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Abstract

Objective: To describe our modification of Behavioral Activation to address social isolation and 

loneliness: Brief Behavioral Activation for Improving Social Connectedness. Our recent 

randomized clinical trial demonstrated the effectiveness of the intervention, compared to friendly 

visit, in alleviating loneliness, reducing depressive symptoms, and increasing social connectedness 

with lonely homebound older adults receiving home-delivered meals.

Methods: We modified the Brief Behavioral Activation Treatment for Depression to address 

social isolation and loneliness by addressing each of its key elements: Psychoeducation; 

intervention rationale; exploration of life areas, values and activities; and activity monitoring and 

planning. The intervention consisted of 6 weekly sessions, up to 1 hour each. Interventionists were 

bachelor’s-level individuals without formal clinical training who participated in an initial one-day 

training as well as ongoing supervision by psychologists and social workers trained in BA 

throughout the study delivery period.

Results: We provide three case examples of participants enrolled in our study and describe how 

the intervention was applied to each of them.

Conclusions: Our preliminary research suggests that Behavioral Activation modified to address 

social connectedness in homebound older adults improves both social isolation and loneliness. 

This intervention has potential for scalability in programs that already serve homebound older 

adults. Further research is needed to solidify the clinical evidence base, replicate training and 

Send correspondence and reprint requests to Renee Pepin, Ph.D., Geisel School of Medicine at Dartmouth and Dartmouth-Hitchcock 
Health, 46 Centerra Parkway, HB7250, Lebanon, NH 03766. renee.l.pepin@dartmouth.edu.
Author Contributions
Each of the authors made a substantial contribution to the study conception (Pepin, Choi, Bruce), design (Pepin, Choi, Bruce), data 
acquisition (Pepin, Stevens, Feeney, Choi, Bruce); all authors made a significant contribution to the interpretation of data and to 
drafting and revising the work critically for important intellectual content. All authors gave final approval of the version to be 
published and agreed to be accountable for all aspects of the work in ensuring that questions related to the accuracy or integrity of any 
part of the work are appropriately investigated and resolved.

Approvals
The study was approved by the Institutional Review Boards of University of Texas at Austin and Dartmouth College; 
ClinicalTrials.gov Identifier: NCT04131790

Conflict of Interest
No disclosures to report for any author.

HHS Public Access
Author manuscript
Am J Geriatr Psychiatry. Author manuscript; available in PMC 2022 August 01.

Published in final edited form as:
Am J Geriatr Psychiatry. 2021 August ; 29(8): 761–770. doi:10.1016/j.jagp.2020.09.004.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

http://ClinicalTrials.gov
https://clinicaltrials.gov/ct2/show/NCT04131790


supervision procedures, and demonstrate the sustainability of Brief Behavioral Activation for 
Improving Social Connectedness for homebound and other older adults.
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INTRODUCTION

Social isolation and loneliness, objective and subjective indicators of lack of social support 

and interaction, are pervasive among US older adults,1,2 and their detrimental health effects 

have been well documented.3–9 Social distancing requirements of the COVID-19 pandemic 

have exacerbated these problems. The prevalence and deleterious health effects of social 

isolation and loneliness are especially notable among homebound older adults given their 

limited social engagement and activities due to their health conditions and mobility 

impairment.10,11 For low-income homebound older adults, lack of financial resources and 

transportation also pose significant barriers to maintaining social connectedness.12

Our recent randomized clinical trial demonstrated the effectiveness of Brief Behavioral 
Activation for Improving Social Connectedness (BBAISC) in alleviating loneliness, 

increasing social connectedness, and reducing depressive symptoms with lonely homebound 

older adults. BBAISC was delivered using tele-conferencing by lay counselors and 

compared to tele-conferenced friendly visits. Study participants were recruited from home-

delivered meals programs of aging services agencies in Central Texas (urban) and New 

Hampshire (rural)13.

In this report, we provide more information about BBAISC, including how we modified 

traditional Behavioral Activation (BA) to tackle social isolation and loneliness. Our decision 

to target social connectedness was prompted by directors of several aging services agencies 

who identified loneliness as a predominate problem for their home-delivered meal clients. 

