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Overview

This thesis portfolio comprises three parts:
Part One: Systematic Literature Review

The systematic literature review used a positive psychology framework to synthesise the
character strength-based interventions that have been used to increase wellbeing among older
adults and to analyse the effectiveness of these. The review included 21 studies of variable quality,
as measured through the Quality Assessment Tool for Studies with Diverse Designs (QATSDD;
Sirriyeh et al., 2011). The results were analysed using a narrative synthesis, with the interventions
being clustered by the character strength focused on. Interventions were heterogenous but
generally had a positive effect on wellbeing in clinical and non-clinical populations. It was
suggested that group and multicomponent interventions may be most effective, although further
research is needed. Of particular relevance is co-produced interventions for clinical groups, to
ensure they are meaningful and acceptable.
Part Two: Empirical Paper

The aim of the empirical paper was to understand which character strengths are most
important for people with dementia (PWD), and therefore which strengths-based interventions
are most meaningful and acceptable to PWD. A participatory design, utilising Delphi methodology,
was incorporated into an iterative three stage framework, centring on generating qualitative data
from focus groups which were analysed using thematic analysis. It was found that love, kindness
and humour were deemed the most important character strengths for living with dementia.
Qualitative data from the focus groups can be captured in three superordinate themes: (1) lack
opportunity not capacity; (2) key considerations of positive psychology interventions for PWD; and
(3) potential benefits of positive psychology interventions. Clinical and research implications are

discussed.



Part Three comprises the Appendices.
Part three consists of the Appendices relating to the systematic literature review and the empirical
paper, including a reflective statement and epistemological position to inform the context of the

portfolio thesis.

Total word count (excluding appendices): 19,117.
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Part One: Systematic Literature Review

This paper is written in the format ready for submission to the Journal of Aging and Mental
Health.

Please see Appendix C and D for the submission guidelines.

A systematic review of character strength-based interventions designed to improve
wellbeing in older adults.

Victoria Jackman*!, Dr Emma Wolverson?, Dr Chris Clarke and Dr Catherine Quinn

1School of Psychology and Social Work

University of Hull, Cottingham Road, Hull, HU6 7RX

*Corresponding Author

Email: v.thomas-2020@hull.ac.uk

Total word count: 11,122
Word count not including data extraction table: 7,671 (for publication the data extraction table will

be a supplementary file)
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Abstract

Objectives: This review used a positive psychology framework to synthesise the character
strength-based interventions used to increase wellbeing among older adults and to assess the
effectiveness of these.

Methods: Six online databases (APA Psycinfo, Academic Search Premier, CINAHL Complete,
MEDLINE, APA PsycArticles) were searched. Methodological quality of the included papers was
analysed using the Quality Assessment Tool for Studies with Diverse Designs. The data was
analysed and integrated using a narrative synthesis.

Results: This review included 21 studies of variable quality. The search retrieved
interventions aiming to improve the wellbeing of older adults for five of the 24-character strengths
(hope, humour, spirituality, forgiveness and gratitude). Interventions were heterogenous and
involved a range of populations, settings and designs, but generally had a positive effect on
wellbeing or other positive constructs.

Conclusions: Overall there was evidence that character strength-based interventions are
effective at increasing wellbeing in clinical and non-clinical populations. Groups and
multicomponent interventions may be most effective, although further research is needed. Of
relevance would be co-produced interventions for specific clinical groups, to ensure they are

meaningful and acceptable.

Keywords

Character strength-based interventions; older adults; wellbeing
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Introduction

With the population living longer, improving quality of life in older adults is a global priority
(World Health Assembly, 2020) and in the UK within the National Health Service (NHS) supporting
people to age well is a current priority to reduce demand on services (NHS, 2019). As older adults
may face specific challenges to maintaining their wellbeing such as a deterioration in health,
environmental factors (i.e., not being able to drive) and economic difficulties (Waterworth et al.,
2019) there is a need for interventions to support older adults to live well. In understanding what
it means to live well, the World Health Organisation (WHO) constitution states that health is more
than merely the absence of illness, but is a complete state of mental, physical and social wellbeing
(WHO, 2020). Therefore, interventions simply aiming to “fix what is wrong” are not enough to
improve quality of life of older adults.

Relevant to this endeavour positive psychology is “devoted to the study and theory of the
processes and conditions that contribute to flourishing or optimal functioning across groups,
institutions, and individuals” (Gable & Haidt, 2005, p. 103). Acknowledging that psychology and
particularly clinical psychology had previously been problem orientated, positive psychology brings
a focus on positive qualities, to build individuals’ strengths to support individuals to flourish
(Seligman & Csikszentmihalyi, 2014). An emergent second wave positive psychology highlights the
interplay and interdependence between positive and negative experiences (Lomas & Ivtzan,
2016); this perspective is of relevance for understanding how older adults can maintain wellbeing
despite, or even as a result, of any threats and challenges they may face as they age.

Positive psychology interventions (PPIs) broadly aim to promote wellbeing and optimal
functioning by enhancing pleasure, meaning and engagement (Duckworth et al., 2005). There have
been a number of systematic reviews looking at the effectiveness of PPIs in healthy older people

as well as in people with specific health conditions such as, breast cancer survivors, those with
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neurological disorders and chronic illnesses (Casellas-Grau et al., 2014; Lai et al., 2019; Sutipan et
al., 2017; Yan et al., 2020). The findings of these studies indicate that PPIs can be effective at
increasing wellbeing, with PPIs often focusing on enhancing a person’s strengths (Macaskill, 2016).
Therefore the Character Strengths and Virtues (CSV) is a useful framework which suggests that
there are 24-character strengths that contribute to wellbeing and flourishing (Park & Peterson,
2009) and are outlined in table 1. They are defined as “positive traits reflected in thoughts,
feelings and behaviours” (Park et al., 2004, p. 603). Research suggests the character strengths of
love, curiosity, gratitude, zest and hope are most strongly associated with life satisfaction across
different populations (Park et al., 2004; Peterson et al., 2007; Proyer et al., 2011) and therefore
that life satisfaction could be improved by interventions targeting these strengths (Proyer et al.,
2013). Humour is widely regarded as one of the strengths most consistently associated with
wellbeing across age groups (Martinez-Marti & Ruch, 2014) and also specifically for older adults
(Gonot-Schoupinsky & Garip, 2018). Therefore, since character strengths are valued by older
adults and show a relationship with physical and subjective wellbeing in this population
(Margelisch, 2017), they are a helpful framework for PPIs aiming to improve wellbeing in this

population.

