For the PSWI outcome scores across treatment between the two conditions, CBT and

TAU, indicated that there were no significant differences in outcome between the

two treatment conditions across time (F(138) = 1.87, p = .18). The difference in

treatment outcome across time is shown graphically in Figure 7.8 below.

For the DAS outcome scores across treatment between the two conditions, CBT and

TAU, indicated that there were no significant differences in outcome between the

two treatment conditions across time (F(138) = .43, p = .52). The difference in

treatment outcome across time is shown graphically in Figure 7.8 below.

For the ATQ outcome scores across treatment between the two conditions, CBT and

TAU, Mauchly's test indicated that the assumption of sphericity had been violated

(^2 (5) = 17.78, p < .003) therefore degrees of freedom were corrected using Huynh-

Feldt estimates of sphericity (s = .84). Outcome for the ATQ indicated that there

were no significant differences in outcome between the two treatment conditions

across time (F (2.51,95.31) = 1.48 p = .23).
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The main effect of treatment condition was not significant (F(U8) = .41, p = .53). The

difference in treatment outcome across time is shown graphically in Figure 7.8

below.

For the WHOQOL-Bref Physical Domain outcome scores across treatment between

the two conditions, CBT and TAU, Mauchly's test indicated that the assumption of

sphericity had been violated (x2 (5) = 25.77, p < .0005), therefore degrees of freedom

were corrected using Greenhouse-Geisser estimates of sphericity (e = .67). Outcome

for the WHOQOL-Bref Physical Domain indicated that there were no significant

differences in outcome between the two treatment conditions across time (2 00 7607) =

0.52 p = .59).

The main effect of treatment condition was not significant (F(138) = 1.83, p = .18).

The difference in treatment outcome across time is shown graphically in Figure 7.8

below.

For the WHOQOL-Bref Psychological Domain outcome scores across treatment

between the two conditions, CBT and TAU, Mauchly's test indicated that the

assumption of sphericity had been violated (x2 (5) = 15.59, p < .008), therefore

degrees of freedom were corrected using Huynh-Feldt estimates of sphericity (e =

.84). Outcome for the WHOQOL-Bref Psychological Domain indicated that there

were no significant differences in outcome between the two treatment conditions

across time (F (2.52,95.66) = 1-44 p = .24).
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The main effect of treatment condition was not significant (F(138) = 2.50, p = .12).

The difference in treatment outcome across time is shown graphically in Figure 7.8

below.

For the WHOQOL-Bref Social Relationship Domain outcome scores across

treatment between the two conditions, CBT and TAU, Mauchly's test indicated that

the assumption of sphericity had been violated (x2 (5) = 27.62, p < .0005), therefore

degrees of freedom were corrected using Greenhouse-Geisser estimates of sphericity

(e = .67). Outcome for the WHOQOL-Bref Social Relationship Domain indicated

that there were no significant differences in outcome between the two treatment

conditions across time (F (2.00,76.05) = 0-23 p = .79).

The main effect of treatment condition was not significant (F(138) = .20, p = .66). The

difference in treatment outcome across time is shown graphically in Figure 7.8

below.

For the WHOQOL-Bref Environment Domain outcome scores across treatment

between the two conditions, CBT and TAU, Mauchly's test indicated that the

assumption of sphericity had been violated (%2 (5) = 29.14, p < .0005), therefore

degrees of freedom were corrected using Greenhouse-Geisser estimates of sphericity

(e = .73). Outcome for the WHOQOL-Bref Environment indicated that there were no

significant differences in outcome between the two treatment conditions across time

(F (2,8> 82.98)= 1-09 p = .34).
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The main effect of treatment condition was not significant (F(138) = .10, p = .75). The

difference in treatment outcome across time is shown graphically in Figure 7.8

below.

BDI Scores across TX: CBT vs TAU BHS Scores Across TX: CBT vs TAU GDS Scores across TX: CBT vs TAU

ATQ

WHOQOL Social Relations. CBT vs TAU

Figure 7.8: CBT and TAU Outcome Across Treatment
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7.6.1 Interim Summary

As can be seen from Figure 7.8 above, the two groups record similar pattern of

scores following treatment on measures across time with the exception of the mood

measures, BDI and BHS. Although not statistically different, the pattern of scores on

the BHS measure is interesting in that it suggests that participants in the CBT group

became less hopeless about the future over time.

7.7 Effect Size Calculations

Statistical probability values depend on and are vulnerable to the size of the sample

and are poor indicators of the strength of associations. Effect size however, provides

standardised values to determine the relative strength of the effect of an intervention

and these are reported in Table 7.13 below.

7.7.1 Calculation of Effect Sizes
There are a number of ways in which effect sizes (es: d) can be calculated, the most

common method is to derive d by subtracting the mean of condition one from the

mean of condition two and to divide this by the pooled standard deviation and then

apply a correction formula to account for potential bias due to small sample size (see

Hunter & Schmidt, 1990). Using this, method tends to inflate the effect sizes and

does not account for the error variance in determining the outcome for each

particular dependent variable when using t-test or ANOVA. A more conservative

way to take account of effect sizes in the data is to calculate them using the one-way

between subjects ANOVA using formulae from Field (2005). The effect size is

calculated using the between group effect (SSM) and total amount of variance in the

data (SSX) from the ANOVA table. This calculation is only possible when sample
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sizes are equal. However, this equation makes no adjustment for the sample size so a

more stringent measure is to use the square root of omega squared (co2) to calculate

the effect size as follows; (Mean Square (MS)m - Mean Square (MS)R ) - Mean

Square (MS)m + ((n - 1) x Mean Square (MS)R), where M is the between group effect

mean square and R is the Mean squared error (see Field, 2005). Interpreting effects

sizes (es: d) for the behavioural sciences according to Field (2005) would indicate r

= 0.1 is considered a small effect, r = 0.3 is considered a medium effect, and r = 0.5

is considered a large effect. As expected given the results of analyses, there were no

moderate or large effect sizes between the two conditions (see table 7.13 below).

The effect sizes can then be used to calculate power, using an alpha level (a) of .05,

to determine the size of sample required to detect a statistical difference, or to

achieve a given level of power (typically 80 per cent). Calculations of power were

made using the statistical computer programme, G*Power (Erdfelder, Faul, &

Bauchner, 1996). In the final column of table 7.13 below, the sample sizes required

to achieve 80 per cent power and using alpha level (a) set at .05 are reported.

As can be seen from table 7.13 below, calculations using the effect size determined

by the omega values from the between subjects ANOVAs when calculating the effect

size comparison between the two treatments, the sample sizes required are very large

and are much larger than the reported sample size of the current study.
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Table 7.13: Effect Sizes and Power Analyses for Outcome Measures
Within Ss d1 Between Ss d1

Comparisons CBT TAU CBT vs CBT vs

t f TAU TAU

Measure d d es Sample Sz
Beck Depression Inventory

Pre-Post treatment (18 weeks) 1.19 0.7 0.20/0.13* 200/468
Post-3 month follow-up 0.1 0.1 0.22/0.15* 166/352
3month-6 month follow-up -0.28' -0.48 0.22/0.15* 166/352
Geriatric Depression Scale

Pre-Post treatment (18 weeks) 1.10 0.63 0.20/0.12* 200/548
Post-3 month follow-up -0.70' 0.15 0.10/0.16* 788/310
3month-6 month follow-up -0.02' -0.36' 0.10/0.13* 788/468
Hamilton Rating Scalefor Depression

Pre-Post treatment (18 weeks) 1.43 0.60 0.23/0.17* 152/274
Post-3 month follow-up 0.05 0.34 0.14/0.16* 404/310
3month-6 month follow-up -0.42' -0.42' 0.10/0.14* 788/404
Beck Hopelessness Scale

Pre-Post treatment (18 weeks) 0.56 0.28 0.12/0.10* 548/788
Post-3 month follow-up -0.10' -0.04' 0.12/0.11* 548/652

. 3month-6 month follow-up 0.54 -0.25' 0.28/0.23* 104/152
Penn State Worry Inventory

Pre-Post treatment (18 weeks) 0.24 0.37 0.23/0.17* 152/274

Post-3 month follow-up 0.05 0.34 0.14/0.10* 404/788

3month-6 month follow-up -0.16' -0.1' 0.1/0.14* 788/404

DAS Total Scores
Pre-Post treatment (18 weeks) 0.19 0.41 0.02/0.16* 19626/310

Post-3 month follow-up -0.19' 0.1 0.03/0.16* 8724/310

3month-6 month follow-up 0.47 -0.03' 0.1/0.14* 788/404

A TQ Total Scores
Pre-Post treatment (18 weeks) 0.79 0.56 0.15/0.07* 352/1604

Post-3 month follow-up -0.28' 0.01 0.03/0.16* 8724/310

3month-6 month follow-up 0.46 0.16 0.20/0.18* 120/246

WHOQOL Physical
Pre-Post treatment (18 weeks) 0.59 0.23 0.27/0.22* 110/166

Post-3 month follow-up -0.24' 0.32 0.10/0.13* 788/468

3month-6 month follow-up -0.07 -0.30' 0.12/0.10* 548/788

WHOOOL Psychological
Pre-Post treatment (18 weeks) 1.03 0.25 0.35/0.31* 68/84

Post-3 month follow-up -0.43' 0.40 0.10/0.13* 788/468

3month-6 month follow-up -0.17' -0.51' 0.20/0.11* 200/652

WHOQOL Social Relationships
Pre-Post treatment (18 weeks) 0.40 0.30 0.10/0.16* 788/310

Post-3 month follow-up 0.32 0.40 0.18/0.10* 246/788

3month-6 month follow-up -0.33 -0.29' 0.11/0.12* 652/548

WHOOOL Environment
Pre-Post treatment (18 weeks) 0.30 -0.08' 0.10/0.15* 788/352

Post-3 month follow-up 0.01 -0.05' 0.11/0.12* 652/548

3month-6 month follow-up -0.28' -0.52' 0.16/0.01* 310/78492
* Calculated using ANOVA mean square values and taking account of sample size.
t Calculated using standard formula for effect sizes (mean of group 1 - mean of group 2 divided by pooled
standard deviation)
Notes:
'For the within Ss effect size calculations these are conducted over assessment periods, i.e. pre-post treatment.
2For the between Ss effect size calculations these are conducted at 18 weeks, 3 months and 6 months follow-up.
-'Indicates a worsening of scores over time

The within Subjects t-test data allow for the calculation of interesting effect sizes as

this level of analysis in table 7.13 compares each treatment condition across the
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assessment points, thus the effect of each treatment is calculated from the baseline to

end of treatment and from the end of treatment to 3 months follow-up and finally

from the 3 months follow-up point to the six months follow-up point. If the

calculation had simply compared end of treatment and follow-up scores the effect

sizes would have been misleading, as in most cases the outcome scores at endpoint

and follow-up would show an improvement over baseline scores. This masks a

possibility that at follow up assessment points, scores on outcome measures may

show deterioration. An important point to understand about effect sizes is that a

minus sign (-) indicates a worsening of scores over assessment points.

7.7.2 Interim Summary
The usefulness of the effect size calculation is that generally most participants

reduced scores over treatment, however, outcome scores worsened over follow-up.

From the data in table 7.13 above it seems that the issue appears to be with

participants maintaining earlier made gains. Overall the CBT group make initial

treatment gains that are of the order of double the effect size reported for the

treatment gains for the TAU group. However there appears to be a fall-off in scores

for the CBT group at the 3 months follow-up point that is never fully recovered at the

6 months follow-up.

7.8 MANOVA: Multivariate Analysis of Variance Between Conditions
Multivariate Analysis of Variance (MANOVA) can be used where there are several

dependent variables and where there is some element of overlap in the construct

measurement of the dependent variables. As Field (2005) states MANOVAs examine

several dependent variables simultaneously and this confers the advantage of

deflating any potential familywise error rate. As many dependent variables may
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share some association with other dependent variables, individual measures of mood

may essentially assess the same condition, MANOVA allows one to take account of

the relationship that may exist between variables. In addition, MANOVAs are also

useful to apply here as they permit an examination of whether the treatment groups

differ on a combination of scores on several dependent measures. Field (2005) states

"MANOVA is preferable to conducting several ANOVAs." MANOVAs create a

new dependent variable from the existing set of dependent variables (Tabachnick &

Fidell, 2001). Simply put, MANOVA will permit examination of this research

question, Is there a difference in outcome between the treatments when the mood

measures are combined?

MANOVA analyses are constructed on three separate aspects of the primary

outcome measures that are theoretically and conceptually coherent. The new

dependent variables for the purposes of analysis by MANOVA are:

(1) Cognitive assessment ofmoodfunction (outcome measures that are conceptually

considered as having developed from within the cognitive therapy research

programme such as BDI, BHS, ATQ & DAS);

(2) Assessment of mood status (outcome measures of mood that do not originally

stem from cognitive theoretical sources such as GDS, HRSD & PSWI);

(3) Quality of life (created by using the domain scores of WHOQOL-Bref as a

composite variable).
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Each MANOVA is investigated at the end of treatment, three months and six months

follow-up assessment points. The results of the analyses are outlined below.

7.8.1 MANOVA: Cognitive Assessment ofMood Function.

There was no significant effect of treatment condition (CBT vs TAU) on the

combined dependent variable cognitive assessment of mood function at end of

treatment (F (4,35) = 0.55,p = .701; Pilai's Trace = .06).

There was no significant effect of treatment condition (CBT vs TAU) on the

combined dependent variable cognitive assessment ofmoodfunction at three months

follow-up (F (4,35) = 0.84, p = .509; Pilai's Trace = .09).

There was no significant effect of treatment condition (CBT vs TAU) on the

combined dependent variable cognitive assessment of mood function at six months

follow-up (F (4,35) = 0.82,p = .52; Pilai's Trace = .09).

7.8.2 MANOVA: Assessment of Mood Status

There was no significant effect of treatment condition (CBT vs TAU) on the

combined dependent variable assessment ofmood status at end of treatment (F (3,36) =

1.05,/? = .381; Pilai's Trace = .08).

There was no significant effect of treatment condition (CBT vs TAU) on the

combined dependent variable assessment ofmood status at three months follow-up

(F (3,36) = -38,p = .769; Pilai's Trace = .03).
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There was no significant effect of treatment condition (CBT vs TAU) on the

combined dependent variable assessment of mood status six months follow-up (F

(3,36) = .17,/? = .92; Pilai's Trace = .014).

7.8.3 MANOVA: Quality of Life

There was no significant effect of treatment condition (CBT vs TAU) on the

combined dependent variable quality oflife at the end of treatment (F^s) = 1.44,/? =

.24; Pilai's Trace = .14).

There was no significant effect of treatment condition (CBT vs TAU) on the

combined dependent variable quality oflife at three months follow-up (F(4,35) = .31,/?

= .87; Pilai's Trace = .03).

There was no significant effect of treatment condition (CBT vs TAU) on the

combined dependent variable quality of life at six months follow-up (F^s) = .396, /?

= .81; Pilai's Trace = .04).

7.8.4 Interim Summary

Overall combining dependent variables together to assess whether there is a pooled

effect of treatment condition revealed no significant differences. Little was added to

the evaluation of outcome using MANOVA.
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7.9 Age Categorisation of Participants and Outcome Analyses
This section of results examines the possibility that age of participants is important in

determining outcome. The following analyses will assess whether the age category of

participants has a significant effect on treatment outcome. Engels & Verney (1997)

in their meta-analysis of the outcome of psychotherapy for late life depression

suggested that the age of participants influences outcome, with older participants

doing less well in psychotherapy. Effect of age on outcome and whether young-old

and old-old participants benefited from treatment can be examined in this sample

since there are equal numbers of young-old (age 6o-74 years of age) and old-old

(aged 75 years plus) participants in each treatment condition.

7.9.1 Response to Treatment by Age Category: Young-Old vs Old-Old

As a first step of investigating whether age category is an important factor in

determining response to treatment is to examine whether there are statistical

differences in response to treatment overall for the participants in each age category

using age categorisation, young-old and old-old (Neugarten, 1974) regardless of

treatment condition. This is important in establishing response of older people to

treatment for mental health problems, as it is possible that young-old or old-old

participants may be less likely to respond to any treatment for mental health

problems as a function of their age. The impact of age category (young-old and old-

old) on outcome overall for treatment is examined here, prior to examining whether

age category is a determining factor in response to treatment type, CBT or TAU (see

section 7.9.2).
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Between subjects one-way ANOVAs were performed to compare how participants in

each age category (young-old versus old-old) fared overall in terms of treatment

outcome at the end of treatment and at three month and six month follow-up after the

end of treatment.

