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Abstract
Purpose of the Study:  To facilitate replication, we examined delivery characteristics, acceptability, and depression outcomes 
of a home-based intervention, Get Busy Get Better, Helping Older Adults Beat the Blues (GBGB). GBGB, previously tested in 
a randomized trial, reduced depressive symptoms and enhanced quality of life in African Americans.
Design and Methods:  A total of 208 African Americans aged above 55 years with Patient Health Questionnaire (PHQ-9) 
scores ≥5 on two subsequent screenings were randomized to receive GBGB immediately or 4 months later. GBGB involves 
up to 10 home sessions consisting of care management, referral/linkage, depression education/symptom recognition, stress 
reduction, and behavioral activation. Interventionists recorded delivery characteristics (dose, intensity) and perceived 
acceptability of sessions. Baseline and post-tests were used to characterize participants and examine associations between 
dose/intensity and depression scores. Participant satisfaction and perceived benefits were examined at 8 months.
Results:  Of 208 participants, 181 (87%, mean age = 69.6) had treatment data. Of these, 165 (91.2%) had ≥3 treatment 
sessions (minimal dose). Participants had on average 8.1 sessions (SD = 2.6) for an average of 65.4 min (SD = 18.3) each. 
Behavioral activation and care management were provided the most (average of six sessions for average duration = 17.9 
and 22.2 min per session respectively), although all participants received each treatment component. GBGB was perceived 
as highly acceptable and beneficial by interventionists and participants. More sessions and time in program were associated 
with greater symptom reduction.
Implications:  GBGB treatment components were highly acceptable to participants. Future implementation and sustainabil-
ity challenges include staffing, training requirements, reimbursement limitations, competing agency programmatic priori-
ties, and generalizability to other groups.

Keywords:   Treatment implementation, Depression care, Home care, Behavioral activation

Depressive disorders are highly prevalent and debili-
tating conditions in later life (Cuijpers, Beekman, & 
Reynolds, 2012). Even mild symptomatology has pro-
found effects on quality of life and health (Areán, 2006; 
Glaser, Robles, Sheridan, Malarkey, & Kiecolt-Glaser, 

2003; Lyness, Chapman, McGriff, Drayer, & Duberstein, 
2009). Left untreated, depressive symptoms increase 
dementia risk, comorbidities, functional decline, and mor-
tality (Cuijpers et  al., 2012; Glaser et  al., 2003; Lenze 
et  al., 2001; Saczynski, Beiser, Seshadri, Auerbach, Wolf, 
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& Au 2010). Although primary care is the main setting 
for depression detection and treatment, older adults, and 
particularly African Americans, are underdiagnosed and 
undertreated in that setting (Areán & Unützer, 2003; Tai-
Seale, Mcguire, Colenda, Rosen, & Cook, 2007). This 
may be due to fiscal and time constraints on the part of 
health providers and cultural mistrust, and preference of 
patients for nonpharmacologic treatments requiring more 
time, knowledge, and skills than physician practices pos-
sess (Gitlin, Chernett, Dennis, & Hauck, 2012). As such, 
developing, testing, implementing, and replicating novel 
nonpharmacological approaches remains a public health 
priority (Bartels & Naslund, 2013; Alexopoulos & Bruce, 
2009; Callahan & Hendrie, 2010) particularly for older 
African Americans (Jimenez, Bartels, Cardenas, Dhaliwal, 
& Alegría, 2012).

Recent studies show that a wide range of home and 
community-based nonpharmacological interventions 
(e.g., yoga, exercise, problem-solving) are effective in 
reducing depressive symptoms in older adults (Gitlin, 
2014). These programs tend to focus on the “here and 
now” and seek to ameliorate immediate stress and/or 
modifiable factors in people’s living environments that 
impinge on mood. Few tested programs however, tar-
get African Americans, report delivery characteristics 
or examine the extent to which participants find the 
intervention acceptable (Casado et  al., 2008; Fuentes, 
& Aranda, 2012). Specifying delivery characteristics 
such as dose (number of sessions attended) and intensity 
(time in treatment) and level of receptivity to treatment 
by participants can inform the replication potential of 
proven interventions and overcome the “black box” of 
implementation or the unknowns associated with how 
programs are provided (Hodgson & Gitlin, in press). 
Examining delivery characteristics of a proven interven-
tion also provides an indication of treatment fidelity or 
whether an intervention was delivered as intended (Gitlin 
& Parisi, in press; Washington et al., 2014).

