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Background. Social withdrawal is predominantly seen among adults with depression. However, a dearth of reviews exists that
explore nonpharmacological treatments, especially occupational therapy (OT) interventions and their effect in promoting social
participation. The aim of this research was to review what intervention programs are conducted to support the social
participation of adults with depression and their effectiveness. Method. A systematic review was performed wherein relevant
articles were searched in PubMed, CINAHL, Wiley Online Library, PsycINFO, and OTseeker databases and AJOT, BJOT, SJOT,
and OTMH journals. Only English articles published from January 2010 to December 2018, which tackled intervention for
adults aged 20–60 years with depression, were considered. Ten out of 918 studies met the screening criteria. Result. Among the
ten studies, the effective intervention programs were categorized as either occupation-based intervention (OBI) or cognitive
behavioral therapy-based intervention (CBT-BI). These programs sought the following outcomes: behavioral change in social
participation (n = 4), reduction of depression or depressive symptoms (n = 13), life satisfaction (n = 4), and quality of life (QoL)
(n = 1). Studies showed moderate (n = 3) to strong (n = 7) level of certainty, whereas they also revealed high to unclear (n = 3)
and low (n = 7) risk of bias. Conclusion. Both OBI such as animal-assisted therapy and CBT-BI such as behavioral change
program and health education have a strong level of certainty and low risk of bias in promoting social participation by
supporting positive behavioral change and reducing depressive symptoms. Furthermore, the sport and exercise program of OBI
was popular in encouraging participation and engagement with other people. Other programs were suggested for combined
interventions to support social participation, life satisfaction, and QoL.

1. Introduction

Depression is a global concern and is predicted to become the
leading, serious, and chronic noncommunicative disease by
2030 [1]. Depression is frequently revealed by an individual’s
poor social experience and impaired social functioning [2].
Furthermore, depression may produce long-term behavioral
change by increasing social avoidance [3, 4], which has an
impact on one’s occupation, especially social participation
[5]. As people with depression are overwhelmed with nega-
tive thoughts and have a lesser drive to participate in social

activities, they are at a high risk of experiencing a relapse of
symptoms, resulting in diminished self-love, life satisfaction,
and quality of life (QoL) [6]. The importance of occupational
performance and social participation is supported and cov-
ered by activity and participation in the World Health Orga-
nization’s International Classification of Functioning,
Disability, and Health (ICF) [7].

Social participation is defined in the occupational therapy
profession as “the interweaving of occupations to support
desired engagement in community and family activities as
well as those involving peers and friends,… and that support
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social interdependence” [5]. As social participation plays an
essential role in recovering from depression, occupational
therapy practitioners should deliver occupation-focused
interventions that “support the development of relationship
and companionship with peers, friends, partners, and pets,
which are very important in social participation” [8].

The literature review revealed that nonpharmacological
treatment is the preferred treatment option by the majority
of people with depression [4, 9]. The negative perception of
pharmacological treatment [4] among this group is mainly
due to the unpleasant side effects they experienced, such as
drowsiness, weight gain, fatigue, constipation, and sexual
dysfunction [10, 11], which often led to inadequate work
capacity and loss of social functioning [6]. Furthermore,
receiving pharmacological treatment may demand special
supervision from other people, which could be a burden for
the family and community [12]. Thus, even if they agreed
to use antidepressants for retaining functional ability [11],
the promotion of social participation with nonpharmacologi-
cal treatment is still required in order to assist in reducing
depressive symptoms [13, 14] and enrich social interaction,
social identity, participation, and sense of belonging [15].
These benefits, in turn, provide opportunities to improve life
satisfaction and QoL [6, 8].

To manage depression and improve mental and social
health, individuals with depression need to work themselves
and cooperate with other people in the community and soci-
ety. Therefore, supportive social participation and rehabilita-
tion processes of adults with depression are typically
motivated by the recovery and active management of their ill-
ness in terms of personal and social well-being [8]. While
several reviews about social participation have been pub-
lished, these reviews looked into older adults and focused
on social participation as a subconstruct of leisure [16, 17]
or considered insufficient studies with a low level of evidence
[18]. In realizing the importance of social participation in
providing treatments for individuals with depression, health-
care professionals, including occupational therapy practi-
tioners, need to update their knowledge on current research
evidence and effective practical guidance to improve inter-
vention programs for promoting social participation among
adults with depression.

The objective of this research was to review intervention
programs that support the social participation of adults with
depression and their effectiveness. This systematic review
only included research studies of nonpharmacological treat-
ment that resulted in behavioral and emotional changes in
social participation for the primary focus and also included
other effective factors resulting from the intervention pro-
grams such as life satisfaction and QoL as relevant to achieve
the objective.

2. Methods

This systematic review followed the guideline of the Pre-
ferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) [19] and focused on nonpharmacologi-
cal treatment to improve social participation of adults with
depression. Research articles involving hospital and commu-

nity rehabilitation services were included. The researchers
considered the studies with Sackett’s evidence-based medi-
cine levels I, II, and II [20, 21] and the Oxford Centre for
Evidence-Based Medicine (OCEBM) [22] (Table 1).
Although randomized control trial (RCT) studies have been
accepted as the gold standard of study design to examine
the effects of an intervention [23], this study considered set-
ting an eligibility criteria for participants that might influence
the response of an intervention program; for example, age,
diagnosis, and severity of physical movement. This review
followed the definition of social participation provided by
the “Occupational Therapy Practice Framework: Domain
and Process 4th Edition” [5], which means covering desired
participation in community and family activities or involving
peers and friends or any subset of activities that relate to
social issues, including social participation through remote
technologies. This definition was used in selecting the key
terms for the search strategy. Thus, the screening process
included articles within the occupational therapy, physical
therapy, psychotherapy, medicine/psychiatry, and nursing
disciplines. This systematic review was registered on PROS-
PERO 2019 (CRD42019135525).

2.1. Search Strategy. The Patient/Problem, Intervention,
Comparison, Outcome (PICO) method [19, 24] was used to
formulate research questions. Participants were persons with
depression, the intervention was nonpharmacological treat-
ment, the comparison was not applicable, and the outcome
was social participation (behavioral and emotional change).
The researchers searched and recorded the number of studies
in the searching step. Literature search was conducted across
five electronic databases: PubMed, CINAHL, Wiley Online
Library, OTSeeker, and PsycINFO. To further ensure that
studies were not left out, the researchers carried out addi-
tional hand searches by reviewing the table of contents on
the sites of four occupational therapy journals: American
Journal of Occupational Therapy (AJOT), British Journal of
Occupational Therapy (BJOT), Scandinavian Journal of
Occupational Therapy (SJOT), and Occupational Therapy in
Mental Health (OTMH).

