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Abstract
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Depression is one of the leading causes of disability in older adults worldwide. Many older adults
with depression are undetected, and there is a need for brief, scalable psychological treatments
for depression that can be delivered remotely.

The aims of this thesis were 1) to investigate the diagnostic accuracy of two rating
scales (PHQ-9 and GDS-15) for the detection of depression in older adults, and 2) to
investigate the feasibility, preliminary efficacy and patients’ experiences of a telephone-
based psychological intervention, Behavioral activation with mental imagery (BA-MI), for the
treatment of depression in older adults in the context of the covid-19 pandemic.

Study I showed that a cutoff of >6 on the GDS-15 and >5 on the PHQ-9 were optimal
to identify major depressive disorder. When identifying both major depressive disorder and
subthreshold depression, the optimal cutoff on the GDS-15 was >5. Study II was a randomized
clinical pilot trial, CoviDep, with a treatment group receiving the BA-MI intervention, and a
control group. The drop-out rate was low. Compared to the control group, the treatment group
reported a decrease in depressive symptoms throughout the treatment, with a large effect-size at
posttreatment. Study III was a long-term follow-up of participants in CoviDep that received the
BA-MI intervention. The drop-out rate over time was low, and compared to baseline, decreases
in depressive symptoms were observed with a medium effect-size at posttreatment that was
maintained 1- and 3 months post-treatment but lower after 6 months. Study IV was a qualitative
study. The BA-MI intervention in CoviDep was described as increasing activities and improving
mood. Telephone-delivery reduced barriers due to pandemic restrictions but felt less personal
and lacking non-verbal communication. Being recognized and talking to a therapist every week
was healing, but the manualized mode of treatment seemed to impair the relationship.

In sum, this thesis shows that both the GDS-15 and the PHQ-9 are useful tools for the
detection of depression in older adults, and adds to the support for telephone-delivered BA for
the treatment of depression and indicates that MI-interventions are feasible as an augmentation
of BA in older adults.
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1. Introduction

1.1 Preface

The Swedish poet and psychologist Thomas Transtromer wrote (1):

“I carry inside myself my earlier faces, as a tree contains its rings. The sum
of them is me. The mirror sees only my latest face, while I know all my previous
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ones.

For me, this quote captures the essence of why I have chosen to work with
older adults. For, although the person sitting in front of you may be 80 years
old in the present moment, you are invited to take part in life experiences from
when this person was 20, 40, and 60, and also the wisdom that is derived from
those experiences. When working with psychological treatment, previous ex-
periences are resources to build upon, making it interesting and rewarding to
work as a psychologist with older adults. So, when I enrolled as a Ph.D. stu-
dent in 2018, it was clear that my research should involve older adults, and the
plan was to write a thesis on assessment and psychological treatment of de-
pression in primary care. However, at the beginning of 2020 when the treat-
ment studies were supposed to start, the SARS-CoV-2 virus spread like wild-
fire over the globe and within months caused a pandemic of the coronavirus
disease 19, Covid-19. Early on during the pandemic, it was clear that Covid-
19 had a high death toll, especially among adults aged 70 years and older. As
a response, some countries introduced strict quarantine laws, whereas others,
such as Sweden, opted for a strategy called social distancing were individuals,
especially vulnerable and/or older adults, were urged to limit close contact
with others and to stay at home as much as possible. Based on research con-
ducted during and after previous pandemics, it was expected that the societal
changes inflicted by the pandemic and pandemic restrictions could have an
impact on mental health, particularly among vulnerable groups such as older
adults (2), and several renowned mental health experts made a plea for re-
search on methods to tackle an impending mental health crisis. As a result, the
initial thesis idea was modified, and instead of researching psychological
treatment for depression in older adults conducted face-to-face in primary
care, it was shifted to a telephone-delivered psychological treatment, which
was possible to conduct during the Covid-19 pandemic. So, to paraphrase the
title of Study IV, this thesis is similar to the original idea, but not the same.
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However, in a time when the number of older adults is growing in the popu-
lation and almost one-third of them feel depressed, the change of direction in
the thesis may have been for the better—there is an urgent need for effective,
scalable psychological treatments that can be delivered remotely, and where
the results from this thesis might fit, pandemic or not.

1.1.1 Who is the “older adult,” and why do we need studies
specifically for older adults?

Almost every time I give lectures about depression in older adults, be it in
academic settings, to healthcare professionals, or to the public, someone asks
“what do you mean when you say older adults?” This is a highly relevant
question, for although most of us can paint a picture of the concept of an “older
adult,” it is not necessarily the same picture we envision.

What we mean by the term “older adult” depends both on your previous
experiences with adults who are in late adulthood, your so-called preconcep-
tions or stereotypes, and probably also your own age. But it also depends on
your stance; Do you mean older adult according to chronology as in years
from birth? Or do you mean biological age, such as the body’s physical abili-
ties that inevitably change as we grow older? Or perhaps you mean cognitive
age, that is, your mind’s mental abilities, such as memory, which often decline
with increasing age? Or are you referring to an individual within a social con-
text: a retiree, a grandmother or grandfather, or someone who experienced the
second world war first-hand?

All these stances are correct in their own way and relate to each other—it
is more likely that a retiree is above 65 years than below, and it is more likely
that someone who is 90 years old has poorer memory and less muscle mass
than someone who is 60 years old. However, although these relations are ob-
served on a group level, there is great variability among individuals—for ex-
ample, in a longitudinal study conducted in northern Sweden by Nyberg and
colleagues (3), where individuals were followed for up to 25 years, you could
indeed see a decline in memory abilities over time at group level. However,
further analyses delineated three different subgroups: one with individuals that
maintained their memory ability with increasing age, another that had a grad-
ual decline like the average for the group as a whole, and one group that had
a steeper decline than average.

This illustrates what makes aging research both challenging and interest-
ing—how do we, for example, detect and diagnose diseases and disorders in
older adults when there is such a great variability between individuals, and
how do we design treatments taking this variability into account? This thesis
represents a humble effort to do exactly that: to investigate methods for the
assessment and treatment of depression in older adults. Answering the fre-
quently asked question: throughout this thesis, the definition of an older adult
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is someone who is 65 years old or above. This is in accordance with the official
retirement age in Sweden when these research studies were conducted.

1.2 Depression

Depression is one of the leading causes of the global health burden across the
entire lifespan (4). Depression in older adults is associated with poorer quality
of life (5), functional (6) and cognitive impairment (7), and increased risk of
morbidity, especially cardiovascular diseases (8), dementia (9), and mortality
(8). In a Swedish case-control study, depression was the strongest risk factor
for suicide in older adults (10), underscoring that depression identification and
treatment are crucial to prevent suicide (11). Thus, it is of great importance to
identify and treat depression, particularly in older adults, both to reduce suf-
fering and functional and cognitive impairment, but also to prevent other dis-
orders and to prevent suicide.

The following introduction answers and discusses several questions: What
is depression? Is depression different in older adults compared with middle-
aged and younger adults? How common is depression among older adults?
Was the prevalence of depression in older adults affected by the Covid-19
pandemic? After that, the assessment, diagnosis, and treatment of depression
in older adults will be described and discussed.

1.2.1 What is depression?

Depictions of depression as a recognizable psychological condition can be
traced back to the writings of Hippocrates almost 2,500 years ago. Hippocrates
described a state called melancholia characterized by “fear or sadness that
lasts a long time” with symptoms like “aversion to food, despondency, sleep-
lessness, irritability, restlessness” that are congruent with our view of depres-
sion today (12). Throughout this 2,500-year period of written history, symp-
toms of depression have been accepted as parts of a palette of normal human
feelings and responses but distinguished as abnormal when they are exagger-
ated considering the circumstances. For example, it has been seen that the loss
of a loved one often gives rise to symptoms like depression, but this is also
considered a “normal” reaction (12). For the better part of history, the mood
condition characterized by sadness has been referred to as melancholia, but in
the 1800s, the term “depression” started to appear and subsequently replaced
melancholia (13). Today, “depression” or “feeling depressed” are common
terms in everyday language describing low mood. The clinical diagnosis of
depression is, however, based on a set of criteria regarding the frequency and
persistence of symptoms, as well as suffering and disability due to the symp-
toms (14). The two most widely-used diagnostical nomenclatures for psychi-
atric disorders are the Diagnostic and Statistical Manual of Mental Disorders,
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at present in its fifth edition, DSM-5 (14), and the International Classification
of Diseases, ICD, currently in its 11" edition, ICD-11 (15). However, the ICD-
11 has not been translated into Swedish, so the ICD-10 is used in Swedish
healthcare at present. In DSM-5, depression without other features, such as
mania or psychosis, is referred to as Major depressive disorder (MDD) (14).
As seen in Table 1, according to the DSM-5 (14), the diagnosis of MDD is
met when an individual describes i) depressed mood, and/or ii) loss of interest
or pleasure for the last two weeks, as well as other criteria such as changes in
appetite and/or weight, increased or decreased sleep, restlessness or psycho-
motor slowing, loss of energy or fatigue, feelings of worthlessness or exces-
sive guilt, problems concentrating or making decisions, and recurrent thoughts
or behaviors related to death or suicide. Five criteria need to be met, with at
least one of (i) or (ii) above, and the symptoms need to cause clinically signif-
icant suffering and/or impairment in everyday functioning. In ICD-11, depres-
sion is referred to as Depressive disorder (15). The criteria in ICD-11 are sim-
ilar to DSM-5, with the addition of hopelessness as a symptom criterion (16).
In both DSM-5 and ICD-11, MDD can occur either as a first major depressive
episode (MDE) or be recurrent with a history of several MDEs.

Table 1. Diagnostic criteria for major depressive disorder (MDD), adapted
from the DSM-5 (14).

A | Five or more of the following symptoms have been present for at least two
weeks, nearly every day, with at least one of symptoms 1 or 2:
1. Depressed mood
Markedly diminished interest or pleasure in activities
Significant weight loss or weight gain
Insomnia or hypersomnia
Psychomotor agitation or psychomotor slowing
Fatigue or loss of energy
Feelings of worthlessness or excessive guilt
Diminished ability to think or concentrate, or indecisiveness
Recurrent thoughts of death or suicide, suicidal ideation, suicide at-
tempt, or plan for committing suicide

© ® N kWD

B | The symptoms cause significant distress or impairment in functioning

C | The symptoms are not attributable to the physiological effects of a medical
condition or substance

The symptoms are not better explained by another psychiatric disorder

E | There have never been any manic or hypomanic episodes

Both the DSM-5 and the ICD-11 also recognize that individuals not meeting
the full criteria for MDD still can experience suffering and impairment, and
make it possible to diagnose a subthreshold depressive condition, in DSM-5
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called “depressive episodes with insufficient symptoms” under the category
Other Specified Depressive Disorders (14), and in ICD-11 grouped in the cat-
egory “Other Specified Depressive Disorders” (15). In this diagnosis, the in-
dividual meets the criteria for depressed mood and/or loss of interest, and one
to three of the other symptoms. In both research and clinical practice, there
are several terms for depressive disorders not meeting the full criteria for
MDD, including minor depression, subclinical depression, subsyndromal de-
pression, or subthreshold depression (17). Previous studies have pointed to the
fact that as many as 2—3 times more older individuals compared with younger
individuals present with a subthreshold depression rather than meeting the cri-
teria for MDD, and that subthreshold depression is associated with an in-
creased risk of developing MDDs (18). It has also been argued that because
of changes due to aging processes, primarily increasing functional disability,
fewer symptoms are required to reach clinical significance from a mental dis-
order, as seen in Figure 1 (19), explaining why more older adults than younger
adults may present with subthreshold depression. Furthermore, studies also
show that many older adults with subthreshold depression benefit from de-
pression treatment (20), making subthreshold depression important to treat
both as a disorder in itself and also to reduce the risk of developing MDD.

There are, however, several problems with this categorical approach to psy-
chiatric diagnoses, highlighted in a paper by Ruggero and colleagues (21).
One problem is within-diagnosis heterogeneity, meaning that individuals with
the same diagnosis can have little or no overlap of symptoms. Another is the
considerable overlap of symptoms between diagnoses, for example between
depression and anxiety disorders, questioning their distinctiveness. In addi-
tion, it has been proposed that most psychopathology falls along a continuum
with normality without sharp boundaries between categories.

Figure 1. The interplay between symptoms and functional disability on the threshold
for diagnosis, adapted from Miloyan et al. (19).
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1.2.2 Is depression different in older adults compared with
middle-aged and younger adults?

Although there is no formal diagnosis specifically for older adults within the
depression spectrum in either DSM-5 or ICD-11, the term “late-life depres-
sion” is often used to denote depressive disorders in adults aged 65 years and
above (22). The question regarding age-related differences in symptom
presentation in older adults has been debated for decades, and studies have
often shown conflicting results (23). In a meta-analysis by Hegeman and col-
leagues (24), it was found that older adults with MDD demonstrated more
agitation, general and gastrointestinal somatic symptoms, and hypochondria-
sis, but less guilt and less loss of sexual interest than younger adults. As men-
tioned previously, subthreshold depression is more common in older adults
but with similar functional disability and treatment gains as in MDD, suggest-
ing a difference in presentation with regard to the frequency of symptoms.
Another difference that has been suggested depends on the age of onset, that
is, if the first depressive episode is early- or late-onset (i.e., before or after the
age of 60—65 years). In a systematic review by Grayson and Thomas (25), it
was found that individuals with late-onset depression were less likely to report
a family history of mood disorders, but no consistent evidence was found for
other differences regarding symptoms or clinical outcomes. There is, however,
one depression subtype called vascular depression that is more likely to co-
occur with older age (26). In vascular depression, cerebrovascular risk factors
are found as well as lesions in the brain, inducing disruptions of frontal-sub-
cortical pathways that are hypothesized as involved in mood regulation (26).
Although there is no consensus on diagnostic criteria for vascular depression,
there are several symptoms and signs that are distinct for this subtype, includ-
ing psychomotor slowing, cognitive impairment (especially with impaired
processing speed and executive functioning), functional disability, apathy and
lack of initiative, absence of a family history of depression, and a history of
hypertension (26).