 This study describes the delivery characteristics and 
acceptability of a home-based depression treatment program, 
Get Busy Get Better, Helping Older Adults Beat the Blues 
(GBGB, formerly known as Beat the Blues). GBGB builds 
upon and extends previously tested approaches (Casado 
et  al., 2008; Ciechanowski, Wagner, & Schmaling, 2004; 
Quijano et al., 2007). It reflects a collaborative effort between 
a senior center, serving mostly older African Americans, and 
a research center. Trial decision making including interven-
tion design and content and study procedures were shared 
between the two sites with the senior center leading recruit-
ment efforts, screening of potential study participants, and 
clinical supervision of interventionists.

Senior centers are an underutilized community 
resource for depression care (detection and treatment). 
As they serve over 9 million older adults, their capacity 
for outreach and connectivity to aging individuals, many 
of whom have limited resources and access to treatment, 

is unmatched (Dal Santo, 2009). Their partnership in 
this study provides insight as to their potential critical 
role in developing, testing, and implementing depression 
programs.

As reported elsewhere, GBGB was evaluated in a ran-
domized controlled trial with 208 African Americans.  
At 4 months, compared to a wait-list group, participants 
in the initial treatment group reported reduced depressive 
symptoms, anxiety, and functional disability and improved 
depression knowledge/symptom recognition and behavio-
ral activation levels (ps < .01; Gitlin et al., 2013). Follow-up 
analyses revealed that all participants (men vs women, indi-
viduals with low vs high education and with and without 
financial strain) benefited similarly (Gitlin et  al., 2013, 
Szanton et al., 2014). Additionally, upon receiving GBGB 
after the 4-month follow-up, wait-list control group par-
ticipants showed similar benefits at 8 months as the initial 
treatment group; and the initial treatment group sustained 
benefits afforded at 4 to 8 months (Gitlin et al., 2013).

Given these positive outcomes, we sought to under-
stand the delivery of GBGB and participant receptivity and 
posed four descriptive questions: (a) What was the dose 
(number of treatment sessions) and intensity (time spent) 
delivered for GBGB overall and for each of its treatment 
components? (b) Were participants receptive to each treat-
ment component and engaged in treatment? (c) Were par-
ticipants satisfied with GBGB and did they perceive it as 
beneficial? and (d) Was dose and intensity associated with 
reductions in depression scores?

Our study was guided conceptually by Normalization 
Process Theory (NPT; Murray, et al., 2010). NPT identifies 
four factors that can affect replication which should be con-
sidered when evaluating the characteristics of an interven-
tion. One factor, “coherence” or “sense-making,” refers to 
whether interventionists understand and value the interven-
tion such that it is delivered as intended; here we used as an 
indicator the dose and intensity by which treatment com-
ponents were delivered (e.g., did all participants receive the 
intended treatment components?). A second factor, “cogni-
tive participation,” refers to whether participants consider 
the program a good idea. Here we consider the level of par-
ticipant engagement in each session as perceived by inter-
ventionists as well as participant ratings of their satisfaction 
with the program. The third factor, “collective work,” or 
how the program affects agency staff and work flow was 
not directly evaluated in this study. The fourth considera-
tion, “reflexive monitoring,” refers to how users perceive the 
program overall. For this we evaluated whether participants 
perceived benefits to the program and if greater participa-
tion was associated with better depression outcomes.

Methods
Study Sample and Procedures
As reported elsewhere (Gitlin, 2014; Gitlin et  al., 2013), 
participants reflected a convenience sample. Recruitment 
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sources included a short-term in-home support program 
for medically compromised individuals served by the par-
ticipating senior center, the community at-large using media 
announcements and presentations at local events and social 
agencies. The 208 African Americans enrolled in the trial 
were aged 55 years or older, English speaking, cognitively 
intact Mini-Mental State Examination (MMSE > 24), and 
scored ≥5 on the Patient Health Questionnaire (PHQ-9), a 
measure of depressive symptoms, on two sequential testing 
occasions over 2 weeks. Individuals with a history of seri-
ous mental illness, life-limiting illnesses, enrolled in another 
depression trial, or living in assisted living or nursing home 
facilities were ineligible. Antidepressant medication use 
did not preclude study participation. Those eligible and 
willing to participate in the trial provided written consent 
using an approved Institutional Review Board (IRB) form, 
completed a baseline home interview, were randomized to 
receive GBGB program immediately (treatment condition) 
or 4-months later (wait-list control), and were reassessed 
at 4 and 8 months at home using the same interview bat-
tery conducted by assessors masked to participant group 
allocation.

At 4 months, the wait-list control group received GBGB 
in its entirety.

Data for this study included three sources. First, follow-
ing each treatment session, interventionists documented 
time spent in intervention (dose/intensity), the treatment 
components implemented and time spent on each, and level 
of participant engagement. Second, baseline sample charac-
teristics and 4- and 8-month depression severity outcomes 
were obtained by blinded interviewers. Third, a telephone 
survey conducted 2 weeks after the final 8-month interview 
by a staff member not previously involved in the study was 
conducted to obtain participants’ perceptions of program 
benefits and satisfaction.