2.2. Inclusion and Exclusion Criteria. The inclusion criteria in
the initial stage of screening were peer-reviewed scientific
articles on adults with depression aged 20 to 60 years old,
published in English between January 2010 and December
2018. Searching articles and hand searches were completed
in one month. This review included only journal articles
and excluded non-peer-reviewed research literature, presen-
tations, conference proceedings, and dissertations. The
researchers only considered intervention programs directly
provided to persons with depression. The research team con-
sidered studies concerning persons with depression and
physical comorbidity for inclusion as these individuals face
many barriers to social participation. All documents and
information were logged and validated by the researchers
(SP, RS, AT, JJ, SA, and TS).

The exclusion criteria were as follows: (1) study with
other groups of participants unrelated to the purpose of this
research, which consisted of (1.1) animal or drug study,
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(1.2) development of assessment tool, (1.3) family, caregiver,
stakeholder, and other groups (e.g., occupational therapy
practitioner or students), (1.4) nonspecific participants (e.g.,
severe mental illness or psychosis), and (1.5) individuals aged
<20 or >60 years; (2) different research types of evidence,
such as (2.1) qualitative study and (2.2) studies not catego-
rized as evidence-based medicine levels I–III; (3) social par-
ticipation not being the central aspect in the research; and
(4) not an intervention program for persons with depression.

2.3. Screening, Eligibility, and Data Extraction. Studies were
searched and identified independently through databases by
SP and TS, using sets of key terms, and additional hand
searches were conducted by SP and JJ. Retrieved studies
underwent title and abstract screening, performed indepen-
dently by SP and JJ. Studies were dismissed at this stage if
they did not match the screening criteria, as were the studies
with social participation defined remarkably differently from
this. In case of any doubt, SA, who has higher qualification
and research experience, made the final decision after thor-
ough deliberation and critical thinking. Reference lists of
the studies included were also reviewed to ensure their rele-
vance. Next, SP retrieved the full text of the remaining arti-
cles, arranged, categorized, and grouped the studies into a
spreadsheet before assessing the strength of evidence and risk
of bias. The other researchers double-checked each stage.

2.4. Synthesis and Quality of Assessing Risk of Bias. The
researchers provided a narrative synthesis of the findings. It
was structured around the types of intervention programs,
characteristics of the target population, and types of out-
comes. The guidelines from the U.S. Preventive Services Task
Force [24] was used to critique the strength of the evidence
(Table 2). This study examined the risk of bias by using the
guideline from the Cochrane Handbook for Systematic
Reviews of Interventions [25] for nonsystematic reviews and
the Assessment of Multiple Systematic Reviews (AMSTAR)
for systematic reviews, respectively, with the latter having
good development [26], reliability, and construct validity
and feasibility [27].

3. Results

3.1. Search Results. The search found 1,135 studies in the
screening process. Among these, ten studies (Berget et al.
2011 [28], Graven et al. 2011 [29], Ammerman et al. 2013
[30], Nagy et al. 2017 [31], Chen et al. 2019 [32], Strøm
et al. 2019 [33], Kern et al. 2019 [34], Rogers et al. 2014

[35], Cruwys et al. 2014 [36], Croezen et al. 2015 [37]) were
assessed as eligible and were included in the analysis and syn-
thesis (Figure 1). Each study and its details after analysis have
been shown in Table 3.

3.2. Study Characteristics. In the analysis and synthesis of
results, seven of the ten studies (Berget et al. 2011 [28],
Graven et al. 2011 [29], Ammerman et al. 2013 [30], Nagy
et al. 2017 [31], Chen et al. 2019 [32], Strøm et al. 2019
[33], Kern et al. 2019 [34]) were at level I, while the other
three studies (Rogers et al. 2014 [35], Cruwys et al. 2014
[36], Croezen et al. 2015 [37]) were at level III of research
levels of evidence. In ten studies, two studies (Berget et al.
2011 [28], Rogers et al. 2014 [35]) were obtained from occu-
pational therapy literature, while the other eight studies were
derived from nursing, psychology, and medicine and public
health disciplines. The studies from occupational therapy lit-
erature included participants diagnosed with not only
depression but also other psychiatric problems or symptoms
such as posttraumatic stress disorder (PTSD) (Rogers et al.
2014 [35]), schizophrenia, and personality and behavioral
disorder (Berget et al. 2011 [28]). Four of the 10 studies cat-
egorized the participants into depressive symptoms with
comorbidities, such as stroke (Graven et al. 2011 [29]), head
and neck cancer (HNC) (Chen et al. 2019 [32]), spine fusion
(Strøm et al. 2019 [33]), and obesity (Kern et al. 2019 [34]),
while one study cultivated in depressed mothers (Ammer-
man et al. 2013 [30]).

3.3. Intervention Programs. Two major categories of inter-
vention were found with 13 specific programs (Table 4).
First, occupational-based intervention (OBI) had six pro-
grams. Second, cognitive behavioral therapy-based interven-
tion (CBT-BI) had seven programs.

3.4. Effectiveness of the Intervention Programs. These pro-
grams sought the following four outcomes: behavioral
change of social participation (n = 4), reducing depression
or depressive symptoms (n = 13), life satisfaction (n = 4),
and quality of life (n = 1).

3.4.1. Behavioral Change in Social Participation. The results
of four programs showed positive behavioral changes in
social participation. First, AAT (Berget et al. 2011 [28])
reflected well on subjective experience toward increased
function, interaction, and satisfaction while working with
and physically touching animals. Interpersonal communica-
tion was shown in increased extroversion and talkative
expression, which were associated with self-esteem and

Table 1: The level of evidence.

Level Type of evidence

Level I Systematic reviews, meta-analyses, randomized controlled trials

Level II Two groups, nonrandomized studies (e.g., cohort, case-control)

Level III One group, nonrandomized (e.g., before and after, pretest and posttests)

Level IV Descriptive studies that include analysis of outcomes (single-subject design, case series)

Level V Case reports and expert opinion that include narrative literature reviews and consensus statements

Adapted from Sackett’s evidence-based medicine [20, 21] and the Oxford Centre for Evidence-Based Medicine (OCEBM) [22].
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coping. Furthermore, the participants’ self-reports indicated
a pleasurable and uplifting experience in interpersonal com-
munication, which referred to reduced fear of new situations
or interaction with other people and promoting an atmo-
sphere of social participation combined with animals as the
therapeutic environment. Second, SEP (Rogers et al. 2014
[35]) correlated avoidance with reduced active behavior but
supported motivation searching for lively activity. Participat-
ing in many sessions of SEP fulfilled the transformative expe-
rience. If such programs could create resilience, it truly

helped reflect preferred responsiveness to past preferences
and experience. Besides, it reinforced the motivation and
acceptance of social participation and encouraged social con-
nection through peer relationships, with focus group pro-
cessing and collaboration among the participants. Surfing
was the only sporting reference [35], and no other type of
exercise was suggested in the findings of this review.