1.2.3 What causes depression in older adults?

On a group level, there is no single factor that explains why someone becomes
depressed in older age, but rather a set of risk factors that are associated with
a higher risk of developing depression (27-29) These risk factors are often
grouped into biological, psychological, and social risk factors, but unhealthy
lifestyle habits also increase the risk. In Figure 2, the most studied factors are
summarized. As seen in the figure, the arrows go both ways to depict that the
risk factors are also multidirectional (28), meaning that they are intertwined
and may interact and influence each other. For example, if an individual has a
hearing impairment, there is a higher risk for social isolation and thereby feel-
ings of loneliness, exacerbating the risk for depression. It is also important to
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mention that even though individual studies have found support for the previ-
ously described risk factors, studies that investigate the accumulated evidence
for each risk factor are less convincing. For example, a recent systematic re-
view found considerable differences in the strength of evidence for several of
these factors, as well as conflicting results for several factors (27). Chronic
disease, sleeping problems, and sensory and physical impairment were con-
sidered strong risk factors, whereas conflicting evidence was found for age,
education, female sex, cognitive impairment, alcohol, and smoking, as well as
most psychological and social factors. In addition, in a recent umbrella review
of meta-analyses, it was concluded that the strongest risk factors were aspirin
use, older age (80 years and above), sleep disturbances, sensory impairments
(hearing and vision), and cardiac disease (29).

Figure 2. Risk factors associated with depression in older adults.

1.2.4 How common is depression among older adults?

The prevalence rate of depression among older adults differs between coun-
tries and between studies, depending on how depression was defined and iden-
tified, and depending on which population was studied, for example, if the
sample studied was recruited from the community, healthcare environments,
or nursing homes.

Depressive disorders (i.e., both MDD and subthreshold conditions) affect
around 28% of older adults world-wide (30), and MDD occurs in about 13%
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of older adults (31). There is, however, considerable variability between stud-
ies and methods, with a prevalence ranging from 5% when using DSM criteria
to between 16% and 42% when using rating scales (31).

Several studies regarding the prevalence of depression in older adults have
been conducted in Sweden. In a public health report from mid-Sweden con-
ducted in 2022, 33% of the women and 22% of the men 70 years and above
reported suffering from depressive symptoms (32). Five percent, of which
twice as many were women than men, reported having a clinical diagnosis of
depression. In a population-based study of older adults aged 60 years and
above, the prevalence of depression was 5.9%, including both minor and ma-
jor depression (33). A study conducted in Swedish primary care involving
participants 60 years and older showed a depression prevalence of 15% (34).
Lastly, the prevalence of depression in older adults living in long-term care is
around 55% (35), bearing in mind that around two-thirds also had cognitive
impairments at different levels.

1.2.5 Was the prevalence of depression in older adults affected
by the Covid-19 pandemic?

As mentioned earlier, the Covid-19 pandemic and subsequent societal
changes, such as lockdowns and recommendations of social distancing, were
identified as possible grounds for a perfect storm for increased mental ill
health such as depression, particularly in older adults (2). Several studies in-
vestigating this topic were conducted across the globe at different stages of
the pandemic, and a meta-analysis from 2021 showed that depression rates
increased in all age groups compared with prepandemic times (36). The larg-
est systematic review and meta-analysis to date was published in 2023, syn-
thesizing the evidence from high-quality longitudinal studies, that is, studies
that compared mental health before and during the pandemic (37). This study
could indeed corroborate that depressive symptoms worsened in older adults
due to the pandemic, although the increase was small (37).

Three studies were identified that reported prevalence rates of depressive
symptoms in older adults in Sweden during the Covid-19 pandemic. All three
were cross-sectional and used community samples. The first study was con-
ducted between March and April 2020, with 1,503 adult participants respond-
ing to a web-based questionnaire on depression and anxiety (38). One hundred
and eighty-nine of the participants were between 60 and 69 years old, and 98
were 70 years old or above. The results showed that in the group of 60-69-
year-olds, 13.8% had clinically significant symptoms of depression, and
among those aged 70 years or above, the rate was 9.2%. Younger individuals
had higher ratings of depression than older individuals. The second study was
conducted in Sweden between May and June 2020 (39). In this study, 1,212
adult participants responded to questionnaires concerning mental health and
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wellbeing. One hundred-and-one participants were between 61 and 88 years
of age. Of the total sample, 30% reported depressive symptoms above the cut-
off for suspected clinical depression. As in the previous study, the results from
this study also suggested that older individuals were less affected by psycho-
logical distress than younger individuals. In a third study, conducted between
April and May 2020, 1,854 older adults aged 70 years or above participated
by filling out a web-based questionnaire on mental health and compliance with
government recommendations (40). The results showed that 38.8% (44.4% of
the women and 25.7% of the men) responded that they felt depressed. It is
important to note that this study used a single question about depression, “I
feel depressed,” and not a validated rating scale for depression. All these
cross-sectional studies from Sweden have a common limitation: as they only
included data from one point in time and not before the pandemic, it is not
possible to draw inferences concerning causality, that is, if the pandemic in-
creased the rates of depressive symptoms.

To sum up, depression in older adults was a major public health concern
before the pandemic, and prevalence rates were as high or higher during the
pandemic. Thus, it is of great importance to identify, diagnose, and treat de-
pression in older adults, pandemic or not.

1.3 Assessment and diagnosis of depression in older
adults

A thorough assessment and diagnosis of depression in older adults requires a
comprehensive psychiatric interview with the patient, and, many times, an in-
formant such as a family member, relative, or friend (41). In the psychiatric
interview, information is collected regarding past and present symptoms, med-
ications, family history, social history, and functional ability. Mental status
examinations, physical examinations, and laboratory studies may be needed
to identify underlying medical or neurological conditions. To aid the identifi-
cation and diagnosis of depression and to monitor the effect of treatment, psy-
chiatric self-rating scales can be used (41, 42). For patients with multimorbid-
ity, frailty, or polypharmacy, a comprehensive geriatric assessment is often
needed, where a team of health professionals assesses mood, cognitive and
functional ability, fall risk, nutrition, polypharmacy, and social support (42).

However, in everyday clinical practice, the diagnostic assessment varies
greatly, especially when time is scarce. In primary care, where most of the
older adults with depression are treated, about half of all older adults with
depression remain undiagnosed and untreated (43, 44). To increase the likeli-
hood of identifying individuals with MDD, and thus increasing the number of
individuals that receive treatment, depression rating scales have been pro-
posed as a diagnostic tool (45).
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1.3.1 About diagnostic accuracy

Diagnostic tests, such as psychiatric rating scales, need to have as high a di-
agnostic accuracy as possible, that is, they should be able to discriminate be-
tween individuals with a disorder and individuals without a disorder according
to a reference standard or reference test, often referred to as the “gold stand-
ard” (46). In psychiatric research, the reference standard often is either a di-
agnosis made by an expert panel based on a longitudinal assessment of all
available information (e.g., longitudinal expert all data procedure, LEAD), or
a structured clinical interview such as the Structured Clinical Interview for
DSM (SCID) or the Mini International Neuropsychiatric Interview (MINI)
47).

The percentage of correctly identified individuals with the disorder at a
given cutoff score is referred to as the sensitivity, and the percentage of cor-
rectly identified individuals without the disorder at a given cutoff score is re-
ferred to as the specificity (46). As seen in Figure 3, the choice of cutoff value
affects the sensitivity and specificity; a lower cutoff value as in example A
identifies a larger percentage of individuals with the disorder but also misclas-
sifies a higher percentage of individuals without the disorder, whereas in ex-
ample B, a higher cutoff value identifies a larger percentage of individuals
without the disorder but also misclassifies a higher percentage of individuals
with the disorder. The optimal cutoff is a balance between sensitivity and
specificity, for example by using Youden’s J index to determine the cutoff
score with the highest value combining sensitivity and specificity (46), as in
example C. Depending on the setting and type of disorder, there might also be
other considerations, for example, cost-effectiveness.
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Figure 3. Sensitivity and specificity for different cutoff values.

1.3.2 Rating scales for depression in older adults

There are several rating scales designed to identify depression in older adults,
as well as depression rating scales for adults in general that have also been
evaluated in older adults (48), of which some have been translated into Swe-
dish. Two such scales are the Patient Health Questionnaire, PHQ-9 (49) and
the Geriatric Depression Scale 15 item, GDS-15 (50). The Swedish Agency
for Health Technology Assessment and Assessment of Social Services recom-
mends the PHQ-9 for adults of all ages (47, 51), and the GDS-15 for older
adults in particular (52, 53).

According to a meta-analysis, the PHQ-9 has a sensitivity of 88% and a
specificity of 78% using a cutoff score of 10 or above (47). The Swedish ver-
sion of the PHQ-9 has adequate psychometric properties with regard to inter-
nal consistency and factor structure (54), however, there are to the author’s
knowledge no studies on the diagnostic accuracy in older adults.
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The most recent meta-analysis of the GDS-15 in adults 65 years and above
without cognitive impairment showed a sensitivity of 81% and a specificity of
82% using DSM criteria as a reference standard (55). In samples with cogni-
tive impairment, the sensitivity and specificity dropped to 74%—76% and 62%
respectively. The optimal cutoff score varied between 4 and 7 in the included
studies. In another meta-analysis, the proposed cutoff score from the origina-
tor of 6 showed a sensitivity of 89% and a specificity of 77% (56). The Swe-
dish version of the GDS-15 has acceptable internal consistency (57-59) and
convergent validity at different levels of cognitive functioning (57). In a study
of a psychiatric sample, the sensitivity was 71% and specificity 93% using a
cutoff of 9.

1.4 Treatments for depression in older adults

Depression in older adults can be treated with antidepressant medication,
physical activity (i.e., exercise interventions), and psychological treatment
(42), and these treatments are indeed recommended in guidelines from the
Swedish National Board of Health and Welfare regarding the treatment of de-
pression in adults in general (60). In the guidelines, antidepressant medication
and psychological treatments are recommended first-hand, and physical activ-
ity as an alternative.

Antidepressant medication is superior to placebo as a treatment for depres-
sion in adults in general (61). However, in a meta-analysis of antidepressant
medication specifically in older adults (62), it was concluded that for MDD,
antidepressants may not be superior to a placebo in achieving remission in
depression but may be effective in preventing relapse. Antidepressant medi-
cation has been associated with adverse effects in older adults, especially fall
incidents and hyponatremia (low blood sodium), and has been linked to an
increased risk of mortality (63). Common side effects of antidepressant med-
ication include nausea, weight loss, and reduced libido (62). It is therefore
advisable to try nonpharmacological treatments, such as psychotherapy, as a
first line of treatment, which is also supported by the guidelines from the Swe-
dish National Board of Health and Welfare (60).

Physical activity, that is, exercise interventions, is effective for treating de-
pression in adults (64), and in an umbrella review of meta-analyses investigat-
ing exercise interventions for depression in older adults (65), effect-sizes
ranged from .14 to .90, with smaller effects seen in studies with persons with
dementia. Of note, many studies included in the analyses are small, and there
are fewer studies of high quality with a lower risk of bias (64, 65).

Lastly, psychological treatments for depression are effective for the treat-
ment of depression among adults in general, with better effects than antide-
pressant medications in the long run (66). In a meta-analysis comparing the
effect of psychological treatments for depression in different age groups (67),
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69 trials of older adults (55-75 years) were included as well as 10 trials in
older-old adults (75 years and above). The overall effect size (ES) for older
adults was .66, and for “older-old” adults .97, indicating medium and large
ESs, respectively. The authors found no differences in ESs when comparing
older and older-old adults with middle-aged adults, and the conclusion was
that psychological treatments are effective for treating depression in adults,
regardless of age.

The guidelines from the Swedish National Board of Health and Welfare
(60) recommend three types of psychological treatments for depression in
adults: Cognitive behavioral therapy (CBT), Interpersonal therapy, and Short-
term psychodynamic therapy, with CBT being the most frequently studied
one. CBT can be considered an umbrella term encompassing different types
of interventions based on cognitive and behavioral theory, characterized by
being structured, time-limited, and goal-directed (68). One intervention within
CBT is Behavioral activation (BA), the focus of the treatment intervention in
this thesis, which will be discussed in the next chapter.

Thus, both the national guidelines and recent scientific studies conclude
that psychological treatments are effective in treating depression in adults in
general as well as in older adults and should be considered a first-line treat-
ment. However, only about 3% of the older adults in Sweden with depressive
symptoms or depressive disorders report receiving psychological treatments,
compared with about 25% who report receiving antidepressant medication
(33, 69). Negative attitudes among older adults toward psychotherapy have
been proposed as one contributing factor, but drawing on results from studies
in other countries, a majority of older adults with depression would prefer
nonpharmacological treatment, such as psychological treatment, as a first-line
option (70). The low rate of older adults receiving psychological treatment
may also be influenced by barriers, such as accessibility or transportation is-
sues, but also by the belief that depressive symptoms are normal in older age
(71). Last but not least, the availability of psychological treatment is often low
due to relatively few first-line mental health care professionals (e.g., psycholo-
gists and psychotherapists), compared with the high prevalence of mental dis-
orders (60). This highlights the need for scalable, time-efficient psychological
treatments that may be offered to a larger number of individuals without in-
creasing the workforce.

1.5 Behavioral activation

BA is a brief psychological treatment focusing on increasing engagement in
positive and adaptive activities and decreasing engagement in activities that
maintain depression and/or increase the risk for depression (72). As can be
seen in Figure 4 to the left, a common way of conceptualizing depression in
BA is to describe the interplay between negative feelings (e.g., low mood and
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diminished interest), a decrease in valued (e.g., important, enjoyable, and/or
meaningful) activities that you engaged in before, resulting in a decrease in
positive reinforcement and increased negative thoughts. Two core interven-
tions in BA, dating back to the origins of BA in the 1970s and also used in
subsequent versions of BA, are activity monitoring and activity scheduling
(73). Activity monitoring requires the individual to make registrations of be-
haviors and mood for a certain time, giving insight into the connection be-
tween behavior and mood, and informing the therapist on targets for treatment
(72). Activity scheduling, as seen to the right in Figure 4, entails the patient
scheduling and performing important, meaningful, and enjoyable activities
(68). This leads to an increase in positive reinforcement and positive thoughts,
which leads to more positive feelings such as improved mood.

Figure 4. BA model of depression (left) and BA treatment rationale (right), adapted
from Dahne et al. (74).

The empirical evidence for using BA as a treatment for depression in adults is
extensive; a recent meta-analysis investigated the effect of BA delivered in an
individual format for the treatment of depression in adults (73) and found a
large effect favoring BA compared with control conditions (Hedge’s g = .85).
The number of sessions ranged from 1 to 24, with the majority between 4 and
12 sessions. There are several advantages of BA compared with other evi-
dence-based psychological treatments for depression. First, BA is briefer, that
is, delivered in fewer sessions, making it cost-effective (75). Second, as BA is
manual-based and rather straightforward, it can be delivered successfully by
health care professionals without formal training in psychological treatment
(75), increasing availability. Third, as will be discussed further on, BA can be
delivered remotely using telehealth, increasing accessibility.