Intervention

GBGB was based upon a broad social ecological and 
behavioral understanding of depression which suggests 
that situational factors may provide low levels of positive 
reinforcement and minimal control, and negatively affect 
mood. GBGB sought to help individuals break a negative 
behavior-mood cycle by providing strategies to enhance 
control over behavior event-contingencies, mitigate nega-
tive environmental circumstances (e.g., difficulty traveling 
to physician’s office, finance strain) infringing on mood 
and participation in positive activities, identify personal 
activity goals and achievable steps to accomplish them, 
and reengage participants in activities that provide positive 
feedback, reinforcement, and pleasant experiences. Each 
treatment component supports the other with the overarch-
ing goal to help participants become behaviorally activated 
to break the behavior-mood cycle. There is strong empirical 
support for activation techniques (Cuijpers, van Straten, & 
Warmerdam, 2007) with component analyses suggesting 

that this approach performs equally well with and inde-
pendent of cognitive therapies (Jacobson et al., 1996).

GBGB was delivered by licensed social workers and 
involved up to ten 1-hr home sessions over 4  months. 
Sessions included five treatment components tailored to 
individual needs: care management, referral and linkage, 
stress reduction techniques, education in depression knowl-
edge and symptom detection/management, and a simpli-
fied behavioral activation strategy (Agarwal, Hamilton, 
Crandell, & Moore, 2010; Cooper et  al., 2003; Hopko, 
Lejuez, Ruggiero, & Eifert, 2003). Interventionists began 
by building rapport and conducting a needs assessment 
followed by enactment of a care plan to address unmet 
needs and including referrals and linkages. Ongoing edu-
cation was provided about depression, treatment options, 
how to talk to doctors and those of a different race or cul-
ture about symptoms, how to recognize one’s symptoms, 
and manage symptoms through activity engagement. Also 
provided was education about chronic stress and instruc-
tion in simple stress reduction techniques such as deep 
breathing, listening to music or simple counting. Finally, 
although there are various approaches to behavioral acti-
vation (Manos, Kanter, & Busch, 2010), we used a three-
step process; interventionists worked with participants to 
identify their daily routines and activities and associated 
moods, identify pleasant activities that the participant does 
or does not do but would like to, and to identify an activ-
ity the participant would like to do and the specific steps 
to achieve it (Quijano et al., 2007). Participants were then 
encouraged to introduce pleasant activities in their daily 
routines, to be sensitive to their mood throughout the day, 
and work towards accomplishing small steps to reach their 
activity goal. Participants in need of further counseling, 
psychotherapy, or other depression treatments were also 
referred to other mental health services.

Sessions were spaced to allow opportunities for partici-
pants to follow-up with recommendations, referrals, and 
enactment of activity goals. We anticipated that care man-
agement and behavioral activation would occur in most 
treatment sessions with the other treatment components 
being provided more up front (sessions 1–4) and then briefly 
reinforced in subsequent treatment sessions. We reasoned 
a priori that a minimum of three sessions were needed to 
receive minimum exposure to each of the five treatment 
components.

Of six interventionists, one delivered the intervention 
to 5 participants, 1 to 9 participants, 1 to 22 participants,  
1 to 24 participants, 1 to 57 participants, and 1 to 64 par-
ticipants. Each interventionist stayed with a participant 
for duration of the intervention. Fidelity was monitored 
through audiotaping randomly selected sessions, which 
were subsequently listened to by the investigative team and 
rated using investigator-designed monitoring forms, group 
case presentation sessions and troubleshooting, one-on-one 
supervision in which documentation was reviewed, and 
direct observation of randomly selected sessions.
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Measures

Basic background characteristics included: age, sex, mari-
tal status, number of current health conditions, and finan-
cial difficulties (0 = not at all to 3 = very much). The main 
trial outcome was depression severity as measured by the 
PHQ-9, a brief, psychometrically sound 9-item self-report 
measure (Kroenke, Spitzer, & Williams, 2001). A  total 
severity score was calculated by summing responses across 
nine items rated as occurring not at all (0), several days 
(1), more than half the days (2), or nearly every day (3). 
Possible scores ranged from 0 to 27 with higher scores indi-
cating greater severity (Cronbach’s α = .78 for sample).