Third, BCPHE (Chen et al. 2019 [32]) showed progres-
sive physical function from one to three months after partic-
ipation. Consecutive sessions from the introduction,

Table 2: Strength of evidence (level of certainty).

Strength Description

Strong
(i) Two or more level I studies
(ii) The available evidence usually includes consistent results from well-designed, well-conducted studies. The findings are
strong, and they are unlikely to be strongly called into question by the results of future studies

Moderate

(i) At least one level I high-quality study or multiple moderate-quality studies (level II, level III, etc.)
(ii) The available evidence is sufficient to determine the effects on health outcomes, but confidence in the estimate is constrained
by such factors as
(i) the number, size, or quality of individual studies
(ii) inconsistency of findings across individual studies
As more information (other research findings) becomes available, the magnitude or direction of the observed effect could change,
and this change may be large enough to alter the conclusion related to the usefulness of the intervention

Low

(i) Small number of low-level studies, flaws in the studies, etc.
(ii) The available evidence is insufficient to assess effects on health and other outcomes of relevance to occupational therapy.
Evidence is insufficient because of the following:
(i) The limited number or size of studies
(ii) Important flaws in study design or methods
(iii) Inconsistency of findings across individual studies
(iv) Lack of information on important health outcomes
More information may allow estimation of effects on health and other outcomes of relevance to occupational therapy

Reference: the U.S. Preventive Services Task Force [24].
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Figure 1: PRISMA flow diagram.
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SH
V
(n

=
46
)

M
ea
su
re

at
pr
e-
,

po
st
-,
an
d
th
re
e-

m
on

th
fo
llo
w
-u
p

tr
ea
tm

en
ts

E
P
D
S

In
te
rv
en
ti
on

pr
og
ra
m
:I
H
-C

B
T
an
d

ho
m
e
vi
si
ti
ng
;I
H
-C

B
T
:1
5
se
ss
io
ns
,

w
ee
kl
y,
+
la
st
ed

60
m
in
s
pl
us

a
bo

os
te
r

se
ss
io
n
on

e-
m
on

th
po

st
tr
ea
tm

en
t.

H
om

e
vi
si
ti
ng

co
ns
is
te
d
of

H
FA

(n
=
81

P
sy
ch
ol
og
ic
al
di
st
re
ss
de
cr
ea
se
d
(b
ro
ad

im
pr
ov
em

en
t)
at

po
st
tr
ea
tm

en
t
an
d

fo
llo
w
-u
p.

IH
-C

B
T
in
cr
ea
se
d
so
ci
al

su
pp

or
t
(a
ffi
lia
ti
ve

an
d
be
lo
ng
in
gn
es
s

as
pe
ct
s)
,w

he
re
as

ta
ng
ib
le
su
pp

or
t
w
as

St
ro
ng
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3:
C
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ti
nu

ed
.

A
ut
ho

r/
R
ef

Le
ve
lo

f
ev
id
en
ce
/r
es
ea
rc
h

de
si
gn

P
ar
ti
ci
pa
nt
s,
ag
e
ra
ng
es
,a
nd

sa
m
pl
e

si
ze

O
ut
co
m
e

m
ea
su
re
s

A
ct
iv
it
y
or

tr
ea
tm

en
t
pr
og
ra
m

R
es
ul
t

St
re
ng
th

of
ev
id
en
ce

C
om

pl
et
ed

15
se
ssi
on

s+
1m

on
th

po
stt
es
t=

48
:9
%

SC
ID

-I
B
SI

IS
E
L

SN
I

)
an
d
N
FP

(n
=
12
)

C
on
tr
ol
gr
ou
p:
st
an
da
rd

ho
m
e
vi
si
t

(S
H
V
)

no
t
si
gn
ifi
ca
nt
.

N
o
gr
ou

p
di
ff
er
en
ce
s
w
er
e
fo
un

d
in

si
ze

an
d
in
vo
lv
em

en
t
w
it
h
so
ci
al
ne
tw
or
ks
.

N
ag
y
et
al
.

20
17

[3
1]

Le
ve
lI
/s
ys
te
m
at
ic

re
vi
ew

D
at
ab
as
es
:C

oc
hr
an
e
D
at
ab
as
e,

M
ed
lin

e,
E
m
ba
se
,P

sy
cI
nf
o,

C
IN

A
H
L,

T
R
oP

H
I

P
ub

lis
he
d
Ja
n
19
95
–O

ct
20
14

24
st
ud

ie
s
m
et
in
cl
us
io
n
cr
it
er
ia
an
d

st
ud

ie
d
in

co
m
m
un

it
y
se
tt
in
gs

W
M
H
C
ID

I
B
D
I-
C
en
te
r
fo
r

E
pi
de
m
io
lo
gi
c

St
ud

ie
s

D
ep
re
ss
io
n
Sc
al
e

A
ss
es
sm

en
t
ri
sk

of
bi
as

(1
)
P
ee
r
su
pp

or
t,
e.
g.
,s
ha
ri
ng

an
d

em
pa
th
iz
in
g
w
it
h
ot
he
rs

(2
)
Sk
ill
-b
ui
ld
in
g,
e.
g.
,c
op

in
g
sk
ill
s,

ac
ti
on

pl
an
ni
ng

sk
ill
s

(3
)
G
ro
up

-b
as
ed

ac
ti
vi
ti
es
,e
.g
.,
te
am

bu
ild

in
g
ac
ti
vi
ti
es
,c
om

m
un

it
y
cl
ub

s,
ou

ti
ng

w
it
hi
n
th
e
co
m
m
un

it
y,
gr
ou

p
w
al
k,
ho

rt
ic
ul
tu
ra
la
ct
iv
it
ie
s,
tr
us
t-

bu
ild

in
g
ta
sk

(4
)
P
sy
ch
oe
du

ca
ti
on

,e
.g
.,
gr
ou

p-
ba
se
d

ed
uc
at
io
n
on

co
nt
ri
bu

to
rs

to
st
re
ss
,

de
pr
es
si
ve

sy
m
pt
om

s,
an
d
m
en
ta
lw

el
l-

be
in
g

(5
)
P
sy
ch
ot
he
ra
py
,e
.g
.,
co
gn
it
iv
e

be
ha
vi
or
al
th
er
ap
y
an
d
in
te
rp
er
so
na
l

th
er
ap
y

(6
)
E
xe
rc
is
e,
e.
g.
,w

al
ki
ng
,p

la
yi
ng

fo
ot
ba
ll,
yo
ga

(7
)
Li
nk

in
g
co
m
m
un

it
y
re
so
ur
ce
s,
e.
g.
,

lin
ki
ng

pa
rt
ic
ip
an
ts
w
it
h
va
ri
ou

s
su
pp

or
ts
an
d
re
so
ur
ce
s
in

th
e

co
m
m
un

it
y

22
of

24
st
ud

ie
s
us
ed

a
co
m
bi
na
ti
on

of
ap
pr
oa
ch
es
.