Apart from showing that BA works as a treatment for depression, it is also
of interest to investigate sow it works. To answer that question, Janssen and
colleagues synthesized the evidence on potential mediators for the treatment
effect of BA (76). The results showed that self-rated activation yielded con-
flicting results in the included studies, with significant results in studies of low
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quality but nonsignificant results in studies of high quality. Environmental re-
ward (i.e., a state where a person experiences a sense of mastery or pleasure
because of their activity) was significant, but it could not be substantiated that
changes in environmental reward preceded a change in depressive symptoms,
so no firm conclusions could be drawn. Two high-quality studies found sig-
nificant effects of treatment fidelity, belief in one’s own coping capabilities
(i.e., self-efficacy) and taking credit for the improvements. These mediators
are rather generic, or, as the authors put it, “might BA be effective ‘merely’
because people attend sessions and start believing in their own capabilities?”
The authors also looked beyond BA theory and found some evidence from
neurobiological studies that reward motivation, that is, viewing the future as
rewarding, could be a potential mechanism of BA, rather than the reward ex-
perience itself. Put simply, depressed individuals may underestimate the
pleasure they will experience from an activity and thereby feel less motivated,
but still feel pleasure when the activity is performed. Janssen and colleagues
conclude that the process of mediation is too complex to investigate with the
designs used, and that future studies should include information not just on a
group level but also on an individual level, as well as include neurobiological
parameters.

1.5.1 Behavioral activation for depression in older adults

While the previously mentioned meta-analysis showed that BA is effective in
treating depression in adults in general (73), fewer studies have examined the
effect of BA on depression in older adults. In a meta-analysis by Orgeta and
colleagues, the results showed that BA is effective as a stand-alone treatment
for depression in older adults (77), with an ES of .72 posttreatment, .44 at 3—
6 months posttreatment, and .30 at 812 months posttreatment. After this
meta-analysis, additional studies have been published. Funderburk and col-
leagues conducted a pilot trial of a four-session BA intervention for primary
care (78), followed by a full-scale multicenter randomized clinical trial (RCT)
of this intervention (79). The pilot trial demonstrated feasibility and accepta-
bility, and a reduction in depressive symptoms (78). In the RCT, the BA in-
tervention led to a faster reduction in depressive symptoms than treatment as
usual (TAU), although after 3 months there were no differences in depressive
symptoms, but there were statistically significant improvements in quality of
life and mental health functioning in the group receiving BA (79). The studies
were conducted in veterans and the mean age was 58 years in the pilot and 53
years in the RCT, so the generalizability to older adults in general is limited.
More recently, Janssen and colleagues conducted a cluster-randomized RCT
of BA for depression in older adults in primary care (80). The intervention
consisted of eight weekly sessions of BA face-to-face, performed by mental
health nurses, whereas the control group received TAU. BA led to a greater
decrease in depressive symptoms in the treatment group compared with the
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control group postintervention (between-group ES, d =.90) and after 3 months
(d = .50), but there were no statistically significant differences after 6 (d =
24),9 (d=.17), or 12 months (d = .29).

1.5.2 Behavioral activation delivered via telehealth

As mentioned earlier, common barriers to psychological treatment may be low
availability, accessibility, or transportation issues, and these barriers were
likely more pronounced during the Covid-19 pandemic, with the recommen-
dations on physical distancing for older adults. Telehealth interventions, for
example using the Internet, videoconferencing, or telephone as a way of de-
livering psychological treatment, have been proposed as important ways of
overcoming these barriers, and are both feasible and effective in treating de-
pression in older adults (81, 82).

Internet-based BA (iBA) has been tested in several trials and has proven to
be an effective treatment for depression in adults (83). In a study by Araya and
colleagues with a total sample of 440 participants, 323 were 61 years or older
(84). The results showed a significant but small effect on depressive symptoms
3 months after the intervention, however, this effect was not maintained after
6 months. One issue with iBA at this point is that 45% of all adults in Sweden
born in the 1920s—1930s and 15% of all adults born in the 1940s do not have
access to the Internet, and for those who do, only 13%—16% reported using
web-based applications for healthcare visits in 2022 (85).

BA via videoconferencing is effective in treating MDD in older adults and
non-inferior to face-to-face BA (86-88), but like iBA, videoconferencing re-
quires technical equipment (e.g., smartphone) and skills to be implemented.

Telephone-based BA is a feasible option because practically everyone in
Sweden has access to telephones, and could be a viable mode of delivery when
there are barriers such as a lack of technical equipment or technical skills. BA
via telephone has, to date, been investigated in pilot studies and in clinical
trials with smaller sample sizes. In one pilot study, Gum and colleagues
showed that a four-session BA treatment with one face-to-face meeting and
the rest via telephone was feasible and produced a large effect on depressive
symptoms in older adults (d = 1.03) (89). It is important to note that the study
had only 14 participants that completed the intervention, and no control group.
In a subsequent pilot study, Gum and colleagues investigated a stepped tele-
phone-based BA intervention for older adults with depression (90). The inter-
vention was three-tiered, consisting of (i) two calls, (ii) one face-to-face visit
followed by two calls, and (iii) one to six calls. In addition, this trial yielded
large ESs both posttreatment (d = 1.3) and after 3 months (d = 2.25), but this
study was also small (n = 15) and had no control group. Gilbody and col-
leagues conducted a pilot trial of telephone-based BA in older adults during
the Covid-19 pandemic (91). The participants had long-term health conditions
making them especially vulnerable to social isolation due to the restrictions.
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The participants were randomized to either a treatment condition with re-
motely delivered BA (n = 47) or a control group receiving primary care as
usual (n =49). The BA intervention consisted of up to 8 sessions over a 4—6-
week period. The results showed preliminary evidence for a reduction in de-
pressive symptoms and loneliness 3 months postintervention, and that the in-
tervention was feasible. It is important to note that most of the participants in
the study had low levels of depressive symptoms at baseline, most of them
below the cutoff point for suspected depression. In an extension of the pilot
study, a qualitative study was performed with sixteen participants and nine
support workers (92). The results showed that the intervention was understood
and perceived to be useful by participants with low mood, and that they valued
the social contact and making changes, although the pandemic limited activity
planning. Both participants and support workers reported that self-efficacy de-
veloped over time and with experience.

However, one major difficulty in depression treatment is that depression
often is accompanied by a lack of energy and low motivation, which make it
difficult to engage in activities. For this purpose, adding interventions based
on mental imagery (MI) is hypothesized as a way of increasing motivation.

1.6 Mental imagery

Ml is defined as “representations and the accompanying experience of sensory
information without a direct external stimulus” (93), for example, seeing
something in your mind’s eye or hearing something in your mind’s ear. MI
allows us to simulate both past and future activities and events, and vivid MI
can evoke emotional and physiological experiences as if the events were tak-
ing place here and now (94). Future-directed MI, called prospective MI, makes
us pre-experience what different behaviors might lead to in terms of both pos-
itive and negative emotional consequences (94). The ability to engage in MI
differs between individuals, and some individuals seem to lack this ability,
known as aphantasia (95). Studies also suggest that on a group level, the viv-
idness of visual MI may decrease with age (95).

1.6.1 Mental imagery, depression, and behavioral activation

In a review article by Ji and colleagues (96), several connections between de-
pression and MI are proposed: first, depression is associated with an increase
in emotionally distressing MI and a reduction in positive MI. Second, depres-
sion is associated with a reduced vividness for positive MI, but not for nega-
tive MI. Third, patients with depression often experience spontaneous un-
wanted and aversive past and future MI.

Renner and colleagues describe how negative MI in depression contributes
to a vicious cycle (Figure 5, left), where reduced reward anticipation leads to
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reduced reward-motivated behavior and, in turn, to fewer reward experiences
and negative mood. By interventions aimed at increasing positive MI, the cy-
cle may be reversed (Figure 5, right), with increased reward anticipation lead-
ing to increased reward-motivated behavior, which then may lead to more re-
ward experiences, positive mood, and fewer depressive symptoms.

Figure 5. The cycle of negative mental imagery in depression (left) and the cycle of
positive mental imagery (right), adapted from Renner et al. (94).

Positive MI has been suggested to increase reward anticipation and thereby
increase reward-motivated behavior (94), for example by imagining the sched-
uled activities in vivid detail including the positive emotions and rewards as-
sociated with the activity. The combination of MI and BA has been investi-
gated in a nonclinical sample, showing that the addition of MI to BA increased
anticipated reward and increased motivation to perform planned activities, act-
ing like a “motivational amplifier” (97). Combining BA with MI fits well with
the previously mentioned review by Janssen and colleagues (76), suggesting
that one potential mechanism of BA might be reward motivation, that is, view-
ing the future as rewarding, rather than the reward experience itself. Although
one study has shown that MI interventions are feasible also for older adults
(98), larger studies are lacking, as well as studies on MI interventions in older
adults with depression as well as the combination of BA and MI for older
adults.

1.7 Rationale

Depression is a common and debilitating disorder in older adults, and there is
a need for research on ways to identify, diagnose, and treat depression.
Psychiatric rating scales, such as the GDS-15 and PHQ-9, are effective
tools to aid in the identification of depression in older adults. Although inter-
national studies exist, there are, to the author’s knowledge, no studies on the
diagnostic accuracy in community samples in Sweden. In addition, there are
no studies evaluating the diagnostic accuracy of the Swedish PHQ-9 or GDS-
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15 for older adults using a structured clinical interview as a reference test, and
no studies comparing the diagnostic accuracy of the two scales.

Psychological treatments are effective in treating depression in older adults.
However, there is a need for research on effective, brief, and scalable psycho-
logical treatments that can be delivered remotely, and that may be imple-
mented with as few barriers as possible. This need was even more highlighted
during the Covid-19 pandemic, with pandemic restrictions such as social dis-
tancing. This thesis investigates the feasibility, effect, and patient experiences
of a telephone-based behavioral activation with mental imagery (BA-MI) in-
tervention for the treatment of depression in older adults within the CoviDep
trial.
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2. Aims

The overarching aims of the thesis are 1) to investigate the diagnostic accuracy
of rating scales (PHQ-9 and GDS-15) for the detection of depression in older
adults, and 2) to evaluate the feasibility, preliminary efficacy, and patients’
experiences of a telephone-based psychological intervention (BA-MI) for the
treatment of depressive symptoms in older adults. The specific aims for each
study are as follows:

Study I

To evaluate the diagnostic accuracy at different cutoff values for the Swedish
GDS-15 and PHQ-9 compared with a structured clinical interview in older
adults.

Study 11

To investigate the feasibility and preliminary efficacy of a brief telephone-
delivered BA-MI intervention for the treatment of depressive symptoms in
individuals 65 years and older in isolation during the Covid-19 pandemic.

Study I1I

To investigate the feasibility of long-term follow-ups at 1-, 3-, and 6-months
after the BA-MI intervention, and to assess depressive symptoms at 1-, 3-, and
6-months postintervention.

Study IV

To investigate the patients’ experiences of the telephone-based BA-MI inter-
vention during the Covid-19 pandemic.
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3. Methods

As mentioned previously, this thesis is a compilation of four studies. An over-
view of the research methods in each study is presented in Table 2.

3.1 Study design and settings

Study I was a cross-sectional diagnostic accuracy study. Study II was a pilot
RCT with two arms: 1) the BA-MI intervention and 2) an attention/assessment
control condition. Study III was a single-group pretest—posttest design inves-
tigating the feasibility of long-term follow-ups by calculating the retention
rates at postintervention and 1-, 3-, and 6-months postintervention, and the
long-term effects on depressive symptoms. Study IV was a qualitative study
with a descriptive phenomenological approach (99) based on individual inter-
views.

It is important to note that the initial, preregistered plan for Study II was to
conduct a full-scale trial, but due to changes in self-isolation restrictions for
older individuals in Sweden from October 22, 2020, the recruitment had to be
terminated early and results reported as a pilot trial. About half of the partici-
pants completed the study with heavier restrictions concerning social distanc-
ing and self-isolation.
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Table 2. Overview of methods.

Study | Study Il Study Il Study IV
c Cross-sectional Randomized con- | Singe-group pre- | Qualitative
2 trolled clinical trial test—posttest
g
o | N=113 adults 265 | N=41 adults 265 | N=38 adults 265 | N=14 adults =265
‘g years years with clinically | years with clinically | years that had re-
% significant depres- | significant depres- | ceived treatment in
bS] sive symptoms sive symptoms | Studies Il and IlI
E from Study Il
Self-ratings  with | Self-ratings of de- | Self-rated depres- | Semi-structured in-
the PHQ-9 and | pressive symptoms | sive symptoms | terviews performed
GDS-15; struc- | measured at base- | measured at base- | over the telephone
tured clinical inter- | line, weekly, and | line, postinterven-
views by a psy- | postintervention; tion, and 1-, 3-, and
chologist using | anxiety, functional | 6-months
MINI ability, behavioral | postintervention
activation, and vis-
g ual mental imagery
© at baseline and
é’ postintervention;
8 depression diagno-
-g ses measured via
o structured clinical
interviews by a
psychologist using
MINI;  satisfaction
and negative ef-
fects measured
postintervention for
the treatment
group
The area under the | Repeated- Within-group  ES | Inductive thematic
o | curve sensitivity | measures ANOVA; | (Hedge’s g) at | analysis based on
3 and specificity; | between-group ES | postintervention descriptive phe-
—: Youden’s J index (Hedge’s g) | and 1-, 3-, and 6- | nomenology
é postintervention; months postinter-
Fisher’s exact test | vention compared
with baseline
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3.2 Participants

Study I included a pooled sample from two trials: the CoviDep trial (see below
for more details on this trial), and a previous trial evaluating psychiatric rating
scales for older adults, the Psychiatric Syndromes in Later Life — Assessment
and Treatment (PLLAT) trial, see Figure 6 for participant flow for Study I.

Studies II-1V are all based on the CoviDep trial:

Study II divided participants into a treatment condition that received the
BA-MI intervention, and a control condition that received treatment after four
weeks, see Figure 7 for participant flow.

Study III included all participants who received the BA-MI intervention
(i.e., both the treatment condition and the control condition that also received
treatment after four weeks), see Figure 7 for participant flow.

Study IV included 14 participants who had received treatment, sampled to
represent maximum variation (100) with regard to sex, age, and living condi-
tions (urban/rural).

Table 3 shows participant characteristics for each study.