Dose and Intensity: During and immediately following 
each session, interventionists documented the delivery of 
each session including start and stop times, which treat-
ment components were delivered, and amount of time 
spent on those components delivered. Summary indices 
were developed as follows: (a) total number of sessions 
conducted (dose); (b) total time spent in all sessions (inten-
sity); (c) number of sessions in which each treatment com-
ponent was introduced; and (d) time spent (intensity) on 
each component across sessions in which it was delivered.

Participant Receptivity to Treatment Components and 
Overall Engagement: For each treatment component deliv-
ered in a session, interventionists recorded their perceptions 
of participants’ receptivity (0 = not at all to 3 = very much). 
Summary scores for receptivity of each treatment compo-
nent were derived that reflected the average score across 
those sessions in which the component was provided.

Also, interventionists were asked to rate the level of engage-
ment of participants following the completion of each session 
using four items rated from 0 = not at all to 3 = very much. 
Items included the extent to which the: participant made 
interventionist feel welcomed and sought to continue partici-
pation; participant demonstrated engagement in session; par-
ticipant indicated session was useful; and participant’s mood 
appeared better. The derived engagement index reflected the 
mean of each item across completed treatment sessions.

Participant Satisfaction and Perceived Benefits: Following 
the 8-month interview, a brief investigator-developed tel-
ephone survey modeled after evaluations used in other trials 
was conducted (Gitlin, Winter, Dennis, Hodgson, & Hauck, 
2010). The survey included two areas: (a) satisfaction with 
study, consisting of five items (yes/no) and (b) perceived ben-
efits consisting of nine items (1 = not at all to 3 = very much). 
Each item was examined separately (see Table 3 for items).

Statistical Analyses

Descriptive data included sociodemographic characteristics, 
dose and intensity, participant receptivity and engagement 
level, and participant satisfaction and perceived benefit.

Summary statistics were presented as means (SD) and as 
frequencies for categorical data.

Initial treatment and wait-list control group partici-
pant’s characteristics were compared using chi-square for 

categorical variables and t tests for continuous variables. 
Exploratory analyses were performed to evaluate whether 
greater exposure to treatment (e.g., more sessions and time 
spent in intervention) were associated with lower depressive 
symptoms scores at follow-up. Separate fixed-effects mod-
els with change in PHQ-9 score (baseline minus 4-month 
PHQ-9 scores for initial treatment group; 4-month minus 
8-month PHQ-9 scores for wait-list control group) as the 
dependent variable and either number of sessions or total 
time in intervention as the independent variable were fit. 
Statistical significance was based on a value of p < .05.

Results

Sample Characteristics
Of 208 study participants, documentation of treatment ses-
sions by interventionists was available for 181 (87.0%). 
A comparison of those with treatment data and those with-
out (n = 27) revealed no differences except for one: more 
men had less treatment data available (22%) than women 
(10%; χ2 = 4.3, p = .037). Missing documentation was due 
to loss-to-follow-up.

Participants were on average 69.6 (SD  =  8.8) years 
old. Most were female (80.7%), not married (86.7%), 
not working (90.6%), and indicated financial strain 
(65.8%). Participants had an average of 6.4 health con-
ditions and scored in the moderate range of depressive 
symptomatology (mean  =  13.0, SD  =  4.9). Less than a 
third were on antidepressant (n  =  38, 21.1%) or anti-
anxiety (n = 32, 17.9%) medications. There were no sta-
tistically significant differences at baseline between initial 
treatment and wait-list control groups on background 
characteristics except for living arrangement. More con-
trol group participants lived alone than in the treatment 
group. (Table 1)

Dose and Intensity for Intervention Overall and 
Treatment Components

Of 181 participants, 91.2% (n = 165) had three or more 
treatment sessions (e.g, .8% (n = 16) had less than 3 ses-
sions. Participants had on average 8.1 sessions (SD = 2.6) 
for an average of 65.4 min (SD  =  18.3) each. Behavioral 
activation and care management were provided in an aver-
age of six sessions at an average duration of 17.9 and 
22.2 min per session respectively. Stress reduction and 
depression education/symptom recognition were provided 
in an average of four sessions for an average of 7.34 and 
6.18 min per session respectively; lastly, referral and linkage 
was provided in an average of three sessions, for an average 
of 5.41 min (Table 2).

Figure  1 shows the percentage of participants who 
received a given treatment component at any one session. 
All components were introduced for most participants in 
session one with behavioral activation and care manage-
ment occurring for most participants in subsequent sessions, 
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with a slight decline in the inclusion of the other three com-
ponents each subsequent session as was anticipated in the 
design of GBGB. Each treatment component was provided 
to at least a quarter of the sample at any one session sug-
gesting that although all participants received each com-
ponent, their delivery in each session unfolded slightly 
differently based on participant need as was intended.