17
of

24
st
ud

ie
s
sh
ow

ed
a
re
du

ct
io
n
in

de
pr
es
si
ve

sy
m
pt
om

s.
O
ne

st
ud

y
(t
re
at
m
en
t:
pe
er

su
pp

or
t,

gr
ou

p-
ba
se
d
ac
ti
vi
ti
es
,e
xe
rc
is
e,
an
d

sk
ill

bu
ild

in
g)

re
po

rt
ed

im
pr
ov
ed

lif
e

sa
ti
sf
ac
ti
on

.
M
os
tR

C
T
st
ud

ie
s
ha
d
a
lo
w
ri
sk

of
bi
as
,

bu
t
se
ve
ra
li
nd

ic
at
or
s
w
er
e
un

cl
ea
r

to
w
ar
d
le
ss
in
fo
rm

at
io
n.

In
co
m
pa
ri
so
n,

th
e
no

nr
an
do

m
iz
ed

st
ud

y
ha
d
gr
ea
te
r
va
ri
ab
ili
ty
re
su
lt
in
g
in

a
ri
sk

of
bi
as
.

St
ro
ng

C
he
n
et
al
.

20
19

[3
2]

Le
ve
lI
/R
C
T

Pa
rt
ic
ip
an

ts
:o
ut
pa
ti
en
t
(n

=
10
0)
,

ag
e≥

20
ye
ar
s
ol
d
w
it
h
di
ag
no

si
s
of

he
ad

an
d
ne
ck

ca
nc
er
.E

xp
er
im

en
ta
l

gr
ou

p
(n

=
50
),
co
nt
ro
lg
ro
up

(n
=
50
)

Fo
ur
-t
im

e
sc
or
e

m
ea
su
re
;b
as
el
in
e

(T
0)
—
af
te
r
th
e

pr
og
ra
m

(T
1,
T
2,

T
3)

H
A
D
S

LS
A
S

U
W
-Q

oL
K
P
S

In
te
rv
en
ti
on

pr
og
ra
m
:

(1
)
E
du

ca
ti
on

al
m
an
ua
lf
or

pe
rs
on

al
hy
gi
en
e
tr
ea
tm

en
t,
pr
in
ci
pa
la
nd

sk
ill

so
ci
al
in
te
ra
ct
io
n,

an
d
su
pp

or
ti
ve

ps
yc
ho

lo
gi
ca
lc
ar
e

(2
)
B
C
P
H
E
;4
0
m
in
s,
fi
ve

se
ss
io
ns
/d
ay

(3
)
In
tr
od

uc
ti
on

(4
)
A
pp

lic
at
io
n
pr
in
ci
pl
es

an
d
sk
ill
s

(3
)
In
di
vi
du

al
ve
rb
al
an
d
no

nv
er
ba
l

be
ha
vi
or
s
to

co
m
m
un

ic
at
io
n
an
d

in
te
ra
ct
io
n

(4
)
G
ro
up

di
sc
us
si
on

,r
efl
ec
ti
on

,a
nd

fe
ed
ba
ck

(5
)
Q
ue
st
io
ns

an
d
an
sw

er
s

C
on
tr
ol
gr
ou
p:
ro
ut
in
e
ca
re

Le
ss
fe
ar

of
so
ci
al
in
te
ra
ct
io
ns
,l
es
s

av
oi
da
nc
e
of

so
ci
al
in
te
ra
ct
io
ns
,a
nd

im
pr
ov
ed

ph
ys
ic
al
fu
nc
ti
on

du
ri
ng

th
e

th
re
e
m
on

th
s
af
te
r
th
e
in
te
rv
en
ti
on

.

St
ro
ng
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R
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t

St
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th
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St
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[3
3]

Le
ve
lI
/R
C
T

Pa
rt
ic
ip
an

ts
:l
um

ba
r
sp
in
e
fu
si
on

w
it
h
de
pr
es
si
ve

sy
m
pt
om

s
(n

=
99
),

ag
e≥

18
ye
ar
s

In
te
rv
en
ti
on

gr
ou

p
(n

=
48
),
co
nt
ro
l

gr
ou

p
(n

=
51
)

H
A
D
S

O
D
I

Q
oL

(E
Q
-5
D
-5
L

qu
es
ti
on

na
ir
e)

LB
P
R
S

w
-S
PI
IN

A
:a
ni
m
at
io
n
di
sp
la
ye
d

ch
ro
no

lo
gy

of
in
it
ia
lp

re
pa
ra
ti
on

fo
r

su
rg
er
y
to

po
st
su
rg
ic
al
re
ha
bi
lit
at
io
n

fo
r
th
e
fi
rs
t
th
re
e
m
on

th
s
at

ho
m
e

IS
G
an
d
a
di
ar
y
vi
su
al
iz
in
g
th
e
pr
og
re
ss

in
pa
in

an
d
ac
ti
vi
ty
to

in
cr
ea
se

pa
ti
en
ts
’

sa
ti
sf
ac
ti
on

w
it
h
so
ci
al
lif
e

C
on
tr
ol
gr
ou
p:
st
an
da
rd

tr
ea
tm

en
t

N
o
si
gn
ifi
ca
nt

di
ff
er
en
ce

w
it
hi
n
th
e

tr
ea
tm

en
t
an
d
th
e
co
nt
ro
lg
ro
up

re
ga
rd
in
g
ch
an
ge
s
in

H
A
D
S
at

th
re
e-

m
on

th
fo
llo
w
-u
p.