7.9.1.1 Assessment of Pre-Treatment Functioning for Young-Old and Old-Old
Participants
At baseline (pre-treatment) there were statistical differences between young-old and

old-old participants on the following primary outcome measures, BDI: F (134.89) =

6.16, p = .018, PSWI: F (132.63) = 4.17, p = .049, ATQ: F (138) = 4.17, p = .048. For the

baseline (pre-treatment) scores between the age categorised participants on the BDI,

PSWI and Social Relationships domain of the WHOQOL, the assumption of

homogenity of variance was violated (BDI: F (138) = 5.99, p = .019; PSWI: F (1 38) =

4.94, p = .032; QoL, Soc Rel: F (138) = 5.67, p = .022). Using Welch's F, there were

significant differences between the groups at baseline on BDI: F (134.89) = 6.16, p =

.018, PSWI: F (13263) = 4.17, p = .049, and Social Relationships domain of the

WHOQOL scores, F (li26.01) = 4.06, p - .054.

For the following one-way between subjects ANOVAs, there were no significant

differences between the groups at baseline (pre-treatment) assessment (GDS: F (138) =

1.47, p = .23; HRSD: F (138) = 2.02, p = .16; BHS: F (138) = .39, p = .54; DAS: F (138) =

.-31, p = .58; QoL, Phys: F (138) = 2.10, p = .16; QoL, Psych: F (138) = .39, p = .54;

QoL, Soc Rel: F (12601) = 4.06, p = .054; QoL Environ: F (138) = .13, p - .72) (see

table 7.13).
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7.9.1.2 Assessment of Post-Treatment Functioning for Young-Old and Old-Old
Participants
At post-treatment (18 weeks) there was a statistical difference the between young-old

and old-old participants on the Social Relationships domain of the WHOQOL, Soc

Rel: F (138) = 4.14, p = .049. For all other one-way between subjects ANOVAs there

were no significant differences between the groups at post-treatment (BDI: F (138)

=.17, p = .69; GDS: F (138) = .02, p = .90 HRSD: F (138) = .12, p = .73; BHS: F (1,38) =

.36, p = .55; PSWI: F (138) = .58, p = .45; DAS: F (138) = .99, p = .33; ATQ: F (1,38) =

.27, p = .62; QoL, Phys: F (138) = .91, p = .35; QoL, Psych: F (138) = .03, p - .86; QoL

Environ: F (138) = .01, p = .92) (see table 7.14).

7.9.1.3 Assessment of Three Months Follow-up Treatment Functioning for
Young-Old and Old-Old Participants
For all one-way between subjects ANOVAs there were no significant differences

between the groups at three months follow-up (BDI: F (138) = 1.15, p = .29; GDS: F

(138) = .3 p = .86; HRSD: F (138) = .43, p = .52; BHS: F (138) = .12, p = .73; PSWI: F

(138) = 2.27, p = .14; DAS: F (138) = 1.53, p = .22; ATQ: F (I38) = .63, p = .43; QoL,

Phys: F (138) = .44, p = .51; QoL, Psych: F (138) = .00, p - 1.00; QoL Soc Rel: F (138) =

.016, p = .90; QoL Environ: F (138) = . 16, p = .70) (see table 7.14).

For three month follow-up scores between the age categorised participants on the

PSWI, the assumption of homogenity of variance was violated (PSWI: F (1 38) =

10.02, p = .003), Using Welch's F, there were no significant differences between the

groups at three months follow-up on PSWI: F (I3i.19) = 2.27, p = . 14.
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7.9.1.4 Assessment of Six Months Follow-up Treatment Functioning for Young-
Old and Old-Old Participants
At six months follow-up there were statistical differences the between young-old and

old-old participants on the HRSD: F (138) = 5.04, p - .031 and DAS: F (1 38) = 4.81, p

= .035. For all other one-way between subjects ANOVAs there were no significant

differences between the groups at six months follow-up (BDI: F (138) = 2.32, p = .14;

CDS: F (138) = .28, p = .60; BHS: F (138) = .54, p = .47; PSWI: F (138) = 1.43, p = .24;

ATQ: F (138) = .00, p = 1.00; QoL, Phys: F (138) = .29, p = .59; QoL, Psych: F (138) =

1.31, p = .26; QoL Soc Rel: F (138) = .19, p = .66; QoL Environ: F (138) = .52, p = .47)

(see table 7.14).

For six month follow-up scores between the age categorised participants on the

Environmental domain of the WHOQoL-Bref, the assumption of homogenity of

variance was violated (QoL Environ: F (138) = 5.19, p = .028). Using Welch's F, there

were no significant differences between the groups at three months follow-up on

QoL Environ: F (1 12775) = .52, p = .48.
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Table 7.14: Means, SD and Summary of Statistical Examination of Treatment
Response by Age Category

Measure

Young-Old
(n = 20)

Old-Old

(n = 20)
Statistics

Mean SD Mean SD F P
Beck Depression Inventory

Pre-treatment 21.50 5.66 17.60 4.16 6.16 .018
Post-treatment* 11.95 9.77 10.70 9.54 .78 .38
3 month Follow-up* 12.45 8.33 9.45 9.36 .13 .72
6 month Follow-up* 15.35 11.02 10.30 9.90 .04 .85

Geriatric Depression Scale (15-
items)

Pre-treatment 8.65 3.41 7.45 2.82 1.47 .23
Post-treatment 4.50 3.38 4.65 4.06 .02 .90
3 month Follow-up 4.85 3.15 5.05 3.87 .03 .86
6 month Follow-up 5.70 3.40 5.10 3.78 .28 .60

Hamilton Rating Scalefor
Depression (17-items)

Pre-treatment 12.25 2.51 10.95 3.24 2.02 .16
Post-treatment 6.80 5.97 6.20 4.92 .12 .73
3 month Follow-up 6.50 6.21 5.35 4.84 .43 .52
6 month Follow-up 9.00 5.99 5.25 4.46 5.04 .031

Beck Hopelessness Scale
Pre-treatment 7.80 4.10 7.00 4.03 .39 .54
Post-treatment 5.15 4.43 5.95 3.99 .36 .55
3 month Follow-up 5.45 4.31 5.90 3.89 .12 .73
6 month Follow-up 6.30 5.20 5.20 4.22 .54 .47

Penn State Worry Inventoiy
Pre-treatment 55.00 7.94 48.35 12.21 4.17 .049
Post-treatment* 50.20 11.86 47.20 13.11 .55 .46

3 month Follow-up* 49.80 8.80 44.05 14.60 .17 .68

6 month Follow-up* 50.25 10.86 45.80 12.62 .04 .84
DAS Total Scores

Pre-treatment 97.90 22.55 94.25 18.61 .31 .58

Post-treatment 87.40 23.16 94.05 19.99 .99 .33

3 month Follow-up 86.60 25.34 95.30 18.64 1.53 .22
6 month Follow-up 79.00 29.02 95.75 18.04 4.81 .035

Automatic Thoughts Quest.
Pre-treatment 66.75 20.46 53.70 19.97 4.17 .048

Post-treatment* 44.95 15.20 48.30 25.40 3.84 .06

3 month Follow-up* 51.70 21.78 45.90 24.39 .26 .61

6 month Follow-up* 44.65 19.86 44.65 23.79 .54 .47

WHOOOL Physical
Pre-treatment 20.25 4.33 18.40 3.73 2.10 .16

Post-treatment 21.85 5.18 20.40 4.42 .91 .15

3 month Follow-up 21.65 4.70 20.70 4.39 .44 .51

6 month Follow-up 21.15 6.47 20.20 4.43 .29 .59

WHOOOL Psychological
Pre-treatment 17.15 3.62 17.80 2.95 .38 .54

Post-treatment 19.30 3.53 19.50 3.75 .03 .86

3 month Follow-up 19.40 2.58 19.40 3.18 .00 1.00

6 month Follow-up 17.80 4.11 19.15 3.31 1.31 .26

WHOOOL Social Relat.
Pre-treatment* 8.60 3.05 10.10 1.33 4.06 .054

Post-treatment 9.35 2.62 10.65 1.14 4.14 .049

3 month Follow-up 10.80 1.28 10.75 1.25 .02 .90

6 month Follow-up 10.25 1.71 10.45 1.10 .19 .66

WHOQOL Environment
Pre-treatment 29.40 5.68 28.85 3.91 .13 .72

Post-treatment 29.65 5.19 29.50 3.79 .01 .92

3 month Follow-up 29.75 4.33 29.30 2.72 .16 .70

6 month Follow-upt 29.00 4.44 28.20 2.19 .52 .48

f= Levene's assumption of homogenity violated, F Values are Welch's F
* = F Values are ANCOVA values with baseline scores as covariate.
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7.9.1.5 Age Category and Marital status as Covariate
A potentially important source of variation that should be controlled for is marital

status when assessing outcome for the age groups, young-old and old-old. As marital

status had an important effect on treatment outcome between the conditions (see

tables 7.11 and 7.12), this effect may become more important when comparing

outcome between the young-old and old-old participants. However the only effect

was found for the covariate, marital status in terms of DAS six months follow-up

scores. After controlling for the effect of marital status, there was a significant main

effect of age category on the DAS scores at six months follow-up DAS: F (137) =

7.88, p = .008. Thus marital status had minimal impact on treatment outcome for the

young-old versus old-old participants.

7.9.2 Young-Old Participants and Treatment Condition Outcome

It is possible that when examining response to treatment, age category of participants

can have an important effect on outcome for treatment between the two conditions,

CBT and TAU. The young-old group are defined using criteria set by Neugarten

(1974) and includes participants aged between 60 years and 74 years of age. The

following section investigates whether there are statistical differences in treatment

outcome for participants aged 60 -74 years of age receiving either CBT or TAU. It is

hypothesised that young-old and the old-old group are equally likely to benefit from

both treatment conditions.

As a first step it is necessary to establish whether the two treatment groups were

comparable in terms of the primary outcome measures at baseline functioning for

young-old participants in either condition.
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The effect of age categorisation on response to treatment is summarised in table 7.15

with one-way ANOVA analyses carried out at baseline, end of treatment, and at

three and six months assessment for each age category and response to treatment

condition.

At baseline (pre-treatment) there were statistical differences between young-old

participants on the following primary outcome measures, PSWI: F (U8) = 6.13, p =

.023; QoL, Phys: F (U8) = 6.32, p = .022; QoL, Psych: F (U8) = 6.84, p = .018.

For the baseline (pre-treatment) scores between the groups on the PSWI, the

assumption of homogenity of variance was violated (F (1 18) = 4.88, p = .04). Using

Welch's F, there were significant differences between the groups at baseline on

PSWI scores, F (U2.20) = 6.13,p = .029.

For the following one-way between subjects ANOVAs there were no significant

differences between the groups at baseline (pre-treatment) assessment (BDI: F (118) =

.49, p = .49; GDS: F (U8) = 1.99, p = .17; HRSD: F (u8) = .63, p = .44; BHS: F (U8) =

.75, p = .40; DAS: F (U8) = .39, p = .54; ATQ: F (U8) = 1.04, p = .32; QoL Soc Rel: F

(i,i8) = -08, p = .78; QoL Environ: F (U8) = .38, p = .54) (see table 7.15).

7.9.2.1 CBT vs TAU Post-Treatment Scores for Young-Old Participants
At end of treatment (post-treatment) there was a significant difference between

young-old participants on the WHOQOL-Bref Physical domain, F (U8) = 6.15, p =

.023.
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For all other one-way between subjects ANOVAs there were no significant

differences between the groups at pre-treatment (BDI: F (U8) = 2.06, p = . 17; GDS: F

(U8) = .62, p = .44; HRSD: F(U8)= 1.47, p = .24; BHS: F (U8) = .06, p = .81; PSWI: F

(U8) = 1.93, p = .18; DAS: F (U8) = .50, p = .49; ATQ: F (M8) = .91, p = .35; QoL,

Psych: F (U8) = 3.01, p = .10; QoL Soc Rel: F (U8) = .06, p = .81; QoL Environ: F (U8)

= 2.77, p = . 11) (see table 7.15).

7.9.2.2 CBT vs TAU Three Month Follow-up Scores for Young-Old Participants

For all one-way between subjects ANOVAs there were no significant differences

between the groups at three month follow-up, (BDI: F (U8) = 2.33, p = .14; GDS: F

(U8) = .40, p = .54; HRSD: F (U8) = .62, p = .44; BHS: F (U8) = .21, p = .65; PSWI: F

(1,18) = -93, p = .35; DAS: F (U8) = .14, p = .71; ATQ: F (U8) = .004, p = .95; QoL,

Phys: F (U8) = .64, p = .43; QoL, Psych: F (U8) = .47, p = .50; QoL Soc Rel: F (U8) =

2.06, = .17; QoL Environ: F (U8) = 1.73, p = .20) (see table 7.15).

For the three month follow-up scores between the treatment conditions for the

young-old participants on the BDI and the WHOQOL-Bref, Psychological domain,

the assumption of homogenity of variance was violated (BDI: F (1 14) = 6.42, p =

.021; QoL Psych: F (1 14) = 6.46, p = .02). Using Welch's F, there were no significant

differences between the groups at three months follow-up on BDI scores, F (U3.33) =

2.33, p - .15 and the WHOQOL-Bref, Psychological domain, F (U0.17) = .47, p = .51.

7.9.2.3 CBT vs TAU Six Month Follow-up Scores for Young-Old Participants
For all one-way between subjects ANOVAs there were no significant differences

between the groups at six months follow-up, (BDI: F (U8) = 1.69, p = .21; GDS: F
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(U8) = .02, p = .90; HRSD: F (U8) = .02, p = .89; BHS: F (U8) = 3.73, p = .07; PSWF F

(U8) = .39, p = .54; DAS: F (U8) = 1.48, p = .24; ATQ: F (U8) = 1.68, p = .21; QoL,

Phys: F (U8) = .33, p = .57; QoL, Psych: F (118) = .75, p - .40; QoL Soc Rel: F (M8) =

.83, p = .38; QoL Environ: F (U8) = 3.77, p = .07) (see table 7.15).

For the six month follow-up scores between the treatment conditions for the young-

old participants on the BDI the assumption of homogenity of variance was violated

(F (1 18) = 6.23, p = .023). Using Welch's F, there were no significant differences

between the groups at six months follow-up on BDI scores, F (1>14.60) = 1.69, p - .21.

7.9.3 Old-Old Participants and Treatment Condition Outcome

The Old-Old group are defined using criteria set by Neugarten (1974) and includes

those participants aged between 75 years of age and above. The following section

investigates whether there are statistical differences in treatment outcome for those

participants aged 75 years of age and above. It is necessary to establish whether the

two treatment groups were comparable in terms of the primary outcome measures at

baseline functioning for old-old participants in either condition.

7.9.3.1 CBT vs TAU Baseline Scores for Old-Old Participants
For all one-way between subjects ANOVAs there were no significant differences

between the groups at baseline (pre-treatment) assessment (BDI: F (U8) = 1.17, p =

.30; GDS: F (U8) = .05, p = .82; HRSD: F (U8) = .01, p = .95; BHS: F (U8) - 1.54, p =

.23; PSWI: F (U8) = .87, p = .36; DAS: F (U8) = .60, p = .45; ATQ: F (U8) = .02, p =

.90; QoL, Phys: F (U8) = .12, p = .73; QoL, Psych: F (U8) = 1.96, p = .18; QoL Soc

Rel: F (U8) = 1.01, p = .33; QoL Environ: F (U8) = 5.55, p = .03) (see table 7.15).
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7.9.3.2 CBT vs TAU Post-Treatment Scores for Old-Old Participants
For all one-way between subjects ANOVAs there were no significant differences

between the groups at post-treatment (BDI: F (U8) = .13, p = .72; GDS: F (U8) = .87, p

= .36; HRSD: F (u8) = .66p = .43; BHS: F (U8) = .69, p = .42; PSWI: F (U8) = .50, p =

.49; DAS: F (U8) = .00, p = .99; ATQ: F (U8) = .02, p = .89; QoL, Phys: F (U8) = .00, p

= 1.00; QoL, Psych: F (U8) = 2.18, p = .16; QoL Soc Rel: F (U8) = .04, p = .85; QoL

Environ: F (U8) = 2.54, p - . 13) (see table 7.15).

7.9.3.3 CBT vs TAU Three Month Follow-up Scores for Old-Old Participants

For all one-way between subjects ANOVAs there were no significant differences

between the groups at three month follow-up, (BDI: F (U8) = .29, p = .60; GDS: F (M8)

=
. 16, p = .70; HRSD: F (U8) = . 16, p = .70; BHS: F (U8) = .32, p = .58; PSWI: F (U8)

= .12, p = .74; DAS: F (u8) = .54, p = .47; ATQ: F (U8) = .18, p = .67; QoL, Phys: F

o,i8) = -00, p = 1.00; QoL, Psych: F (U8) = .02, p = .89; QoL Soc Rel: F (U8) = .03, p =

.86; QoL Environ: F (U8) = .67, p = .43) (see table 7.15).