Table 1.

The 24-character strengths and their definitions according to Park & Peterson (2009)

Character strength Definition

Creativity Thinking of novel and productive ways to do things
Curiosity Taking an interest in all of ongoing experience
Open-Mindedness Thinking things through and examining them from all sides
Love of Learning Mastering new skills, topics and bodies of knowledge
Perspective Being able to provide wise counsel to others

Honesty Speaking the truth and presenting oneself in a genuine way
Bravery Not shrinking from threat, challenge, difficulty or pain
Persistence Finishing what one starts

Zest Approaching life with excitement and energy

14



Kindness

Love

Social Intelligence
Fairness
Leadership
Teamwork
Forgiveness
Modesty

Prudence

Self-regulation

Appreciation of beauty and
excellence

Gratitude
Hope
Humour

Spirituality

Doing favours and good deeds for others

Valuing close relations with others

Being aware of the motives and feelings of self and others

Treating people, the same according to notions of fairness and justice
Organising group activities and seeing that they happen

Working well as a member of a group or team

Forgiving those who have done wrong

Letting one’s accomplishments speak for themselves

Being careful about one’s choices; not saying or doing things that might
later be regretted

Regulating what one feels and does

Noting and appreciating beauty, excellence and/ or skilled performance
in all domains of life

Being aware of and thankful for the good things that happen
Expecting the best and working to achieve it
Liking to laugh and joke, bringing smiles to other people

Having coherent beliefs about the higher purpose and meaning of life.

To understand how older adults can be best supported to live well from a positive

psychology perspective, there is a need to synthesise the evidence base. Therefore, this systematic

review aimed to examine PPIs designed for older adults, using the character strengths as a

framework, with a particular focus on love, curiosity, gratitude, zest, hope and humour. To date,

only one systemic review has explored the effectiveness of PPIs developed for older adults

(Sutipan et al., 2017). However, this focused on healthy older people, despite interventions being

needed to improve wellbeing for older clinical populations (NHS, 2019). Thus, building on the

systematic review by Sutipan and colleagues (2017) this review aimed to:

(1) Update their review, since their search was conducted in 2014 new research will be

captured.
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(2) Expand the focus beyond healthy older adults to include older adults from clinical
populations, including those with memory difficulties as no review has focused on older
clinical populations.

(3) Strengthen the conceptualisation of PPls, as across the literature this is a limitation of PPI
reviews (Boiler et al., 2013). For this review a PPl is defined as an intervention with the
primary or secondary aim to improve wellbeing, in line with Duckworth et al. (Duckworth
et al., 2005).

(4) Capture different PPls, using the CSV as a framework. For example, Sutipan and Colleagues
(2017) concluded that reminiscence interventions are most common in older adults;
however, this review will not include reminiscence interventions since this does not target

a character strength and cannot formally be defined as a PPl (Van Agteren et al., 2021).

Therefore, this review aimed to answer the following research questions:
1. What character strength-based PPIs have been used for older adults to improve wellbeing
or quality of life?
2. What is the effectiveness of character strengths-based interventions at improving

wellbeing or quality of life for older adults?

Method

Search Strategy

The following databases were searched from August 2022 to December 2022: APA
PsycIinfo, Academic Search Premier, CINAHL Complete, MEDLINE, APA PsycArticles. These
databases were chosen to allow for a broad search of relevant literature since PPls are used by
several disciplines. Previous reviews were identified that looked at character strength-based

interventions (e.g., Yan et al., 2020) and PPIs more broadly (e.g., Sutipan et al., 2017). Through an
16



iterative process of looking at the search terms used in these reviews, seeking consultation from
an academic librarian and with the secondary researchers, search terms were developed and then

refined through multiple scoping searches. Thus, the following search terms were derived:

(character strength*) OR "signature strength*" OR humour OR humor OR love OR zest OR
gratitude OR curiosity OR hope
AND
intervention* OR treat* OR therap* OR program™ OR group* OR support*
AND
wellbeing OR well-being OR "well being" OR "quality of life" OR wellness OR positive
AND

old* OR elder* OR geriatric*

Two limiters were applied to ensure articles were published in an academic journal and
written in English. Furthermore, to narrow the papers to the most relevant, the “title” limiter was
applied for the first search row (character strengths) to allow for practicalities of screening the

large number of retrieved studies in the time available.

Selection Strategy

From the search results, duplicates were removed, and the title and abstracts of all papers
were screened for appropriateness using the inclusion/exclusion criteria detailed in table 2. Those
papers that were deemed appropriate were then screened in more detail by reading full texts. For
the remaining papers, forward and backwards citation searching through reference list and
citation searches (using the “cited by” function on google scholar) were conducted to ensure all

relevant papers were included in the review.
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Table 2.

Inclusion/ Exclusion Criteria

Inclusion criteria

Exclusion criteria

Study participants included older adults as defined by aged 60+
since this is typically the lower limit (Shenkin et al., 2017). This
included people living in residential care and the community, and
clinical and non-clinical populations. Where studies had a mixed
age sample, only those which recorded outcomes separate for
older adults were included.