N
o
si
gn
ifi
ca
nt

di
ff
er
en
ce
s
be
tw
ee
n

gr
ou

ps
(o
ut
co
m
e
m
ea
su
re
s:
sy
m
pt
om

s
of

an
xi
et
y
an
d
de
pr
es
si
on

,p
ai
n,

di
sa
bi
lit
y,
an
d
Q
oL

).
T
he

de
pr
es
se
d
sc
or
es

de
cl
in
ed

in
ca
se
s

of
bo
th

an
xi
et
y
an
d
de
pr
es
si
on

fr
om

ba
se
lin

e
to

th
re
e-
m
on

th
fo
llo
w
-u
p

be
fo
re

th
ey

in
cr
ea
se
d
ag
ai
n
fr
om

3
to

6
m
on

th
s.

St
ro
ng

K
er
n
et
al
.

20
19

[3
4]

Le
ve
lI
/R
C
T

Pa
rt
ic
ip
an

ts
:w

om
en

M
D
D

w
it
h

ob
es
it
y
(n

=
78
),
ag
e
18
–6
5
ye
ar
s

In
te
rv
en
ti
on

gr
ou

p,
m
ea
n
ag
e
45
:6

±
10
:9

C
on

tr
ol

gr
ou

p,
no

t
sp
ec
ifi
ed

B
D
I-
II
w
ee
kl
y,

du
ri
ng

th
e

ba
se
lin

e,
si
x-

m
on

th
fo
llo
w
-u
p

as
se
ss
m
en
ts

So
ci
al
im

pa
ir
m
en
t

an
d
go
al
-d
ir
ec
te
d

be
ha
vi
or

us
in
g
th
e

B
A
fo
r
D
ep
re
ss
io
n

Sc
al
e
(B
A
D
)

In
te
rv
en
ti
on

pr
og
ra
m
:b

e
ac
ti
ve

co
nd

it
io
n,

in
di
vi
du

al
de
liv
er
ed

B
A
D

th
en

a
gr
ou

p-
ba
se
d
lif
es
ty
le

in
te
rv
en
ti
on

St
an
da
rd

co
nd

it
io
n:

gr
ou

p-
ba
se
d

lif
es
ty
le
in
te
rv
en
ti
on

B
ot
h
co
nd

it
io
ns

ha
d
in
te
ns
iv
e

tr
ea
tm

en
t
an
d
m
ai
nt
en
an
ce

ph
as
e,
si
x

m
on

th
s
ea
ch

G
re
at
er

im
pr
ov
em

en
t
in

he
do

ni
c

ca
pa
ci
ty
,e
nv
ir
on

m
en
ta
lr
ew

ar
d,

an
d

so
ci
al
im

pa
ir
m
en
t
w
as

as
so
ci
at
ed

w
it
h

gr
ea
te
r
re
du

ct
io
ns

in
de
pr
es
si
on

ov
er

si
x
m
on

th
s.

St
ro
ng

R
og
er
s
et
al
.

20
14

[3
5]

Le
ve
lI
II
/p
re
-
an
d

po
st
te
st

Pa
rt
ic
ip
an

ts
:o
ut
pa
ti
en
t
(n

=
14
),

P
T
SD

(n
=
11
),
de
pr
es
si
on

(n
=
1)
,

bo
th

(n
=
2)

A
ge
:<

24
ye
ar
s
(n

=
3)
,2
4–
30

ye
ar
s

(n
=
10
,>

30
ye
ar
s
(n

=
1)

C
om

pl
et
ed

ba
se
lin

e
an
d
fo
llo
w
-u
p

(n
=
11
),
at
te
nd

ed
≥3

se
ss
io
ns

(n
=
10
)

B
ri
ef
se
lf-
re
po

rt
qu

es
ti
on

na
ir
e

T
he

P
T
SD

C
he
ck
lis
t-
M
ili
ta
ry

ve
rs
io
n

M
aj
or

D
ep
re
ss
io
n

In
ve
nt
or
y
(s
el
f-

re
po

rt
)

Sp
or
ts
-o
ri
en
te
d
in
te
rv
en
ti
on

us
in
g

su
rfi
ng

in
an

ex
pe
ri
en
ti
al
an
d
sk
ill
-

ba
se
d
pr
og
ra
m

Se
ss
io
ns

co
m
bi
ne

th
e
ac
ti
ve

ex
pe
ri
en
ce

of
su
rfi
ng

w
it
h
th
e
fo
cu
se
d
gr
ou

p
pr
oc
es
si
ng

an
d
co
lla
bo
ra
ti
ve

so
ci
al

pa
rt
ic
ip
at
io
n
am

on
g
ci
vi
lia
n
vo
lu
nt
ee
rs

an
d
fe
llo
w
ve
te
ra
ns

25
–3
5
pe
rs
on

s/
gr
ou

p;
4
ho

ur
s/
se
ss
io
n,

fi
ve

se
ss
io
ns
/fi
ve

w
ee
ks

C
lin

ic
al
ly
m
ea
ni
ng
fu
li
m
pr
ov
em

en
t
in

P
T
SD

se
ve
ri
ty

(p
=
:0
00
5)

an
d

de
pr
es
si
ve

sy
m
pt
om

s
(m

ed
ia
n
sc
or
es

de
cr
ea
se
d
fr
om

33
to

14
,p

=
:0
28
).

D
ec
re
as
in
g
de
pr
es
si
on

an
d
re
du

ci
ng

P
T
SD

sy
m
pt
om

cl
us
te
rs
:s
ym

pt
om

cl
us
te
rs
,a
vo
id
an
ce
,a
nd

hy
pe
ra
ro
us
al

bu
t
no

ch
an
ge

in
in
tr
us
io
n
sy
m
pt
om

s.

M
od

er
at
e

C
ru
w
ys

et
al
.

20
14

[3
6]

Le
ve
lI
II
/t
w
o

lo
ng
it
ud

in
al

in
te
rv
en
ti
on

st
ud

ie
s

Pa
rt
ic
ip
an

ts
, s
tu
dy

1:
co
m
m
un

it
y

m
em

be
rs
’r
is
k
of

de
pr
es
si
on

(n
=
52

),
m
ea
n
ag
e
44
:6
5±

13
:7
9

Pa
rt
ic
ip
an

ts
,s
tu
dy

2:
ou

tp
at
ie
nt
s

co
m
pl
et
ed

C
B
T
(n

=
92
);
de
pr
es
si
on

(n
=
48
),
an
xi
et
y
(n

=
44
),
m
ea
n
ag
e

44
:7
5±

12
:8
6

St
ud

y
1:
D
A
SS
-2
1,

so
ci
al

id
en
ti
fi
ca
ti
on

,
fr
eq
ue
nc
y
of

at
te
nd

an
ce

St
ud

y
2:
sy
m
pt
om

ch
ec
kl
is
t;
Z
SR

D
S,

B
A
I,
Q
oL

St
ud

y
1:
co
m
m
un

it
y
re
in
te
gr
at
io
n

gr
ou
p:
jo
in
in
g
1
of

4
re
cr
ea
ti
on

al
,s
oc
ia
l

gr
ou

ps
(“
R
ec
lin

k”
)
ru
n
by

a
co
m
m
un

it
y

or
ga
ni
za
ti
on

;i
nd

oo
r
so
cc
er
,s
ew

in
g,

yo
ga
,a
rt
,a
t
le
as
t
m
on

th
ly

St
ud

y
2:
cl
in
ic
al
ps
yc
ho
lo
gy

gr
ou
p:

in
te
rv
en
ti
on

s
fo
cu
se
d
on

le
ar
ni
ng

ne
w

co
gn
it
iv
e
an
d
be
ha
vi
or
al
sk
ill
s
an
d

B
ot
h
tr
ea
tm

en
t
pr
og
ra
m
s
co
nt
ri
bu

te
d

to
a
de
cl
in
e
in

de
pr
es
si
on

.
In

st
ud

y
1:
pr
og
ra
m

pr
ov
id
ed

be
ne
fi
t

fr
om

th
e
so
ci
al
gr
ou

p
as

a
gr
ou

p
m
em

be
r.
So
ci
al
id
en
ti
fi
ca
ti
on

is
ex
pe
ct
ed

to
be
ne
fi
t
fr
om

a
co
m
m
un

it
y-

ba
se
d
in
te
rv
en
ti
on

to
re
du

ce
so
ci
al

is
ol
at
io
n.

M
od

er
at
e
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e
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su
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s

A
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iv
it
y
or

tr
ea
tm

en
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pr
og
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m

R
es
ul
t

St
re
ng
th

of
ev
id
en
ce

In
ve
nt
or
y

So
ci
al

id
en
ti
fi
ca
ti
on

in
vo
lv
ed

ac
ti
ve

pa
rt
ic
ip
at
io
n
du

ri
ng

se
ss
io
ns

an
d
ho

m
ew

or
k
ta
sk
s

2–
3.
5-
ho

ur
gr
ou

ps
pe
r
w
ee
k,
fo
ur

w
ee
ks

w
it
h
gr
ou

ps
of

6–
12

pa
ti
en
ts

In
st
ud

y
2:
be
ne
fi
ts
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application of principle into practice, discussion, and reflec-
tive feedback from BCPHE may have produced this excellent
result [32]. Furthermore, a digital video disc was provided for
practicing after the lesson to maintain positive behaviors
[32]. Fourth, RA (Croezen et al. 2015 [37]) highlighted grow-
ing social participation in the long run by fostering participa-
tion after a grandchild’s birth or the illness or death of a loved
one, such as a child or sibling [37]. RA was arguably at the
highest level of social participation than voluntary or charity
work, sports and social clubs, educational or training courses,
and political or community activities [37].

3.4.2. Depression or Depressive Symptoms. All programs of
OBI and CBT-BI presented a reduction of depressive symp-
toms. Furthermore, SEP (Graven et al. 2011 [29], Nagy
et al. 2017 [31], Rogers et al. 2014 [35]), AAT (Berget et al.
2011 [28]), and GBA (Cruwys et al. 2014 [36]) recorded a sig-
nificant reduction in depression and its symptoms. WBP
(Strøm et al. 2019 [33]) and RA (Croezen et al. 2015 [37])
presented a nonsignificant decrease in symptoms during
the first follow-up but increased again on subsequent
follow-ups at three to six months (Strøm et al. 2019 [33])
or four to five years (Croezen et al. 2015 [37]).

3.4.3. Life Satisfaction. Four programs, SBP, SEP, PS, and
GBA from Nagy et al. 2017 [31], showed higher levels of life
satisfaction with the social intervention. However, the result
was not statistically significant. Life satisfaction in this pro-
gram covered broader boundaries in receiving a social net-
work, excluding spouse or partner and family relationships.

3.4.4. Quality of Life. SEP (Graven et al. 2011 [29]), WBP
(Strøm et al. 2019 [33]), BCPHE (Chen et al. 2019 [32]),
and CPG (Cruwys et al. 2014 [36]) studied covering QoL.
Each study had different tools to study outcome measure-
ment of QoL. There was QoL (EQ-5D-5L questionnaire)
(Strøm et al. 2019 [33]), University of Washington Quality
of Life Scale (UW-QoL) (Chen et al. 2019 [32]), and QoL
Inventory by Frisch et al. (1992 cited in Cruwys et al. 2014
[36]), while two scales of health-related quality of life
(HRQoL) (Stroke Impact Scale-16 item and Short Form-36)
were used in two studies of the systematic review (Graven
et al. 2011 [29]) along with utilizing best-evidence synthesis
(BES) by van Tulder et al. (1999 cited in Graven et al. 2011
[29]). However, only the CPG (Cruwys et al. 2014 [36])
revealed significant improvement in QoL, which is related
to decreased depressive symptoms. The BCPHE (Chen
et al. 2019 [32]) attempted to measure QoL and its associa-
tion with physical functioning. Even though the score chan-
ged slightly over time in the study, physical limitations still
affected the participants’ ability to communicate and express
social function and QoL. The other programs had insufficient
information supporting QoL.

3.4.5. Strength of Evidence. A strong level of certainty was
found in seven studies (Berget et al. 2011 [28], Graven et al.
2011 [29], Ammerman et al. 2013 [30], Nagy et al. 2017
[31], Chen et al. 2019 [32], Strøm et al. 2019 [33], Kern
et al. 2019 [34]) because they were well-designed and well-
conducted at level I of RCT and systematic review studies,
possessing a strong finding that met their research objectives.
A moderate level of certainty was found in the three other
studies (Rogers et al. 2014 [35], Cruwys et al. 2014 [36], Croe-
zen et al. 2015 [37]), as they were at level III of research evi-
dence and had a small sample size or needed future research
for more clarification on the effectiveness of the treatment
programs. All summaries are illustrated in Table 3.