The CoviDep trial (Studies I-IV) recruited participants through advertise-
ments in local newspapers and in primary care centers. The inclusion criteria
were: 65 years of age or older; clinically significant depressive symptoms as
defined by scores above 12 on the Montgomery—Asberg depression rating
scale — self-rating, MADRS-S (101), and/or scores above 9 on the PHQ-9 (49),
and/or scores above 5 on the GDS-15 (50), and/or via structured clinical in-
terviews with the MINI (102); telephone access; fluent in written and spoken
Swedish; resident in the County of Véstmanland; and willing to participate in
the trial. Exclusion criteria were severe depression (defined by clinical diag-
nosis); elevated suicide risk; current substance use disorder; previous or cur-
rent manic/hypomanic episodes; current psychotic disorder; current diagnosis
of dementia/major neurocognitive disorder; currently receiving psychological
therapy; or undergoing pharmacological treatment for depression that com-
menced less than 1 month ago.

The PLLAT trial (Study I) recruited participants from organizations for
senior citizens in the County of Vistmanland. The inclusion criteria were: 65
years of age or older, fluent in written and spoken Swedish, and willing to
participate in the trial. The exclusion criteria were the same as for the CoviDep
trial, with the addition of a lower limit of 25 points on the cognitive screening
test Mini-Mental State Examination — Swedish revision (MMSE-SR) (103).
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Figure 6. Participant flow for Study I.
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Figure 7. Participant flow for Studies II and III. Study II divided participants into a
treatment condition and a control condition. Study III included all participants who
received treatment (i.e., both the treatment condition and the control condition that
also received treatment after four weeks).
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Table 3. Participant characteristics.

Study | Study I Study Il Study IV
Total Total Total
sample Treatment Control sample sample
(n=113) (n=20) (n=20) (n=38) (n=14)
Age, mean 75.65 (6.1) 75.95(8.16) 75.15(6.20) 75.39(7.21) 73.71 (5.28)
(SD)
Women, n 83 (73.5) 16 (80) 17 (85) 32 (84) 11 (79)
(%)
MDE, n (%) 17 (15) 16 (80) 14 (70) 29 (76) 11(79)

Abbreviations. SD = Standard deviation; MDE = Current major depressive episode

3.3 Measures
3.3.1 Self-rating scales

The self-rating scales described below are shown in the appendix.

Depressive symptoms

In Studies II and III, the primary outcome measure was depression severity
measured using the MADRS-S (101). The MADRS-S consists of nine items,
capturing the severity of depressive symptoms over the past two weeks. Sec-
ondary outcome measures in study II were the GDS-15, a 15-item question-
naire designed for identification of depression in older individuals, with scores
ranging from 0 to 15 (50), and the PHQ-9, a nine-item questionnaire designed
for identification of depression as well as measuring depression severity in
adults with scores ranging from 0 to 27 (49). The GDS-15 and PHQ-9 were
also used in Study L.

Anxiety symptoms
In Study II, anxiety symptoms were assessed with the Generalized anxiety
disorder 7-item scale (GAD-7), a questionnaire with seven items used to meas-
ure general anxiety (104).

Behavioral activation

In Study II, self-rated avoidance and activation were measured using the Be-
havioral activation for depression scale — short form (BADS-SF) (105), a 9-
item scale with scores ranging from 0 to 54, with higher scores indicating a
higher degree of activation and lower degree of avoidance.
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Functional disability

In Study 11, functional disability was assessed with the WHO disability assess-
ment schedule 12-item version (WHODAS-12), a self-rating scale assessing
functional impairment (106).

Visual mental imagery

In Study II, MI ability was measured using the Plymouth sensory imagery
questionnaire (Psi-Q), a 35-item questionnaire assessing the vividness of MI
(107). In this study, we used only the visual subscale with five items.

Adverse effects

In Study II, adverse effects of the treatment were evaluated with the Negative
effects questionnaire (NEQ) - short form, a 20-item questionnaire used to in-
vestigate the unwanted effects of psychotherapy (108).

Satisfaction

In Study II, acceptability was investigated with the question “Overall, how
satisfied were you with the treatment you received?,” with response alterna-
tives ranging from 1 to 5 representing “very dissatisfied” to “very satisfied,”
with 3 representing a neutral alternative, “neither satisfied nor dissatisfied.”

3.3.2 Structured clinical interview

In Studies I and II, the MINI 7.0 was used to investigate the presence of MDEs
and other psychiatric disorders. MINI is a structured clinical interview de-
signed to capture the presence/absence of the most common psychiatric diag-
noses (102). The MINI has a sensitivity of 95% and a specificity of 84% com-
pared with SCID (47).

3.3.3 Neuropsychological screening

In Study I, participants from the PLLAT trial undertook the MMSE-SR (103),
a screening test of global cognitive functioning with scores ranging from 0 to
30, with scores above 24 or 25 often considered as normal when used in com-
munity or primary care (109).

3.4 Data collection procedure
Study I

The MINI was used as a reference test to assess the presence/absence of cur-
rent MDEs, and was performed by a clinical psychologist, either face-to-face
at the research clinic (the PLLAT trial) or by telephone (the CoviDep trial).
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The PHQ-9 and GDS-15 were either administered and scored by a research
nurse (the PLLAT trial) or sent to the participants by mail and scored by a
research nurse (the CoviDep trial), making the psychologist blinded to the re-
sults when performing the MINI. The MINI was performed within two weeks
of the rating scales. For participants from the PLLAT trial, the psychologist
also performed the MMSE-SR.

Study 11

The structured interviews with MINI were performed by clinical psycholo-
gists; all interviews at baseline were conducted by the same psychologist (au-
thor), whereas the interviews at postintervention were performed by each par-
ticipant’s therapist. All rating scales were sent to the participants by mail. The
MADRS-S was assessed weekly. Treatment satisfaction and NEQ were as-
sessed at posttreatment. All other measures were assessed at baseline and post-
treatment.

Study 111

Feasibility of the long-term assessments (1-, 3-, and 6-months postinterven-
tion) was assessed with retention rates. The MADRS-S was used to assess
depressive symptoms at baseline, at postintervention, and 1-, 3-, and 6-months
postintervention. All rating scales were sent to the participants by mail.

Study IV

A semi-structured interview guide was constructed by the authors in Study IV
(see Table 4). The interview guide was designed to investigate two broad ar-
eas: 1) to explore participants’ experiences of telephone-based BA with MI
for depressive symptoms in older adults during the Covid-19 pandemic, and
2) to explore factors that promoted or impeded the interventions. To minimize
the risk of biased questions by the interviewer as well as minimizing the risk
of answers from the participants being influenced by the previous therapeutic
relationship, all interviews were conducted by the psychologists involved as
therapists in the study. No patient was interviewed by their own therapist nor
by the psychologist performing the initial assessment and inclusion. The in-
terviews were transcribed verbatim and checked for accuracy by the respec-
tive interviewer.
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Table 4. Interview guide.

e Can you tell me why you signed up for this study?
e How did you experience receiving the treatment via telephone?
e Alarge part of the treatment was about behavioral activation. How did you ex-
perience that?
e You also did exercises involving mental imagery, where you were asked to vis-
ualize performing planned activities. How did you experience that?
e During the treatment, written materials were used during the sessions and be-
tween sessions. How did you experience:
o The patient materials, with information about depressive symptoms
and information about the treatment?
o The activity diary, where you were asked to register what you did and
how you felt during one week?
o The activity planning, where you were asked to plan activities and
evaluate the activities?
e Have you made any changes in your daily life during the treatment?
e Did you encounter any difficulties during the treatment?
e Was there anything that made it easier to succeed with the treatment?
e Did you achieve your goals with the treatment?
e How has it been since the treatment ended?
e If you could change the treatment, what would you add or take away? Is there
anything we could do to improve the treatment?

3.5 Interventions

Studies II-IV are based on the same trial and thus the same intervention.

The treatment intervention was manual-based BA-MI, based on two separate
interventions: 1) a four-session brief BA treatment for primary care (BA-PC)
published by Funderburk and colleagues focusing on activity monitoring and
activity scheduling (78), and 2) a MI script by Renner and colleagues (97) per-
formed in sessions two and three, guiding the participant through a mental sim-
ulation of performing one of the planned activities, which involved visualizing
themselves engaging in the activity at realistic locations, settings, and times,
focusing on the positive aspects of the activity and the potential rewards. The
BA-MI manual and patient materials were translated into Swedish by the author
and were then reviewed by two senior clinical psychologists and a primary care
physician. The BA-MI was adapted to comply with government restrictions due
to Covid-19. The session components are described in Table 5.

In Study II, the participants were randomized to either a BA-MI interven-
tion or a control condition.

In Study 111, all participants receiving treatment were included, that is, both
participants who received the BA-MI intervention after randomization, and
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participants in the control condition who received the BA-MI intervention af-
ter four weeks.

Table 5. Session components in the treatment intervention.

Session  Session components

Psychoeducation about depression

Treatment rationale for Behavioral activation

1 Rationale and instructions for activity log

If highly motivated for change, planning of an activity for the coming
week
Reviewing the activity log and performed activities
Discussion of life goals and values
Planning of activities aligned with life goals and values for the coming
week
Rationale for mental imagery (Ml)
MI exercise for one of the planned activities
Reviewing performed activities
Troubleshooting any problems carrying out activities
3 Planning of activities aligned with life goals and values for the coming
week
MI exercise for one of the planned activities
Reviewing performed activities
Troubleshooting any problems carrying out activities
Reviewing treatment
Stressing the importance of continuing to engage in activities aligned
with life goals and values
Referral to additional service/s if necessary

The control condition was four weeks on a waiting list with weekly follow-up
calls, referred to as an attention/assessment control condition. A manual for
the control group was constructed by the author, which included follow-up on
the patient’s psychological symptoms, assessment of suicide risk, and answer-
ing practical questions about the study. The therapists were instructed to be
supportive, but not to engage in behavioral interventions such as activity plan-
ning or problem-solving. After four weeks, the participants underwent a new
baseline assessment and, if they still had clinically significant depressive
symptoms, were offered the BA-MI intervention.

The treatment manual as well as the manual for the control condition were
adapted into a web-based system called Entermedic. A digital checklist in-
spired by Serfaty and colleagues (110) was also used during the sessions to
ensure that the therapists adhered to the manuals.

Five psychologists participated in the study as therapists, of which two
were senior licensed psychologists and three were junior psychologists during
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their 1-year clinical internship before license. All the therapists had as a min-
imum basic training in CBT. All therapists attended a one-day training work-
shop which included information about and practical training in delivering the
treatment manual. The therapists had a supervision session with the author
every 2 weeks to resolve practical issues and troubleshoot difficult treatment
situations.

3.6 Methods of analysis
3.6.1 Statistical analyses

Statistical analyses were performed using IBM SPSS Statistics, versions 24—
28. In addition, sensitivity and specificity in Study I were calculated using an
online calculator provided by MedCalc (111), and ES in Study II was calcu-
lated with an online calculator provided by Social Science Statistics (112).

Descriptive statistics

In Studies [-IV, measures of sample size, central tendency (mean), dispersion
(standard deviation, SD), frequency, and percentage were used. Feasibility in
Study II was assessed with recruitment and drop-out rates, and in Study III
with retention rates.

Area under the curve

The area under the curve (AUC) is an estimation of the general discriminative
power of a diagnostic test (46). A perfect diagnostic test has an AUC of 1.0,
whereas an AUC of 0.5 is no better than chance in discriminating between
groups. AUC was calculated for GDS-15 and PHQ-9 in Study I.

Sensitivity and specificity

Diagnostic accuracy was calculated with sensitivity and specificity for differ-
ent cutoff values on the PHQ-9 and GDS-15. In Study I, 70% was set as the
minimum level of sensitivity and specificity.

Youden’s J index

Optimal cutoff values in study I were determined using Youden’s J index,
calculated as sensitivity + specificity — 1 (113). Thus, J can range from 0 to 1,
with 1 representing 100% sensitivity and specificity.

Repeated-measures ANOVA

The difference between the treatment condition and control condition in study
IT on the primary outcome measure MADRS-S (baseline, treatment weeks 1—
3, postintervention) was analyzed with a repeated-measures ANOVA, with
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condition (treatment vs control) as the between-subject factor and time as the
within-subject factor.

Effect size

The ES is a standardized metric that shows the magnitude of an effect, regard-
less of which scale is used to measure a variable and regardless of sample size,
and this standardized effect allows researchers to communicate the practical
significance of the results (114). In this thesis, between-groups ES posttreat-
ment in Study II as well as within-subjects ES at baseline compared with
postintervention and follow-ups at 1-, 3-, and 6-months postintervention in
Study III were calculated using Hedge’s g. Hedge’s g was chosen because it
is suitable for smaller samples as well as when there are differences in sample
size between groups (114). The ESs were interpreted in line with the recom-
mendation for gerontological research (115): .15 = small, .40 = medium, and
75 = large.

3.6.2 Qualitative analysis

In Study IV, the interviews were analyzed using inductive thematic analysis
(TA) with a descriptive phenomenological approach according to Sundler and
colleagues (99), see Figure 8 for an overview of the analysis process. The in-
terviews were analyzed by two researchers, the author of this thesis (JP) and
one of the assistant supervisors (MK). The analysis process started with the
researchers familiarizing themselves with the data by reading the interview
texts several times and exploring the experiences described by each partici-
pant. In the next step, meanings in these experiences were identified and or-
ganized into patterns, and from these patterns, preliminary themes and sub-
themes were developed by each researcher independently. The researchers
then met to discuss their findings and preliminary themes, followed by addi-
tional meetings to redefine, name, and describe the final themes. Thus, several
reiterations of the analysis were made, reflecting the dynamic process of de-
veloping themes within a more reflexive tradition of TA (116, 117).
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Figure 8. A brief overview of qualitative thematic analysis based on descriptive phe-
nomenology, adapted from Sundler et al. (99).

3.7 Ethical considerations

All studies followed the Declaration of Helsinki. and all participants provided
written informed consent. The PLLAT trial was approved by the Ethical Re-
view Board of Umead (registration number 2019-00944). The CoviDep trial
was approved by the Swedish Ethical Review Authority (registration number
2020-02079) and was also preregistered in Clinicaltrials.gov (ID-number
NCT04508868).
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4. Results

Study I

The AUC was .97 for the GDS-15 and .95 for the PHQ-9, showing comparable
accuracy as screening instruments for older adults with MDEs in Sweden.
Youden’s J index, sensitivity, and specificity for different cutoff values are
shown in Table 6. A cutoff of >6 on the GDS-15 yielded the highest Youden’s
Jindex of .82, with a sensitivity of 94% and a specificity of 88%. A cutoff of
>5 on the PHQ-9 yielded the highest Youden’s J index of .81, with a sensitiv-
ity of 100% and a specificity of 81%. The proposed cutoff from the originators
of >10 on the PHQ-9 produced an excellent specificity of 95% but a lower
sensitivity of 71%, indicating that this cutoff might be too high when applied
to older individuals in Sweden in community settings.