7.9.3.4 CBT vs TAU Six Month Follow-up Scores for Old-Old Participants
For all one-way between subjects ANOVAs there were no significant differences

between the groups at six months follow-up, (BDI: F (u8) = .39, p = .54; GDS: F (U8)

= .49, p = .49; HRSD: F (U8) = .41, p = .53 BHS: F (U8) = .27, p = .61; PSWI: F (U8) =

.03, p = .87; DAS: F (U8) = .04, p = .84; ATQ: F (U8) = .79, p = .39; QoL, Phys: F (U8)

= .24, p = .63; QoL, Psych: F (U8) = .76, p = .40; QoL Soc Rel: F (118) = ..04, p = .85;

QoL Environ: F(U8) = 2.17,/? = .16) (see table 7.15).
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Table7.15:Means,SDaridAnalysisofOutcomebyAgeCategoryandTreatmentCondition Measure

Young-Old

Old-Old

CBT

TAU

One-way ANOVA

CBT

TAU

One-way ANOVA

N

Mean(SD)

N

Mean(SD)

F

P

N

Mean(SD)

N

Mean(SD)

F

P

BeckDepressionInventory Pre-treatment

10

20.60(5.80)
10

22.40(5.68)
49

.49

10

18.60(4.67)
10

16.60(3.53)
1.17

.30

Post-treatment

10

8.90(5.86)
10

15.00(12.10)
2.06

.17

10

9.90(10.50)
10

11.50(8.42)
.13

.72

3monthFollow-up*

10

9.70(5.14)
10

15.20(10.16)
2.33

.14

10

8.30(10.64)
10

10.60(8.30)
.29

.60

6monthFollow-up*

10

12.20(7.79)
10

18.50(13.18)
1.69

.21

10

8.90(10.31)
10

11.70(9.810
.39

.54

GeriatricDepressionScale Pre-treatment

10

7.60(3.24)
10

9.70(3.40)

1.99

.17

10

7.60(2.22)
10

7.30(3.43)
.05

.82

Post-treatment

10

3.90(3.38)
10

5.10(3.45)

.62

.44

10

3.80(4.42)
10

5.50(3.69)
.87

.36

3monthFollow-up

10

5.30(3.47)
10

4.40(2.91)

.40

.54

10

4.70(4.11)
10

5.40(3.84)
.16

.70

6monthFollow-up

10

5.60(2.91)
10

5.80(3.99)

.02

.90

10

4.50(4.01)
10

5.70(3.65)
.49

.49

HamiltonRatingScaleforDepression Pre-treatment

10

11.80(3.01)
10

12.70(1.95)
.63

.44

10

11.00(3.27)
10

10.90(3.38)
.01

.95

Post-treatment*

10

5.20(4.26)
10

8.40(7.17)

1.47

.24

10

5.30(4.92)
10

7.10(4.99)
.66

.43

3monthFollow-up

10

5.40(4.72)
10

7.60(7.52)

.62

.44

10

4.90(5.02)
10

5.80(4.87)
.16

.70

6monthFollow-up

10

8.80(4.42)
10

9.20(7.50)

.02

.89

10

4.60(4.90)
10

5.90(4.12)
.41

.53

BeckHopelessnessScale Pre-treatment

10

7.00(4.47)
10

8.60(3.75)

.75

.40

10

8.10(4.68)
10

5.90(3.11)
1.54

.23

Post-treatment

10

4.90(4.77)
10

5.40(4.30)

.06

.81

10

5.20(3.88)
10

6.70(4.16)
.69

.42

3monthFollow-up

10

5.00(4.24)
10

5.90(4.56)

.21

.65

10

5.40(3.84)
10

6.40(4.09)
.32

.58

6monthFollow-up

10

4.20(4.30)
10

8.40(5.38)

3.73

.069

10

4.70(3.92)
10

5.70(4.67)
.27

.61

PennStateWorryInventory Pre-treatment*

10

51.10(9.16)
10

58.90(3.93)
6.13

.029

10

45.80(10.14)
10

50.90(14.05)
.87

.36

Post-treatment

10

46.60(12.35)
10

53.80(10.76)
1.93

.18

10

45.10(12.51)
10

49.30(14.02)
.50

.49

3monthFollow-up

10

47.90(9.41)
10

51.70(8.18)
.93

.35

10

42.90(15.44)
10

45.20(14.46)
.12

.74

6monthFollow-up

10

48.70(12.72)
10

51.80(9.05)
.39

.54

10

45.30(13.25)
10

46.30(12.65)
.03

.87

DASTotalScores Pre-treatment

10

94.70(26.79)
10

101.10(18.24)
.39

.54

10

91.00(19.10)
10

97.50(18.52)
.60

.45

Post-treatment

10

83.70(24.47)
10

91.10(22.43)
.50

.49

10

94.10(16.21)
10

94.00(22.33)
.00

.99

3monthFollow-up

10

84.40(24.02)
10

88.80(27.71)
.14

.71

10

98.40(15.52)
10

92.20(21.72)
.54

.47

6monthFollow-up

10

71.20(28.09)
10

86.80(29.23)
1.48

.24

10

96.60(15.06)
10

94.90(21.41)
.04

.84
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Table7.15cont.

Young-Old

Old-Old

CBT

TAU

OneWay ANOVA

CBT

TAU

OneWay ANOVA

Measures

N

Mean(SD)

N

Mean(SD)

F

P

N

Mean(SD)

N

Mean(SD)

F

P

AutomaticThoughtsQuest. Pre-treatment

10

62.10(19.80)
10

71.40(21.06)
1.04

.32

10

54.30(24.08)
10

53.10(16.12)
.02

.90

Post-treatment

10

41.70(8.87)
10

48.20(19.63)
.91

.35

10

49.10(26.18)
10

47.50(25.92)
.02

.89

3monthFollow-up

10

51.40(23.66)
10

52.00(21.01)
.004

.95

10

48.30(26.59)
10

43.50(23.16)
.18

.67

6monthFollow-up

10

39.00(18.08)
10

50.30(20.85)
1.68

.21

10

39.90(18.05)
10

49.90(28.62)
.79

.39

WHOQOLPhysical Pre-treatment

10

22.40(4.27)
10

18.10(3.32)
6.32

.022

10

18.10(3.18)
10

18.70(4.37)
.12

.73

Post-treatment

10

24.40(4.58)
10

19.30(4.62)
6.15

.023

10

20.40(4.84)
10

20.40(4.22)
.00

1.00

3monthFollow-up

10

22.50(3.63)
10

20.80(5.65)
.64

.43

10

20.70(3.65)
10

20.70(5.23)
.00

1.00

6monthFollow-up

10

22.00(6.63)
10

20.30(6.53)
.33

.57

10

20.70(3.920
10

19.70(5.06)
.24

.63

WHOQOLPsychological Pre-treatment

10

19.00(2.06)
10

15.30(3.97)
6.84

.018

10

16.90(3.21)
10

18.70(2.50)
1.96

.18

Post-treatment

10

20.60(2.41)
10

18.00(4.08)
3.01

.10

10

20.70(3.86)
10

18.30(3.40)
2.18

.16

3monthFollow-up*

10

19.80(.92)
10

19.00(3.59)
.47

.50

10

19.50(3.69)
10

19.30(2.79)
.02

.89

6monthFollow-up

10

18.60(3.31)
10

17.00(4.48)
.75

.40

10

19.80(3.62)
10

18.50(3.03)
.76

.40

WHOQOLSocialRelationships Pre-treatment

10

8.80(3.85)
10

8.40(3.85)

.08

.78

10

9.80(1.32)
10

10.40(1.35)
1.01

.33

Post-treatment

10

9.50(3.57)
10

9.20(3.57)

.06

.81

10

10.60(1.26)
10

10.70(1.06)
.04

.85

3monthFollow-up

10

11.20(1.03)
10

10.40(1.43)
2.06

.17

10

10.80(1.48)
10

10.70(1.06)
.03

.86

6monthFollow-up

10

10.60(1.43)
10

9.90(1.97)

.83

.38

10

10.40(1.43)
10

10.50(0.71)
.04

.85

WHOQOLEnvironment Pre-treatment

10

30.20(5.53)
10

28.60(6.00)
.38

.54

10

27.00(3.02)
10

30.70(3.95)
5.55

.03

Post-treatment

10

31.50(4.97)
10

27.80(4.96)
2.77

.11

10

28.20(4.13)
10

30.80(3.08)
2.54

.13

3monthFollow-up

10

31.00(28.50)
10

28.50(5.42)
1.73

.20

10

28.80(2.78)
10

29.80(2.70)
.67

.43

6monthFollow-up

10

30.80(3.05)
10

27.20(5.01)
3.77

.068

10

27.50(2.07)
10

28.90(2.18)
2.17

.16

*=Levene'sassumptionofhomogenityviolated,FValuesareWelch'sFforyoung-oldparticipants. f =Levene'sassumptionofhomogenityviolated,FValuesareWelch'sFold-oldparticipants Chapter7:AnalysisofResults
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7.9.4 Interim Summary of Age-Category Analysis
Analysing outcome for the sample as a whole, split according to age rather than

treatment type revealed some differences between the groups at the start of

treatment, but generally the two age groups responded similarly to treatment and

when the repeated measures ANOVA was assessed there were no significant

differences between the age groups across treatment. Response to treatment

condition by age was assessed in sections 7.9.2 and 7.9.3. However overall there

appeared little difference in outcome when looking at age. A major issue here is that

by dividing the analysis into subgroups the group numbers are getting small and

mean values are becoming unstable. Thus extreme caution is urged in interpreting

the results obtained here. For the young-old group, there were significant differences

between the treatment groups at baseline on the PSWI (F (I 1220) = 6.13, p = .029),

WHOQOL-Bref Physical Domain (F (1, 18) = 6.32, p = .022) and WHOQOL-Bref

Psychological Domain (F(118) = 6.84, p = .018). These differences made

interpretation of results a little more difficult although by using baseline scores as a

covariate for analyses these differences have been accounted for. Overall it is

prudent to state that there appear to be no differences in treatment group response by

age category.

7.10 Investigation of Treatment Outcome using Clinical Criteria

Treatment outcome between the groups can be quantified in terms of whole group

functioning or alternatively considered using effect sizes to investigate whether the

groups differ in terms of efficacy of treatment interventions. As the current study is

concerned with treatment outcome, a more fine-grained analysis is to go beyond

statistical significance and investigate how the treatment interventions perform when
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considerations of treatment response and high-endstate functioning are evaluated.

Thus the following section considers how the participants fare between interventions

when treatment response and high end state functioning are defined according to

predetermined criteria.

7.10.1 Definition of Treatment Responder Status

Definitions of treatment response and high-endstate functioning for this study are

coded according to set criteria outlined in recent published clinical trials of

psychological treatments with older adult participants (Barrowclough, King,

Colville, Russell, Burns & Tarrier, 2001; Stanley, Beck & Glassco, 1997). The

criteria for treatment response and high-endstate functioning set out by

Barrowclough et al. (2001) are based upon criteria set out by Stanley et al. (1997).

Barrowclough et al. (2001) investigated the efficacy of CBT as a treatment for

anxiety in older people define treatment response as a 20 per cent pre-post treatment

reduction in two primary outcome measures. Stanley et al. (1997) in their analyses of

treatment response in a controlled trial of CBT for Generalized Anxiety Disorder,

define treatment responders as those participants having achieved a 20 per cent pre-

post treatment reduction in three out of four outcome measures.

For the current study there are essentially five primary outcome measures, the BDI,

GDS, HRSD, PSWI and BHS. Thus adopting Barrowclough et al. (2001) criterion,

treatment response in this study is defined as a 20 per cent pre-post treatment

reduction in scores on three out of five primary outcome measures. Adopting Stanley
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et al. (1997) criterion, treatment response is defined as a 20 per cent pre-post

reduction in scores on four out of five primary outcome measures. A more stringent

criterion can be defined for treatment response if there is a 20 per cent pre-post

treatment reduction on all five primary outcome measures in this study. At follow-up

assessment, the same criteria are set but the comparison is pre-treatment to three

month follow up reduction and pre-treatment to six month follow up reduction.

7.10.1.1 Treatment Responder Status at End of Treatment Outcome

Setting a criteria for treatment response where a 20 per cent pre-post treatment

reduction is achieved on three out of the five primary mood measures (BDI, GDS,

HRSD, PSWI & BHS), then 16 (80 per cent) participants in the CBT condition and

11 (55 per cent) participants in the TAU condition achieved treatment responder

criteria. There was no significant association between treatment condition and

treatment response category, x2 (1) = 2.85, p = NS.

Setting criteria for treatment response where a 20 per cent pre-post treatment

reduction is achieved on four out of the five primary mood measures (BDI, GDS,

HRSD, PSWI & BHS), then 7 (35 per cent) participants in the CBT condition and 9

(45 per cent) participants in the TAU condition achieved treatment responder criteria.

There was no significant association between treatment condition and treatment

response category, x2 (1) = 0.417, p = NS.

Setting criteria for treatment response where a 20 per cent pre-post treatment

reduction is achieved on all five primary mood measures (BDI, GDS, HRSD, PSWI
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& BHS), then 3 (15 per cent) participants in the CBT condition and 1 (5 per cent)

participant in the TAU condition achieved treatment responder criteria. There was no

significant association between treatment condition and treatment response category,

X2 CD = 1-11, P = NS.

For entry to the current study, participants had to formally meet symptomatic levels

in two out primary outcome measures: BDI, and HRSD, and although, not a criterion

of entry into the study it was also important that participants scored above five on the

GDS at entry to the study. It follows logically that treatment response can be more

accurately gauged by considering how many participants in each treatment group

achieved treatment responder status for these important depression measures. Setting

criteria for treatment response where a 20 per cent pre-post treatment reduction is

achieved on three primary mood measures for this study (BDI, GDS, HRSD), then

10 (50 per cent) participants in the CBT condition and 9 (45 per cent) participants in

the TAU condition met criteria as treatment responders. There was no significant

association between treatment condition and treatment response category, x2 (1) =

0.10, p = NS.

7.10,1.2 Treatment Response at Three Months Follow-up

Setting criteria for treatment response where a 20 per cent pre treatment - three

month follow up reduction is achieved on three out of the five primary mood

measures (BDI, GDS, HRSD, PSWI & BHS), then 16 (80 per cent) participants in

the CBT condition and 11 (55 per cent) participants in the TAU condition achieved
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treatment responder criteria. There was no significant association between treatment

condition and treatment response category, x2 (1) = 2.85, p = NS.

Setting criteria for treatment response where a 20 per cent pre treatment - three

month follow up reduction is achieved on four out of the five primary mood

measures (BDI, GDS, HRSD, PSWI & BHS), then 9 (45 per cent) participants in the

CBT condition and 8 (40 per cent) participants in the TAU condition achieved

treatment responder criteria. There was no significant association between treatment

condition and treatment response category, y2 (1) = 0.102, p = NS.

Setting criteria for treatment response where a 20 per cent pre treatment - three

month follow up reduction is achieved on all five primary mood measures (BDI,

GDS, HRSD, PSWI & BHS), then 4 (20 per cent) participants in the CBT condition

and 3 (15 per cent) participants in the TAU condition achieved treatment responder

criteria. There was no significant association between treatment condition and

treatment response category, %2 (1) = 0.173, p = NS.

Finally, Setting criteria for treatment response where a 20 per cent pre treatment -

three month follow up reduction is achieved on three primary mood measures for this

study (BDI, GDS, HRSD), then 10 (50 per cent) participants in the CBT condition

and 8 (40 per cent) participants in the TAU condition met criteria as treatment

responders. There was no significant association between treatment condition and

treatment response category, x2 (1) = 0.404, p = NS.
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7.10.1.3 Treatment Response at Six Months Follow-up

Setting criteria for treatment response where a 20 per cent pre treatment - six month

follow up reduction is achieved on three out of the five primary mood measures

(BDI, GDS, HRSD, PSWI & BHS), then 15 (75 per cent) participants in the CBT

condition and 9 (45 per cent) participants in the TAU condition achieved treatment

responder criteria. There was no significant association between treatment condition

and treatment response category, %2 (1) = 3.75, p = NS.

Setting criteria for treatment response where a 20 per cent pre treatment - six month

follow up reduction is achieved on four out of the five primary mood measures (BDI,

GDS, HRSD, PSWI & BHS), then 8 (40 per cent) participants in the CBT condition

and 8 (40 per cent) participants in the TAU condition achieved treatment responder

criteria. There was no significant association between treatment condition and

treatment response category, %2 (1) = 0, p = NS.

Setting criteria for treatment response where a 20 per cent pre treatment - six month

follow up reduction is achieved on all five primary mood measures (BDI, GDS,

HRSD, PSWI & BHS), then 5 (25 per cent) participants in the CBT condition and 2

(10 per cent) participants in the TAU condition achieved treatment responder criteria.