Participant Receptivity to Treatment Components 
and Overall Engagement

Each treatment component was rated by intervention-
ists to be on average moderately to very well received by 
participants (Table 2). Interventionists also perceived that 

participants made them feel very welcomed and were very 
engaged in each treatment session. With each subsequent 
session, interventionists perceived that participants moved 
from viewing treatment sessions from “a little” to “moder-
ately” useful. Similarly, on each subsequent session, interven-
tionists viewed participants’ mood as improving (Figure 2).

Participant Satisfaction and Perceived Benefits

All participants believed they were treated respectfully 
in the study; all but one (99.3%) believed the study was 
clearly explained; 96.6% believed the study did not require 
too much work or effort, 96.0% would recommend GBGB 
to others in a similar situation; and 85.4% indicated the 

Table 1.  Baseline Characteristics of Study Participants With Delivery Treatment Data (N = 181)

Demographics Control (n = 82) Treatment (n = 99) Total (N = 181) Min–Max χ2 t p

Gender (%) 0.1048 .746
  Male 15 (18.3) 20 (20.2) 35 (19.3)
  Female 67 (81.7) 79 (79.8) 146 (80.7)
  Age (M, SD)a 70.1 (8.8) 69.3 (8.9) 69.6 (8.8) 55.6–96.1 0.60 .550
Financial difficulty (%) 5.7809 .123
  Not difficult at all 23 (28.1) 15 (15.2) 38 (21.0)
  Not very difficult 9 (11.0) 15 (15.2) 24 (13.3)
  Somewhat difficult 31 (37.8) 36 (36.4) 67 (37.0)
  Very difficult 19 (23.2) 33 (33.3) 52 (28.7)
Employment status (%) 5.7916 .016
  Unemployed 79 (96.3) 85 (85.9) 164 (90.6)
  Employed 3 (3.7) 14 (14.1) 17 (9.4)
aN = 180
Marital status (%) 1.6000 .206
  Not married 74 (90.2) 83 (83.8) 157 (86.7)
  Married/living as married 8 (9.8) 16 (16.2) 24 (13.3)
Education (%) 2.2256 .329
  <HS 17 (20.7) 19 (19.2) 36 (19.9)
  HS 28 (34.2) 25 (25.3) 53 (29.3)
  >HS 37 (45.1) 55 (55.6) 92 (50.8)
Living arrangement (%) 9.7151 .002
  Alone 57 (69.5) 46 (46.5) 103 (56.9)
  With others 25 (30.5) 53 (53.5) 78 (43.1)
Recruitment source (%)a 0.5502 .458
  IHSP 21 (25.6) 30 (30.6) 51 (28.3)
  Other 61 (74.4) 68 (69.4) 129 (71.7)
Number of health conditions (M, SD) 6.4 (3.2) 6.4 (2.8) 6.4 (3.0) 0–19 0.04 .971
Medications (%)
  Depression medicationa 15 (18.5) 23 (23.2) 38 (21.1) 0.5944 .441
  Anxiety medicationb 14 (17.3) 18 (18.4) 32 (17.9) 0.0355 .851
Depression level (PHQ-9; %) 0.9397 .815
  Minimal/no depression (0–4) 0 (0.0) 0 (0.0) 0 (0.0)
  Mild depression (5–9) 24 (29.3) 29 (29.3) 53 (29.3)
  Moderate depression (10–14) 29 (35.4) 34 (34.3) 63 (34.8)
  Moderately severe depression (15–19) 21 (25.6) 22 (22.2) 43 (23.8)
  Severe depression (≥20) 8 (9.8) 14 (14.1) 22 (12.2)
PHQ-9 (M, SD) 12.8 (4.7) 13.1 (5.1) 13.0 (5.0) 5–25 -0.41 .683

Note: PHQ = Patient Health Questionnaire. 
aN = 180. 
bN = 179.
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interventionist helped to identify meaningful activities, 
indicators of high program satisfaction.

Most participants expressed the highest level (“a great 
deal”) of benefit from the program (73.3%), as well as for 
obtaining a better understanding of depression (64.0%), 
better understanding of what to do when distressed 
(65.3%), confidence managing distress (58.0%), better 

ability to discuss feelings of sadness with health profession-
als (53.6%), better management of stress (49.7%), better 
ability to identify activities to improve mood (53.6%), and 
that those activities resulted in improved mood (65.9%). 
Referral and linkage appeared to be the weakest enacted 
treatment component such that only 33.1% indicated that 
GBGB helped them make connections with needed com-
munity resources “a great deal” (Table 3).