Additional analyses

In the analysis in Study I, only individuals with MDEs were included in the
depression group, and individuals with subthreshold depression were included
in the group without depression. As stated before, it is common that older
adults present with subthreshold depression rather than MDD but may benefit
from treatment. Hence, it would be of value to investigate the diagnostic ac-
curacy of the GDS-15 in older adults with any depressive disorder (i.e., both
MDD and subthreshold depression). A new analysis was performed for the
purpose of this thesis, combining individuals with subthreshold depression (n
=9) and MDEs (n = 17), and comparing this group to individuals without any
depressive disorder (n = 87). Youden’s J index, sensitivity, and specificity for
different cutoff values are shown in Table 7. A cutoff of >5 on the GDS-15
yielded the highest Youden’s J index of .80, with a sensitivity of 92% and a
specificity of 87%.
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Table 6. Sensitivity, specificity, and Youden’s J index for GDS-15 and PHQ-9 at dif-
ferent cutoff values, for the detection of MDEs.

'::::umti:: Sensitivity,% (Cl) Specificity,% (CI) Yi‘:;ii" sJ

GDS-15
>4 100 (80-100) 76 (66-84) 76
>5 100 (80-100) 81 (72-88) 81
>6 94 (71-100) 88 (79-93) .82
>7 88 (64-99) 91 (83-96) 79
>8 82 (57-96) 93 (86-97) 75
>9 71 (44-90) 97 (91-99) 68

PHQ-9
>4 100 (80-100) 72 (62-81) 72
25 100 (80-100) 81 (72-88) 81
>6 88 (64-99) 83 (74-90) 71
>7 88 (64-99) 86 (78-93) 74
>8 88 (64-99) 93 (86-97) 81
>9 82 (57-96) 93 (86-97) 75
210 71 (44-90) 95 (88-98) 66

Abbreviations. GDS-15 = Geriatric Depression Rating Scale 15-item short form; PHQ-9 = Pa-
tient Health Questionnaire 9; CI = 95% confidence interval.

Note. Bold cutoff values indicate the optimal balance of sensitivity and specificity based on
Youden’s index, whereas italicized cutoff values represent the proposed cutoff values.

Table 7. Sensitivity, specificity, and Youden’s J index for GDS-15 at different cutoff
values, for the detection of depressive disorders (MDEs and subthreshold depression).

'::::um;'f': Sensitivity,% (Cl)  Specificity,% (CI) Y;‘;t" sJ
GDS-15
>3 100 (87-100) 76 (66-84) 76
>4 96 (80-100) 83 (73-90) 79
25 92 (75-99) 87 (79-94) 80
>6 81 (61-93) 90 (81-95) .70

Abbreviations. GDS-15 = Geriatric Depression Rating Scale 15-item short form; CI = 95%
confidence interval.

Note. Bold cutoff values indicate the optimal balance of sensitivity and specificity based on
Youden’s index, whereas italicized cutoff values represent the proposed cutoff values.

Study II

The drop-out rate was 7.3%. The results of a repeated-measures ANOVA re-
vealed that there was a statistically significant Condition X Time interaction
for depressive symptoms (£ [2.30, 73.64] =3.71, p = .024, * = .10), indicating
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a decrease in depressive symptoms in the treatment group compared with the
control group, see Figure 9.

A large between-group ES was demonstrated at posttreatment for the pri-
mary outcome measure depressive symptoms measured with MADRS-S (g =
.85). For the secondary outcomes, large ESs were demonstrated for behavioral
activation (BADS-SF, g = 1.08) and for visual MI (Psi-Q, g = .81); medium
for depressive symptoms with secondary measures (GDS-15, g =.69; PHQ-9,
g = .58) and anxiety (GAD-7, g = .63); and small for functional ability
(WHODAS-12, g = .28).

At posttreatment, 2 out of 16 participants in the treatment condition met
diagnostic criteria for depression compared with 9 out of 13 in the control
condition, this was however not statistically significant according to Fisher’s
exact test (two-tail, p = .073).

Adverse effects of the treatment were reported by 21%, the most frequent
adverse effects being increased anxiety, more unpleasant feelings, that un-
pleasant memories resurfaced, that they did not always understand their treat-
ments, that the treatment did not produce positive results, and that they felt
afraid that other people would find out about their ongoing treatment. The
therapists reported no serious adverse effects or serious deterioration in any
participants during the interventions.

Out of 18 participants in the treatment group that rated their overall satis-
faction, five rated themselves as very satisfied with the treatment, seven as
somewhat satisfied, five as neither satisfied nor dissatisfied, none as somewhat
dissatisfied, and one as very dissatisfied with the treatment.

46



Abbreviations. MADRS-S = Montgomery—Asberg depression rating scale.

Figure 9 (Study II). Mean depression severity on MADRS-S over the different time
points. Error bars are standard deviations.

Study I1I

The retention rates for the long-term follow-ups were 95% at postintervention,
82% at 1 month, 89% at 3 months, and 84% at 6 months postintervention.
Decreases in depressive symptoms measured with MADRS-S were observed
with a medium within-group ES at posttreatment (g = .68) and at follow-ups
at 1 month (g =.74), 3 months (g =.74), and 6 months (g = .41) postinterven-
tion, see Figure 10.
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Abbreviations. MADRS-S = Montgomery—Asberg depression rating scale.

Figure 10 (Study III). Mean depression severity on MADRS-S throughout the trial
and ESs (Hedge’s g) between baseline and subsequent measurement points. Error bars
are standard deviations.

Study IV

The themes derived from the TA are shown in Figure 11.

In the first theme, “Acceptability of BA as a concept and intervention for
depression,” the BA-MI intervention was experienced by the participants as a
good way of increasing activities and improving mood. The activity diary was
described as increasing self-awareness between activities and mood. The ac-
tivity planning made the participants more active, and follow-up on these ac-
tivities by the therapist increased motivation. However, the pandemic re-
strictions were experienced as barriers to activities because many activities
were postponed or canceled due to the restrictions.

In the second theme, “MI as motivator or irritator,” some participants said
that MI was useful in giving focus toward the goals of the activities and gave
a deeper understanding of the potential positive effects of the activities. How-
ever, others felt that MI was difficult, uncomfortable, and pointless.
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The third theme was “Telephone contact similar to face-to-face, but not the
same.” Remote delivery of the BA-MI intervention via telephone reduced bar-
riers to communication related to pandemic restrictions and made remote con-
tact possible for those without access to the Internet. Participants stated that
compared with face-to-face interaction, contact over the telephone felt less
personal, and nonverbal communication was lost. Several participants sug-
gested that the telephone-based intervention could be improved and strength-
ened by adding one face-to-face session.

The fourth theme was “The importance of being seen as a whole person.”
Many participants had thoughts about potential causes for their mood and de-
pression and felt a need to talk about these causes with their therapist that they
felt was not covered during the calls. It was seen as important to make room
for discussions on the individuals’ history, personalities, and needs. To make
the intervention more person-centered, the need to be flexible about the time
needed for these discussions was stressed.

Lastly, the fifth theme was “The power of being recognized,” in which the
participants expressed that receiving a call from the therapist each week for
four weeks felt good and was something to look forward to. The contact and
conversations with the therapists were healing and an important part of the
treatment.

Figure 11 (Study IV). Themes derived from the thematic analysis.
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Table 8. Summary of aims, main findings, and conclusions for the studies included in

the thesis.

Aims

Main findings

Conclusions

Study |

Evaluate the diagnostic accu-
racy at different cutoff values
for the Swedish GDS-15 and
PHQ-9 compared with a
structured clinical interview in

older adults.

The AUC was .97 for GDS-15
and .95 for PHQ-9. The high-
est Youden’s J index was
shown for a cutoff of 26 on the
GDS-15, and =5 on the PHQ-
9. The proposed cutoff of 210
by the originator on the PHQ-
9 had a specificity of 95% and

a sensitivity of 71%.

The GDS-15 and PHQ-9 had
comparable diagnostic accu-
racy. Although the proposed
cutoff of 26 on the GDS-15
seems appropriate, the pro-
posed cutoff of 210 on the
PHQ-9 might be too high
when used in community

samples in Sweden.

Study II

Investigate the feasibility and
preliminary efficacy of tele-
phone-delivered BA-MI for the
treatment of  depressive
symptoms in individuals 65
years and older in isolation
during the Covid-19 pan-

demic.

The drop-out rate was 7.3%.
Between-group ES at post-
treatment was g = .85 for the
primary outcome measure
(MADRS-S). Repeated-
measures ANOVA was statis-

tically significant (p = .024).

The trial was successful with
a low drop-out rate. The ES
for depressive symptoms was
large at posttreatment, and
depressive symptoms de-
creased in the treatment
group compared with the con-

trol group.

Study Il

Investigate the feasibility of
long-term follow-ups at 1, 3,
and 6 months after the BA-MI
intervention, and to assess
depressive symptoms at 1-,
3-, and 6-months postinter-

vention.

Retention rates were 95% at
postintervention, 82% at 1
month, 89% at 3 months, and
84% at 6 months postinter-
vention. Compared with base-
line, ESs were g = .68 at
postintervention, g = .74 at 1
month, g = .74 at 3 months,
and g = .41 at 6 months.

Long-term follow-ups were
feasible. Decreases in de-
pressive symptoms were ob-
served with medium within-
group ES at posttreatment
and maintained 1- and 3-
months posttreatment. After 6
months, ES was smaller but

still medium-sized.

Study IV

Investigate the patients’ expe-
riences of telephone-based
BA-MI treatment during the
Covid-19 pandemic.

The BA-MI treatment in-
creased activites and im-
proved mood. Telephone de-
livery reduced barriers due to
pandemic restrictions but felt
less personal and lacked non-
verbal communication. Being
recognized and talking to a
therapist every week was
healing, but the manualized
mode of treatment seemed to

impair the relationship.

The therapeutic relationship
could be augmented by add-
ing one or more face-to-face
sessions. Aim to make man-
ual-based psychological inter-
ventions as person-centered
as possible by making room
for the patients as individuals
with both a past and present
rather than just focusing on in-

tervention delivery.
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5. Discussion

5.1 General discussion

In this thesis, results on ways to identify MDD in older adults are presented,
as well as results on the feasibility, preliminary efficacy, and experience of a
telephone-based BA-MI intervention for depression in older adults.

One fundamental question is: what is depression? Building on a written
history starting some 2,500 years back (12), there is relative consensus that
symptoms of depression are part of our human existence and expected during
many circumstances, but there is also a line, be it somewhat blurry, where
depressive symptoms are regarded as a pathological phenomenon, causing
suffering and functional disability. This basic consensus apart, definitions and
thoughts about the essence of depression may differ. In clinical practice today
the diagnosis of depression is demarcated using a set of symptom criteria, and
when these criteria have a certain frequency and duration plus functional im-
pairment, we diagnose depression and offer treatment for it.

There are, however, several problems with this categorical approach, as
mentioned in the introduction. One is evident in older adults, where subthresh-
old depression is common, often with the same suffering, functional impair-
ment, and treatment gains as in MDD. Many researchers and clinicians have
started viewing psychiatric disorders as spectra rather than categories (21),
and depression in older adults fits well with this view (17). Previous research
also indicates that there is great variability in how depression presents itself,
but also points to different etiological factors and possible subtypes, stressing
the importance of person-centered care with individualized interventions.

Study I

Study I compared the diagnostic accuracy of the Swedish versions of the GDS-
15 and PHQ-9 in older adults using a structured clinical interview as a refer-
ence test. The results showed that both the GDS-15 and PHQ-9 have compa-
rable diagnostic accuracy in classifying MDEs in older adults.

The proposed cutoff of >6 on the GDS-15 appears to produce an optimal
balance between sensitivity and specificity according to Youden’s J index,
94% and 88%, respectively, in community-dwelling older adults without cog-
nitive impairment, in line with previous studies (56). It is also important to
note that a cutoff of >5, which is often used as a cutoff in studies (55), had but
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a slightly lower Youden’s index in the present study (0.81), with a sensitivity
of 100% but lower specificity of 81%. In an additional analysis, the diagnostic
accuracy of the GDS-15 for both MDEs and subthreshold depression was ex-
amined. A cutoff of >5 on the GDS-15 yielded the highest Youden’s J index
of .80, with a sensitivity of 92% and a specificity of 87%, suggesting a cutoff
of'5 is optimal when screening for depressive disorders in general among older
adults in Sweden. As stated in the introduction, the choice of cutoff value is
always a trade-off between sensitivity and specificity, and it is important for
clinicians to be aware of the fact that on an individual level, screening results
below 6 points, with for example 5 points or even lower, does not explicitly
rule out an MDD diagnosis, and thus the need for a more comprehensive as-
sessment.

The proposed cutoff of 10 on the PHQ-9 might however be too high, re-
sulting in a high specificity of 95% but a lower sensitivity of 71%. In the pre-
sent study, a PHQ-9 cutoff of >5 resulted in the highest Youden’s index max-
imizing sensitivity, with a sensitivity of 100% and a specificity of 81%. This
result is in line with some studies suggesting that the proposed cutoff on the
PHQ-9 is too high when applied in older adults (118, 119), but contrary to
others suggesting the proposed cutoff is optimal also for older adults (120).
The differences in diagnostic accuracy for the PHQ-9 between studies could
be attributable to several factors, such as different populations and settings
(e.g., community or clinical), different age groups, or cultural differences. In-
terestingly, >5 points is often used as an indicator of “mild depression” when
using PHQ-9 as a measure of depression severity (49). In the present study,
all participants were residing in the community, and no one was receiving
specialized psychiatric care or had severe depression. The conflicting results
between Study I and others could also have been affected by the choice of
reference standard; in a recent meta-analysis, individuals 60 years and above
had lower sensitivity at the proposed cutoff of 10 when using a fully structured
diagnostic interview (e.g., MINI) and a higher sensitivity using a semi-struc-
tured interview (e.g., SCID) (120). This could be attributable to the fact that
fully structured interviews often are over-inclusive, that is, they classify more
individuals as having a condition, compared with semi-structured interviews.
This makes it more likely that participants with subthreshold conditions might
be classified as having MDD, thus making the rating scale more sensitive at
lower scores than at higher scores, as demonstrated previously (120).