There was no significant association between treatment condition and treatment

response category, x2 (1) = 1-56, p = NS.

Finally, setting criteria for treatment response where a 20 per cent pre treatment - six

month follow up reduction is achieved on three primary mood measures for this
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study (BDI, GDS, HRSD), then 11 (45 per cent) participants in the CBT condition

and 8 (40 per cent) participants in the TAU condition met criteria as treatment

responders. There was no significant association between treatment condition and

treatment response category, x2 (1) = 0.902, p = NS.

To summarise the data on treatment response, table 7.16 below shows the number of

participants achieving criteria for each treatment condition at the different

assessment points. While there are no significant differences in numbers of

participants in each treatment condition who meet criteria for treatment-responders,

it is nonetheless evident that the CBT treatment condition records larger number of

treatment-responders in comparison to the TAU treatment condition overall and

when the criteria for treatment response is set at its most stringent.

Table 7.16: Number of Participants Achieving Treatment Responder Status
Evaluation Barrovvclough Stanley Criteria Strictest Criteria Primary Mood

Criteria (3/5) (4/5) (5/5) Measures*
Pre Treatment -

■ Post Treatment
CBT 16 7 3 10
TAU 11 9 1 9

Pre Treatment - 3 month follow-up
CBT 16 9 4 10
TAU 11 8 3 8

Pre Treatment - 6 month follow-up
CBT 15 8 5 11

TAU 9 8 2 8
* Primary mood measures for this study are considered to be the BDI, GDS & HRSD

7.10.1.1 Interim Summary

As can be seen in table 7.16 the CBT treatment participants are more likely to meet

Barrowclough's treatment responder definition status at the end of treatment and at

three and six months follow-up but the differences are not statistically significant.
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When using all other treatment response criteria the results are quite mixed, although

CBT participants record slightly better outcome overall.

7.10.2 Treatment Non-Responders

As an alternative to considering how many treatment responders there are in each

treatment condition (CBT or TAU), a potentially illuminating consideration is to

examine how many participants in each group had end-point scores that did not

change or indicated a worsening of functioning over treatment. Thus while the two

treatment conditions may record similar levels of treatment response overall, how

much benefit from the treatments do participants achieve when they are non-

responders?

As CBT is an active treatment that aims to equip participants with a range of skills to

self-monitor and self-manage their mood fluctuations, it is hypothesised that there

will be a significant difference between the conditions in those participants not

meeting criteria for treatment response. That is the CBT treatment will confer

advantage over the TAU treatment for those participants not meeting criteria for

treatment response. Using the same five primary outcome measures and the same

criteria set for treatment response (on at least three out of five primary outcome

measures) it is possible to measure how many participants in each group did not

respond to treatment as indicated by no change or an increase in scores from baseline

(pre-treatment) levels.
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7.10.2.1 End of Treatment Assessment of Non-Response

At the end of treatment, there were 9 TAU and 2 CBT participants whose BDI scores

had worsened or remained the same (hence no response to treatment), at the 18 week,

end of treatment assessment point. At the end of treatment, there were 6 TAU and 6

CBT participants whose GDS scores had worsened or remained the same at the 18

week, end of treatment assessment point. At the end of treatment, there were 6 TAU

and 3 CBT participants whose HRSD scores had worsened or remained the same at

the 18 week, end of treatment assessment point. At the end of treatment, there were 6

TAU and 10 CBT participants whose PSWI scores had worsened or remained the

same at the 18 week, end of treatment assessment point. At the end of treatment,

there were 10 TAU and 4 CBT participants whose BHS scores had worsened or

remained the same at the 18 week, end of treatment assessment point.

At the end of treatment, setting criteria for treatment non-response where participants

scores had worsened or remained the same on at least three out of the five primary

mood measures (BDI, GDS, HRSD, PSWI & BHS) included in this study, then 2 (10

per cent) participants in the CBT condition and 7 (35 per cent) participants in the

TAU condition met criteria as treatment non-responders. There was no significant

association between treatment condition and treatment non-response category, %2 (1)

= 3.58, p = NS.

7.10.2.2 Three Month Follow-up Assessment of Non-Response

At three months follow-up, there were 3 TAU and 2 CBT participants whose BDI

scores had worsened or remained the same. At three months follow-up, there were 6
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TAU and 3 CBT participants whose GDS scores had worsened or remained the

same. At three months follow-up, there were 5 TAU and 2 CBT participants whose

HRSD scores had worsened or remained the same. At three months follow-up, there

were 3 TAU and 9 CBT participants whose PSWI scores had worsened or remained

the same. At three months follow-up, there were 7 TAU and 4 CBT participants

whose BHS scores had worsened or remained the same.

At three months follow-up, setting criteria for treatment non-response where

participants scores had worsened or remained the same on at least three out of the

five primary mood measures (BDI, GDS, HRSD, PSWI & BHS) included in this

study, (BDI, GDS, HRSD, PSWI & BHS) included in this study, then 2(10 per cent)

participants in the CBT condition and 5 (25 per cent) participants in the TAU met

criteria as treatment non-responders. There was no significant association between

treatment condition and treatment non-response category, x2 (1) = 1-56, p = NS.

7.10.2.3 Six Month Follow-up Assessment of Non-Response

At six months follow-up, there were 7 TAU and 2 CBT participants whose BDI

scores had worsened or remained the same. At six months follow-up, there were 6

TAU and 4 CBT participants whose GDS scores had worsened or remained the

same.

At six months follow-up, there were 6 TAU and 3 CBT participants whose HRSD

scores had worsened or remained the same. At six months follow-up, there were 6

TAU and 9 CBT participants whose PSWI scores had worsened or remained the
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same. At six months follow-up, there were 11 TAU and 4 CBT participants whose

BHS scores had worsened or remained the same.

At six months follow-up, setting criteria for treatment non-response where

participants scores had worsened or remained the same on at least three out of the

five primary mood measures (BDI, GDS, HRSD, PSWI & BHS) included in this

study, then 2 (10 per cent) participants in the CBT condition and 6 (30 per cent)

participants in the TAU met criteria as treatment non-responders. There was no

significant association between treatment condition and treatment non-response

category, x2 (1) = 2.50, p = NS.

Table 7.17 summarises the data in terms of non-responders to treatment. There are

no significant differences in numbers of participants in each treatment condition who

meet criteria for non-response to treatment.

Table 7.17: Number of Participants Not Responding to Treatment
Evaluation Barrovvclough Stanley Criteria Strictest Criteria Primary Mood

Criteria (3/5) (4/5) (5/5) Measures*

Pre Treatment ■
■ Post Treatment

CBT 2 1 0 0

TAU 7 3 1 2

Pre Treatment -
• 3 month follow-up

CBT 2 1 0 0

TAU 5 1 1 2

Pre Treatment -
■ 6 month follow-up

CBT 2 1 0 0

TAU 6 2 1 3
* Primary mood measures for this study are considered to be the BDI, GDS & HRSD

7.10.2.1 Interim Summary

From Table 7.17 above it can be seen that the TAU participants at the end of

treatment record more instances of non-response to treatment when using criteria of
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participants whose scores either declined or stayed the same over the course of

treatment on at least three primary outcome measures. Using this criterion for

treatment non-response, the TAU group at the end of treatment and at three month

and six month follow-up records poorer outcome than the CBT participants. This is

interesting as those TAU participants who did not show an early response to

treatment did not appear to benefit from treatment.

Overall when combining treatment response and non-treatment response together the

picture emerges that the CBT participants tended to do better in treatment than the

TAU participants but there are no significant differences between the treatment

conditions in terms of treatment response. This is consistent with the fact that CBT is

an active treatment that is skills enhancing. Thus participants who do not achieve a

full response to treatment are nonetheless afforded some benefit from treatment.

7.10.3 Definition of High-Endstate Functioning and Outcome of Treatment

Adopting criteria for high-endstate functioning set out by Barrowclough et al.

(2001), any individual achieving non-clinical scores on any 2 primary outcome

measures would be regarded as meeting high-endstate functioning. Thus, the

corresponding measure of high-endstate functioning in this current study would be

scores of less than 13 on BDI and less than 7 on the HRSD, or scores of less than 5

on the GDS and less than 7 on the HRSD or scores of less than 13 on BDI and less

than 5 on the GDS, or scores of less than 13 on BDI and less than 8 on the BHS, etc.

However adopting such criteria is quite permissive, with a small sample size in this

study this may inflate levels of high-endstate functioning. A more conservative way
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of indexing high-endstate functioning is to borrow from the methodology of Stanley

et al. (1997) who in their outcome evaluation of psychological treatment for

generalized anxiety disorder in late life, characterised high-endstate functioning as

the achievement of non-clinical/symptomatic scores on 3 out of the 4 primary

outcome measures they used in their study.

Consequently, after Stanley et al. (1997), the criteria adopted for high-endstate

functioning in this current study requires that an individual must achieve non-

clinical/symptomatic scores on 3 out of 5 primary outcome measures. However as

three of the five primary outcome measures in this study were expected to be above

symptomatic level to at time of entry to this study (BDI, HRSD, and GDS), high-

endstate functioning is measured solely with these three measures; the logic being

that the individual must have scored in the clinical/symptomatic ranges on these

measures on entry into the study and if they have truly achieved high-endstate

functioning at end of treatment and at follow-up, they will no longer score in the

symptomatic range on these measure.

7.10.3.1 High-Endstate Functioning Between Conditions

Between subjects one-way ANOVAs were performed to investigate whether there

were significant differences in treatment outcome between the conditions for

participants who achieved high-endstate functioning at the end of treatment and at

three month and six month follow-up after the end of treatment.
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An important assumption underlying ANOVA procedures is the assumption of

homogeneity of variance. If assumption of homogeneity of variances is violated then,

the violations are corrected by reporting the Welch F-ratios adjusted degrees of

freedom (df) to reduce the probability of a type II error. Unless stated Levene's test

of homogenity of variance is not significant.

7.10.3.2 High-endstate Functioning Between Conditions at Baseline and at End
of Treatment.
As a first step it is necessary to establish whether the two treatment groups were

comparable in terms of the primary outcome measures at baseline. Baseline or pre-

treatment functioning for those participants who achieved high-endstate functioning

was assessed by taking those participants who achieved high-endstate functioning at

the end of treatment and comparing these participants at baseline, or pre-treatment to

assess whether scores between participants in either condition were statistically

comparable.

Using post-treatment endstate functioning status to split the group at baseline, for all

one-way between subjects ANOVAs there were no significant differences between

the groups at baseline (BDI: F (U4) = .35, p = .56; HRSD: F (U4) = 2.84, p = . 11; BHS:

F (U4) = .007, p = .93; PSWI: F (U4) = .37, p = .55; DAS: F (U4) = .24, p = .63; ATQ: F

(U4) = .20, p = .66; QoL, Phys: F (U4) = 2.24, p = .16; QoL, Psych: F (U4) = .30, p =

.59; QoL Soc Rel: F (U4) = .01, p = .91; QoL Environ: F (U4) = 2.54, p = .13) (see

table 7.18 below).
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For the baseline (pre-treatment) scores between the groups on the GDS, the

assumption of homogenity of variance was violated (F (1 14) = 4.66, p = .049). Using

Welch's F, there were no significant differences between the groups achieving high-

endstate functioning at baseline on GDS scores, F (l788) = .70, p - .43.

7.10.3.3 Group Comparison Comparing Post-Treatment Scores for Participants
Meeting High-endstate Functioning
Using criteria for high-endstate functioning requiring non-symptomatic scores on

three primary mood measures for this study, at the end of treatment assessment

period, there were 9 CBT and 7 TAU participants achieving high-endstate

functioning (see table 7.18 below).

At the end of treatment (18 weeks assessment) there was a significant difference

between the treatment conditions for those participants who met high-endstate

functioning criteria on the GDS (F (U4) = 4.88, p = .044).

For all one-way between subjects ANOVAs there were no significant differences

between the groups at post-treatment (BDI: F (U4) = 2.91, p = .11; HRSD: F (U4) =

.02, p = .88; BHS: F (U4) = .80, p = .39; PSWI: F (U4) = .07, p = .80; DAS: F (U4) =

.03, p = .86; ATQ: F (U4) = .70, p = .42; QoL, Phys: F (U4) = .11,/? = .74; QoL,

Psych: F (U4) = 2.91, p = .11; QoL Soc Rel: F(U4) = .83,p = .38; QoL Environ: F (U4)

= .86, p = .37) (see table 7.18 below).

7.10.3.4 Group Comparison Comparing Three Month Follow-up Scores for
Participants Meeting High-endstate Functioning
Using criteria for high-endstate functioning requiring non-symptomatic scores on

three primary mood measures for this study, at the three month follow-up assessment
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period, there were 9 CBT and 9 TAU participants achieving high-endstate

functioning.

For all one-way between subjects ANOVAs there were no significant differences

between the groups at three month follow-up, (BDI: F (U6) = . 15, p = .70; GDS: F (U6)

= .07, p = .79; HRSD: F (U6) = .04, p = .86; BHS: F (U6) = . 18, p = .68; PSWI: F (U6)

= .41, p = .53; DAS: F (U6) = .88, p = .36; ATQ: F (U6) = .25, p = .62; QoL, Phys: F

(U6) = 01, p = .91; QoL Soc Rel: F (1>16) = .70, p = .41; QoL Environ: F (U6) = .01, p =

.93) (see table 7.18 below).

For the three month follow-up scores between the groups for the participants who

met high-endstate functioning criteria on the WHOQOL-Bref, Psychological domain,

the assumption of homogenity of variance was violated (F (1 14) = 6.42, p = .022).

Using Welch's F, there were no significant differences between the groups achieving

high-endstate functioning at baseline on GDS scores, F (U2.48) = -25, p = .63.

7.10.3.5 Group Comparison Comparing Six Month Follow-up Scores for
Participants Meeting High-endstate Functioning
Using criteria for high-endstate functioning requiring non-symptomatic scores on

three primary mood measures for this study, at the six month follow-up assessment

period, there were 6 CBT and 7 TAU participants achieving high-endstate

functioning.

For all one-way between subjects ANOVAs there were no significant differences

between the groups at six months follow-up, (BDI: F (U1) = .56, p = .47; GDS: F (U1)

= .01, p = .93; BHS: F (U1) = .002, p = .96; PSWI: F (U1) = 2.27, p = . 16; DAS: F (U1)
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= .39, p = .54; ATQ: F (U1) = 1.07, p = .32; QoL, Phys: F (U1) = .15, p = .70; QoL,

Psych: F (U1) = 1.20, p = .30; QoL Soc Rel: F (U1) = .40, p = .54; QoL Environ: F (U1)

= 1.20,/? = .30) (see table 7.18 below).