Relationship of Dose and Intensity to Depression 
Outcomes

We also examined the relationship between the number 
of sessions and time spent in intervention to depression 
scores (4 months for initial treatment group, 8 months for 
wait-list control group). Change in PHQ-9 as a function of 
the number of sessions (dose) was −0.41 units per session 
(95% CI of −0.75 to −0.06), with t = −2.33 (p =  .021). 
This suggests that each completed session resulted in an 
estimated effect of decreasing a participant’s PHQ-9 score 
by about 0.4 points. Change in PHQ-9 score as a function 
of total hours (intensity) was −0.31 units per hour (95% 
CI of −0.57 to −0.06), with t  =  −2.43 (p  =  .016). This 
suggests that for each added hour of treatment, there was 
an estimated mean decrease in PHQ-9 score of about 0.3 
points. These are consistent with session length targeted 
for about 1 hr.

Discussion
This study continues to build evidence for GBGB and its 
implementation potential. GBGB provided care manage-
ment and referrals and linkages to address modifiable situ-
ational stressors, training in stress reduction techniques to 
manage state anxiety, knowledge about depression and how 
to recognize symptoms, and activation strategies to reen-
gage in self-identified activity goals and modulate mood.

Findings suggest high implementation potential using 
NPT indicators. As to “coherence,” participants received 
each treatment component with greater dose and inten-
sity devoted to care management and behavioral activa-
tion as intended. As the average number of sessions were 
eight of 10, it is possible that GBGB could be shortened, 
saving costs without compromising outcomes. The average 

Table 2.  Number of Sessions, Time in Minutes per Treatment Component and Receptivity

Treatment component Mean no. of sessions (SD) Mean time in minutes (SD) Mean receptivity (SD)

Care management 5.75 (3.13) 22.19 (14.61) 2.36 (0.51)
Referral and linkage 3.43 (2.19) 5.41 (4.83) 1.99 (0.79)
Stress reduction 4.27 (2.87) 7.34 (4.10) 2.19 (0.66)
Behavioral activation 6.25 (3.07) 17.90 (7.66) 2.25 (0.57)
Depression education 3.74 (2.42) 6.18 (3.43) 2.03 (0.71)

Note: N for mean number of sessions is 181 for all treatment components. For mean time in minutes per session, N = 180 for Care Management and Depression 
Education, N = 174 for Referral and Linkage and Behavioral Activation, and N = 164 for Stress Reduction. Mean time in minutes per session was calculated based 
on subjects with at least one session in the respective component.

Figure 2.  Mean values of participant engagement rated by intervention-
ists for each treatment session (N = 181). Note: Session 1, N = 180 except 
for less depressed item in which N = 174; Session 2, N = 173 except for 
less depressed item in which N = 172; Session 3, N = 164; Session 4, 
N = 147 except for useful and depression item in which N = 148; Session 
5, N = 138; Session 6, N = 125; Session 7, N = 115; Session 8, N = 91; 
Session 9, N = 79; and Session 10, N = 60.

Figure  1.  Percent of participants receiving a given treatment compo-
nent by session number. Note: CM  =  care management; SR  =  stress 
reduction; RL  =  referral and linkage; Deped  =  depression education/
symptom reduction; BA = behavioral activation.
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number of sessions and time spent for each treatment 
component in this study also provides guidance for future 
implementation. For example, an average of four of 10 ses-
sions included stress reduction with each session averaging 
only 7 min to this component.

“Cognitive participation” also appeared to be strong: 
interventionists reported participants welcomed them, an 
indicator of obtaining a positive therapeutic alliance, and 
that participant engagement levels increased each subse-
quent session. Furthermore, participants reported high sat-
isfaction with the program overall.

As to “reflexive monitoring,” most participants reported 
a great deal of benefit from each of the five treatment com-
ponents, except for referral and linkage with only about 
a third finding it helpful. Finally, exploratory analyses 
revealed that more exposure to treatment was associated 
with better depression outcomes; that is, more sessions 
and time spent in intervention were associated with greater 
reductions in depression severity.

Testimonies from study participants further demonstrated 
that participants were able to clearly articulate derived ben-
efits and also link benefits to specific program components. 
For example, Mr. L (age 80) indicated “I never realized I was 
depressed and learned a great deal about depression. I have a 
new outlook on life and think more positively about things,” 
reflecting the value to him of the depression education and 
symptom recognition component of the intervention. Ms. J 
(age 61) stated, “You not only helped me to recognize that 
I had symptoms of depression and that having those feelings 
was a problem, but how to get myself out of it,” reflecting 
the value of the behavioral activation component. Mr. B (age 
75) indicated, “I have a positive outlook for the future, have 
become more active, and my self-esteem has improved,” 
highlighting the multiple benefits derived from the program.

Taken together, these findings suggest that GBGB has 
high implementation potential: it was delivered as intended, 
highly acceptable, and perceived as beneficial as observed 
by interventionists and reported by participants.