3.4.6. Risk of Bias. The risk of bias was rated for studies indi-
vidually (Tables 5 and 6). Among eight studies of nonsystem-
atic reviews, five had different risk of bias items used in the
assessment. Low risk of selection bias pointed to five studies
(Berget et al. 2011 [28], Ammerman et al. 2013 [30], Chen
et al. 2019 [32], Strøm et al. 2019 [33], Kern et al. 2019
[34]), while a high risk of selection bias appeared in the three
other studies (Rogers et al. 2014 [35], Cruwys et al. 2014 [36],
Croezen et al. 2015 [37]). There was a low risk of perfor-
mance bias in three studies (Berget et al. 2011 [28], Ammer-
man et al. 2013 [30], Chen et al. 2019 [32]), whereas a high or
unclear risk of performance bias was referred to in five stud-
ies (Strøm et al. 2019 [33], Kern et al. 2019 [34], Rogers et al.
2014 [35], Cruwys et al. 2014 [36], Croezen et al. 2015 [37]).
Three studies (Strøm et al. 2019 [33], Rogers et al. 2014 [35],

Table 4: Two major categories of intervention.

Programs Authors

Occupational-based intervention (OBI)

Animal-assisted therapy
(AAT)

Berget et al. 2011 [28]

Sport or exercise program
(SEP)

Graven et al. 2011 [29], Nagy
et al. 2017 [31], Rogers et al.

2014 [35]

Religious activity (RA) Croezen et al. 2015 [37]

Group-based activity (GBA)
Nagy et al. 2017 [31], Cruwys

et al. 2014 [36]

Skill-building program (SBP) Nagy et al. 2017 [31]

Other social and community
supportive program (OSCSP),
which covers peer support (PS)
and linking community
resource (LCR)

Nagy et al. 2017 [31]

Cognitive behavioral therapy-based intervention (CBT-BI)

Web-based program (WBP) Strøm et al. 2019 [33]

Clinical psychotherapy group
(CPG)

Cruwys et al. 2014 [36]

Behavioral change program
and health education (BCPHE)

Chen et al. 2019 [32]

In-home cognitive behavioral
therapy and home visit (IH-
CBT+HV)

Ammerman et al. 2013 [30]

Behavioral activation for
depression and lifestyle
intervention (BADLI)

Kern et al. 2019 [34]

Psychoeducation (PsyE) Nagy et al. 2017 [31]

Psychotherapy (PsyT) Nagy et al. 2017 [31]
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Cruwys et al. 2014 [36]) had a high risk of detection bias
because they could not be blinded for providing purposive
treatment, and the five other studies (Berget et al. 2011
[28], Ammerman et al. 2013 [30], Chen et al. 2019 [32], Kern
et al. 2019 [34], Croezen et al. 2015 [37]) had an unclear risk
of detection bias. Every study reported findings with a low
risk of attrition and biased reporting. Finally, two studies of
systematic reviews (Graven et al. 2011 [29], Nagy et al.
2017 [31]) had a low risk of bias in all items of assessment.

4. Discussion

This review revealed that not every treatment program affects
all behavioral changes in social participation, reduces depres-
sion or depressive symptoms, improves life satisfaction, and
improves QoL. It could not be determined which program
was the most effective due to the diversity of participants’ pro-
grams and characteristics. The programs within the systematic
reviews included in this study (SEP (Graven et al. 2011 [29],

Nagy et al. 2017 [31]), OSCSP (Nagy et al. 2017 [31]), SBP
(Nagy et al. 2017 [31]), GBA (Nagy et al. 2017 [31]), PsyE
(Nagy et al. 2017 [31]), PsyT (Nagy et al. 2017 [31]) revealed
a strong level of evidence and low risk of bias. AAT (Berget
et al. 2011 [28]), IH-CBT+HV (Ammerman et al. 2013 [30]),
and BCPHE (Chen et al. 2019 [32]) show a strong level of
strength of evidence and a low risk of bias in some items.
AAT (Berget et al. 2011 [28]), however, displayed a convincing
behavioral and emotional change as the primary outcome
compared with BCPHE (Chen et al. 2019 [32]) and RA (Croe-
zen et al. 2015 [37]). Other programs claim to be useful for at
least one element of the outcome. WBP (Strøm et al. 2019
[33]) influenced less effectiveness in diminishing depression.
Nevertheless, the virtual program might facilitate social inter-
action in cases of one who needs appropriate social cues or
responsiveness with nonbehaviors, particularly severe physical
condition. Thus, this program needs further study to confirm
behavioral changes in social participation, especially using a
more appropriate assessment tool.

Table 5: Risk-of-bias table for considering nonsystematic reviews.

Citation

Selection Bias
Performance

bias
Detection bias

Attrition
bias

Reporting
bias

Random
sequence
generation

Allocation
concealment

Blinding of
participants and

personnel

Blinding of outcome
assessment: self-reported

outcomes

Blinding of outcome
assessment: objective

outcomes

Incomplete
outcome
data

Selective
reporting

Berget et al.
2011 [28]

+ + + ? ? + +

Ammerman
et al. 2013
[30]

+ + + ? ? + +

Chen et al.
2019 [32]

+ + + ? ? + +

Strøm et al.
2019 [33]

+ — — — — + +

Kern et al.
2019 [34]

+ — ? ? ? + +

Rogers et al.
2014 [35]

— — — — — + +

Cruwys et al.
2014 [36]

— — — — — + +

Croezen
et al. 2015
[37]

— — — ? ? + +

Categories for risk of bias: +: low risk of bias; ?: unclear risk of bias; –: high risk of bias; NA: not applicable. Risk-of-bias table format followed the guideline from
Cochrane Handbook for Systematic Reviews of Interventions by Higgins J.P.T., Altman D.G., and Sterne J.A.C., version 5.1.0 (updated March 2011) [25].

Table 6: Risk-of-bias table for considering systematic review (AMSTAR).

Citation (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11)