For the six month follow-up scores between the groups for the participants who met

high-endstate functioning criteria on the HRSD, the assumption of homogenity of

variance was violated (F (1 u) = 21.40, p = .001). Using Welch's F, there were no

significant differences between the groups achieving high-endstate functioning at

baseline on GDS scores, F {li529) = . 17, p = .69.
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Table7.18:MeansAndStandardDeviationsforEndstateFunctioningbyTreatmentCondition MetEndstateFunctionCriteria

DidnotMeetEndstateCriteria

CBT

TAU

One

way

CBT

TAU

One

way

ANOVA

ANOVA

Measure

N

Mean(SD)

N

Mean(SD)

F

P

NMean(SD)
N

Mean(SD)

F

P

BeckDepressionInventory Pre-treatment*

9

17.00(3.90)
7

15.86(3.72)
.35

.56

1121.73(5.35)
13

21.46(5.36)
.02

.90

Post-treatment

9

1.78(1.86)
7

3.71(2.69)
2.91

.11

1115.64(6.44)
13

18.38(9.11)
.70

.41

3monthFollow-up

9

4.00(3.78)
9

4.67(3.46)
.15

70

1113.09(8.62)
11

19.64(6.71)
3.95

.06

6monthFollow-up

6

2.83(2.88)
7

4.00(2.83)
.56

.47

1413.86(8.80)
13

21.08(10.35)
3.83

.06

GeriatricDepressionScale Pre-treatment*

9

5.78(1.99)
7

7.29(4.42)
.84

.38

119.09(2.3)
13

9.15(2.97)
.003

.95

Post-treatment

9

0.89(1.27)
7

2.14(0.90)
4.88

.04

116.27(3.49)
13

7.00(3.14)
.29

.60

3monthFollow-up

9

2.44(1.59)
9

2.22(1.86)
.07

.79

117.09(3.67)
11

7.09(2.62)
.00

1.00

6monthFollow-up

6

2.50(1.38)
7

2.43(1.51)
.01

.93

146.14(3.53)
13

7.54(3.31)
1.12

.30

HamiltonRatingScaleforDepression Pre-treatment*

9

10.78(2.18)
7

13.14(2.73)
2.84

.11

1111.91(3.33)
13

11.08(2.72)
.45

.51

Post-treatmentf

9

3.33(5.07)
7

3.00(2.71)
.02

.88

116.82(3.40)
13

10.31(5.84)
3.04

.09

3monthFollow-up

9

1.67(2.29)
9

1.89(2.76)
.04

.86

118.00(4.34)
11

10.64(5.46)
1.57

.22

6monthFollow-up

6

2.17(2.64)
7

1.71(0.49)
.17

70

148.64(4.55)
13

10.69(5.36)
1.15

.29

BeckHopelessnessScale Pre-treatment*

9

4.89(2.52)
7

5.00(2.58)
.007

.93

119.73(4.65)
13

8.46(3.60)
.56

.46

Post-treatment

9

2.44(2.19)
7

3.43(2.22)
.80

.39

117.18(4.38)
13

7.46(4.35)
.02

.88

3monthFollow-up

9

3.00(2.60)
9

3.44(1.74)
.18

.68

117.00(4.02)
11

8.36(4.41)
.57

.46

6monthFollow-up

6

2.67(1.63)
7

2.71(2.14)
.002

.96

145.21(4.51)
13

9.38(4.68)
5.56

.03

PennStateWorryInventory Pre-treatment*

9

49.00(10.26)
7

52.14(10.25)
.37

.55

1148.00(9.87)
13

56.38(11.27)
3.69

.07

Post-treatment

9

44.56(12.36)
7

46.00(8.83)
.07

.80

1146.91(12.42)
13

54.54(13.26)
2.09

.16

3monthFollow-up

9

39.78(10.66)
9

42.78(9.27)
.41

.53

1150.00(12.81)
11

53.09(12.17)
.34

.57

6monthFollow-up

6

38.17(9.45)
7

45.71(8.60)
2.27

.16

1450.79(12.34)
13

50.85(12.13)
.00

.99

DASTotalScores Pre-treatment*

9

99.11(26.16)
7

93.71(14.82)
.24

.63

1187.73(19.21)
13

102.31(19.35)
3.40

.08

Post-treatment

9

92.11(20.75)
7

90.29(20.37)
.03

.86

1186.27(21.63)
13

93.77(23.29)
.66

.42

3monthFollow-up

9

91.78(24.24)
9

82.00(19.84)
.88

.36

1191.09(19.06)
11

97.45(26.23)
.42

.52

6monthFollow-up

6

89.00(21.23)
7

81.96(19.92)
.39

.54

1481.71(27.58)
13

95.69(27.22)
1.75

.20
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Table7.18cont.

MetEndstateFunctionCriteria

DidnotMeetEndstateCriteria

CBT

TAU

OneWay ANOVA

CBT

TAU

OneWay ANOVA

Measures

N

Mean(SD)
N

Mean(SD)

F

P

N

Mean(SD)

N

Mean(SD)

F

P

AutomaticThoughtsQuest. Pre-treatment*

9

53.44(19.95)
7

49.43(13.84)
.20

.66

11

62.09(23.44)
13

69.15(20.61)
.62

.44

Post-treatment

9

38.11(10.14)
7

34.57(5.26)
.70

.42

11

51.36(23.36)
13

55.00(24.92)
.13

.72

3monthFollow-up

9

33.89(6.70)
9

32.56(4.25)
.25

.62

11

62.91(26.31)
11

60.18(22.90)
.07

.80

6monthFollow-up

6

36.83(10.63)
7

32.43(3.60)
1.07

.32

14

40.57(20.10)
13

59.23(25.73)
4.45

.04

WHOQOLPhysical Pre-treatment*

9

20.44(3.71)
7

17.43(4.35)
2.24

.16

11

20.09(4.87)
13

18.92(3.52)
.46

.50

Post-treatment

9

23.00(4.64)
7

22.29(3.73)
.11

.74

11

21.91(5.49)
13

18.54(4.20)
2.91

.10

3monthFollow-up

9

23.22(3.46)
9

23.00(4.47)
.01

.91

11

20.27(3.41)
11

18.91(5.39)
.50

.49

6monthFollow-up

6

24.00(5.930
7

22.86(4.41)
.16

.70

14

20.21(4.85)
13

18.46(5.85)
.72

.40

WHOQOLPsychological Pre-treatment*

9

18.78(2.44)
7

19.43(2.22)
.30

.59

11

17.27(3.69)
13

15.69(3.68)
1.27

.27

Post-treatment

9

22.33(1.41)
7

20.29(3.25)
2.91

.11

11

19.27(3.52)
13

17.00(3.44)
2.54

.12

3monthFollow-up

9

21.11(1.62)
9

20.56(2.92)
.25

.63

11

18.45(2.73)
11

18.00(2.93)
.14

.71

6monthFollow-up

6

22.00(1.79)
7

20.86(1.95)
1.20

.30

14

18.00(3.28)
13

16.08(3.84)
1.97

.17

WHOQOLSocialRelationships Pre-treatment*

9

10.11(2.09)
7

10.00(1.53)
.01

.91

11

8.64(3.29)

13

9.08(2.25)
.15

.70

Post-treatment

9

11.00(1.22)
7

10.43(1.27)
.83

.38

11

9.27(3.29)

13

9.69(1.44)
.17

.68

3monthFollow-up

9

11.44(1.13)
9

11.00(1.12)
.70

.41

11

10.64(1.29)
11

10.18(1.25)
.71

.41

6monthFollow-up

6

10.67(1.51)
7

11.14(1.220
.40

.54

14

10.43(1.40)
13

9.69(1.38)
1.90

.18

WHOQOLEnvironment Pre-treatment*

9

29.67(5.48)
7

33.57(3.87)
2.55

.13

11

27.73(3.88)
13

27.54(4.39)
.01

.91

Post-treatmentf

9

29.89(3.69)
7

31.71(4.19)
.86

.37

11

29.82(5.67)
13

28.00(3.92)
.81

.38

3monthFollow-up

9

31.44(2.19)
9

31.56(3.21)
.01

.93

11

28.64(2.77)
11

27.18(4.02)
.98

.34

6monthFollow-up

6

29.50(2.07)
7

30.86(2.34)
1.20

.30

14

29.00(3.44)
13

26.54(3.71)
3.20

.09

*Baselinescoresarecalculatedusingcategorisationbaseduponthoseparticipantsachievinghigh-endstatefunctioningattheendoftreatment. t=Levene'sassumptionofhomogenityviolated,FValuesareWelch'sF
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7.10.4 Evaluation of Outcome of Treatment for Participants Not Meeting High-
Endstate Criteria

While the evaluation of participants who achieved high-endstate functioning is

interesting, the numbers are small and analysis is restricted because of this. At six

months follow-up there are more participants who did not meet high-endstate

functioning and interesting questions can be asked about the outcome between the

two treatment conditions in this case. Participants who did not achieve high-endstate

functioning have scores within symptomatic ranges on the three primary mood

measures used for this current study (BDI, GDS, HRSD). The following section

considers this subgroup and the data are summarised in table 7.18.

7.10.4.1 Group Comparison Comparing Baseline Scores for Participants NOT
Meeting High-endstate Functioning
As a first step it is necessary to establish whether the two treatment groups were

comparable in terms of the primary outcome measures at baseline. Baseline or pre-

treatment functioning for those participants who did not achieve high-endstate

functioning was assessed by taking those participants who did not achieve high-

endstate functioning at the end of treatment and comparing these participants at

baseline, or pre-treatment to assess whether scores between participants in either

condition were statistically comparable.

For all one-way between subjects ANOVAs there were no significant differences

between the groups at pre-treatment (BDI: F (122) = .02, p = .90; GDS: F (l 22) = .003, p

= .95; HRSD: F (1>22) = .45, p = .51; BHS: F (I>22) = .56, p = .46; PSWI: F (122) = 3.69, p

= .07; DAS: F (1>22) = 3.40, p = .08; ATQ: F (1>22) = .62, p = .44; QoL, Phys: F (K22) =
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.46, p = .50; QoL, Psych: F (122) = 1.27, p = .27; QoL Soc Rel: F (122) = . 15, p = .70;

QoL Environ: F (122) = .01, p = .91) (see table 7.18 above).

7.10.4.2 Group Comparison Comparing Baseline Scores for Participants NOT
Meeting High-Endstate Functioning at the End of Treatment
Using criteria for high-endstate functioning requiring non-symptomatic scores on

three primary mood measures used for this study, at the 18 week, end of treatment

assessment phase, there were 11 (55 per cent) CBT and 13 (65 per cent) TAU

participants who did not achieve high-endstate functioning at the end of treatment,

(see table 7.18).

For all one-way between subjects ANOVAs there were no significant differences

between the groups at the end of treatment, (BDI: F (122) = .70, p = .41; GDS: F (122) =

.29, p = .60; HRSD: F (122) = 3.04, p = .09; BHS: F (I 22) = .02, p = .88; PSWI: F (U2) =

2.09, p = .16; DAS: F (122) = .66, p = .43; ATQ: F (122) = .13, p = .72; QoL, Phys: F

0,22) = 2.91, p = .10; QoL, Psych: F (122) = 2.54, p - A2\ QoL Soc Rel: F (122) = .17, p

= .68) (see table 7.18).

At the 18 week, end of treatment assessment phase the assumption of homogenity of

variance was violated on the HRSD F (1 22) = 9.56, p = .005) and the WHOQOL-Bref

Environment domain, (F (1 22) = 4.43, p = .047). Using Welch's F, there were no

significant differences between the groups not achieving high-endstate functioning at

18 weeks, end of treatment on HRSD scores, F (lii9.75) = 3.32, p = .08 and WHOQOL-

Bref Environment domain, F (i 1734) = .81, p- .38).
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7.10.4.3 Group Comparison Comparing Baseline Scores for Participants NOT
Meeting High-endstate Functioning at the Three Months Follow-Up
Using criteria of for high-endstate functioning requiring non-symptomatic scores on

three primary mood measures used for this study, at the three month follow-up

assessment phase, there were 11 CBT and 11 TAU participants who did not achieve

high-endstate functioning at the three month assessment point, (see table 7.18).

For all one-way between subjects ANOVAs there were no significant differences

between the groups at the three month assessment point, (BDI: F (120) = 3.95, p = .06;

GDS: F (1>20) = .00, p = 1.0; HRSD: F (120) = 1.57, p = .22; BHS: F (120) = .57, p = .46;

PSWI: F (1>20) = .34, p = .57; DAS: F (U20) = .42, p = .52; ATQ: F (U20) = .07, p = .80;

QoL, Phys: F (120) = .50, p = .49; QoL, Psych: F (120) = .14, p = .71; QoL Soc Rel: F

0,20) = -71, P = -41; QoL Environ: F (120) = .98, p = .34) (see table 7.18).

7.10.4.4 Group Comparison Comparing Baseline Scores for Participants NOT
Meeting High-endstate Functioning at Six Months Follow-Up
Using criteria of for high-endstate functioning requiring non-symptomatic scores on

three primary mood measures used for this study, at the six month follow-up

assessment phase, there were 14 CBT and 13 TAU participants who did not achieve

high-endstate functioning at the six months follow-up assessment point, (see table

7.18).

At six months follow-up there were significant differences between the treatment

conditions for those participants who did not meet high-endstate functioning criteria

on the BHS (F (1>25) = 5.56, p = .027) and the ATQ (F (1>25) = 4.45, p = .045).
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For all other one-way between subjects ANOVAs there were no significant

differences between the groups at the six months follow-up assessment point, (BDI:

F (1>25) = 3.83, p = .06; GDS: F {1>25) = 1.12, p = .30; HRSD: F (125) = 1.15, p = .29;

PSWI: F (U5) = .00, p = .99; DAS: F (1>25) = 1.75,p = .20; QoL, Phys: F (I>25) = .72, p =

.40; QoL, Psych: F (1>25) = 1.97, p = .17; QoL Soc Rel: F (1>25) = 1.90, p = .18; QoL

Environ: F (I 25) = 3.20, p = .09) (see table 7.18).

7.10.4.5 Interim Summary - Endstate Functioning
From Table 7.18 above it can be seen that those participants who achieved high-

endstate functioning improved on scores on most of the primary outcome measures.

For instance on the BDI (see Table 7.18) high-endstate functioning participants

record substantial reductions on this measure and remain well outwith clinical scores

at six months follow-up. This is also the case for the other primary outcome mood

measures, GDS, HRSD, PSWI and BHS. However there were no significant

differences between the treatment groups.

For those participants who did not meet high-endstate functioning criteria, there is

nonetheless some improvement over treatment but there are differences between the

treatment conditions, with the non high-endstate functioning CBT participants faring

better in comparison to the TAU participants at six months follow-up on the BHS (F

(i,25) = 5.56, p - .027) and the ATQ (F (125) = 4.45, p = .045). This is an interesting

finding as these two measures have been developed within the cognitive therapy

research community. This result may suggest that the CBT treatment does afford

some benefit even when full treatment response is not achieved. Caution is advised
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when interpreting these results, as the numbers are getting rather small therefore

mean values are becoming unstable.

7.10.4.6 Evaluating Performance of Participants NOT meeting High-Endstate
Functioning over Time
Given that the numbers of participants who achieved high-endstate functioning at six

months follow-up was small these numbers are too unstable to lend themselves to too

much analysis, and in any case there are evidently no differences between the two

treatment conditions for participants who met criteria for high-endstate functioning.

There were intriguing indications that participants who did not meet high-endstate

functioning criteria may respond differently to treatment condition and repeated

measures are therefore analysed for participants who did not achieve high-endstate

functioning. The research question here is whether there is a differential response in

effectiveness between the two conditions in the instances where endstate functioning

was not met by the end of six months follow-up.

Outcome data across time between the two groups for participants who did not

achieve high-endstate functioning was analysed using a 2 x 4 (treatment condition x

assessment phase) one-way analysis of variance (ANOVA) with repeated measures

on the second factor. Assessment phases for BDI and BHS data included two

additional assessments (at 6 and 12 weeks) to the 4 assessment points of outcome at

baseline, at 18 weeks (notional end of treatment), and at 3 month and 6 month

follow-up. Thus the BDI and BHS data were analysed using a 2 x 6 (treatment

condition x assessment phase) analysis of variance (ANOVA) with repeated

measures on the second factor.
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When carrying out a repeated measure design, an important assumption is that of

sphericity, this can be evaluated using Mauchly's test which examines whether the

variances of the differences between the treatment levels is equal. There are a

number of corrections that can be applied when sphericity assumptions have been

violated (Field, 2005). When sphericity estimates are .75 and less, the Greenhouse-

Geisser correction is used, when they are greater than .75 then the Huynh-Feldt

correction should be applied (Field, 2005).

7.10.5.1 One-Way Repeated Measures ANOVA Evaluation of Treatment
Outcome between Groups for Participants who did NOT Achieve High-endstate
Functioning.
For the BDI outcome scores across time between the two conditions, CBT and TAU,

Mauchly's test indicated that the assumption of sphericity had been violated (x2 (5) =

28.21, p = .014) therefore degrees of freedom were corrected using Greenhouse-

Geisser estimates of sphericity (e = .71) indicating no significant difference in

outcome between the two treatment conditions across time for participants who did

not achieve high-endstate functioning (F (3.55i88.78) = 1.99 p = .11).

Outcome for the BDI indicated a significant difference in outcome between the two

treatment conditions across time for participants who did not achieve high-endstate

functioning (F0 25) = 4.22, p = .05). The difference in treatment outcome across time

is shown graphically in Figure 7.9 below.

For the BHS outcome scores across time between the two conditions, CBT and TAU,

Mauchly's test indicated that the assumption of sphericity had been violated (x2 (5) =

37.82, p = .001) therefore degrees of freedom were corrected using Greenhouse-
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Geisser estimates of sphericity (e = .65) indicating no significant difference in

outcome between the two treatment conditions across time for participants who did

not achieve high-endstate functioning (F (3.26,81.55) =1-91 p = .13)

Outcome for the BHS indicated no significant difference in outcome between the two

treatment conditions across time for participants who did not achieve high-endstate

functioning (F(125) = 1.07, p = .31). The difference in treatment outcome across time

is shown graphically in Figure 7.9 below.

For the GDS outcome scores across time between the two conditions, CBT and

TAU, Mauchly's test indicated that the assumption of sphericity had been violated

(X2 (5) = 16.81, p = .005) therefore degrees of freedom were corrected using

Greenhouse-Geisser estimates of sphericity (e = .66) indicating no significant

difference in outcome between the two treatment conditions across treatment for

participants who did not achieve high-endstate functioning (F (1.99,49.84) = .62 p = .54).

Outcome for the GDS indicated no significant difference in outcome between the

two treatment conditions across time for participants who did not achieve high-

endstate functioning (F (125) = .80, p - .38). The difference in treatment outcome

across time is shown graphically in Figure 7.9 below.