Empirical study (of any research design) that could be
understood from a positive psychology perspective. Therefore, in
line with Sin and Lyubomirsky (2009) definition of a PPI, the
study must have had a primary or secondary aim of increasing
positive feelings, positive behaviours or positive cognitions and
test a character strengths-based intervention. This was any
intervention study that focused on at least one of the 24-
character strengths (Park & Peterson, 2009).

The effectiveness of the intervention was measured using a
guantitative standardised outcome measure of wellbeing, quality
of life or positive psychology related construct (such as a hope
scale) to fit with the definition and aim of a PPI.

Studies were included from any country, since improving quality
of life in older adults is a global priority (World Health Assembly,
2020).

Studies must have been published from 2004 onwards, since this
is when the 24-character strengths were first proposed (Peterson
& Seligman, 2004).

Study participants under the age of
60 years, or where there was a
mixed age sample without separate
results for older adults.

An intervention study that only
aimed to decrease negative
behaviours, emotions or thought
processes or did not focus on one of
the 24-character strengths.

If the outcome measures utilised to
evaluate efficacy of the intervention
were not focused on the individual
(either self or other report) or if the
study only measured negative
outcomes (e.g., depression or
anxiety).

Paper was not written in English as
no budget was available for
translation.

Studies published earlier than 2004.

Data Extraction

A data extraction table was designed based on the relevant information needed to answer
the research questions of the review (table 3). For example, in assessing the effectiveness of the
interventions, only outcomes focused on a positive psychological resource (e.g., life satisfaction)
were analysed, to fit within the positive psychology framework of the review. The data extraction
table included: author names, country, sample, character strength focused on, intervention,

comparative group, outcome measures, results and quality assessment.
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Quality Assessment

The quality of the included papers was assessed using the Quality Assessment Tool for
Studies with Diverse Designs (QATSDD; Sirreyeh et al., 2011; appendix E). This was chosen as it is
designed to examine the quality of health intervention studies and is applicable to various
research designs. This is beneficial as character strength-based interventions are relatively few (as
highlighted from initial scoping searches), which means there is a need to include a range of
designs to allow for a comprehensive analysis of the character strength-based intervention
methods that exist in the literature for older adults. The QATSDD involved 16 items, with each
item being rated a 0, 1, 2 or 3, with two items referring specifically to qualitative studies and two
quantitative studies. Therefore “N/A” was used where needed. For a purely quantitative study, the
maximum score was 42 whereas for a mixed design it was 48, with a higher score representing a
higher quality study. A sample of papers were peer reviewed, with any discrepancies being
discussed and resolved (see Appendix F for the quality assessment scores). Each paper’s score was

then converted into a percentage based on the total of included items.

Data Synthesis
Despite the review focusing on quantitative outcome measures, due to the heterogeneity
of the papers a meta-analysis was not deemed appropriate. Therefore, a narrative synthesis was
used since it is appropriate for a wide range of study designs (Popay et al.,2006). The stages
detailed by Popay et al., (2006) were used as a guide to synthesise the results:
1. Developing a theoretical model of how the interventions work, why and for
whom - the CSV was used as a theoretical model.
2. Developing a preliminary synthesis — grouping and clusters were used.
3. Exploring relationships in the data — idea webbing was used.

4. Assessing the robustness of the synthesis product
19



Results

The screening process is outlined in the Preferred Reporting items for Systematic Reviews
and Meta-Analyses (PRISMA) diagram (Moher et al., 2009) in figure 1. The initial search generated
669 papers, leaving 425 after duplicates were removed. Following title and abstract screening, 33
studies were deemed suitable. After reading their full texts, 17 were considered appropriate with
the other 16 not meeting the inclusion/exclusion criteria. Following reference list and citation
searching, a further four papers were appropriate and included in the final study pool. Therefore

21 studies were included in the review.
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Figure 1.

Article Selection Summary (The Preferred Reporting Items for Systematic Reviews and Meta- Analyses (PRISMA)

Flow Diagram) (Moher et al., 2009).
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Table 3.

Data Extraction table.

Author, Aims Character Participants Intervention Group Outcome Results Quiality
Year and strength(s) Comparison | measures assess
Location ment
Duggleby | To evaluate the Hope Intervention Hope programme conducted individually Control Hope: HHI Post intervention 71%
etal., effectiveness of the group (N=30) over 1 week. group completion, the treatment
(2007) “Living with Hope Control group Viewed an award-winning hope video and a | "eceived Quality of life: group reported
Program” (LWHP) in (N=30) choice of 3 hope activities. normal MQOLy " | significantly higher hope
increasing hope and ) ) ) ) treatment and quality of life scores
Canada ] ) Terminally ill Write or ask someone to help you to write a from than the control group.
quality of life for older cancer patients letter to someone. liati
adult, community-living, over the age of Begin ah lecti —_— pafliative
terminally ill cancer 0. egm a hope collection (anyt |n.g.t at trea'Fment
patients. brings you hope e.g., poems, writings, services.
photographs).
Begin an about me collection — tell your life
as a story.
Wilson et | To discriminate the Hope Intervention 4-week programme whereby each Control Hope: HHI Two people dropped out 45%
al., effects of a four-week group (N=8) participant was individually visited each group of the intervention group
(2010) hope program on hope Control group: weekday over the 4 weeks and provided received because of negative
and depression. (N=9) with that day’s hope intervention. brief visit experiences of the hope
Canada Aged 65+ with a Week 1: hope card delivered containing each Intervention.
diagnosis of inspirational message. weekdayr:)y Post intervention
deprgsspn, Week 2: Hope card + recalling a time when :srs?ssfaar:tcfor Cfam.plletlon, hope ]
residing in a they had hope. significantly decreased in
nursing home. the 4 weeks. the intervention group. A
Week 3: Hope pictures and goal setting non-significant increase in
Week 4: Choice of picture hope was found in the
control group.
Walter et | To investigate the effects | Humour Intervention Humour therapy in addition to usual Control Quality of life: | Post intervention 36%
al., of humour therapy on group (N=10 pharmacology:1 hr therapy once every 2 group ACSA completion quality of life
(2006) quality of life in patients depression; 10 weeks, the group leader tells humorous received increased significantly for
stories or suggestive funny anecdotes. Also, | standard the depressed patients in
use of slapstick humour and biographical therapy the control and
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Switzerla | with depression or Alzheimer’s memories are utilised to try and create group experimental groups. No
nd Alzheimer’s Disease. disease) shared humour. (Pharmacolo significant improvements
Control group gical) in the Alzheimer’s group
(N=10 depression; (experimental or control).
10 Alzheimer’s
disease)
Aged 65+ in
psychiatric
inpatient units
Shahidi To compare the Humour Laughter Yoga Laughter Yoga, method formed by Kataria in | Control: no Life Post intervention 45%
etal., effectiveness of laughter (N=23) 1995. 10 sessions involving: brief talk about | intervention | satisfaction: completion laughter yoga
(2010) yoga and Exercise (N=23) something delightful, clapping hands, LSS group showed significant
: moving hands up and down and swinging ) improvement in life
an igr:?jL;Zri);i:rcmzzzgizzi{m fﬁ?;;c;l group from side to side, chanting ‘ho ho ha ha ha’ E:sl:c"sio satisfaction score
and increasing life - and end the session with shouting ‘l am the fessiz'ns of compared to control. No
satisfaction in older Depressed happiest person in the world’ ~erobic significant difference
women. women aged 60+. exercise between exercise group
: and control.