Table 3.  Participant Evaluation of Get Busy Get Better Program

Item N
Yes
% (N)

No
% (N)

A. Satisfaction with Study
 � 1. Was program clearly explained to you from the time we first contacted 

you?
151 99.3% (150) 0.7% (1)

 � 2. Do you feel that you were treated with proper respect during the course 
of this program?

151 100.0% (151) 0.0% (0)

 � 3. Did the social worker help develop activities that were important to 
you?

151 85.4% (129) 14.6% (22)

  4. Did the program require too much work or effort? 151 4.0% (6) 96.0% (145)
  5. Would you recommend this program to others in similar situations? 150 96.0% (144) 4.0% (6)

Item N Not at all Some A great deal

B. Perceived Benefits
 � 1. Overall, how much do you think you benefited from participation in 

this program?
150 0.7% (1) 26.0% (39) 73.3% (110)

 � 2. How much did participation in the program help you better understand 
feelings of sadness or distress you may have been experiencing?

150 2.7% (4) 33.3% (50) 64% (96)

 � 3. How much did participation in the program help you better understand 
what you can do when you have feelings of sadness or distress?

150 4.0% (6) 30.7% (46) 65.3% (98)

 � 4. How much did participation in this program help you feel more confi-
dent in dealing with your feelings of sadness or distress?

151 5.3% (8) 37.1% (56) 58.0% (87)

 � 5. How much did participation in the program help make connections for 
you with community resources to help with concerns such as transporta-
tion, housing, and finances?

151 23.8% (36) 43.1% (65) 33.1% (50)

 � 6. How much did participation in the program enhance your ability to 
discuss feelings of sadness or distress with your doctor or therapist or 
counselor?

151 9.9% (15) 36.4% (55) 53.6% (81)

 � 7. How much did participation in the program help manage feelings of 
stress?

151 6.6% (10) 43.7% (66) 49.7% (75)

 � 8. How much did participation in the program help you identify activities 
to improve your mood?

151 8.0% (12) 38.4% (58) 53.6% (81)

  9. How helpful were those activities in improving your mood? 129 3.9% (5) 30.2% (39) 65.9% (85)

Note: Values are % (n).
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Why is GBGB acceptable to study participants? 
Acceptability may have been enhanced by participation of 
the senior center in both screening on-site and delivery of 
GBGB in homes. The senior center is a highly trusted com-
munity-based agency providing services to over 6,000 indi-
viduals, most of whom are African American. Another reason 
may be that sessions occurred in homes. Although adding 
cost, this may minimize stigma, reduce challenges includ-
ing transportation to clinical settings, and enhance willing-
ness to participate (Pizzi et al., 2014). A survey of 153 older 
African Americans (25% with depression) found that 74.8% 
endorsed the home as a preferred setting for mental health 
services although most also endorsed physician and therapist 
offices as well (Gitlin, Chernett, Dennis, & Hauck, 2012). 
It also cannot be discounted that our approach was well 
received due to factors that were not measured. For example, 
a strong therapeutic alliance, active listening, acknowledge-
ment of a person’s challenges, and providing hope could also 
have been active ingredients as in other therapeutic programs 
(Marmar, Gaston, Gallagher, & Thompson, 1989).

As no studies to our knowledge have reported delivery 
characteristics for home-based depression programs target-
ing African Americans (Gitlin, 2014), it is not possible to 
compare our findings to others. In Healthy IDEAS, the pri-
mary intervention informing GBGB, only 19 (20%) of 94 
participants were African American and a different delivery 
approach was used. Case managers screened for depres-
sion and then offered the 94 cases with symptoms differ-
ent treatment elements based on their need and willingness 
to participate. Of the 94, 81 (86.2%) received depression 
education, 53 (56.4%) received referrals and linkages and 
42 (44.7%) received behavioral activation (Casado et al., 
2008). Those who chose to participate reported reduced 
depressive symptoms; however, Healthy IDEAS was not 
tested in a clinical trial (Quijano et al., 2007). Also, case 
managers reported many clients’ refused to engage in the 
intervention overall and in its different treatment compo-
nents as evidenced by the varying levels of participation. 
This was especially the case for African American partici-
pants (Casado et al., 2008). In contrast, as shown in this 
study, all participants were exposed to all treatment com-
ponents including behavioral activation and were moder-
ately to highly receptive to each. We attribute the high level 
of participation in part to the senior center’s participation 
as a full study partner. Also, we separated screening activi-
ties, conducted by the senior center’s case managers, from 
treatment delivery activities, conducted by mental health 
professionals who were comfortable with and had the skills 
to deliver each treatment component.