Research indicating the lack of effective interventions for social isolation9 prompted our 

development of BBAISC. Our approach took into account potential scalability, including the 

use in home-delivered meals (HDM) programs, also known as “Meals on Wheels.” HDM 

programs are the most widely available community-based services to meet the nutritional 

needs of 2.4 million homebound adults aged 60+.14 Although a large proportion of 5,000+ 

HDM programs focus on meal delivery, increasing numbers of these programs have begun to 

incorporate other services to meet homebound older adults’ independent living needs.

Example of HDM Participant Experiencing Social Isolation and Loneliness

Ms. N. is an 80-year-old, divorced, White woman living alone in rural New Hampshire 

(NH). Her medical conditions include arthritis, emphysema, and Ileostomy as well as a 

history of cancer. She started receiving HDM after her mobility was restricted due to 

medical events. Ms. N recently moved from an urban neighborhood to this rural and isolated 

location to be near her daughter and granddaughter. She has occasional contact with her 

daughter, but not as much as she would like. Prior to moving, Ms. N. had access to an array 

of enjoyable activities just outside her doorstep and frequently interacted with the people in 
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her neighborhood. Now, living in a rural area, she says there is “nothing to do” and will go 

days without seeing another person. She says she is lonely and longs to spend time with 

other people. She wants to establish friendships but she feels overwhelmed and reports 

feeling anxious in social situations.

Homebound Status, Social Isolation, and Behavior

As exemplified by Mrs. N, HDM recipients are characterized by mobility limitations and 

other functional impairments that present challenges to continued engagement in rewarding 

activities related to important life areas and associated values. Disrupted engagement in 

important life areas and associated values often corresponds to an overall reduction in social 

contact, which may result in objective social isolation and/or feelings of loneliness. Some 

HDM recipients are unable to engage in activities that they once enjoyed due to functional 

limitations, for example, being unable to walk the dog following surgery. Others may stop 

engaging in rewarding activities when they are unable to do the activity the same way it had 

always been done, for example, ceasing to read to a grandchild when s/he moves away. 

Regardless of the reason the activity stops, the result is the same, decreased contact with the 

important values the activities represent. While many HDM recipients are able to adapt to 

their changing life context to find ways to stay connected and engaged, others experience 

more difficulty and may benefit from a structured, yet personalized, approach to increasing 

time for values-based activities. Changing behavior to align with values (with respect to 

important life areas) may involve identifying new activities, modifying familiar activities, 

and/or potentially stopping or reducing certain behaviors or activities that are values-

inconsistent.

Behavioral Activation for Depression

Behavioral Activation (BA) is an empirically supported, structured, typically 18–24 sessions 

long, psychotherapy for depression that aims to activate participants in specific ways that 

will increase engagement in rewarding activities.15,16 One version of BA, Brief Behavioral 

Activation Treatment for Depression (BATD-R), involves a shorter course of treatment, 

typically 8–15 sessions, and focuses specifically on fortifying participants’ problem-solving 

skills and providing structure and support to help participants define their values, that is, 

identify what matters the most to them with respect to important life areas, and increase 

engagement with values-based activities.17

A key behavioral feature of depression is the tendency to disengage from routines and 

activities and generally withdraw from one’s environment (i.e., “life context”) – this feature 

is termed “behavioral avoidance.” In the short-term, avoidance may act as a temporary mood 

improvement strategy by helping one to “escape” negative feeling states associated with 

certain routines, activities, or obligations. However, depressed mood may be exacerbated 

overtime due to the effects of avoidance on decreasing rewards and/or increasing stressors in 

one’s life context.15 Specifically, by disengaging from daily routines and withdrawing from 

one’s environment one simply has fewer opportunities to come in contact with pleasurable, 

masterful and/or values-aligned experiences (rewards) as part of daily living. Further, 

consequences incurred from neglected responsibilities or lack of participation in important 