Although this thesis presents two rating scales, GDS-15 and PHQ-9, as val-
uable tools for identifying depression in older adults, it is important to not use
these instruments alone, but also make a thorough assessment including clin-
ical interviews, physical examination, and laboratory tests, as well as as-
sessing cognitive status (41, 42).
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Study 11

Study II suggests that telephone-based BA-MI might be an acceptable and
feasible treatment for depression in older adults, as well as feasible during
restrictions such as during the Covid-19 pandemic. Large ESs were demon-
strated for depressive symptoms (primary outcome, g = .85), BA (g = 1.08)
and visual MI (g = .81); medium for depressive symptoms with secondary
measures (g = .58—.69) and anxiety (g = .63); and small for functional ability
(g = .28). However, because the study had to be terminated early due to
changes in restrictions, the sample is small, and results need to be interpreted
cautiously as small sample sizes tend to inflate the ES (121). Bearing that in
mind, the feasibility and effect posttreatment for depressive symptoms is in
line with previous studies of BA (73, 77), brief BA (78, 79), and BA delivered
over the telephone in nonpandemic conditions (89, 90) as well as during the
Covid-19 pandemic (91). The study also provides support for the feasibility
of combining BA with MI, in line with previous studies (94, 97), although
questions remain as to how much of the treatment effect is attributable to the
respective intervention. The large effect on self-rated activation is also inter-
esting because activation has been hypothesized as a key factor for the treat-
ment (72). The results from Study II indeed show the highest between-group
ES for depressive symptoms and BA following the BA-MI treatment. How-
ever, according to a systematic review by Janssen and colleagues (76), neither
self-rated activation nor environmental reward are significant mediators of de-
pressive symptoms following BA. Rather, the effect may be mediated by more
generic processes, such as treatment fidelity and belief in one’s own coping
capabilities and taking credit for the improvement (76).

Apart from being an alternative during pandemic restrictions, the BA-MI
intervention may also be an alternative during nonpandemic conditions when
there are barriers to treatment related to mobility issues for face-to-face treat-
ment, long distances to healthcare providers, or barriers related to technolog-
ical issues for psychological treatments delivered via the Internet or videocon-
ferencing, making telephone-based care a feasible alternative. Because the
BA-MI intervention is more time-efficient with regard to the number of ses-
sions compared with traditional BA or CBT, there might be implications for,
for example, primary care with regard to the number of patients that can be
offered treatment as well as cost-effectiveness.

Study I1I

Although Study II indicated that the telephone-based BA-MI intervention was
feasible, acceptable, and potentially effective in treating depressive symptoms
in older adults postintervention, it was unclear whether the long-term follow-
ups were feasible and whether the effects were maintained. In Study III, it was
demonstrated that the retention rates were high; 95% at postintervention, 82%
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after 1 month, 89% after 3 months, and 84% after 6 months, indicating that
long-term follow-ups were feasible. Depressive symptoms measured with
MADRS-S were about the same at postintervention (g = .68) as at 1- and 3-
month follow-ups (g = .74 for both) but decreased at the 6-month follow-up
(g = .41). These results indicate that although the intervention is relatively
short in duration with four sessions, the effects on depressive symptoms were
maintained over time for many of the participants, in line with previous studies
on BA (122). The decrease in ES at long-term follow-ups has been docu-
mented in several studies of BA for older adults (77).

Study IV

Although Studies II and III demonstrated that the telephone-delivered BA-MI
intervention was feasible and showed promising results with regard to reduc-
tions in depressive symptoms as well as overall high satisfaction, we did not
know how the participants experienced the intervention. The qualitative de-
sign of Study IV gave an opportunity to shed light on this matter, giving
unique, in-depth information about the participants’ experiences, which can
be used for example to improve the treatment manual and to optimize further
full-scale trials.

The results showed that several participants expressed acceptability of BA
as a conceptualization for depression and acceptability for the interventions
based on BA, in line with previous qualitative research (92). The activity di-
ary, where the participants were asked to log their activities and mood for one
week, increased the awareness of the link between behavior and mood. The
activity planning as well as the follow-up of completed activities were de-
scribed as good ways of increasing enjoyable, important, and meaningful ac-
tivities, in line with BA theory (72). However, the restrictions due to the
Covid-19 pandemic were described as a barrier, making it difficult to engage
in many, or in some cases any, social and cultural activities, which was also
reported in previous research (92).

The experiences of MI were divided, by some described as a motivator and
by others as an irritator. Several participants stated that MI gave a focus on
the goals of the activities as well as a deeper understanding of the potential
positive effects of the activities, in line with previous research on MI as a
“motivational amplifier” (97, 123, 124). Other participants described the MI
exercises as silly, difficult, or uncomfortable, suggesting that individuals vary
in their ability to engage in vivid MI. This finding is also in line with previous
research showing that although MI interventions are also feasible for older
adults (98), the ability to engage in MI differs between individuals and some
individuals seem to lack this ability, known as aphantasia, and previous stud-
ies also suggest that the vividness of visual MI may decrease with age (95).

Receiving psychological treatment via the telephone was described as sim-
ilar to face-to-face, but not the same. Many participants said that the contact
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felt less personal and that they missed out on nonverbal information such as
facial expressions. Several participants suggested adding one or more face-to-
face sessions and conducting the rest over the telephone, a procedure that has
been shown to be feasible in a previous pilot study by Gum and colleagues
(89). Another suggestion could be to perform the assessment as a face-to-face
visit and then the treatment sessions via telephone.

Many participants experienced the contact with the therapist as healing and
important for feeling better, and many participants stated that they looked for-
ward to the calls. Some expressed that they would have preferred more calls
and felt that the intervention and contact ended rather abruptly. One way of
making the ending more gradual could be by adding a booster session, for
example, a month after the last session, which has also been suggested in pre-
vious studies (80).

Several participants experienced a need to be seen as whole persons with a
past and present that they wanted to talk about with their therapist, and many
felt a need to talk about potential causes that they themselves had identified
for their current mood and depression. This indicates that there is a possibility
that the manual-based format and/or the telephone delivery impaired the ther-
apeutic relationship. It is, however, important to keep in mind that the BA-MI
intervention was brief and designed to be delivered as a first-line intervention,
and not designed to replace regular psychotherapy.

5.2 Limitations
Study I

Study I was conducted in a pooled sample from two separate trials with dif-
ferences in the procedure; participants from the PLLAT trial (n = 77) per-
formed the MINI face-to-face directly after completing the rating scales,
whereas participants from the CoviDep trial (n = 36) completed the rating
scales at home and performed the MINI on the telephone within two weeks.
However, previous studies show that MINI conducted over the telephone
yields equivalent results compared with face-to-face (125), and two weeks be-
tween the index test and reference test is often acceptable in meta-analyses
(56).

Furthermore, all MINI interviews in the PLLAT trial were performed by
the same psychologist, whereas in the Covi-Dep trial, four additional psy-
chologists performed MINI interviews. We did not investigate the interrater
reliability, which is a limitation, as different interviewers may score and inter-
pret the MINI differently. However, the MINI interview is highly structured,
and all psychologists were trained and experienced in the administration.
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Another limitation of Study I was that only participants meeting the DSM-
5 criteria for MDEs were included in the depression group. As mentioned pre-
viously, research suggests that many older individuals do not meet the full
criteria for MDE, but rather present with subthreshold depression (18, 20).
This might have been accounted for to some extent using MINI which, as
mentioned earlier, tends to be over-inclusive compared with semi-structured
interviews (120). In an additional analysis of the diagnostic accuracy of GDS-
15, it was shown that the optimal cutoff for depressive disorders in general
(i.e., both MDD and subthreshold depression) was >5, which has been shown
in previous studies (55).

Study 11

In Study 11, the session time differed between the control group and the treat-
ment group. This was both because the treatment was new, combining two
interventions, and thereby session duration was difficult to predict, and the
fact that it was difficult to sustain longer sessions in the control condition. This
might have affected the results, as the treatment group not only received the
active treatment but also longer sessions with social interaction with the ther-
apist.

Another limitation is the fact that the trial was open labeled (i.e., the par-
ticipants knew which condition they were randomized to), which might have
affected the control group, for example by adding a sense of frustration, but
also the treatment group, as knowing you receive treatment may increase the
expectancy of positive effects. However, because the trial included partici-
pants with clinically significant depressive symptoms, it was deemed unethi-
cal not to disclose this to the participants or to use a sham treatment.

Furthermore, because of changes in pandemic recommendations and re-
strictions, half of the participants completed treatment with heavier re-
strictions concerning social distancing and self-isolation in place, which might
have affected the results. However, because the participants were consecu-
tively enrolled, randomized, and treated, this affected the control group and
treatment group equally.

Neither the treatment nor control intervention delivered by the therapists
were reviewed by independent raters for treatment fidelity, which makes it
uncertain to what extent each therapist adhered to the treatment manual. How-
ever, both the treatment and control intervention were structured and manual-
based, and a digital checklist was used.

Another limitation is that whereas the rating scales were performed by the
patients at home and scored by a research nurse and thereby blinded to the
therapists, the MINI interviews posttreatment were performed by the patients’
therapists, which may have contributed to bias. However, as stated previously,
the MINI is highly structured, which might mitigate these effects.
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The sample consisted of volunteers recruited via advertisements, and the
majority of the participants (84%) were women with Swedish as their native
language. These issues limit the generalizability to other groups or environ-
ments, as well as the generalizability of the results to older adults in general.

Study 111

Even though the demonstrated retention rates in Study III were high, ranging
from 82% to 95%, it is important to note that the total sample was small, which
limited the possibility for statistical analyses. As in Study II, the ESs need to
be interpreted with caution, as small sample sizes tend to inflate the ES (121).

Study III included only participants who had received intervention with no
control condition, which makes it impossible to ascertain how long-term the
results would be for participants not receiving intervention. This procedure
was, however, necessary because it would have been unethical to withhold the
participants in the control condition from intervention as the control condition
was only an attention control and not another active treatment.

Furthermore, because the participants were pooled from two groups, the
treatment condition (n = 20) and the control condition (n = 18) receiving the
intervention after four weeks, there was a difference in the procedure, where
20 of the participants received a four-week intervention directly and 18 of the
participants received four weeks on the waitlist with attention control followed
by the four-week intervention. This was, however, accounted for by establish-
ing a new baseline for the control condition before receiving the intervention.

Study IV

In Study IV, all interviews were conducted over the telephone, which may
have led to a loss of nonverbal communication that could have been of im-
portance to the researchers because communication is not just about what you
are saying, but also how it is being said. Another issue is that the interviews
were performed by three different interviewers, and no participant was inter-
viewed by their own therapist or by the study coordinator. This was done to
minimize bias and to maximize the ability of the participants to be honest
about their experiences. Although there was an interview guide, the interviews
were semi-structured, which might have made the interviews different de-
pending on who the interviewer was, what kind of follow-up questions were
asked, and at what depth. Furthermore, we did not include any drop-out par-
ticipants as they were few and declined further participation. We did, however,
include participants experiencing no effect of the treatment in the study, but
also including dropouts could have elucidated ways to improve the treatment
or study design to decrease attrition.

Another limitation, as mentioned previously, is the predominance of
women and participants with Swedish as their native language in Study IV.
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The sample in Study IV is however representative of the samples in Studies II
and III, where about 80% of the participants were women, and most partici-
pants had Swedish as their native language.

There are also methodological issues related to how we applied TA that are
worth discussing because the use of TA differs depending on how qualitative
methodology is viewed. First of all, TA is not one approach, but rather a fam-
ily of methodologies on a spectrum, ranging from a quantitative/postpositivist
approach referred to as coding reliability, to an approach called reflexive TA
grounded in a qualitative paradigm (117, 126). In this study, data were ana-
lyzed using TA based on descriptive phenomenology closer to the reflexive
end of the TA spectrum (99, 117). One implication of this is how the two
researchers worked with the analysis. When using multiple coders, coding re-
liability approaches recommend generating themes and developing a coding
frame early on, and measuring intercoder reliability to achieve objectivity and
accuracy according to the coding frame (126). However, in the TA approach
based on descriptive phenomenology, multiple coders strengthen the analysis
by offering different or supplementary views, and maintain reflexivity by
questioning statements and pre-understandings of the researchers (99). In a
reflexive approach to TA, researcher subjectivity is seen as a tool rather than
a problem, and there is no need to reach a consensus because coding is sub-
jective and thereby cannot be “accurate” (117).

Another implication is the choice of participants. One common strategy for
the choice of sample size in qualitative studies involves the term “saturation,”
where data are collected until no new information is obtained (117). We opted
for a purposive sampling strategy more aligned with reflexive TA (117),
choosing participants that we thought could give variation to maximize our
understanding with regard to sex, age, treatment effect, and geography.

5.3 Conclusions and future research

Study I gives support to the national guidelines recommending the GDS-15
for the detection of depression in older adults, but highlights the need for fur-
ther studies on the PHQ-9, which is also recommended and widely used. Ac-
cording to the results from the present study, the proposed cutoff on the PHQ-
9 might result in a failure to detect three in ten individuals with depression
compared with a lower cutoff. Because the optimal cutoff values often differ
depending on setting and population characteristics, it would be of value to
investigate the Swedish GDS-15 and PHQ-9 in different clinical settings, such
as primary care and specialized psychiatry, and in different age groups.
Studies II and III demonstrated that the telephone-delivered BA-MI inter-
vention was feasible, with promising results regarding reduction in depressive
symptoms that for many participants were maintained for up to 6 months.
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Hopefully, these results can be used to further improve upon BA and MI in-
terventions as well as upon telephone-delivered psychological treatment for
older adults and be used as a starting point for full-scale clinical trials of the
intervention in clinical contexts. Further studies in larger samples are needed
to investigate the long-term effects, for example, if there is a general deterio-
ration in mood after 6 months or if there are subgroups with different trajec-
tories. The long-term effects of this intervention should also be compared with
control conditions. It would also be of interest to investigate if telephone-de-
livery differs with regards to effect compared with face-to-face delivery or
videoconferencing. It is also of interest to perform studies dismantling the ef-
fect of the BA and the MI component. Although previous studies on BA for
older adults as well as the studies in this thesis show promising results for the
treatment of depression, there is a need for further full-powered studies, as
well as studies delineating for whom BA works and why. Future studies
should also seek to be more inclusive of individuals with other native lan-
guages and cultural backgrounds, as well as include more men.

Study IV showed that the participants experienced the BA-MI intervention
as a good way of increasing activities and improving mood. Telephone deliv-
ery reduced barriers due to pandemic restrictions but felt less personal and
lacked nonverbal communication. Being recognized and talking to a therapist
every week was healing, but the manualized mode of treatment impaired the
therapeutic relationship. The therapeutic relationship could be augmented by
adding one or more face-to-face sessions. When using manual-based psycho-
logical interventions one should aim to make them as person-centered as pos-
sible by making room for the patients as individuals with both a past and pre-
sent rather than just focusing on intervention delivery.