Tse etal., | To examine Humour Intervention 8-week group humour intervention (1 hr Control Happiness: Post intervention 60%
(2010) effectiveness of humour group (N=36), per week). Participants made a portfolio group SHS completion happiness and
therapy in relieving Control group (N= called “my happy collection” in week 1. received Life life satisfaction
) chronic pain, enhancing 34). Older adults From week 2 to week 8, each session usual care satisfaction: significantly improved in

China happiness and life residing in a started with jokes. Participants were also LSI-A the intervention group.
satisfaction and reducing nursing home shown how to give higher priority to
loneliness among older experiencing pain humour in their everyday lives, laughing
people with chronic in the previous 3 exercises and games, sharing of their own
pain. months with no funny stories, magic shows, and hot tips to
cognitive stimulate humour and joy.
impairments.
Konradt | To replicate the results Humour Intervention Personalised treatment plan plus 8-week Control Cheerfulness: | Both groups showed 60%
etal.,, from Hirsch et al., (2010) group (N=49), (1.5hr sessions) humour group. group STCIS-30 & significant improvements
(2012) and see if the results received STCI T-30 in state cheerfulness. The

could extend to less

Control group
(N=50)

In every session — music, singing, dancing,
personal anecdotes, jokes shared.

personalised

experimental group also
showed significant
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Germany | severely depressed Patients with Homework — in every session asked to bring | treatment Life improvements in life
patients. depression along jokes, stories or anecdotes. plan satisfaction: satisfaction and trait
admitted onto a LSS cheerfulness.
psychiatric ward, Resilience: RS- | There were no significant
aged 60+. 11 differences in resilience.
Ganz & To examine the effect of | Humour Intervention The “Humour as a Way of Life” program Control Wellbeing: One month following 60%
Jacobs a five-month group (N=50), consisted of one session per week lasting 2- | group GWS completion of the
(2014) intervention using a Control group 3 h per session. The program took continued to intervention wellbeing
humour workshop (N=42) approximately five months to complete. attend the increased in the
| | among a sample of Healthy older Week 1-4: Incorporation of humour into senior intervention group.
Srae Israeli community- adults living in the daily life and the development of supportive | centres but
dwelling elderly people community, with and mirthful environment with no
who attended senior no cognitive Weeks 5-12: Create and review video intervention.
centres. impairment. recordings of humorous life stories or
personal funny anecdotes.
Ellis et To evaluate the effects Humour Intervention 6 weekly group laughter yoga sessions, each | None. Happiness: Post intervention 57%
al., of a laughter yoga group (N=28) 30 minutes. Included breathing and SHS completion, mean
(2017) program for older Older adults stretching and physical activity and chanting happiness scores
people living in (aged 60+) living ho ho ha ha ha. increased.
) residential settings. in residential
Australia setting. 13
participants had
dementia
Giapraki | To investigate whether Humour Intervention 4 group intervention sessions held once a Control Wellbeing: Post intervention 67%
etal.,, an intervention to foster group (N =20), week. Involved telling funny stories or group: PERMA completion there was an
(2020) the sense of humour Control group incidents that happened to them. focused on Profiler increase in positive
among community (N=20). Aged 65- past emotions, engagement,
dwelling older 91, no depressive memories meaning,
Greece individuals could or cognitive accomplishments, health
improve their subjective impairments. and relationships and a

wellbeing as

psychological flourishing.

decrease in negative
emotion. These were

maintained 1 month later.

There was no significant
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change to happiness or
loneliness.