life areas (social, occupational, financial, health, etc.) may cause more problems (stressors) 
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in one’s life context. These effects on rewards and stressors may in turn cause individuals to 

feel more alienated, ashamed, discouraged, hopeless, burdensome, and disconnected from 

valued-life areas. Feeling worse typically then promotes more avoidance – this is referred to 

in BA as the “downward spiral of depression,” see Figure 1.15–17

BA participants are encouraged to schedule and organize their day based on what is 

important or necessary (values-driven behaviors), rather than their current mood or feeling 

state.16 Overall, BA has three primary goals, which are informed by the behavioral 

conceptualization of depression detailed above18: 1) Increase engagement in mood-

enhancing behaviors (i.e., “rewarding,” values-aligned and/or pleasurable activities), 2) 

Decrease engagement in activities that maintain or increase depression, and 3) Solve 

problems that limit access to mood-enhancing behaviors, maintain or increase avoidance 

behaviors, or exacerbate stressors.15

BA interventionists are expected to follow guidelines (as described in intervention 

manuals16,17 ) to maintain session structure and uphold a particular “coach-like” counseling 

style. BA is an inherently patient-centered approach, and it is critical that the interventionist 

work collaboratively with participants to ensure that intervention is carefully tailored to 

address rewards and stressors within each individual life’s context, selecting activities based 

on their likelihood of having meaningful impacts on rewards and stressors for the individual.
16 Further, BA interventionists help participants examine their own behavior and its short 

and long-term impacts on mood through the use of therapeutic techniques such as 

“functional analysis” during sessions and activity planning and monitoring for homework 

between sessions.

Modifying Brief Behavioral Activation to Address Social Isolation and Loneliness

We modified BATD-R17 to address social isolation and loneliness by addressing each of the 

intervention’s key elements:

1. Psychoeducation: Our primary modifications were made in the first session, 

which emphasizes psychoeducation and overview of intervention rationale. We 

replaced psychoeducation regarding the context of depression and behavior with 

psychoeducation regarding the context of homebound status, social isolation/

loneliness, and associated changes in behavior.

2. BA intervention rationale: In BA for depression, the intervention rationale builds 

the concept that changing behavior (i.e., increasing values-based activities) 

changes the balance of rewards and stressors in one’s life context, which has 

resultant impacts on mood (i.e., decrease in depressive symptoms). For our study, 

we modified the intervention rationale to frame how changing behavior (i.e., 

increasing values-based activities) can positively impact social connectedness 

(i.e., improve social connectedness and reduce loneliness). However, the 

description of how the intervention works was not changed (i.e., increases in 

values-based activities increase opportunities for rewards, and decrease the 

amount and/or impact of stressors in one’s life context).
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3. Exploration of life areas, personally-identified values and activities: This element 

was not changed but followed naturally from the revised intervention rationale.

4. Activity monitoring and planning: We used simplified participant monitoring 

forms based on our previous experience delivering brief behavioral interventions 

to homebound older adults via tele-approaches19,20.

Brief Behavioral Activation for Improving Social Connectedness Intervention 
Structure—Brief Behavioral Activation for Improving Social Connectedness (BBAISC) 

consisted of 6 weekly sessions, up to 1 hour each, consistent with our previous experience 

delivering brief, evidence-based tele-interventions for HDM recipients20. Each session had 

homework assignments focused on activity monitoring and scheduling (See Table 1).

Training and Supervision—BBAISC interventionists were Bachelor’s Degree-level 

individuals without formal clinical training, but most had experience working in aging 

services (or with older adults). In preparation for delivering the intervention, they 

participated in a one-day training led by psychologists and social workers. The training that 

focused on the delivery of BBAISC and the context of social isolation and loneliness among 

older adults who receive HDM. The initial training had three main components: 1) 

Background on the context of HDM; 2) Background and conceptual framework for BA; and 

3) Instruction and practice in BBAISC delivery. Instruction and practice in BBAISC delivery 

included discussion of the intervention rationale, specific instructions regarding how to 

conduct each session, review of key tasks for maintaining fidelity, guidance regarding how 

to introduce and interpret participants’ homework, suggestions for how to address common 

problems that may arise during intervention delivery (e.g., homework noncompletion), and 

role playing.