Outcome for the HRSD indicated no significant difference in outcome between the

two treatment conditions for participants who did not achieve high-endstate
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functioning (F (125) = 2.41, p = .13). The difference in treatment outcome across time

is shown graphically in Figure 7.9 below.

Outcome for the PSWI indicated no significant difference in outcome between the

two treatment conditions for participants who did not achieve high-endstate

functioning (F (125) = 1.16, p = .29). The difference in treatment outcome across time

is shown graphically in Figure 7.9 below.

For the DAS outcome scores across time between the two conditions, CBT and

TAU, Mauchly's test indicated that the assumption of sphericity had been violated

(X2 (5) = 15.17, p = .01) therefore degrees of freedom were corrected using

Greenhouse-Geisser estimates of sphericity (e = .70) indicating no significant

difference in outcome between the two treatment conditions across time for

participants who did not achieve high-endstate functioning (F (2.1,52.64) = .87 /? = .13).

Outcome for the DAS indicated no significant difference in outcome between the

two treatment conditions across time for participants who did not achieve high-

endstate functioning (F (125) = 1.72, p = .20). The difference in treatment outcome

across time is shown graphically in Figure 7.9 below.

Outcome for the ATQ indicated no significant difference in outcome between the

two treatment conditions for participants who did not achieve high-endstate

functioning (F (125) = 1.26, p = .27). The difference in treatment outcome across time

is shown graphically in Figure 7.9 below.
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For the WHOQOL-Bref Physical domain outcome scores across time between the

two conditions, CBT and TAU, Mauchly's test indicated that the assumption of

sphericity had been violated (x2 (5) = 16.08, p - .007) therefore degrees of freedom

were corrected using Greenhouse-Geisser estimates of sphericity (c = .67) indicating

no significant difference in outcome between the two treatment conditions across

time for participants who did not achieve high-endstate functioning (F (202 5o52) =

1.46 p = .24).

Outcome for the WHOQOL-Bref Physical domain indicated no significant difference

in outcome between the two treatment conditions across time for participants who

did not achieve high-endstate functioning (F (125) = 1.58, p = .22). The difference in

treatment outcome across time is shown graphically in Figure 7.9 below.

Outcome for the WHOQOL-Bref Psychological domain indicated no significant

difference in outcome between the two treatment conditions across time for

participants who did not achieve high-endstate functioning (F (l 25) = 4.06, p = .055).

The difference in treatment outcome across time is shown graphically in Figure 7.9

below.

For the WHOQOL-Bref Social Relationships domain outcome scores across time

between the two conditions, CBT and TAU, Mauchly's test indicated that the

assumption of sphericity had been violated (x2 (5) = 23.94, p = .0005) therefore

degrees of freedom were corrected using Greenhouse-Geisser estimates of sphericity

(e = .62) indicating no significant difference in outcome between the two treatment
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conditions across time for participants who did not achieve high-endstate functioning

(F (1.87,46.65) = -60 p = .54).

Outcome for the WHOQOL-Bref Social Relationships domain indicated no

significant difference in outcome between the two treatment conditions across time

for participants who did not achieve high-endstate functioning (F (125) = .30,.p - .59).

The difference in treatment outcome across time is shown graphically in Figure 7.9

below.

For the WHOQOL-Bref Environment domain outcome scores across time between

the two conditions, CBT and TAU, Mauchly's test indicated that the assumption of

sphericity had been violated (%2 (5) = 22.66, p = .0005) therefore degrees of freedom

were corrected using Greenhouse-Geisser estimates of sphericity (e = .74) indicating

no significant difference in outcome between the two treatment conditions across

time for participants who did not achieve high-endstate functioning (F (2.21,55.17) = -97

p = .39).

Outcome for the WHOQOL-Bref Environment domain indicated no significant

difference in outcome between the two treatment conditions across time for

participants who did not achieve high-endstate functioning (F (125) = 1.33 p = .26).

The difference in treatment outcome across time is shown graphically in Figure 7.9

below.
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7.10.6 Summarising the data on Endstate Functioning

From table 7.18 it is clear that those participants achieving high-endstate functioning

are in the minority and there are no significant differences between the treatment

conditions. For those participants who do not achieve high-endstate functioning,

there is a difference between the groups with CBT group showing significantly better

outcome on the BHS (F (125) = 5.56, p = .027) and the ATQ (F (125) = 4.45, p - .045)

at six months follow-up. This result perhaps indicates that even when participants do

not achieve high-endstate functioning there are still some benefits to be accrued in

having CBT and that CBT affords participants new skills that are useful even after

treatment has formally finished (see Figure 7.9).

When evaluating outcome for those participants not achieving high endstate

functioning there was a significant difference between the treatment conditions over

time. Outcome for the BDI indicated a significant difference in outcome between the

two treatment conditions across time for participants who did not achieve high-

endstate functioning (F(125) = 4.22, p = .05).
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BDI Scores Across TX: CBT vs TAU BHS Scores Across TX: CBT vs TAU GDS Scores Across TX: CBT vs TAU

WHOQOL SOC REL Scores

Figure 7.9: CBT and TAU Outcome Across Treatment for Participants Not Achieving
High-Endstate Functioning
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7.11 Categorical Assessment of Outcome: RDC Diagnosis.

Using Research Diagnostic categorisation (RDC) criteria it is possible to ascertain

the number of participants in each group (CBT vs TAU) who remained depressed at

end of treatment and at three and six months follow-up (see table 7.19 below). RDC

criteria for depression are definitely met if participants have five or more diagnostic

symptoms for depression, RDC criteria for depression is probably met if participants

have at least four symptoms of depression. To simplify analyses using Chi-square,

(X2) each participant is considered depressed on RDC criteria if they record four or

more symptoms of depression.

7.11.1 Ascertaining RDC Status

There are two ways to assess this outcome using Research Diagnosis categorisation

(RDC) diagnosis, firstly to use the sample where RDC diagnosis is recorded but this

potentially inflates outcome as this essentially is RDC diagnosis on a completer

sample, and secondly to consider all those participants whose RDC diagnosis is not

recorded because the data are missing as still depressed as these participants had

dropped out of the study and did not have their RDC diagnosis recorded. While the

second strategy may deflate outcome values it is a more conservative and less biased

way of recording outcome using RDC diagnosis between the groups. The data are

analysed below and summarised in Table 7.19 below. To aid understanding of the

differences between the groups at the assessment phases, figures 7.11a and 7.11b

show the differences between the groups.
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7.11.1.1 Completer Sample RDC status

There were significant differences between the groups in terms of numbers of

participants meeting RDC criteria for depression at end of treatment, %2 (1) = 3.89, p

= .049, and at three months follow-up, %2 (1) = 5.88, p = .015. At six months follow-

up, x2 (1) = 2.28, p = .13, however there were no significant differences between the

groups in terms of numbers of participants meeting RDC criteria for depression (see

Table 7.19 below).

7.11.1.2 Full Sample RDC Status

There were significant differences between the groups in terms of numbers of

participants meeting RDC criteria for depression at three months follow-up, X2 (0 =

3.96, p = .047. However there were no significant differences between the groups in

terms of numbers of participants meeting RDC criteria for depression at the end of

treatment, y2 (I) = 3.64, p = .057 and at six months follow-up x2 (1) = -90, p = .34,

see Table 7.19 below.

Table 7.19: Percentage of Participants in Each Treatment Condition Meeting
Diagnostic Criteria for Major Depressive Disorder

CBT TAU

Assessments % N % N

Excluding Drop-outs: Completers
Pre-treatment 100 20 100 20

End of treatment (18 weeks)* 26 5t 58 lit
Three months follow-up** 6 1« 41 7§
Six months follow-up 27 4$ 53 9%

Including drop-outs as depressed
Pre-treatment 100 20 100 20

End of treatment (18 weeks) 30 6 60 12

Three months follow-up* 20 4 50 10

Six months follow-up 45 9 60 12
* significant at p < .05, ** significant at p < .02
t n =19 in each group;§ n = 17 in each group;? n =17 TAU, n = 16 CBT
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RDC Criteria at 18 weeks (end of Treatment) ROC Criteriaat 3m(h Follow-up RDC Criteriaat 6mth Follow-up

Figure 7.11a: Number of Participants Meeting RDC Criteria for Depression
(Completer Sample)

ROC Criteria.! lSwks: Mining Participants - Depressed R[)c 3„hs Fp||o„ „p. Mss|„g , Dtpr,SSJll RDC erir.ria a. 6mths fpilownpr Missing - Depressed

Figure 7.11b: Number of Participants Meeting RDC Criteria for Depression (Missing
Data Sample)

When considering those participants who completed all research assessments Chi-

Square (x2) analyses of RDC outcome criteria for depression shows that the CBT

treatment group are significantly less likely to be depressed at the end of treatment

and at three months follow-up but there are no differences between the groups at six

months follow-up. This may suggest that while treatment outcome was better the

effects are less long lasting.

When taking account of all participants and classifying those who did not complete

all research assessments as treatment non-responders (i.e as still depressed), Chi-

Square analyses (x2) of RDC outcome criteria for depression show that the CBT

treatment group are significantly less likely to be depressed at three months follow-
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up but there are no differences between the groups at the end of treatment and at six

months follow-up. This may suggest that there are differential levels of effectiveness

between the treatments but this level of effect is quite low given that at the end of

treatment there are no differences between the groups and also considering that at six

months follow-up any gains that the CBT group had made were effectively lost.

Given that at six months follow-up there are no significant differences in terms of

RDC criteria for depression regardless of whether one considers a 'completer'

sample or a missing data sample this would suggest that at longer term follow-up

treatment effects of CBT were being lost.

7.12 Summary and Conclusions
Participants in both treatment conditions benefited from treatment with reduced

scores on primary measures of mood at end of treatment. One-Way ANOVAs and

repeated measures ANOVAs performed between the two treatment conditions

showed no differences between each treatment (CBT vs TAU) at the end of

treatment and at three and six months follow-up on any of the primary outcome

measures. The results were unchanged when baseline measures were used as

covariates to assess outcome between the CBT and the TAU treatment groups.

Overall there are no statistically significant differences between the treatment

groups. Participants in both treatment conditions improved over the course of

treatment and at three and six months follow-up. There is equivalence of outcome

between the two active treatments in this study.

The sample size is quite small although there are equal numbers of participants in

each group. However as a consequence of a somewhat small sample size there were

Chapter 7: Analysis of Results 244



Cognitive Behaviour Therapy versus Treatment As Usual for Late Life Depression

limitations to the extent of analysis that could be performed. Given that the

population of participants is older people, there are certain aspects of the experience

that need to be accounted for in this study such as marital status and age grouping of

participants. Young-old and old-old participants in both treatment group performed

similarly across treatments and at three and six months follow-up.

The only significant differences between the two treatment conditions (CBT vs

TAU) emerged when marital status was used as a covariate. After adjusting for the

effect of marital status, the CBT participants achieved significantly better outcome at

the end of treatment on the BDI (F 137 = 5.70, p = .022), HRSD (F 137 = 8.54, p =

.006), PSWI (F 137 = 5.39, p = .026) and on the Physical (F 137 = 5.01, p = .031), and

Psychological (F 137 = 8.07, p - .007) Quality of Life domains of the WHOQOL-

Bref. After adjusting for the effect of marital status, the CBT participants achieved

statistically significant better outcome at three months follow-up on the BDI (F 1,37

= 7.92, p = .008). After adjusting for the effect of marital status, the CBT participants

achieved statistically significant better outcome at six months follow-up on the BDI

(F 1,37 = 6.18, p = .018), BHS (F 1,37 = 7.11, p = .011) and ATQ (F 1,37 - 4.21, p =

.049).

As the study is a clinical outcome study, the question of statistical significance was

supplemented with clinically determined indices such as treatment response and

high-endstate functioning. The use of subgroups in these important dimensions may

somewhat be inconsistent with a conservative approach to data analysis but are

deemed sufficiently important to merit further analysis. There were no significant
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differences between the treatment groups when outcome was determined by clinical

functioning such as treatment response and high end-state functioning. However

some significant differences did emerge between the treatment conditions for those

participants who did not meet high-endstate functioning with CBT participants

recording statistically better outcome at six months follow-up on the BHS (F (125) =

5.56, p = .027) and the ATQ (F (125) = 4.45, p = .045). These differences are

intriguing as they suggest that CBT participants who do not fully respond to

treatment do nonetheless achieve some benefits from treatment in comparison to the

TAU group and that these benefits are seen over time. Outcome for the BDI

indicated a significant difference in outcome between the two treatment conditions

across time for participants who did not achieve high-endstate functioning (F(125) =

4.22, p = .05

Participants as a whole in this current study improved at the end of treatment and

remained improved over baseline scores at three months and six months follow-up

from the end of treatment. Similarly when the data were analysed according to

treatment group, participants improved at the end of treatment and remained

improved over baseline scores at three months and six months follow-up from the

end of treatment. Participants in both treatments were equally likely to benefit from

treatment.
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CHAPTER 8: DISCUSSION OF OUTCOME ANALYSIS

8.0 Discussion of Results
This study is the first UK evaluation of individual CBT for late life depression in a

primary care NHS setting. It compared the use of CBT alone with treatment as usual

alone (TAU) for older adults with depression. Participants in both treatment

conditions improved over the course of treatment and at three and six months follow-

up. There were no differences between the two groups on the primary outcome

measures at the end of treatment, at three months follow-up and at six months

follow-up. Significant differences between the conditions did emerge however when

evaluating the number of participants who met Research Diagnostic Categorisation

(RDC) status. Of those participants who completed treatment, there were

significantly fewer CBT participants than TAU participants who continued to meet

RDC status at end of treatment and at three months follow-up. Even when adopting a

more conservative approach to the data and considering all participants (including

those who dropped out of the study) there were significantly fewer CBT participants

than TAU participants meeting RDC status at three months follow-up. Likewise CBT

functions well as a treatment intervention for depression in later life when marital

status is taken account of. Participants in the CBT group experienced significantly

better reductions than participants in the TAU condition on the BDI, HRSD and the

Physical and Psychological domains of Quality of Life at the end of treatment (18

weeks) and at 6 months follow-up on the BDI, BHS and ATQ.

CBT may therefore qualify as a useful treatment alternative when there are

contraindications to the use of antidepressants in older people (Lebowitz et al, 1997)

or where compliance with medication is very low.
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8.1 Analysis of Outcome Between the Treatment Conditions

Overall using the grouped data, participants improved at the end of treatment and

remained improved over baseline scores at three months and six months follow-up

from the end of treatment. This improvement is shown in Figure 7.7 page 154. Over

the course of treatment and follow-up, participants recorded significant improvement

in scores on primary outcome measures (BDI, BHS, GDS, HRSD, PSWQ) and on

secondary outcome measures (DAS, ATQ) with significant improvement on three

out of four quality of life domains (Psychological, Social Relationships and

Environmental). These results suggest that depression in later life is treatable at least

in its mild to moderate form. These results tell the lie of the notion that 'one cannot

teach an old dog new tricks' as the group of participants here were able to overcome

depression with treatment.

When the data were analysed according to treatment condition, (see table 7.10, page

160) participants in both treatment conditions (CBT and TAU), recorded significant

reductions in depressive symptomatology as assessed by self-report and observer

report measures of mood at end of treatment (18 weeks after the start of treatment),

three months follow-up (from the end of treatment) and at 6 months follow-up (from

the end of treatment) in comparison to baseline scores on primary outcome measures

(BDI, BHS, GDS, HRSD, PSWQ), secondary outcome measures (DAS, ATQ) and

Quality of Life as measured by the WHOQOL-Bref.

In this study CBT was compared to treatment as usual (TAU) provided by family

doctors. This is an interesting comparator to psychological therapy, as TAU does not
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necessarily lend itself to exact measurement, but since most GPs in primary care

manage depression on their own, TAU is an important comparator as CBT must be

shown to be at least as good as usual care in order for it to establish itself as a

credible alternative treatment option. In most cases TAU mainly using translated into

GPs taking responsibility for the treatment of depression themselves and usually

consisted of antidepressant medication. The adequacy of both treatment options is

supported by the very low rates of drop-out amongst those participants receiving

either treatment.

While equivalence of outcome does not provide a 'winner' in the sense of one type

of treatment demonstrating enhanced efficacy over another, there were indications

that CBT as a treatment for late life depression has potential. As can be seen from

table 7.10, page 160, on most primary outcome measures, the CBT and TAU group

were almost exactly equivalent at baseline. When comparing outcome between the

CBT and TAU group on the BDI, GDS and HRSD measures, it is interesting to note

that from similar baselines the two treatments show evidence of improvement, while

on these measures the CBT group reach asymptomatic range on all these measures,

whereas the TAU group never does. This effect is also evident in tables 7.11 and

7.12, pages 181 and 183.