Graven et al. 2011 [29] + + + + + + + + + + +

Nagy et al. 2017 [31] + + + + + + + + + + +

Note 1. Categories for risk of bias: +: low risk of bias; ?: unclear risk of bias; –: high risk of bias; NA: not applicable. Risk-of-bias table format followed the
Development of AMSTAR by Shea et al. [26] and developing reliability and validity of AMSTAR by Shea et al. [27]. Note 2. (1) “a priori design” included?
(2) Duplicate study selection/data extraction? (3) Comprehensive literature search performed? (4) Status of publication as inclusion criteria? (5) List of
included/excluded studies provided? (6) Characteristics of included studies are provided? (7) Quality of studies assessed and documented? (8) Quality
assessment was used appropriately? (9) Methods used to combine results appropriate? (10) Likelihood of publication bias assessed? (11) Conflict of interest
stated?
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AAT (Berget et al. 2011 [28]), SEP (Graven et al. 2011
[29], Nagy et al. 2017 [31], Rogers et al. 2014 [35]), RA (Croe-
zen et al. 2015 [37]), GBA (Nagy et al. 2017 [31], Cruwys
et al. 2014 [36]), SBP (Nagy et al. 2017 [31]), and OSCSP
(Nagy et al. 2017 [31]) are occupation-based interventions
that challenged and coached participants by receiving direct
and indirect feedback from their activity and participation.
AAT (Berget et al. 2011 [28]) may improve confronting
and dealing with frustration between pleasant and ambiva-
lent feelings when participating socially [38]. As surfing was
mentioned in the effective SEP (Rogers et al. 2014 [35]), gen-
eral types of exercise, such as walking, football, and yoga
(Nagy et al. 2017 [31]) did not show significant effective find-
ings of reviewing. However, several sports or exercises were
accepted in the literature as beneficial treatments for people
with depression [39–43], such as weightlifting [39], aerobic
exercise [40], and walking [39]. Thus, these two programs
are highly recommended for improving social participation
in adults with depression. The RA enabled social participa-
tion, spirituality, and mental health through religious obser-
vance as an occupation [44, 45]. Even though there was no
report on the frequency and direction in the mechanism of
behavior in the participation, it helped in uplifting mood
[37] as active religious persons might protect themselves
from depression by receiving social attachment [45] and pro-
moting a coping mechanism [46]. On the other hand, a study
argued that participating in religious activity may enhance
feelings of guilt or discouragement, depending on tradition
[46]. This review concluded that this program, which pro-
moted social participation, is associated with declining
depression over a long period of time, even though it was at
the moderate level of certainty and had high and unclear risk
of bias. Thus, these programs go against depression resulting
in participation promoted by creating real supportive physi-
cal and social environments. Therefore, they can be useful
training programs for improving mental health in indepen-
dent living [8, 47]. Furthermore, the importance of these
treatment programs, from cultivated evidence, should be
highlighted more and integrated into occupational therapy
practice to promote expressive behavioral change in social
participation and encourage self-love, self-worth, and a sense
of belonging. Meanwhile, these programs promote mental
and social health as stimulation for physical health and
well-being.

CPG (Cruwys et al. 2014 [36]), WBP (Strøm et al. 2019
[33]), BCPHE (Chen et al. 2019 [32]), BADLI (Kern et al.
2019 [34]), IH-CBT+HV (Ammerman et al. 2013 [30]), PsyE
(Nagy et al. 2017 [31]), and PsyT (Nagy et al. 2017 [31]) were
tied basically to the study of psychology and the social learn-
ing theory in supportive psychoeducation, CBT, and behav-
ioral activation (BA). They increased the familiarity of the
activity and shifted decision-making from being an
obstacle-focused to participation-focused [36]. This review
could not ignore the benefit of CBT programs in the inter-
vention of social participation, as they integrate suitably into
the treatment program for depression, in order to obtain self-
efficacy and personal performance, especially in shifting deci-
sion-making, which is an obstacle in developing social partic-
ipation in the initial stage of nonpharmacological treatment.

Thus, these programs help to establish a visible behavioral
change in social participation and affirm the programs at
the strong level of certainty and low risk of bias, especially
in the study of the behavioral change program [32]. Health
care practitioners can use these programs to impart social
support by matching individual goals with social needs to
improve treatment responsiveness and develop social skills
[48] that possibly advocate QoL and prevent the risk of
depression relapse. The application of treatment in social
participation programs occurs in a real environment. Hence,
there is a merit in integrating community-based rehabilita-
tion (CBR) and CBT into these programs to improve social
participation, life satisfaction, and QoL among adults with
depression. OSCSP (Nagy et al. 2017 [31]), SEP (Graven
et al. 2011 [29], Nagy et al. 2017 [31]), SBP (Nagy et al.
2017 [31]), GBA (Nagy et al. 2017 [31]), PsyT (Nagy et al.
2017 [31]), and PsyE (Nagy et al. 2017 [31]) were arranged
recently in CBR promotion since having CBR in promoting
social participation treatment programs [48, 49] contributes
to mental health not only for people with depression but also
in creating good social support for their family and commu-
nity members.

Strong evidence was presented in most programs; how-
ever, an essential factor of the considerable rating level of cer-
tainty depended on whether their assessment tools were
suitable or further study was needed. The assessment risk of
bias was low in systematic review studies. The studies were
considered as having nonsystematic reviews if they had a
high risk of bias, except for some RCT studies. However,
some parts of the RCT studies had a high risk of bias regard-
ing advantages for the participants because they could not
design the study with blinded personnel in treatment and
outcome measurement. This systematic review provides a
comprehensive appraisal of the effectiveness of intervention
programs that support social participation for adults with
depression and advocate the necessity of occupational ther-
apy and healthcare services in the nonpharmacological treat-
ment for depression in both clinical and community settings.

5. Limitation

This review gathered and classified the intervention pro-
grams to support social participation in adults with depres-
sion; however, this study’s limitations should also be
considered. Accordingly, the researchers focused more on
nonpharmacological treatment in support of social participa-
tion and evidence in occupational therapy research, and sev-
eral articles showed limitations after screening. Expanding
databases and years of searching relate to a change of results
when reviewing. Interpretation of the findings from several
intervention programs was carefully performed because of
the variation in examining intervention, diagnosis, and age
range of the participants. The age of participants was
accepted if the articles concerned only adolescents aged 16
years and above [30], 18 years and over [34, 35], or adults
aged 50 years and more [37]. Thus, this research reviewed
the reviewing structure, and the results met the research
objective. As a suggestion for further research, participants
could be extended to adolescents or older people, which
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may show various activities or treatment programs of social
participation. Most of the articles in this study seemed to
have unclear confirmation of behavioral change expression
in social participation due to the use of self-report assessment
tools and limited findings in elucidating life satisfaction and
QoL. Thus, future studies can focus on identifying these
issues and how they work. When promoting social participa-
tion in a group of people with depression, the implications of
this study may raise awareness on the matter.

6. Conclusion

This study reviewed the evidence of nonpharmacological
treatments that illustrate intervention programs and their
effect on social participation for adults with depression. Pro-
grams were categorized as OBI or CBT-BI and summarized
in order to demonstrate the effectiveness of interventions.
Four programs (AAT, SEP, RA, and BCPHE) demonstrated
visible behavioral changes in social participation. All interven-
tion programs reported decreasing depressive symptoms. Four
intervention programs (SBP, SEP, PS, and GBA) illustrated life
satisfaction, whereas only CPG promoted QoL. Based on the
result of this review, AAT, SEP, and BCPHE are recom-
mended. A combined treatment with a flexible and suitable
application for covering higher benefits in promoting social
participation, reducing depression, and contributing to life
satisfaction and QoL is recommended for other programs.
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