Interventionists also participated in weekly supervision by psychologists or social workers 

for the duration of the intervention phase of the study. Supervision focused on reviewing 

recorded sessions, providing feedback to optimize fidelity, introducing/reinforcing 

counseling techniques, and problem-solving barriers to intervention delivery. All sessions 

were recorded and at least 25% were reviewed by the interventionist who conducted the 

session as well as a supervisor. Additionally, interventionists completed notes for each 

session documenting highlighted life areas/values, the activity tracking a participant reported 

in session and his or her activity planning for next session. As relevant, barriers and 

contextual factors that appeared to interfere with activity planning in-session and/or activity 

completion between sessions (homework) were documented in the note for reference. All of 

these actions allowed the team to monitor fidelity and reinforce essential skills in the 

delivery of BA while monitoring participant safety.

Toolkit/Participant Folders—Interventionists were provided a BBAISC training 

PowerPoint slide deck, a BBAISC fidelity checklist for each session, and a session note 

template to complete for each session. All participants were given a BBAISC Participant 

Folder which included handouts explaining key concepts, activity monitoring and planning 

forms, and all other homework assignments.
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Applying Brief Behavioral Activation for Improving Social Connectedness: Three Case 
Examples

We will now describe several cases of participants enrolled in our study and how the 

intervention was applied to each of them. These cases were selected because they exemplify 

loneliness risk exacerbated by circumstances often associated with late life and allow us to 

demonstrate how BBAISC was applied.

Ms. N—“Ms. N” , described above, was referred to our study by her HDM case worker 

when she screened positive for loneliness on the 3-item UCLA Loneliness Scale1 (people 

with scores of 6 or higher were eligible for our study) during her HDM eligibility 

assessment. Figure 2 illustrates how the BBAISC Interventionist worked with Ms. N to 

articulate her own values with respect to each important life area and to identify specific 

activities that align with each corresponding value and important life area. In general terms, 

Ms. N. wanted to meet new friends and become connected within her new community of 

people even though she felt anxious in social situations. She was aware of how she would 

like her life to be different and the types of activities she would like to do, but she was 

unsure about how to achieve her goals.

Ms. N identified relationships, spirituality, and health (i.e., remain active) as important life 

areas to focus on during the intervention. For example, she identified the value “to become 

connected in my new community,” which was related to the broader life area of 

“relationships.” To increase her contact with this value, the BBAISC Interventionist helped 

Ms. N to define goals and specify plans to start going to the library, attend prayer meetings, 

and volunteer at a local secondhand store. Throughout the intervention, Ms. N struggled 

with fatigue and exhaustion, particularly when engaging in new and socially interactive 

activities. Additionally, Ms. N contracted an infection that contributed to increased fatigue 

and limited participation in certain activities. In response to these difficulties, the BBAISC 

Interventionist reinforced the BA rationale for acting according to planned activities, rather 

than a temporary feeling or mood state. When our team checked back with Ms. N at the 12 

months follow-up assessment, she described her experience with BBAISC as learning 

“stepping stones” to help her get from one smaller goal to the next, somewhat larger goal. 

She was continuing to participate in many of the activities she had initiated during the 

intervention (e.g., volunteering, spending time with family, and walking). Compared to her 

baseline state, she reported significant improvement in feelings of loneliness and increased 

social connectedness, which was consistent with her performance on our primary outcome 

measures of social isolation and loneliness: the Duke Social Support Index21 and the 8-item 

PROMIS 22 Social Isolation Scale22.

Mrs. R—“Mrs. R” was a 78-year-old married, Hispanic woman, residing in a large city in 

TX. She was the sole caregiver for her husband who had mid-stage dementia and was 

homebound. Mrs. R used to be very social, but more recently spent most of her time 

engaged in caregiving activities that were extensive. Although she was herself mobile, Mrs. 