Another interesting difference is evident when examining the BHS scores in table

7.10, page 160, where the CBT group record reductions in scores over time whereas

after a slight fall, the BHS scores for the TAU participants remain virtually

unchanged at the six months follow-up assessment phase. The variance in both
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groups on this measure is important with wide variance reported for both groups thus

some participants in each group did well while others may have recorded negative

change. However the CBT group reduced scores of pessimism as recorded by the

BHS. This may reflect the fact that CBT explicitly seeks to enhance the problem-

solving skills of participants and because of this there is a change in pessimism

evident on BHS scores across treatment and at three and six months follow-up.

Procedures such as receiving medication do not require any active participation and

hence the TAU group as a whole record no change in scores.

As well as calculating statistical differences between the treatment conditions, effect

sizes can be informative because they provide standardised values that quantify the

relative strength of an intervention. These are reported in table 7.13, page 193. The

effect sizes are calculated in a way that permits evaluation of strength of both

treatment conditions between timepoints. Thus from table 7.13 it can be seen that

differences emerge between the treatments in terms of ability to maintain gains. In

general CBT tends to do better than TAU but not at a statistically significant level.

In general a theme emerges from the data, with no significant difference between the

treatment conditions that is statistically significant but a number of indications that

the CBT group did slightly better overall in terms of treatment outcome than the

TAU condition, such as the findings that the CBT participants were more likely to

improve when diagnostic status for depression is considered. The dataset of the

current study is very small and the most that can be said is that the current study

provides indications that CBT and TAU may have differed in treatment outcome if
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the sample size had been larger. From the results of power analyses based on the

current data (see table 7.13) it appears that for a significant difference to appear

would have required much larger sample sizes than have been reported elsewhere in

the literature.

Another theme that emerges from the data is that CBT may afford benefits to patients

in ways that TAU does not. When the data were examined for those participants

who did not fully benefit from treatment, significant differences emerged between

CBT and TAU (see table 7.18 pages 227-228). This is consistent with the assumption

that CBT is an active treatment that is skills enhancing and therefore patients who do

not achieve a full response to treatment, nonetheless are afforded some benefit.

8.2 Analysis of Outcome Between the Treatment Conditions Subgroups

Since the dataset was comparatively small, it would have been imprudent to have

carried out too many analyses of subgroup differences. Nonetheless there were a few

subgroups that were important to investigate given the nature of the population

recruited. Because many older people experience bereavement and loss, an

investigation of marital status on outcome between treatment groups was carried out.

Likewise because many researchers now recognise that older people are a very

heterogenous population grouping (Zeiss & Steffen, 1996) and that there may be

differences in younger older people compared to older old people (Baltes & Smith,

2002), an investigation of age category was carried out to evaluate its impact on

treatment response. Finally because this study is concerned with investigating

clinical utility of treatments in primary care settings, a more fine-grained analysis of
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outcome was attempted when looking at treatment group and treatment responder

status (Barrowclough et al. 2001; Stanley el al. 1997).

Depression in older people is often attributed to loss although evidence suggests that

older people are more resilient than younger adults following bereavement

(Futterman et al. (1995). Evidence in younger adults has accumulated to suggest that

unmarried individuals report highest levels of distress (Gotlib & Hammen, 1992).

There is also evidence that depression in spouses can create marital distress, for

instance Sacco, Dumont and Dow (1993) provided evidence that spouses of

depressed wives endorsed a generalised negative view of their partners. Likewise,

Laidlaw & Davidson (2001) also found that spouses of depressed partners when

asked to rate their partners on a personality measure tended to focus on negative

characteristics. Thus treatment outcome was compared in participants according to

their marital status, either living alone or with a partner/spouse.

A surprising finding emerged, that is marital status had an important effect on

treatment outcome. After adjusting for the effect of marital status, the CBT

participants achieved statistically significant better outcome at the end of treatment

on the BDI, HRSD and PSWQ and on the Physical and Psychological Quality of Life

domains of the WHOQOL-Bref. After adjusting for the effect of marital status, the

CBT participants achieved statistically significant better outcome at three months

follow-up on the BDI. After adjusting for the effect of marital status, the CBT

participants achieved statistically significant better outcome at six months follow-up

on the BDI, BHS and ATQ.
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The difference between treatment conditions on the BDI after accounting for marital

status was the only consistent finding of difference recorded across end of treatment

and three and six follow-up and would suggest that the marital status of an individual

can determine outcome of treatment for depression when assessed using the BDI. It

would appear that those participants who lived alone achieved better outcome in self-

reported depression symptoms (using the BDI) compared to those participants living

with their spouse. This is a surprising finding as it at first seems paradoxical in older

people who are often characterised as suffering from loneliness, although as

Midwinter, (1991) points out in a survey of the attitudes of older people this is a

myth. However these data are consistent with the evidence that high expressed

emotion can produce depression relapse (Gotlib & Hammen, 1992).

Depressed participants living with partners may actually be on the receiving end of

more criticism from their partners who may become symptom contaminated in their

perception of their partner (Laidlaw & Davidson, 2001). If this were the case one

would expect depression outcome to be poorer in participants living with partners.

This idea is also consistent with behavioural models of depression (Lewinsohn,

Munoz, Youngren, & Zeiss, 1986) who consider depression to be maintained by a

series of response contingencies that are interpersonal in nature. Thus it should come

as no surprise that the participants who particularly benefit from treatment are those

participants who receive CBT and who live alone. Thus they are free from any

distraction or responsibility to others to engage in the active, problem-solving nature

of CBT as a treatment for depression.

Chapter 8: Discussion ofResults 253



Cognitive Behaviour Therapy versus Treatment As Usual for Late Life Depression

While the actual numbers ofmale participants prevented further analysis of the data,

the variable marital status overlaps with gender. It may be that the participants who

function best when living alone are older women. There are differences in longevity

between the sexes with women having higher life expectancy than men in virtually

all countries of the world (Kinsella & Velkoff, 2001). Thus women are more likely to

be living alone as they get older whereas older men are more likely to be living with

partners (WHO, 1999; 2001). It is possible that women expect to outlive their

spouses and thus are better equipped to deal with life without their partner and

therefore use the interventions in psychological treatments more effectively because

it may be easier for women to engage in social activities suggested by activity

scheduling, especially if at social gatherings there are more women than men.

Marital status as a covariate becomes interesting to interpret when one looks at table

7.9 (page 156), as there are unequal numbers of male and female participants in the

CBT and TAU groups. The CBT group has a more even distribution of male and

female participants whereas the TAU group is predominantly female. In fact there

are significantly more males in the CBT group than the TAU group. The males were

all married in the current study. The female group had a more mixed picture when it

came to marital status with 31 per cent of these participants married or living with a

partner. Thus marital status and gender make a complicated picture in this sample.

The study participants were predominantly female, but his does not mean that

women are more likely to become depressed in later life. Belle & Goldman, (1980)

state that after the age of 65, men and women are equally likely to show symptoms
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of depression. The reason there were more women than men participating in this

study is that there are proportionally speaking more women than men available to

participate, rather than more depressed women than depressed men. As the numbers

ofmen and women are unevenly distributed across the treatment conditions it makes

it impossible to analyse whether males or females benefit from one type of treatment.

The sample of participants neatly split into equal numbers of young-old (60- 74 years

of age) and old-old participants (75 years plus) in each treatment condition. As a

recent meta-analytic review (Engels & Verney, 1997) had suggested that older

participants do less well in psychotherapy, the data were analysed according to age

and treatment condition. When looking at outcome in the participants just by age

category as a whole the data were inconclusive, with the old-old participants

improving significantly more at six months follow-up on the HRSD, while the

young-old participants improved significantly more at six months follow-up on the

DAS. In general on most measures there were no statistically significant differences

between the age groups in terms of response to treatment. This finding is interesting

in that the oldest participants still evidenced some capacity to change in response to

treatment for depression. Given that marital status seemed to have some effect in

terms of treatment outcome, marital status was investigated as a covariate for

outcome when analysing the data by age category. Interestingly, there were no

effects of marital status on outcome for treatment by age category. This may

illustrate the highly resilient nature of older people (Knight, 2004).
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The outcome data were further analysed by age and treatment group. As can be seen

in Table 7.14 page 202 and table 7.15, pages 208-209, there were no significant

differences between young-old and old-old participants in terms of response to

treatment. In table 7.15 pages 208-209, the outcome of each age group according to

treatment received is summarised. This finding of no difference in treatment

response is incompatible with results suggested by Engels and Verney (1997).

The current study was concerned with evaluating treatment outcome for late life

depression in primary care settings, therefore a further analysis of outcome was

carried out when investigating how participants in each treatment group compare in

terms of high endstate functioning and treatment responder status. For the current

study, treatment responder status could be defined in a number of different ways.

Barrowclough et al. (2001) set criteria defined by a 20 per cent pre-post reduction on

three primary outcome measures for their study, whereas Stanley et al. (1997) set

criteria defined by a 20 per cent pre-post reduction on four primary outcome

measures for their study. Both these studies were evaluations of psychological

treatment outcome in later life, but for anxiety and not depression. In light of this for

the current study unique criteria were used for defining treatment responder status in

the following two ways; a 20 per cent pre-post reduction on all primary outcome

measures for the current study and a 20 per cent pre-post reduction on the primary

outcome measures used as entry criteria for the current study. Using any form of

criteria revealed no significant differences between the treatment groups, although on

all criteria, the CBT treatment group always recorded the most numbers of

participants (see table 7.16, page 216).
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For the current study, high endstate functioning could be defined in a number of

different ways. Again Barrowclough et al. (2001) and Stanley et al. (1997) provided

benchmark definitions for this variable. As with treatment responder status, unique

criteria were developed for the current study that went beyond those of

Barrowclough et al. (2001) and Stanley et al. (1997). Participants were considered to

have achieved high-endstate functioning if they recorded non-symptomatic scores on

three primary outcome measures that comprehensively measure depression in the

current study. Thus one needed to record scores of less than 13 on the BDI, 5 on the

GDS and 7 on the HRSD. The data are summarised in table 7.15, page 208-209 of

the preceding chapter. From these data the participants who met the definition of

high-endstate functioning are in the minority in both treatment conditions although

again as with treatment responder status, the CBT participants are more numerous.

When participants do achieve high endstate functioning status, they tend to improve

on all measures in both treatment groups. When looking at the participants who do

not achieve high endstate functioning status (see table 7.17, page 220, and table 7.18,

page 227-228), there is a difference between the groups that favours the CBT

intervention on the BDI, ATQ and BHS. The reduction in scores achieved by

participants in the CBT group again emphasises that even when participants do

receive full treatment benefits the treatment may be more active than TAU as this

group recorded no change on the BHS (see also table 7.12, page 183).

8.3 Treatment Choice and Study Design

The current study employed a longitudinal single blind design evaluating the efficacy

of two treatments for late life depression. The choice of design and of treatments
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employed was determined by a desire to investigate whether a mainstream

psychological treatment commonly available in the NHS for the treatment of

depression in adults (CBT) could be demonstrated to be efficacious for older people

with depression. In order to demonstrate whether CBT is efficacious as a treatment

for depression in later life, an adequate and valid test appeared to be in comparison to

the treatment older people usually received in primary care, thus CBT was compared

to Treatment as Usual (TAU).

The adequacy of CBT as a scientifically measurable treatment approach is well-

established especially as CBT is generally well-suited to being manualized. In this

current study, CBT was administered according to procedures laid out in a

specifically developed treatment manual written by the author (see appendix 10).

However, in late life depression, most psychosocial outcome studies have compared

one form of psychotherapy with another. For clinicians working in the NHS in the

UK, these studies can easily be discounted as being not relevant to their clinical

experience. In the NHS currently, many older people are rarely fortunate to be

offered more than one form ofpsychotherapy as a treatment option for depression.

At the time the current study was originally conducted, comparing one form of

psychological treatment to another was impractical and ignored the reality of primary

care treatments for late life depression. With the increasing interest among clinicians

of the utility of IPT for older people (Karel & Hinrichsen, 2000), this is becoming an

interesting research possibility. If older people are offered a psychological treatment

for depression, it is still probably the case that this would be CBT. Thus it makes
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sense that when selecting a psychological treatment for evaluation that it should be

CBT, especially as CBT is the most systematically evaluated form of psychotherapy

with older people (Laidlaw et al. 2003). In the CBT alone condition while

participants could receive up to 20 sessions (spread over an 18 week period) of

structured psychological therapy, in practice participants received 8 sessions of CBT.

The adequacy of treatment as usual (TAU) as a scientifically measurable treatment

condition is an interesting choice. Although TAU does not by definition lend itself to

an in-depth analysis of medication use and tolerance of side effects, it is nonetheless

an important comparator for psychotherapy for depression in older adults in primary

care because this is the usual care older people are likely to receive. The standard

medical care for older people with mental health needs is treatment by their GP

(Rothera et al. 2002). Therefore it makes sense to employ TAU as a treatment

comparison in a study of the efficacy of CBT for late life depression in primary care

settings. The use of TAU in this study as the treatment comparison to CBT was a

novel methodological approach that contributed to the existing knowledge base.

There are difficulties in using TAU however, as it can mean many different things to

each referring agent, it is difficult therefore to generalize about this form of

treatment. For this study however, TAU could include any combination of physical

treatment for depression, such as prescription of antidepressant medication, physical

review, referral to CPN and referral to social services. TAU was considered to

primarily involve the prescription of medication. In their evaluation of usual medical
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care, Schulberg, Block, Madonia, Scott, Lave, Rodriguez, & Coulehan (1997) noted

that this consisted of antidepressant medication in the majority of cases.

Two Consultant Psychiatrists in Old Age Psychiatry were available to oversee the

adequacy of treatment but only did so if they were consulted by the practices, as this

was considered closer to what happens in practice. While some elements of TAU are

open to interpretation, there are elements that are generalisable, such as non-referral

for other psychological treatment interventions such as those that could be provided

by CPN services, the exclusion of the use of ECT as a treatment intervention. In

most respects the TAU treatment condition remained true to what the GP normally

used to treat depression in older people in primary care.

The effects of TAU alone were measured at the same time points as the CBT

treatment condition. For the purposes of this study, end of treatment was considered

to be at 18 weeks from first enrolment into the study. It was important to assess

participants at5 the same timepoints to allow comparison of treatment outcome and

also to ensure that the assessors remained blind to treatment allocation. Nonetheless

it was possible, and in most cases it was the norm, that treatment in the TAU

condition extended beyond the timeframe of treatment for CBT, which effectively

ended at the 18 week timepoint at the latest. Thus the results of the CBT alone

treatment group are more interesting when looking at six month follow-up where no

differences were detected between the groups. The CBT group had ceased to have

treatment and with the exception of two participants this group did not receive

additional treatment after the end of their treatment. Thus CBT alone does represent
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a potentially effective treatment for late life depression in primary care. This is

especially important given that later life can bring psychological challenges and role

transitions that may not necessarily be ideally treatment by physical means, and in

light of the fact that many older people cannot or will not accept drug treatments.

While any RCT does its best to ensure no contamination occurs between the

treatments, this occasionally happens. Overall, most people stuck with the treatments

they were offered throughout the treatment trial. Only four participants actually

received some additional treatment, primarily CBT participants who at some point

were offered medication. Although this potentially complicated outcome evaluation,

a decision was taken not to analyze the participants separately or to withdraw their

data, because the CBT participants were part of a cohesive group who all received a

psychological treatment as their primary mode of treatment for depression in later

life.

8.4 Recruitment Difficulties

Unfortunately due to lower recruitment than expected, a decision was taken by the

CSO to terminate funding prematurely for the study, some six months before the end

of recruitment had been originally planned. Recruitment of participants proved

difficult despite the efforts that included numerous presentations about the study to

GPs and other potential referrers such as Community Psychiatric Nurses, Health

Visitors and Social Work Departments. In addition throughout the life of the study

there was constant provision of information to local mental health teams, including

written information to GPs, and practice managers. A short-term increase in referrals
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resulted from the use of posters placed in GP practices, but in the longer term this did

little to improve referral rates. Low rates of referral were surprising given that an

undertaking that all referrals would be rapidly taken up, within three working days,

was adhered to. Despite information provided to GPs showing that this commitment

was upheld, this again yielded little benefit in improving referral rates. To ensure that

referral to the study required minimal effort, GPs were invited to make initial

referrals by direct phone calls. Although GPs commented positively on these

provisions, this did little to improve actual rates of referral. Given these extensive

efforts, the low recruitment pace was particularly disappointing and resulted in the

study being underpowered.