Zhao et To evaluate the effect of | Humour Intervention 8 x 60 mins weekly group humour sessions Control Subjective Post intervention 67%
al., an 8-week humour group (N=37) involving: group wellbeing: completion the
(2020) intervention on reducing Control group « 10 mins warming up e.g., finger exercises maintained MUNSH intervention group
depression and anxiety (N=37) ) ) ] their usual showed significantly
) and improving subjective * 10 mins watching funny videos lifestyle higher subjective
China wellbeing, cognitive ¢ 30 mins game time — asked to play games wellbeing, this was
functioning and sleep Chinese nursing to generate muscle movement and laughter maintained 2 months
quality in nursing home home residents, to release energy after.
residents. aged 60+ * 10 mins humour sharing
Kuru Alici | To examine the effects Humour Intervention Laughter therapy twice a week for 6 weeks. | Control Life No significant difference 64%
& Bahceli | of laughter therapy on group (N=34) Each session included 4 parts: warm up group Satisfaction: found in life satisfaction
(2021) life satisfaction and Control group exercises, deep breathing and hand received LSS between the control and
loneliness in older adults (N=34) Older clapping, children’s games and laughter usual care. experimental group.
Turke living in adults (65+) living exercises and breathing exercises and
Y nursing homes. in residential meditation.
setting.
Killen & To assess whether a Gratitude Online (N=48) Three good things gratitude intervention None. Gratitude: GQ- | Post intervention 56%
Macaskill | population aged 60 Paper (N=40) over 2 weeks. Completed the 3 good things 6 completion, there was a
(2015) years and over would exercise every night. Either completed it Flourishing: FS significant increase in
benefit from a gratitude healthy older online or using paper. ) flourishing, and this was
intervention. adults aged 60+ L'fe_ ) maintained 1 month later.
England satisfaction: There were no significant
LSS differences in gratitude
and life satisfaction.
Bartlett To examine the Gratitude Intervention Daily gratitude exercise — Write 3 good Control Gratitude: GQ- | Post intervention 57%
& Arpin differences in gratitude, group (N=23), things that had happened that day. Lasted group just 6 completion there were no
(2019) loneliness, subjective Control group for 20 days. completed General significant increases in
well-being, and health (N=19) the surveys. positivity: PA- gratitude in eijcher group
USA over 20 days for older Older adults PANAS. but on days with greater

individuals assigned to a
gratitude or a control
condition.

recruited from

gratitude, individuals
reported greater well-
being.
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independent
living facilities.

Wu & To investigate the effects | Spirituality | Intervention Six-week spiritual reminiscence group. The Control Hope: HHI Post intervention 48%
Koo of spiritual reminiscence group (N=53) six weekly themes were: Meaning in life; group Life completion hope, life
(2016) on hope, life satisfaction, Control group relationships, isolation and connecting; received no satisfaction: Satisfaction and the
and spiritual well-being (N=50). Aged 65+ Hopes, fears and worries; growing older and | intervention | | ¢ spirituality index of
) in elderly Taiwanese with mild or transcendence; spiritual and religious o wellbeing all showed an
Taiwan : . e e - : Subjective . -
with mild or moderate moderate beliefs; spiritual and religious practices. bei increase in the
dementia. . wellbeing: intervention group.
dementia, SIW
Salces- To compare the efficacy | Gratitude Gratitude (N=36) | 4 Group Sessions. Each intervention began Control Life Post intervention 69%
Cubero of three separate Savouring Optimism (N=28) with a presentation explaining the strength. | group satisfaction: completion there was a
etal.,, .strengths'tralnlng-based & o savouring (N=28) | * Gratitude: 3 good things; gratitude is the received LSS s.lgnlflc.ant |rT1prover:rTent in
(2019) |nter'vent|ons - Optimism building blocks of life; asked to describe usu'a'l ' Happiness: life satlsfa?ctlon, resilience
Gratltud'e, 'Savou.rlng, Control (N=32) current aspects of their life that generated activities at SHS and happlness for thg
Spain and Optimism — in older older adults (60+) | wellbeing and gratitude. the day Resilience: Gratitude and Savouring
adults. with no coenitive o ) ) centres. - group. These changes
; ) g ¢ Optimism: goal setting; working through The resilience were maintained 1 month
impairment or ; .
barrier thoughts; asked to use humour to scale
physical health i i later. No changes for
<cues. who share something negative that had optimism and control
’ happened. rouDps
regularly attend groups.
day centres ¢ Savouring: asked to bring in an object
relating to a positive memory (past);
present savouring — go for a 15-minute
walk; future — imagine future positive
events
Mathieu | To assess whether a Humour & | Intervention Ten weekly group sessions based on None. Life Post intervention 25%
(2008) therapeutic recreation Gratitude group (N=16), happiness and humour. Each session Satisfaction: completion there was a
program specifically aged 65+ included an educational presentation, SwLS significant improvement in
USA addressing happiness interactive activities and jokes. Members life satisfaction.

and humour could
promote life satisfaction
among older adults.

were also encouraged to discuss and share
parts of their lives through funny anecdotes.
A variety of playful props were also included
such as whistles, candies, and other
paraphernalia with cultural, historical, and
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symbolic references. Also involved 3 good
things intervention.

Ramirez | Toincrease quality of life | Forgivenes | Intervention Autobiographical Memory, Gratitude and Placebo: Life Post intervention 52%
etal.,, in people over 60 years s, group (N=26), Forgiveness (MAPEG) intervention: 9 x 1.5- Focus on Satisfaction: completion the
(2014) through training in gratitude Placebo (N=20); hour weekly sessions (N=5 per group). general LSS intervention group had a
positive psychology aged 60-93, no Included letter of thanks, life review, letter memories. Happiness: significant increase in life
] based on cognitive of forgiveness. SHS satisfaction and subjective
Spain autobiographical impairment happiness, but these
memory, forgiveness returned to baseline 4
and gratitude. months post intervention.
Placebo group saw no
significant improvements.
John & To develop a humour- Humour, Intervention The humour based intervention programme | None. Happiness: Post intervention 35%
Tungol based intervention gratitude, | group (N=10). involved 12 modules over 3 weeks: (1) OHQ completion, there was a
(2017) programme to alleviate forgivenes | Aged 60+ living in | General introduction, (2) A hopeful view, (3) significant increase in
depression and enhance | s, hope residential setting | Calm Yourself, (4) To know yourself better, happiness.
) happiness in the elderly with depression. (5) Healing the wounds which causes for
India unhappiness, (6) Listen with our heart and
resolve anger, (7) Free from past fetters, (8)
Forgiveness and letting go, (9) Fostering the
interpersonal relationship, (10) Increasing
your emotional bank account, (11) Counting
the blessings and (12) Evaluation and
planning.
Bartholo | To examine the effect of | Gratitude / | Intervention An 8-week multi-component wellbeing and Control Wellbeing: Post intervention 55%
maeus et | a community wellbeing identifying | group (N=29) resilience programme. Derived from group PERMA completion there was no
al., intervention on the personal Control group positive psychology, CBT and mindfulness. It | received no | profiler significant increase in
(2019) wellbeing, resilience, strengths. (N=29) includes: growth mindset, event-thought- intervention | podilience: Rs- | Wellbeing, resilience and
optimism, and social reaction connection, “What’s most 6 optimism.
) connection of older Older adults (60+) important?”, balance your thinking, o
Australia adults in the general cultivating gratitude, mindfulness, (L)g:_lrglsm:

population.

interpersonal problem solving, active
constructive responding — relationships,
capitalising on strengths, values-based goals
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Chamorr | To verify whether an Gratitude, | Experimental (N = | 11 x 60 min — group sessions (N=9 per Control Life Post intervention 60%
o- intervention based on Forgivenes | 36), Placebo (N= group). Included life review, letter of group Satisfaction: completion there was an
Garrido Autobiographical sand 39), and Control thanks, letter of forgiveness and humour received no LSS increase in life
etal.,, Memory, Forgiveness, Humour (N =36). Older techniques e.g., jokes / funny videos. intervention. Happiness: satisfaction, happiness
(2021) Gratitude, and sense of adults aged 62- Refresher sessions were held 2 weeks after SHS and certain dimensions of
Spain humour would increase 96, residing in a the intervention, and in the 1st, 3rd, 6th, o psychological wellbeing.

quality of life in residential home 8th. and 12th month followine the Placebo Wellbeing: This was maintained for 1

institutionalized older with no cognitive | ; . f g. group SPWB ear post intervention

dul ; ) g intervention, in both the experimental and focused on yearp Ha00: i ’h
adults. Impairment placebo groups. The objective of these except happiness whic
. ' : - general returned to baseline at 6
sessions was to promote lasting benefits memories
: . : months.
from the intervention

Freitas et | To analyse an All 24 Intervention Twice weekly sessions, 90 mins each. Active Character No significant results were | 60%
al,, intervention on Character group (N=15) It was based on positive psychology, and control: Strengths: obtained.
(2021) Strengths Based ) Strengths. | active control character strengths, in addition to CBT. The Participated VIA-IS-120

Cﬁa:;tej E&t:jcat'?_r; ford (N=15) focus was on one Character Strength on in other Wellbeing:

, the Elderly (Educati) an each day. Thus, Educafi lasted 26 meetings. | 8OUP PGCMS

Brazil its effects on character Control (n=11) activities. )

strengths, psychological Older adults L|fg )

well-being, life (aged 60+), with satisfaction:

satisfaction and no cognitive Control:no | SWLS

depressive symptoms. impairment or intervention

depression

Herth Hope Index (HHI; Herth, 1992); McGill Quality of life questionnaire (MQOL; Cohen et al., 1995); Anamnestic Comparative Self-Assessment Scale (ACSA; Bernheim & Buyse,

1984); Diener life satisfaction scale (LSS; Diener et al., 1985); Subjective Happiness Scale (SHS; Lyubomirsky & Lepper, 1999); Revised Life Satisfaction Index-A (LSI-A;Chi & Boey,

1992); State-Trait-Cheerfulness Inventory (STCI S-30, STCI T-30; Ruch et al., 1997; Ruch & Carrell, 1998); Resilience Scale (RS-11; Schumacher et al., 2004); General Wellbeing Scale

(GWS; Depuy, 1978); Oxford Happiness Questionnaire (OHQ; Hills & Argyle, 2002); PERMA profiler (Butler & Kern, 2016); The Memorial University of Newfoundland Scale of

Happiness (MUNSH; Kozma & Stones, 1980); The Gratitude Questionnaire (GQ-6; McCullough et al., 2002); The Flourishing Scale (FS; Diener et al., 2009); Positive affect items on

the PANAS (PA-PANAS; Watson et al., 1988); Life Satisfaction Scale (LS; Neugarten et al., 1961); The spirituality index of wellbeing (SIW; Daaleman & Frey, 2004); Life Satisfaction

Scale (SwLS; Lohman, 1976); The Six item Brief Resilience Scale (RS-6; Smith et al., 2008); 10 item Life Orientation Test-Revised (LOT-R; Scheier et al., 1994); The resilience scale

(Wagnild & Young, 1993); The scale of psychological wellbeing (SPWB; Ryff, 1989); The Philadelphia Geriatric Centre Morale Scale (PGCMS; Lawton, 1991); The Satisfaction with

Life Scale (SWLS; Gouveia et al., 2005); The Values In Action Inventory of Strengths, shortened version (VIA-IS; Peterson & Seligman, 2004).
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Study Characteristics

Included studies came from a range of countries (Canada, China, Germany, USA, Greece,
Switzerland, Israel, Iran, Turkey, Australia, England, Taiwan, Spain, Brazil, India), involving a total of
1,297 older adults. All were published between 2006 and 2021. Of the 24-character strengths
(Park & Peterson, 2004), five have been incorporated into interventions used with older adults:
hope, humour, gratitude, spirituality and forgiveness. Most interventions focused on a single
character strength (n=14), while others focused on several (n=3) or combined the character
strength-based intervention with other interventions (n=4) (e.g., CBT or mindfulness).