R was unable to leave the house because her husband required fulltime supervision. All their 

children and grandchildren were working or going to school full-time during weekdays, and 

Mrs. R did not want to burden them by asking help.
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Figure 3 illustrates of how the BBAISC Interventionist worked with Mrs. R. She had spent 

much of her life devoted to taking care of her children and husband and was quick to deflect 

conversations about herself to others in her life (e.g., husband). Her BBAISC Interventionist 

emphasized the importance of identifying personal values connected to important life areas 

and worked with Mrs. R to clarify what was important to her at this phase of her life. While 

Mrs. R was busy and much of her time was scheduled, she failed to engage in activities 

related to important values other than “being a supportive wife.” Once Mrs. R clarified her 

values and identified activities that were closely related with her values, she was successful 

in scheduling and actually completing these activities. During the intervention she increased 

her walking, church meeting attendance, and rekindled relationships with two church 

friends. Further, she explored aging service supports that would be able to help care for her 

husband so she could engage in other, non-caregiving activities.

Mrs. R’s overall trajectory of success started slowly but increased steadily. Along the way, 

Mrs. R struggled with many brief intrusions related to her husband’s needs or with 

ruminating over long-term, complex goals. Upon 12 months follow up, Mrs. R reported she 

had maintained gains. Notably, Mrs. R even organized a trip with her daughters and arranged 

for someone else to care for her husband while she was away, something she had not done in 

years.

Mr. C—“Mr. C” was a 74-year-old widowed, White man, and residing in a small NH town. 

While he denied clinically significant depressive symptoms on the PHQ-923, he reported 

feelings of hopelessness and felt he was a burden to his family and others. He appeared 

unkept. Mr. C lived in a large old house but was occupying only one cluttered room. Due to 

financial constraints, this was the only room he heated through the winter. Mr. C had little to 

no contact with others, either face to face or through computer/phone aside from one friend. 

At intervention outset, Mr. C was lonely and pained by his conflictual relationship with his 

son; however, he was resigned to his current situation. He explained that there were too 

many barriers to building relationships with his family due to his strained relationship with 

his son. He felt discouraged about building relationships outside his family because “who 

would want to spend time with me?” Mr. C also expressed a need to get more organized with 

his paperwork because of his healthcare needs and requests for documents.

Although Mr. C predicted that he would not be able to successfully increase his values 

aligned activities, throughout the intervention he consistently accomplished more than the 

tasks he scheduled. Figure 4 illustrates of how the BBAISC Interventionist worked with Mr. 

C. His interventionist utilized the BA framework to help him learn to set small, feasible 

goals (i.e., graded tasks) that were highly related to his values. He was able to accomplish 

numerous tasks that served to increase rewards, such as spending time with friends, and 

decrease stressors in his daily context, such as living in clutter. By the final intervention 

week, Mr. C’s room was redecorated, his papers were in order, he had declared a truce with 

his son, and he had a draft of a trust written up for his grandchildren. Upon 12 months 

follow up, Mr. C reported he had negotiated with his son to assist him in paying back taxes 

on his house; while he was still living in only one room of the house, it remained well kept, 

tidy, and free from clutter and paperwork.
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Conclusions

In this report, we described how we modified Behavioral Activation to work with older 

adults experiencing loneliness and social isolation. Previously in this journal, we 

demonstrated the effectiveness of Brief Behavioral Activation for Improving Social 
Connectedness, alleviating loneliness and increasing social connectedness with homebound 

older adults identified through home delivered meals services13. Being homebound may 

exacerbate the challenges of improving social connectedness. The intervention may also be 

useful in working with older adults who have greater mobility and functioning, but report 

loneliness or social isolation.

While social isolation and loneliness are not considered psychiatric conditions, numerous 

studies have documented their negative impact on quality of life, mental health, physical 

wellbeing and mortality. Thus, interventions that target social connectedness in older adults 

are relevant to both mental health practice and research. The public health significance of 

such interventions is further underscored by the Covid-19 pandemic and associated “social 

distancing” requirements that have increased both the prevalence of and public attention to 

the problems of social isolation in older adults. Social distancing requirements further 

exacerbate the challenges of delivering an activity scheduling intervention to older adults 

with functional impairment, limited mobility/transportation, and financial constraints.