The two centre design (Fife and Glasgow) at first appeared to provide an attractive

way of sharing the demands of recruitment, but this ultimately proved not to be the

case. When examining results in table 7.1, page 128, it can be seen that there were

fewer referrals from the Glasgow site. This can be explained by the fact that in Fife,

there had been an established specialist Clinical Psychology older adult team for

many years, of which the author was a member. Thus most of the members of the

Fife psychology team were at least familiar to the GPs. While this still did not make

referral easy, it did result in larger proportions of appropriate referrals being

recruited to the trial; 63.6 per cent in Fife compared to 36.4 per cent in Glasgow. In

Glasgow, older adult Psychology services are much less established and thus many

GPs would be unaware of the potential effectiveness of psychological interventions

and thus lower rates of referrals were received.
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8.5 Methodological Limitations of Present Study

Randomised Controlled Trials (RCT) are notoriously difficult to do, because they are

expensive time-consuming and adequate funding is hard to come by

(L.W.Thompson, personal communication). It will therefore come as no surprise that

with the current study there are a number ofmethodological issues that require to be

discussed here.

The sample size of the current study is small and therefore potentially limits

conclusions that can be reached. However, the current study is of reasonable size

when compared to the majority of comparison studies that have evaluated

psychotherapy as a treatment for late life depression. Not counting the current study,

in total 10 randomised controlled trials have been conducted for the assessment of

the treatment of late life depression between 1983 and 2005. The mean number of

participants in these studies is 55.5 with a range of 27 to 102. The current study is the

6th largest study of psychological treatment in late life depression. Any caveats raised

about results due to the small sample size ought to be weighed against outcome at six

months follow-up after the end of treatment. At six months follow-up the CBT

sample were achieving reductions in depressive symptomatology equivalent to those

of the TAU group, an achievement in itself as many in the CBT group had long since

stopped receiving treatment (on average patients in the CBT sample were seen for 8

appointments) while those in the TAU group were in many instances still receiving

active treatment for their depression at the 6 months follow-up assessment point.

Despite difference in endpoints of active treatment, CBT outcome is

indistinguishable from that of the TAU group at 6 months.
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The design of this study proved controversial even before the first participants were

recruited. At the planning stage of this study, there was a strong debate about

whether the CBT group ought to be medication free or whether the CBT treatment

condition should be a combination treatment such as CBT plus TAU. An important

test of CBT was an evaluation of its efficacy alone, in comparison to TAU alone,

because the aim of this study was not necessarily to prove that CBT was a more

efficacious approach than TAU, but to highlight that on its own, CBT constitutes an

adequate treatment alternative to that usually used by GPs in primary care in the

NHS in Scotland. This is a more important issue than it may at first seem. Many

older people cannot or will not tolerate psychotropic medication for depression. In

these instances it is vital that a treatment alternative that does not constitute a

physical treatment is evaluated for its efficacy.

As discussed earlier, the current study experienced difficulties in recruiting enough

participants to ensure that adequate statistical power was achieved. The design

adopted by the study (CBT alone vs TAU alone) may have contributed to

recruitment difficulties in that participants had to either be free of medication for

three months or non-medicated and in primary care, where the study was recruiting

participants, this was relatively rare. It may be no coincidence that the sample who

were actually referred were usually at the mild to moderate level of depression

because GPs were aware that in one arm of this treatment study participants would

remain unmedicated. This apparent concern was not confined to GPs who were being

asked to refer to this study. During the design phase of the study, one of the

Consultant Psychiatric partners commented that they had reservations about leaving

Chapter 8: Discussion of Results 264



Cognitive Behaviour Therapy versus Treatment As Usual for Late Life Depression

depressed participants untreated. By this the individual signaled his understanding

that CBT as a treatment on its own was largely untested with this population.

While an alternative design would have been to use a CBT plus TAU versus TAU

alone comparison, again this would have required a larger sample size in order to

provide adequate power to detect statistical differences between two treatment

interventions than was calculated when the two treatments were not mixed.

Combination studies run the risk of masking the specific effects attributable to

psychological interventions. Even if a larger sample had been easier to recruit with

this design it is never possible to guarantee significant differences at the end of

treatment. For example, Thompson et ol. (2001) used a design in a well organized

study that had 102 participants split into three treatment conditions, CBT plus

depression medication (Desipramine), versus CBT alone, versus depression

medication alone. The eventual results were unclear and exceedingly complex to

interpret. The only differences to emerge involved analysis of the completer sample

split according to level of severity, but even here the results were not entirely clear.

Interestingly, Thase et al. (1997) in a meta-analysis of controlled trials of

psychotherapy-pharmacotherapy combination studies concluded that combined

psychotherapy and pharmacotherapy was not more effective than psychotherapy

alone in their analyses using mildly depressed samples. In more severely depressed

- populations, evidence suggested that combined treatments were significantly better.

Thus once all other options were explored the most useful study design was the one

employed.
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Another methodological weakness of the current study was that it neglected to

explore the experiences of the participants in this trial. This was a big omission

especially given that a question mark is often raised as to whether older people want

psychotherapy (see Laidlaw et al. 2003 for fuller review). The views of participants

about their initial preference for mode of treatment could have been very useful

when assessing treatment outcome. Likewise when evaluating participants'

experience of the relevance and adequacy of treatment received in both treatment

conditions this would have yielded much food for thought. It would also have

contributed to the knowledge base in that the views of older people about treatment

options are rarely elicited (Laidlaw, Law & Salter, 2000; Chester & Smith, 1995).

A final methodological weakness of the study was that as mentioned previously there

were uneven numbers of male and female participants in each treatment condition

and thus questions about gender became impossible to properly and adequately

examine. It may have useful to have 'oversampled' when recruiting for male

participants. As there were recruitment difficulties evident in this study, the most

obvious strategy is to stratify the sample by gender to ensure that more equal

distribution ofmales and females in the treatment conditions.

8.6 Subclinically Depressed Participants.
Finally, it is an empirical question as to whether the right participants were recruited

to the study. As is clear from the literature review (Chapter 3), major depressive

disorder is relatively uncommon in later life. Amongst community dwelling older

people, minor depression or subclinical depression, is more prevalent than major

depressive disorder and thus one could argue that the inclusion criteria requiring that
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all participants must meet DSM-IV (APA, 2000) criteria is actually recruiting the

wrong sample from the population. Major depressive criteria were selected because,

in reviewing the outcome literature prior to starting this current study, the most

systematic studies were completed with depressed participants. At the time it was

also thought that using a clinically depressed population was a more rigorous test of

cognitive behaviour therapy (CBT) as a treatment in primary care. Nonetheless, this

decision is certainly in question in light of the experience of doing this RCT.

The issue here is that permitting the recruitment of subclinically depressed

participants would have increased the numbers of participants. From the results

contained in chapter 7, it is evident that 30 participants were excluded from the study

because they did not meet diagnostic criteria for major depressive disorder (see table

7.1, page 128). In effect if all 30 participants had consented to participate then the

sample size would have increased by 43 per cent.

The current study was funded by the Chief Scientist Office of Scotland (CSO) and

because of difficulties in recruitment was terminated prematurely. Perhaps admitting

subclinically depressed participants would have prevented this eventuality although

it would have diluted the clarity of the study in terms of outcome as a treatment for

depression. However, this is a false question in many ways because it is not certain

that the CSO would have funded a study that did not treat a depression population

that is clearly defined as such by standard criteria.
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for a diagnosis ofmajor depressive disorder to be achieved may have disadvantaged

the psychological treatment intervention. A number of the study therapists on this

trial commented because of the low level of severity of symptoms reported by

participants, that it was more difficult to do cognitive restructuring and other

standard elements of CBT. Thus one could argue that the effectiveness of CBT as a

treatment would have been diluted because a subclinical population was used. It may

be that the symptom profile of depression in later life is another reason to modify

CBT for use with older people.

8.7 Future research

In general older people are living longer and healthier (Kinsella & Velkoff, 2001) but

nonetheless older people are more likely to experience chronic disease. Non-

communicable diseases are the most common cause of death for older people in the

developed world (WHO, 2002). Chronic disease carries with it a risk of

psychological complications (Zeiss et al. 1996). Thus future research might usefully

focus on investigating the potential of CBT as a treatment for depression in older

people with a comorbid physical illness such as dementia, stroke and Parkinson's

disease. A number of studies are currently at early stages of evaluation of efficacy

(Cole & Vaughan, 2005; Dreisig, Beckmann, Wermuth, Skovlund, & Bech, 1999;

Lincoln & Flanaghan, 2003; Lincoln, Flanaghan, Sutcliffe & Rother, 1997). Many of

these studies have presented findings that raise more questions than they answer and

all have methodological problems that suggest this aspect of psychotherapy research

is at an early stage.
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For instance, papers by Lincoln et ol. (1997) and Lincoln & Flanaghan (2003)

provide inconclusive results for CBT as a treatment for post-stroke depression. The

results in both studies were very disappointing and may provide a strong argument

for the need to use modified CBT when working with patients with physical

comorbidity. These papers provide evidence that is not necessarily supportive of

further research in this area. However the clinical picture is very different. In the UK,

stroke units have been increasingly seen as the way forward to reduce mortality after

stroke. This may be correct, but the real issue is reducing stroke morbidity, and that

is where CBT may potentially have a role to play (Laidlaw et al. 2003). It is thus

very important that further research is conducted into the use of modified CBT for

older people with depression and physical comorbidity.

In Parkinson's disease (PD), there is a high confluence of depression symptoms and

physical symptoms that is challenging to diagnose and treat. In the studies that have

been published that have examined CBT as a possible treatment for depression in

PD, again the results are somewhat disapointing (Cole & Vaughan, 2005; Dreisig et

al. 1999). This is important as it potentially deters others from doing psychotherapy

research and makes funding more difficult to obtain. Once again one could argue that

CBT modified in the form suggest in chapter 5 of this thesis and in Laidlaw et al.

(2004) may provide a better test of CBT.

Currently little is known about the potential for psychological therapies in a range of

settings such as in nursing homes. Future research for CBT for depression comorbid

with physical illness ought to include nursing home residents among the participants
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as currently rates of depression are high in these populations but treatments are

relatively under-researched in terms of efficacy.

Another area of future research potential is late life suicide. Suicide rates for persons

aged 65 years and older are higher than for any other age group in the UK (Kinsella

& Velkoff, 2001). Recent psychological autopsy studies suggest that older adults

who complete suicide are likely to have visited their GP one month prior to their

suicide act and exhibit high levels of depression (Caine et al. 1996). While

depression does not necessarily result in suicide, amongst older people who make

suicide attempts, depression is the most frequent diagnosis (Blank et al. 2001; WHO,

2001). The use of CBT as a treatment intervention with suicidal persons is starting to

be evaluated with adult populations (Brown, Ten Have, Henriques, Xie, Hollander,

& Beck, 2005) and may therefore become applicable as a treatment option for older

people.

A future direction for any psychology outcome study with older people is to consider

living arrangements and marital status. As was indicated above, participants who

lived alone tended to do better in treatment and the CBT participants who lived alone

improved significantly compared to TAU participants who lived alone. This provides

a number of interesting avenues for further research such as a psychological

comparison study between CBT and IPT for older people depressed according to

living status. Interpersonal Psychotherapy (IPT) has been used with older people

(Karel & Hinrichsen, 2000) and evidence is accumulating for its effectiveness as a
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treatment for late life depression (Gatz et al. 1998; Laidlaw, 2005). As IPT becomes

increasingly mainstream as a treatment in the NHS in the UK, it makes sense to

compare it to CBT. The rationale for this study being that as IPT focusses on grief,

interpersonal disputes and role transitions then it would be interesting to see if there

were differential rates of effectiveness between CBT and IPT by living

arrangements. Such a study could form the basis for a component analysis of the

effectiveness of psychotherapy with older people.

Future research needs to be conducted into whether CBT needs to be modified in

order to be maximally effective with depressed older people. While meta-analytic

studies such as Scogin & McElreath (1994) demonstrate that psychosocial treatments

in late life are broadly comparable in efficacy with psychosocial interventions used

in adult mental health (Robinson et al. 1990), and this is true also specifically for

CBT in later life (Koder et al. 1996), it may be that results could be enhanced if

modified CBT was systematically evaluated (B.G. Knight, personal communication).

The issue ofmodifications of therapy for older people is one that has largely escaped

empirical evaluation and yet it is one that clinicians consider to be very important. In

a more comprehensive evaluation of therapy outcome, more attention needs to be

placed upon the effective components of treatment with older people. More emphasis

and evaluation needs to be placed upon whether older people need to have their own

forms of therapy developed. This idea is very ambitious and would be costly and

time consuming to answer. It is also highly likely that an RCT methodology would

be inadequate to the task.
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The question for future research is whether there is a need to develop a speciofic

therapy model for older people, and also whether it is possible to create such a model

while retaining effective and focused treatment interventions. The emotional needs

of older people have been mainly treated with models of treatment borrowed from

adult mental health settings and while many elements of these models of treatment

have yielded efficacious outcomes, many questions go unanswered about the

possibility of enhanced outcome if a specifically tailored of psychotherapy designed

to take account of emotional distress within an ageing context were to be piloted and

tested. Thus the future direction of research in psychotherapy for late life depression

may be to combine process research with outcome research, a valuable outcome of

which could be the first theoretically derived form of psychotherapy specifically

tailored to meet the emotional needs and circumstances of older people.

Overall future research into psychotherapy outcome trials with older people needs to

adopt more sophisticated methodologies. A programme of research that sets up a

series of research examinations would be an interesting way forward and it is

something that is currently lacking in the research literature.. In the current study, the

data has raised a series of intriguing questions, and limitations in the methodology

restrict the analysis of key variables such as gender. However if the current study

were not a 'stand-alone' research trial but part of a linked programme then questions

raised by this study could have been systematically and comprehensively

investigated. Future research funding that considers programmes of research can also

begin to look at outcome research in psychotherapy over a longer scale and follow-

up can begin to be carried out. Previous research in psychotherapy with older people
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has shown that most studies have lacked an adequate follow-up period for evaluation

(Laidlaw, 2001). A programme of study can keep contact with participants over

longer periods.

8.8 Conclusions

Despite the limitations of the small sample size, the study showed that participants in

both treatment conditions significantly improved over the course of treatment and

were still improved on primary measures of mood at 6-months follow-up. Both

treatments in this randomised controlled trial resulted in improvement in functioning

in depressed older adults living in the community.

With equivalence of outcome, at the end of treatment and at 6 months follow-up,

psychological therapy (CBT) on its own can be considered to be as effective as TAU

(generally pharmacotherapy) for the treatment of mild to moderate late life

depression.

CBT alone may be a useful treatment alternative to antidepressant medication when

older people are unable to tolerate this treatment due to side effects or where

adherence to treatment regime is proving difficult to maintain, or where an older

person requests psychological treatment instead of physical treatment.

For the first time in a primary care setting, a psychological treatment alone for older

people with depression has been shown to have equivalent functioning to usual care

as delivered by general practitioners. This is important as many older people cannot
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tolerate medication because of their side effects. The equivalence of outcome does

not suggest that one treatment is better than the other, but the importance to the NHS

is that a psychological treatment on its own can be of benefit to older people who are

diagnosed with mild to moderate major depressive disorder. Because older people

with depression are more likely to consult their GPs and since many GPs appear

concerned about prescribing full dose regimes of antidepressants to older people

(Crawford et al. 1998; Isometsa el al. 1998; Orrell et al. 1995), then an alternative to

antidepressants needs to be evaluated so as to reduce the burden of care on GPs and

those who are likely to come into contact with depressed older people in primary

care.

The results of this study are important to GPs and CPNs who may have been

unaware that older people can benefit from psychotherapy as a treatment alternative

to medication for depression. This is important because health care professionals

working in NHS settings will increasingly come into contact with older people and

will need to become much more aware of treatment issues and efficacy data for the

treatment of late life depression.

The importance of these data to older people themselves is in demonstrating that they

have a choice of treatments for depression. This is an important finding as it

increasingly becomes accepted that older people value the opportunity to participate

in psychotherapy (Landreville et al. 2001). Given increasing awareness that older

people are often reluctant to be prescribed psychotropic medication or medication

Chapter 8: Discussion of Results 275



Cognitive Behaviour Therapy versus Treatment /As Usual for Late Life Depression

may be contraindicated because of other health problems, this is an important

treatment alternative.

The findings of this study are important to policy makers since Scotland along with

the rest of Europe (Kinsella & Velkoff, 2001), is likely to experience a relatively

large increase in the numbers of older people (especially the oldest old) living in

Scotland over the next 50 years and currently older people take up 22 per cent of the

NHS budget (Wood & Bain, 2001). Increasing longevity is a major societal

achievement, and a challenge (WHO, 2002), and policy makers will wish to invest in

treatments that ensure the relatively large numbers of older people in Scotland live

healthier not just longer, and absence of depression in later life is an important

determinant of successful ageing (Vaillant & Mukamel, 2000).
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