A few study limitations should be noted. Interventionists 
rated participant engagement levels without independent 
confirmation of their ratings. As they were aware of the 
importance of keeping participants engaged and developing 
a positive therapeutic alliance, their ratings may be biased. 
Nevertheless, obtaining the interventionists’ perspective 
is one important source of insight as to how participants 

engaged. Also, as the PHQ-9 was administered at pre- and 
post-testing, only simple modeling was possible to detect a 
general linear trend between dose and intensity and depres-
sion outcomes. We were unable to determine at which ses-
sion or time point improvements stopped occurring.

Implementation and Sustainability

Building the capacity of senior center staff nationally to 
systematically assess and then offer treatments such as 
GBGB in the homes of those they serve could have impor-
tant benefits both for staff, by improving their knowledge 
and skills, and the community, by addressing unmet mental 
health needs. As supporting positive mental health is the 
expressed mission of senior centers, GBGB squarely fits 
within their mission.

Nevertheless, financial viability, sustainability, and staff 
training needs present as significant challenges for imple-
menting and sustaining GBGB in senior centers or other 
community-based agencies. As there are no clear payment 
mechanisms to support the delivery of GBGB, rebudgeting 
of already tight budgets and the need to establish new work 
flows with possibly more skilled staff than senior centers 
have available, may make the program out-of-reach for 
some community-based centers. How the program affects 
the work of agency staff, the NPT factor of “collective 
work” that we did not evaluate in this study, needs care-
ful consideration in this regard. As most senior centers or 
community-based agencies do not currently have capacity 
to engage in depression care, GBGB would require a modi-
fication of work practices and flow. Changes might need to 
include the establishment of screening, referral, and follow-
up mechanisms and procedures, and protocols for handling 
suicidal ideation and major depression. Mechanisms for 
providing ongoing and booster staff training of case man-
agers and intake coordinators would be critical to assure 
sustainability of depression detection and referral to the 
home program.

Although we tested GBGB with interventionists who 
were master’s degree social workers, with the right super-
visory structure, we believe the program could be delivered 
by other health professionals such as nurses, occupational 
therapists, counselors, psychologists, or public health edu-
cators who may (or may not) be more available to senior 
centers.

Also, although we tested GBGB in the home, it may 
be possible to provide some if not all sessions on-site at 
a senior center. This would reduce the need to travel and 
associated costs, which represent the most costly aspect 
of its delivery (Pizzi et  al., 2014). Nevertheless, assur-
ing participant receptivity to engaging in some or all 
sessions on-site at a senior center or community agency 
needs careful evaluation. In the survey of 153 African 
Americans discussed earlier, less than half (48.3%) indi-
cated they would favor receiving depression care on-site 
in a senior center.
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As senior centers address a wide range of needs of older 
adults and tend to offer varied programs, attending to depres-
sion detection and treatment in a focused, skilled, and evi-
dentiary-based approach may compete with other priorities 
and programmatic needs of the communities served. Such 
competing demands without a funding stream for depression 
care threaten the implementation potential of GBGB.

As to funding support for this approach, the Mental 
Health Parity Act of 2008 requires insurers to apply ben-
efits to cover mental health disorders similar to other 
medical benefits. However, most senior centers and com-
munity-based agencies are not set up to participate in the 
delivery of Medicare-supported services. Partnering with 
Accountable Care Organizations may provide a unique 
opportunity for long-term viability of its delivery to a 
growing aging population that remains undertreated and 
underserved in mental health care.

Yet another challenge for sustainability concerns refer-
ral. As depression care (detection and treatment) chiefly 
resides in primary care, the integration of community-
based agencies in mental health care is challenging. The 
U.S.  health care system lacks an adequate infrastructure 
to support referrals and payment for nonpharmacological 
depression care (Bodenheimer, 2008).

Finally, although GBGB was tested using clinical trial 
methodology, evaluations with larger numbers and older 
adults from other race and ethnic groups would be impor-
tant to widen its potential reach, impact and generalizabil-
ity to other populations. The GBGB approach may resonate 
with other populations and for those in which cognitive and 
problem-solving therapies may not be as effective or pre-
ferred. There are also unknowns that would be important to 
address in future research; it is not clear whether participants 
need booster sessions after eight months and whether activa-
tion is continued independently and if so, for how long.

In conclusion, GBGB offers senior centers and other com-
munity agencies a promising nonpharmacological approach 
that appeals to and benefits older African Americans and 
which has been rigorously evaluated. While replication with 
other communities and diverse race/ethnic groups is impor-
tant, the evidence to date supports moving forward with 
integrating its delivery by community-based agencies and 
solving its implementation and sustainability challenges.
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