Interventions that target social connectedness are relevant to depression prevention. People 

may become socially isolated for reasons unrelated to depression or behavioral avoidance 

patterns. However, the context of social isolation may increase vulnerability to depression 

through effects on rewards and stressors. For example, individuals who are socially isolated 

may have consequently fewer opportunities for socially-related rewards or less access to 

resources for managing current life stressors. Thus, BBAISC may function as a depression 

prevention intervention for socially isolated individuals or as a depression reduction 

intervention for socially isolated individuals who are also depressed.

Challenges

The use of lay providers offers opportunities for scalability, however, there may be 

challenges associated with this approach. While we found it was relatively easy to train these 

interventionists in the intervention components and fidelity requirements within a one-day 

training, they lacked the basic counseling skills (e.g., validation, redirection) one would 

obtain in a clinical degree program. Thus, it is essential that ongoing supervision focuses on 

introducing and reinforcing basic counseling skills. In terms of lay providers, the initial 

investment of training and supervision may be significant, however, after the first year they 

are likely to become more independent and require less frequent/intense supervision.

It can be challenging to deliver an activity scheduling intervention to older adults with 

functional impairment, limited mobility/transportation, and/or financial constraints. There is 

a balance between scheduling new activities, developing adaptations for familiar activities, 

and managing multiple, medical, functional, financial, and social limitations. Interventionists 

coach participants to discover values-aligned activities that are feasible for participants, even 

in situations where they experience disability, such as being wheelchair bound. In some 
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cases, participants report they have “given up” and are reluctant to try new activities or try 

new ways of doing familiar activities. This underscores the important role of supervision or 

consultation, depending on the experience of the interventionist, to ensure that 

interventionists are supported to deliver the intervention effectively with fidelity and to 

manage their potential experiences of burn-out and/or frustration.

Future Scalability

Given the widespread problem of social isolation among older adults, factors that increase 

the potential scalability of our intervention are noteworthy. The BBAISC intervention: 1) 

Builds on a well-established, evidence-based, and widespread behavioral intervention, and 

2) can be delivered by lay providers. Interventionists qualified to deliver BA for depression 

should easily pick up BA modified to target social connectedness. Lay providers can deliver 

the intervention with adequate training and ongoing support. In addition, based on our own 

experience, 3) The intervention screening, delivery and/or referral can be embedded 

successfully into routine services such as home delivered meal programs that serve at-risk 

older adults. Thus, BBAISC offers a scalable strategy for effectively enhancing social 

connectedness in isolated and lonely older adults.
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Figure 1. 
Downward spiral of depression adapted based on the BA conceptual model presented by 

Martell et al., (2013).
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Figure 2. 
Ms. N’s life areas, values, and corresponding activities generated while participating in Brief 

Behavioral Activation for Improving Social Connectedness
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Figure 3. 
Mrs. R’s life areas, values, and corresponding activities generated while participating in 

Brief Behavioral Activation for Improving Social Connectedness
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Figure 4. 
Mr. C’s life areas, values, and corresponding activities generated while participating in Brief 

Behavioral Activation for Improving Social Connectedness
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Table 1.

Modified BA Intervention to Reduce Social Isolation and Loneliness among Older Adults

Session Format Content

1* In-person • Psychoeducation on homebound status, isolation, and behavior

• Intervention rationale

• Introduce activity monitoring

2 Tele • Review activity monitoring

• Exploration of life areas, values, and activities

• Introduce activity planning

3 Tele • Review activity monitoring

• Activity planning

4 Tele • Review activity monitoring

• Activity planning

5 Tele • Review activity monitoring

• Activity planning

6 Tele • Review activity monitoring

• Relapse Prevention

Note.

*
Session 1 occurred in-person and was completed with study baseline assessment during our trial. At this time participants were provided a 

workbook that contains all intervention assignment forms and handouts.
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