In sum, there is vast support for psychological treatment as an effective
treatment for depression in older adults, with emerging evidence demonstrat-
ing the efficacy of BA. Face-to-face delivery is the most studied mode of de-
livery, but studies also suggest that delivery is feasible using remote delivery.
This thesis adds to the support for telephone-delivered BA for the treatment
of depression and indicates that MI interventions are feasible as an augmenta-
tion of BA in older adults. In addition, rather than thinking either-or, we
should consider all evidence-based psychological treatments and delivery
modes as part of a palette, where the ultimate goal is to offer evidence-based
and person-centered psychological treatments that work for each patient. With
only about 3% of older adults with depression reporting receiving psycholog-
ical treatment, there is work to do.

To conclude: Depression exists as one extreme in the continuum of normal
human feelings and behaviors, that causes functional impairment and suffer-
ing, with individual variability with regard to presentation of symptoms, and
also, probably, with regard to causes. Depression can be modified using psy-
chological and pharmacological treatment to improve mood, increase func-
tional ability, and improve quality of life.
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6. Svensk sammanfattning (Summary in
Swedish)

Inledning

Ungefér var tionde éldre individ vérlden 6ver ér drabbad av depression (31).
Depression ar en psykiatrisk diagnos som innebdr att en individ &r ihallande
nedstdmd och/eller har minskat intresse eller minskad glédje for saker i tillva-
ron jamfort med tidigare (14), samt har andra symtom sédsom:

e fordndring av aptiten
forandring av sdmnen
langsammare rorelser och tankeformaga eller rastloshet
energiloshet
svérigheter att koncentrera sig, tédnka eller fatta beslut
kénslor av virdeldshet eller skuld
tankar pa doden, dodsonskan eller planer pa att ta sitt liv

Depression skapar ett stort lidande hos den drabbade och 6kar risken for andra
sjukdomar (8), badde kroppsliga och psykiatriska, samt ger forsdmrad livskva-
litet (5) och funktion (6) i vardagen. Manga é&ldre individer med depression
missas av varden (43, 44), och merparten far ingen behandling alls (33, 69),
trots att depression dr ett behandlingsbart tillstdnd (42). Det finns dérfor ett
behov av metoder for att identifiera &ldre med depression, samt ett behov av
snabba, effektiva psykologiska interventioner for behandling av depression.

Syfte

Avhandlingen bestar av fyra delarbeten och har tva 6vergripande syften:
1. attundersoka hur triaffsikra tva skattningsskalor (PHQ-9 och GDS-
15) ar nér det géller att identifiera depression hos dldre
2. att undersoka genomforbarhet, prelimindr effekt samt patienters
upplevelse av en telefonbaserad psykologisk intervention, beteen-
deaktivering med mentala bilder (BA-MI), for behandling av de-
pression hos dldre under coronapandemin.
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Metod och resultat

Delarbete I var en tvirsnittsstudie med 117 deltagare och undersokte hur
traffsdkra tva skattningsskalor for depression (PHQ-9 och GDS-15) var nir
det géllde att identifiera depression hos dldre, jamfort med en standardiserad
psykiatrisk intervju. Resultaten visade att bada skattningsskalorna hade god
traffsdkerhet, och att ett grinsvirde pa >6 podang pa GDS-15 respektive >5
poang pad PHQ-9 var optimalt.

Delarbete 1I-IV genomfordes inom ramen for studien CoviDep, som un-
dersokte BA-MI-interventionen for behandling av depression hos personer 65
ar och dldre under coronapandemin. Interventionen bestod av fyra telefonsam-
tal med psykolog. Syftet med beteendeaktivering &r att 6ka méngden lust-
fyllda, meningsfulla och viktiga aktiviteter, och dérigenom forbittra maendet
och minska depression. For att 6ka motivationen att genomfora aktiviteterna
anvéindes mentala bilder.

Delarbete II var en randomiserad klinisk pilotstudie, ddr 41 deltagare for-
delades slumpvis till att ingd antingen i behandlingsgrupp eller i kontroll-
grupp. Behandlingsgruppen fick genomga BA-MI-interventionen enligt ovan
direkt. Kontrollgruppen fick diremot vénta i fyra veckor pa att pabdrja BA-
Ml-interventionen, och for att f61ja upp méendet under vénteperioden kontak-
tades de varje vecka av behandlare. Resultaten visade att studien var genom-
forbar med fa avhopp. Depressionssymtomen minskade i behandlingsgruppen
for varje vecka i behandlingen samt direkt efter behandling, medan ingen
minskning sags for kontrollgruppen. Efter behandling ségs en stor effektstor-
lek mellan behandlingsgrupp och kontrollgrupp vad géllde depressionssym-
tom.

Delarbete I1I var en langtidsuppfoljning med 38 deltagare som genomgick
BA-Ml-interventionen, och inkluderade bade de som fordelades till behand-
lingsgrupp och de som randomiserades till kontrollgrupp och sedan efter fyra
veckor fick BA-MI-interventionen. Bortfallet var 1agt bade efter behandling
och 1-, 3- och 6 manader efter interventionen. Jamfort med fore behandling
sdgs medelstor effekt pa depressionssymtom efter interventionen, och denna
effekt var jamforbar 1- och 3 manader efter behandling. Efter 6 manader var
effektstorleken ldgre men fortsatt medelstor.

Delarbete IV var en kvalitativ studie baserad pa intervjuer med 14 delta-
gare som genomgatt BA-MI-interventionen. Deltagarna beskrev att intervent-
ionen hjilpte till att 6ka aktiviteter och forbdttra méendet. Det upplevdes som
positivt att behandlingen gavs per telefon d& det mdojliggjorde behandling trots
pandemirestriktioner, men uppfattades som mindre personlig dn vid fysiska
moten, och man saknade icke-verbal kommunikation. Att bli sedd och prata
med en behandlare varje vecka var likande, men det manualstyrda formatet
kunde forsdmra relationen mellan behandlare och deltagare.
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Slutsatser
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1.

Béide GDS-15 och PHQ-9 ér anvéindbara verktyg for att identifiera
depression hos dldre, men griansvirdet pA PHQ-9 kan behdva justeras
jamfort med det grinsvéirde som anvénds for medelalders och yngre
vuxna. Det behovs fler studier av GDS-15 och PHQ-9 for dldre i olika
kliniska miljder, till exempel i primérvard och specialistpsykiatri.
Den telefonbaserade BA-MI-interventionen hade god effekt for att
minska depressionssymtom hos éldre under coronapandemin, och av-
hoppen frén studien var fi. Interventionen kan vara anvéndbar dven
bortom coronapandemin nir distansalternativ ar att foredra for dldre
individer med depression, till exempel vid langa avstidnd eller vid
funktionsnedsittningar. Interventionens effekt behover emellertid
bekriftas i storre studier samt i kliniska miljéer sdsom primarvard.



7. Tack

Till Sverige. Tack for att ni tog emot min sldkt med 6ppna armar nér mormor,
morfar och farmor satsade allt och ldmnade Finland for ett béttre liv for sig
och sina familjer. Jag har fitt en forstklassig utbildning, fran grundskola och
gymnasium, till psykologprogrammet och forskarutbildningen vid ett av varl-
dens bista universitet. Utan att betala en krona. Jag &r stolt Gver att bo i ett
land dar egna meriter, snarare én storleken pa planboken, avgor mojligheten
till utbildning.

Till min huvudhandledare Mattias Damberg. Utan dig hade inte denna av-
handling funnits. Jag tdnker ofta pa den lyckliga tillfélligheten som gjorde att
vara vigar korsades, nir det visade sig att vi badda brann for att hjélpa dldre
individer med psykisk ohélsa. Tack for allt stod, och for att du sa tydligt visat
att det ar okej att prioritera familjen nér det behovs.

Till min bihandledare Marie Kivi. Forutom intresset for psykologisk behand-
ling och geropsykologi delar vi ocksé kirleken till Dalsland. Jag har verkligen
uppskattat vara arbetsdagar i Goteborg, dina skarpa analyser, din sprakliga
noggrannhet och din ihardighet i att 6vertyga mig om att sluta anvinda Word
som en skrivmaskin.

Till min bihandledare Per Kristiansson. Tack for att du stillt upp som min
fasta forankring vid Institutionen for folkhélso- och vardvetenskap, Uppsala
universitet.

Till Christina Jogér, fore detta forvaltningsdirektor for primarvard, psykiatri
och habilitering, Joakim Pettersson, fore detta verksamhetschef for Vuxen-
psykiatriska kliniken, och Maria Osterholm, fore detta enhetschef vid Vux-
enpsykiatriska mottagning 2 i Vésteras. Utan ert stod hade det inte blivit ndgon
doktorandtjanst, och jag ar evigt tacksam att ni trodde pa mig!

Till personal och forskare vid Centrum for klinisk Forskning, CKF, i Vésteras.
Ett sérskilt tack till Kent Nilsson, forskningsdirektor, for din outsinliga entu-
siasm och att du sa generost delat med dig av din kunskap och dina vildsvin.
Ett varmt tack ocks4 till Cecilia Aslund, verksamhetschef, for allt stdd och
allt pepp frén start till mal, och for trevliga fikastunder med honstema. Tack

63



ocksa till de administrativa ninjorna Maria Pettersson och Maria Dell’Uva
Karlsson, som verkar kunna l6sa vad som helst; kommunikationsninjorna
Mariana Ehn och Catrine Lundgren for hjidlp med kommunikationsmaterial
och hemsida; den statistiska ninjan Simon Liljestrom for allt stod i analysar-
betet for delarbete II och III; Entermedic-ninjan Lotta Nilsson, for hjalp med
digitalisering av enkéter och manualer; samt randomiseringsninjan Tony
Wiklund f6r snabb och proffsig hjédlp med randomiseringen till delarbete II.

Till Marie Stenius-Svensson och Angelica Norling, forskningssjukskoters-
kor vid Forskningsmottagningen, for att ni delat med er av er kunskap om
kliniska studier och for all praktisk hjélp i samband med datainsamlingen till
samtliga delarbeten.

Till Gunilla Schiélde, Elin Bystrom, Ida-Maria Jonsson och Tobias Thor-
nell for att ni stdllde upp som behandlare i CoviDep-studien, samt hjélpte till
med intervjuerna i delarbete V.

To Fritz Renner and Julie Ji, for great collaboration on studies II —IV. It has
been a true privilege working with you, and sharing your vast knowledge on
depression and mental imagery! Tack ocksé till Marie Kanstrup, som foru-
tom att vara en av mina narmaste vanner ocksa dr en vass forskare, for att du
hjélpte mig att ténka vidare nir coronapandemin kom och nistan saboterade
mitt doktorerande.

Till alla doktorandkollegor vars vig jag korsat under dessa fem é&r. Ett séir-
skilt tack till min vapendragare, vdn och rumskompis Lena Lonnberg, som
jag far formanen att fortsétta forska tillsammans med. Tack ocksa till Méarten
Tyrberg, for trevliga kollegiala luncher, men ocksa for att du ér ett foredome
nér det giller klinisk forskning fér de som behover det som mest. Ett stort tack
ocksd till mina tidigare rumskompisar Rebecka Keijser och Victoria
Andrén, for all glddje och frustration vi delat pa forskarutbildningens krokiga
végar.

Till kollegor vid Vuxenpsykiatriska kliniken. Tack till Christine Senter,
verksamhetschef, och Filip Da Cunha Meneses, sektionschef, for allt stod
och for att ni visar att forskning &r en sjélvklar del for att forbéttra varden.
Tack ocksa till fore detta kollegorna vid Vuxenpsykiatriska mottagning 2 i
Visterds, samt nuvarande kollegorna vid Vuxenpsykiatriska Aldremottag-
ningen.

Till Marina Arkkukangas, FoU-chef i Region S6rmland, for ditt ovarderliga

emotionella stdd i slutet av avhandlingsarbetet. Jag ser fram emot véra fort-
satta forskningssamarbeten!
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Till nuvarande och forna styrelsekamrater och funktiondrer i Sveriges
Geropsykologers forening. Jag dr glad Gver att fa arbeta tillsammans med er
for att oka dldres tillgang till psykologiska insatser. Ett sdrskilt varmt tack till
Boo Johansson, professor emeritus i dldrandets psykologi. Jag har mejlat fra-
gor och idéer till dig som student, PTP, legitimerad psykolog och doktorand,
och du var ordférande vid min halvtidskontroll. Oavsett nér i karridren jag har
kontaktat dig har du tagit dig tid att svara, tagit mig pa allvar och gett mig
goda rad. Du r en sann forebild!

Till alla fantastiska vinner! Jag tors inte ndmna ndgra namn av ridsla for att
glomma négon... Gor s hér i stéllet: Tack till alla er vi brukar 4ta och dricka
med. Tack till alla er vi brukar tillbringa flera dagar i strack med. Tack till
Herrklubben for oférglomliga upplevelser.

Till mina forédldrar Eivor och Jorma, for er villkorslosa kérlek och tro pa mig,
oavsett hur galna idéerna 4n varit. Jantelagen har varit franvarande i vart hem,
och det &r jag evigt tacksam for! Till min bror Stefan med sin familj, Marie,
Anton, Moa och Hugo, och min syster Mia med sin familj, Martin och Ame-
lia. Det dr verkligen en ynnest att fa sta er sa néra, och att f4 ha er i mitt och
min familjs liv. Tack ocksa till farmor Sylvi, morfar Ingmar, och mormor
Ester som fanns med néstan hela végen till disputationen. Ni dr alla saknade!

Till svarfordldrarna Maria och Sture, svigerskan Camilla med barnen Iris
och Signe, samt svigerskan Julia och pojkvinnen Rasmus. Tack for att ni
fatt mig att kédnna mig som en i familjen, och for alla fina stunder i fantastiska
Dalsland!

Till min familj. Till Elma, min dotter. Du har varit med om fler motgéngar
hittills &n manga gor under en hel livstid, men du har klarat av dem och ér en
av de starkaste och modigaste personerna jag kanner. Och till Alvar, min son,
som dr den mest empatiska ménniska jag métt med en outsinlig energi. Och
till Lina, min livskamrat och mitt livs kérlek. Tack for att jag far dela mitt liv
med dig. Utan dig &r jag halv. Och till Aya, vr lynniga, gosiga och arsrika
hittekatt — tack for att du gjort mig sillskap under allt hemarbete under coro-
napandemin, och for att du pamint mig om att ta pauser.