Sample

Sample sizes across the studies varied from 10 (John & Tungol, 2017) to 124 (Salces-Cubero
et al., 2019) participants. Thirteen studies focused on non-clinical populations (Bartholomaeus et
al., 2019; Bartlett & Arpin, 2019; Chamorro-Garrido et al., 2021; Ellis et al., 2017; Freitas et al.,
2021; Ganz & Jacobs, 2014; Giapraki et al., 2020; Killen & Macaskill, 2015; Kuru Alici & Bahceli,
2021; Mathieu, 2008; Ramirez et al., 2014, Salces-Cubero et al., 2019; Zhao et al., 2020). For those
studies investigating the effectiveness in clinical populations, this included older adults living with
dementia (Ellis et al., 2017; Walter et al., 2006; Wu & Koo, 2016), depression (John & Tungol,
2017; Konradt et al., 2012; Shahidi et al., 2010; Walter et al., 2006; Wilson et al., 2010), chronic
pain (Tse et al., 2010) and terminal cancer (Duggleby et al., 2007).

Quality assessment

Following completion of the quality assessment, a decision was made to include all studies
despite their variable quality. Overall, studies clearly stated their aims and objectives, had a clear
description of the research setting, had a representative sample and had a good fit between their
research question and data collection. However, there was a lack of sample size calculations to

determine effect sizes, with only three studies explicitly detailing this in their methods (Kuru-Alici
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& Bahceli, 2021; Salces-Cubero et al., 2019; Zhao et al., 2020). Furthermore, no studies detailed
any patient and public involvement in the intervention design, although three were pilot studies
(Duggleby et al., 2007; Ellis et al., 2017; John & Tungol, 2017).

Intervention Characteristics and effectiveness

Interventions differed with regards to delivery method and duration. All the humour,
spirituality and multi-component interventions utilised a group format (N=16), whereas the
gratitude and hope interventions delivered an individual intervention (N=4), apart from Salces-
Cubero et al., (2019) who utilised a group intervention for both hope and gratitude. Most (n=18)
interventions took place dyadically with a facilitator, apart from two gratitude interventions
(Bartlett & Arpin, 2019; Killen & Macaskill, 2015) and one hope intervention (Duggleby et al., 2007)
which required participants to individually manage and complete the intervention. The duration of
the interventions varied from 1 week to 13 weeks. Interventions took place in a range of settings
including in the community (Bartholomaeus et al., 2019; Duggleby et al., 2007; Freitas et al., 2021;
Ganz & Jacobs, 2014; Giapraki et al., 2020; Killen & Macaskill, 2015; Mathieu, 2008; Ramirez et al.,
2014, Salces-Cubero et al., 2019; Shahidi et al., 2010 Wu & Koo, 2016), residential settings
(Bartlett & Arpin, 2019; Chamorro-Garrido et al., 2021; Ellis et al., 2017; John & Tungol, 2017; Kuru
Alici & Bahceli, 2021; Tse et al., 2010; Wilson et al., 2010; Zhao et al., 2020) and on psychiatric
wards (Konradt et al., 2012; Walter et al., 2006).

A wide range of positive outcome measures were used to evaluate the efficacy of the
character strength-based interventions. These included measures focusing on character strengths
(hope, optimism, gratitude, spirituality) and broader wellbeing measures (quality of life,
happiness, life satisfaction, wellbeing, general positivity, flourishing, resilience). To further review
the intervention characteristics and effectiveness, they will be clustered by the character strengths

to allow analysis and synthesis of similarities and differences.
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Humour Interventions

Twelve studies examined the effectiveness of humour interventions, all of which utilised a
group format. Interventions were evaluated with a range of participant groups (non-clinical,
depression, dementia, chronic pain) and delivered in a range of settings (psychiatric ward,
community and residential). The duration of these interventions was between four and 12 weeks,
with each session lasting between 30 minutes to three hours. Of these 12, three were purely
devoted to laughter yoga/ therapy (Ellis et al., 2017; Kuru Alici & Bahceli, 2021; Shahidi et al.,
2010). These included similar elements such as breathing exercises and chanting. There were
mixed results for this, with two studies finding an increase in happiness (Ellis et al., 2017) and life
satisfaction (Shahidi et al., 2010), whereas Kuru Alici and Bahceli (2021) found the intervention
had no effects on life satisfaction. These three studies had an average methodological quality, with
limitations including no sample size calculation and limited report of the outcome measure
reliability and validity.

Across the other nine studies, common elements among the humour interventions
included: telling jokes, funny stories and anecdotes and interacting with funny materials e.g.,
photos, videos and props (Chamorro-Garrido et al., 2021; Ganz & Jacobs, 2014; Giapraki et al.,
2020; John & Tungol, 2017; Konradt et al., 2012; Mathieu, 2008; Tse et al., 2010; Walter et al.,
2006; Zhao et al., 2020). Of these nine, three interventions combined the humour intervention
within their multi-modal intervention (Chamorro-Garrido et al., 2021; John & Tungol, 2017;
Mathieu, 2008). All these multimodal interventions found positive results, with an increase in life
satisfaction, happiness and wellbeing being observed. Of the remaining six, five report positive
outcomes, finding an increase in happiness, life satisfaction and wellbeing (Ganz & Jacobs, 2014;
Giapraki et al., 2020; Konradt et al., 2012; Tse et al., 2010; Zhao et al., 2020). However, Walter and

colleagues (2006) report no significant improvements compared to the control group.

31



Methodological quality of these nine studies was variable, with three being low, scoring
less than 40%, and with a lack of rationale and detail across their methods (John & Tungol, 2017;
Mathieu, 2008; Walter et al., 2006). In contrast, the other six scored highly, all above 60%, with
strengths being that they clearly stated their aims and objectives, there was a detailed discussion
of strengths and limitations and a good fit between their research questions and method of data

collection and analysis.