Och, sist men absolut inte minst, till alla forskningspersoner som deltagit i
PLLAT-studien och CoviDep-studien. Utan er hade denna avhandling inte va-
rit mojlig. Tack for att ni delat med er av er tid, er smarta, er glddje och era
erfarenheter.
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Appendix

Geriatric depression scale 15-item, GDS-15

Vilj det alternativ som biist beskriver hur du kéiint dig den senaste veckan:

Ar du i grund och botten n6jd med ditt liv? OJa O Nej
Har du gett upp minga aktiviteter och intressen? O Ja O Nej
Tycker du att ditt liv 4r tomt? OJa O Nej
Blir du ofta uttrdkad? OJa O Nej
Ar du oftast pa gott humor? OJa O Nej
Ar du ridd att nigot ska hinda dig? OJa O Nej
Kinner du dig oftast glad och n6jd? OJa O Nej
Kinner du dig ofta hjilplés? OJa O Nej
Vill du hellre stanna hemma 4n ga ut och prova nya )
sysselsittningar? DJa O Nej
Eycflfer du att du har fler problem med ditt minne dn OJa O Nej
e flesta andra?
Tycker du att det kinns bra att leva? OJa O Nej
Kinner du dig timligen virdelés som du dr nu? O Ja O Nej
Kinner du dig full av energi? O Ja O Nej
Tycker du att din situation dr hopplds? O Ja O Nej
Tycker du att de flesta andra har det bittre dn du? O Ja O Nej
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Patient health questionnaire 9, PHQ-9

Under de senaste 2 veckorna, hur ofta har du besvirats av nagot av foljande

problem?
Inte alls Flera Mer dn Niistan
dagar hilften av | varje dag
dagarna
Lite intresse eller minskad glidje i 0o 01 02 03
att gbra saker
kint dlg nedstémd, deprirnerad 0o O1 o2 03
eller kint att framtiden ser hopplés
ut
problem att somna eller att du 0o 01 02 03
vaknat i fortid, eller sovit for
mycket
kint Chg trott eller energilés 0o O1 o2 03
dﬁhg aptit eller att du 4tit for oo o1 a2 o3
mycket
dalig sjilvkinsla - eller att du ként 0o 01 02 03
dig misslyckad eller att du svikit dig
sjalv eller din familj
svirigheter att koncentrera dig, till 0o o1 o2 03
exempel nir du ldst tidningen eller
sett pd TV
att du rort dig eller talat si langsamt 0o 01 02 03
att andra noterat det? Eller
motsatsen — att du varit sd nervos
eller rastlés att du rort dig mer dn
vanligt
tankar att det skulle vara bittre om 0o o1 02 03
du var déd eller att du skulle skada
dig pd nigot sitt
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Montgomery-Asberg depression rating scale, MADRS-S

Nu kommer du fa se en rad olika pastdenden om hur man kan mi i olika avseenden. Pastiendena
uttrycker olika grader av obehag, fran frinvaro av obehag till maximalt uttalat obehag. Ringa in
den siffra (0—6) som du tycker bist stimmer in med hur du matt de senaste tre dagarna.
Tink inte alltfér linge, utan f6rs6k arbeta snabbt.

1. Sinnesstimning

Hir ber vi dig beskriva din sinnesstimning, om du kdnner dig ledsen, tungsint eller dyster till

mods. Tink efter hur du har kint dig de senaste tre dagarna, om du har skiftat i humoret eller
om det varit i stort sett detsamma hela tiden, och f6rs6k sirskilt komma ihag om du har kint
dig littare till sinnes om det hint ndgot positivt.

Jag kan kinna mig glad eller ledsen, alltefter omstindigheterna.
Jag kinner mig nedstimd f6r det mesta, men ibland kan det kiinnas lattare.

Jag kinner mig genomgdende nedstimd och dyster. Jag kan inte glidja mig at sidant som
vanligen skulle gra mig glad.

(S O S N =

Jag ir totalt nedstimd och sé olycklig att jag inte kan tinka mig virre.

2. Oroskinslor

Hir ber vi dig markera i vilken utstrickning du haft kinslor av inre spanning, olust och angest
eller odefinierad ridsla under de senaste tre dagarna. Ténk sidrskilt pd hur intensiva kdnslorna
varit, och om de kommit och gatt eller funnits néstan hela tiden.

0  Jag kinner mig mestadels lugn.

; Ibland har jag obehagliga kinslor av inre oro.

i Jag har ofFa en kinsla av inre oro, som ibland kan bli mycket stark, och som jag maste an-
stringa mig for att bemistra.

2 Jag har fruktansvirda, lingvariga eller outhidrdliga angestkinslor.

3. S6mn

Hir ber vi dig beskriva hur du sover. Tink efter hur linge du sovit och hur god sémnen varit
under de senaste tre nitterna. Beddmningen ska avse hur du faktiskt sovit, oavsett om du tagit
somnmedel eller ¢j. Om du sover mer dn vanligt, sitt din markering vid 0.

0 Jag sover lugnt och bra och tillrickligt linge f6r mina behov. Jag har inga sirskilda svirig-
heter att somna.

1

5 Jag har vissa sémnsvarigheter. Ibland har jag svart att somna eller sover ytligare eller oro-
ligare 4n vanligt.

3

4 Jag sover minst tvd timmar mindre per natt in normalt. Jag vaknar ofta under natten,
dven om jag inte blir stérd.

5

6 Jag sover mycket déligt, inte mer 4n 2-3 timmar per natt.
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4. Matlust

Hir ber vi dig ta stillning till hur din aptit dr, och tinka efter om den pa ndgot sitt skilt sig
fran vad som dr normalt f6r dig. Om du skulle ha bittre aptit 4n normalt, markera da det pa 0.

Min aptit 4r som den brukar vara.
Min aptit dr simre 4n vanligt.

Min aptit har nistan helt férsvunnit. Maten smakar inte och jag mdste tvinga mig att dta.

UL R LW — O

Jag vill inte ha ndgon mat. Om jag ska fi ndgonting i mig, maste jag Gvertalas att dta.

5. Koncentrationsf6rmaga

Hir ber vi dig ta stillning till din férmaga att halla tankarna samlade och koncentrera dig pa
olika aktiviteter. Tdnk igenom hur du fungerar vid olika sysslor som kriver olika grad av kon-
centrationsférmdéga, t.ex. lasning av komplicerad text, litt tidningstext och tv-tittande.

Jag har inga koncentrationssvarigheter.

Jag har tillfalligt svart att hilla tankarna samlade pa sidant som normalt skulle fainga min
uppmirksambhet (t.ex. lisning eller tv-tittande).

Jag har patagligt svart att koncentrera mig pa sidant som normalt inte krdver nigon an-
stringning frin min sida (t.ex. lisning eller samtal med andra minniskor).

[ N B O S =)

Jag kan 6verhuvudtaget inte koncentrera mig pa nagonting.

6. Initiativf6rmaga

Hir ber vi dig fors6ka virdera din handlingskraft. Fragan giller om du har litt eller svart for
att komma iging med sadant som du tycker du bor gora, och i vilken utstrickning du maste
dvervinna ett inre motstind ndr du ska ta itu med ndgot.

Jag har inga svarigheter med att ta itu med nya uppgifter.
Nir jag ska ta itu med ndgot, tar det emot pa ett sitt som inte dr normalt fér mig.

Det krivs en stor anstringning for mig att ens komma iging med enkla uppgifter som jag
vanligtvis utfér mer eller mindre rutinmassigt.

[ S S =)

Jag kan inte f6rma mig att ta itu med de enklaste vardagsbestyr.

7. Kianslomissigt engagemang

Hir ber vi dig ta stillning till hur du upplever ditt intresse f6r omvirlden och fér andra minni-
skor, och for sddana aktiviteter som brukar bereda dig néje och glidje.

Jag ir intresserad av omvirlden och engagerar mig i den, och det bereder mig bade néje

0 och glidje.

1

5 Jag kdnner mindre starkt for sidant som brukar engagera mig. Jag har svarare dn vanligt
att bli glad eller svarare att bli arg nir det 4r befogat.

3

4 Jag kan inte kidnna ndgot intresse f6r omvirlden, inte ens for vinner och bekanta.

5

6 Jag har slutat uppleva ndgra kinslor. Jag kinner mig smirtsamt likgiltig dven fér mina

niarmaste.
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8. Pessimism

Fragan giller hur du ser pa din egen framtid och hur du uppfattar ditt eget virde. Tank efter i
vilken utstrickning du gér dig sjilviérebraelser, om du pldgas av skuldkinslor, och om du
oroat dig oftare dn vanligt for t.ex. din ekonomi eller din hilsa.

0  Jag ser pa framtiden med tillf6rsikt. Jag dr pé det hela taget ganska n6jd med mig sjilv.

1

2 Ibland klandrar jag mig sjilv och tycker att jag dr mindre vird 4n andra.

3

4 Jag grubblar ofta 6ver mina misslyckanden och kinner mig mindervirdig eller dalig, dven
om andra tycker annorlunda.

5
Jag ser allting 1 svart och kan inte se nagon ljusning. Det kinns som om jag var en alltige-

6  nom dalig minniska, och som om jag aldrig skulle kunna fa nagon forldtelse f6r det
hemska jag gjort.

9. Livslust

Frigan giller din livslust, och om du kint livsleda. Har du tankar pa sjdlvmord, och i sa fall, i
vilken utstrickning upplever du detta som en verklig utvig?

S Ul A WD~ O
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Jag har normal aptit pé livet.
Livet kinns inte sirskilt meningsfullt, men jag 6nskar inda inte att jag vore déd.

Jag tycker ofta det vore bittre att vara dod, och trots att jag egentligen inte 6nskar det,
kan sjilvmord ibland kdnnas som en méjlig utvig,.

Jag dr egentligen Gvertygad om att min enda utvig ir att d6, och jag tinker mycket pd hur
jag bist ska g tillviga for att ta mitt eget liv.



Generalized anxiety disorder 7-item scale, GAD-7

Har Du under de senaste tva veckorna bevirats av nagot av detta?

skulle kunna hinda

Inte alls Flera Flertalet Sa gott
dagar dagar som

dagligen
Kint mig nervds, orolig, spind 0o 01 2 03
Inte kunnat ldta bli att dngslas 0o 01 2 03
Angslats for mycket f6r olika saker 0o 01 02 03
Haft svért att koppla av oo o1 a2 a3
Varit si rastlos att det varit svart att 0o 01 o2 03

sitta still

Varit I'Ctlig och littstord oo 01 o2 o3
Varit ridd, som om ndgot forfirligt 0o 01 02 03

79




Behavioral activation for depression scale — short form,
BADS-SF

Var vinlig och lis varje pastiende noggrant och ringa in sedan den siffra som
bist beskriver i vilken grad pastiendet har varit sant for dig UNDER DEN SEN-
ASTE VECKAN INKLUSIVE IDAG.

Inte Lite Mycket Fullstindigt
alls grann

Jag har latit bli att géra vissa oo ol o2 |03 o4 o5 o6
saker som jag behovde fa
gjorda.

Jag dr n6jd med bade o0 |ol| o2 |o3| o4 |o5 oo6
mingden och typen av
aktiviteter jag dgnat mig 4t

Jag har dgnat mig 4t méinga o0 |ol| o2 |o3| o4 |o5 oo6
olika aktiviteter.

Jag har gjort bra val vad o0 |ol| o2 |o3| o4 |ob5 o6
giller vilka typer av
aktiviteter och/eller
situationer som jag dgnat
mig at.

Jag har varit aktiv och o0 |ol| o2 |o3 o4 | o5 oo6
uppndtt de mal som jag hade
foresatt mig att gora.

Jag har mest dgnat mig 4t att o0 |ol| o2 |o3| o4 |ob5 o6
fly ifran eller undvika nagot
obehagligt.

Jag har dgnat mycket tid till o0 |ol| o2 |o3| o4 |o5 oo6
att grubbla éver mina
problem.

Jag har dgnat mig at saker o0 |ol| o2 |o3| o4 |o5 oo6
for att inte kinna mig dlig

Jag har gjort saker som var o0 |ol| o2 |o3| o4 |o5 oo6
trevliga
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WHO disability assessment schedule 2.0, WHODAS
2.0

Detta frageformuldr handlar om svérigheter pa grund av sitt hélsotillstind. Med hil-
sotillstdnd avses sjukdomar och andra hélsoproblem som kan vara kortvariga eller
langvariga, skador, psykiska eller kdnsloméassiga problem, och problem med alkohol
eller droger. Ténk tillbaka pa de senaste 30 dagarna och besvara dessa fragor utifrdn
hur svart det har varit for dig att i genomsnitt utféra foljande aktiviteter pa grund av
ditt hélsotillstand. Var god och kryssa i endast ett svar for varje fraga.

Vilken svarighet har du haft
pa grund av ditt

hilsotillstind under de Extrem/
senaste 30 dagarna med: Ingen Liten | Mattlig Stor kan inte
Aott sta unde.r lingre perioder 50 01 I 03 04
sisom 30 minutet?

Att ta hand om ditt hushall? oo ol o2 o3 o4
Att lira dig en ny uppgift (till

exempel hur man tar sig till en oo ol o2 o3 o4
ny plats)?

Hur stort problem har du haft
med att delta i aktiviteter i
samhillet (till exempel

festligheter, religiésa eller andra o0 ol b2 o3 o4
aktiviteter) pa samma sitt som
andra kan?
Hur mycket har du paverkats
kidnslomadssigt av ditt oo ol o2 o3 o4
halsotillstaind?
At.t konce?trera"dlg uonder tio 50 01 I 03 04
minuter pa att gbéra ndgot?
Att gien lingre stricka sisom 50 01 I 03 04
en kilometer?
Att tvitta hela kroppen? oo ol o2 o3 o4
Att kld dig? oo ol 02 o3 o4
Att benrnota manniskor som du 00 01 I 03 04
inte kdnner?
Att bibehdlla en vinskapsrelation? oo ol o2 o3 o4
Ditt dagliga arbete eller studier? oo ol 02 o3 o4
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Plymouth sensory imagery questionnaire, Psi-Q

Var god och forsok att forestélla dig bilderna beskrivna nedan och skatta varje mental
bild enligt foljande skala: 0 (ingen bild alls) till 10 (bilden lika klar och levande som
i verkliga livet). Kryssa i en ruta for varje rad.

Forestill dig bilden av: o112 34|56 7]|8]9]10
En vin du kidnner vil olololololololololol o
Enkattsomklittrarietttrad | o | ol o |l ololololol ol ol o
En solnedging O|lo|o|o|lo|lo|lo|jOo|O|O|O
Ytterdorren till ditt hem ololo|lolo|lolo|lolol|lol o
En brasa o|lo|o|lo|o|Oo|o|lOo|Oo|lO|O
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