Gratitude interventions

Eight studies (Bartlett & Arpin, 2019; Bartholomaeus et al., 2019; Chamorro-Garrido et al.,
2021; John & Tungol, 2017; Killen & Macaskill, 2015; Mathieu, 2008; Ramirez et al., 2014; Salces-
Cubero et al., 2019) explored the effectiveness of using a gratitude intervention with older adults
from non-clinical populations, apart from John and Tungol (2017) who recruited older adults
experiencing depression.

The most common gratitude intervention used was the ‘three good things’ intervention,
which was used by five studies. Two studies used this in an individual format with participants
recording three good things that happened each day for 14 (Killen & Macaskill, 2015) or 20 days
(Bartlett & Arpin, 2019). Both studies found that this was not effective at increasing life
satisfaction, although an increase in flourishing was observed. However, when the three good
things intervention was used in a single group session, embedded within a wider intervention;
either focusing on other character strengths (John & Tungol, 2017; Mathieu, 2008) or other
gratitude interventions (Salces-Cubero et al., 2019), a significant increase in happiness, life
satisfaction and resilience was reported.

Other gratitude interventions included writing a letter of thanks with both Chamorro-

Garrido et al. (2021) and Ramirez et al. (2014) spending one session out of their multi-modal
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intervention completing this activity. Both studies found an increase in life satisfaction and
happiness. Furthermore, two studies encouraged participants to become consciously grateful for
what they have in their lives. This was found to be effective when incorporated among other
gratitude activities with a significant increase in happiness, life satisfaction and resilience being
found (Salces-Cubero et al., 2019). Whereas when it was incorporated within a multimodal
intervention involving CBT and mindfulness no significant changes in wellbeing, resilience or
optimism were found (Bartholomaeus et al., 2019).

Methodological quality was variable, ranging from low (Mathiue, 2008) to high (Salces-
Cubero et al., 2019), with most falling in the average range (between 50-60%). These clearly stated

their aims and objectives, had a representative sample and most used a control condition.

Hope and Optimism interventions

Hope and optimism are grouped together since Park & Peterson (2009) use these terms to
describe the same character strength. Only Salces-Cubero et al., (2019) described their
intervention as focusing on optimism, the rest detail hope. Therefore, the term hope will be used
throughout for ease.

Three studies explored the effectiveness of hope interventions with different participant
groups: healthy older people (Salces-Cubero et al., 2019), older adults living in residential setting
with depression (Wilson et al., 2010) and with terminal cancer living in the community (Duggleby
et al., 2007). One additional study focused on hope for one session in a multi-component
intervention with depressed older adults (John & Tungol, 2017). Two interventions were individual
(Duggleby et al.,2007; Wilson et al., 2010) and two were a group format (John & Tungol, 2017;
Salces-Cubero et al., 2019), with mixed results for both delivery methods. The hope activities

varied between the studies. Two studies made use of goal setting (Salces-Cubero et al., 2019;
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Wilson et al., 2010), although it appears that this is not an effective method at increasing hope,
with Salces-Cubero et al. (2019) finding no changes in life satisfaction, happiness or resilience and
with Wilson and colleagues (2010) finding negative results; a reduction in hope. Other
interventions included letter writing, collecting items that give you hope, appreciating the
importance of hope, telling your life story, receiving hope cards and pictures and working through
barrier thoughts. Duggleby et al. (2007) and John and Tungol (2017) found their interventions
increased hope and happiness respectively.

Methodological quality varied among these studies. Duggleby et al. (2007) and Salces-
Cubero et al. (2019) scored highly: effectively detailing their aims and objectives, using a control
group and a good fit between the research question and method of data collection. Whereas both
Wilson et al. (2010) and John and Tungol (2017) scored less than 50%, with particular limitations

being small sample sizes, and lack of justification for analytic procedures and tools.

Forgiveness interventions

The effectiveness of forgiveness interventions was examined with non-clinical populations
(Chamorro-Garrido et al., 2014; Ramirez et al., 2014) and with depressed older adults in residential
settings (John & Tungol, 2017). All three studies focused on forgiveness for one group session
within a multi-modal intervention. Two studies used letter writing to instil forgiveness (Chamorro-
Garrido et al., 2014; Ramirez et al., 2014). However, John and Tungol (2017) do not detail the
intervention methods used, contributing to a low methodological quality rating. All multi-
component interventions report a positive effect on increasing happiness and life satisfaction.
Methodological quality of studies by Chamorro-Garrido et al. (2014) and Ramirez et al. (2014) was
average; they effectively described their aims and objectives and used control groups, although

neither reported service user involvement or sample size consideration.
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Spirituality interventions
One study focused on spirituality in people living with dementia in the community (Wu &
Koo, 2016). This was a spirituality reminiscence intervention that involved six weekly group
sessions. This intervention was effective at increasing hope, life satisfaction and wellbeing. This
study had an average methodological quality, with a lack of justification and methodological detail

in the write up.

Multi-component interventions

Six studies used multi-component group interventions all with healthy older adults, apart
from John and Tungol (2017) who focused on older adults experiencing depression in residential
settings. All utilised group sessions and involved focusing on several character strengths. Some
studies combined interventions from other theoretical frameworks, for example life review
(Chamorro-Garrido et al., 2021; Ramirez et al., 2014), CBT (Bartholomaeus et al., 2019; Freitas et
al., 2021), mindfulness (Bartholomaeus et al., 2019) and psychoeducation around nutrition,
exercise, recreation and attitude (Mathieu, 2008). The findings indicate that combining character
strength-based interventions with CBT is not effective at increasing wellbeing, since both Freitas et
al. (2021) and Batholomaeus et al. (2019) found no significant changes in wellbeing, life
satisfaction, resilience or optimism. Whereas the other four studies all reported positive results,
finding an increase in life satisfaction, happiness and wellbeing following completion of the
intervention. The methodological quality of these studies varied from low to average. Those with
average methodological quality, effectively stated their aims and objectives, but detailed no
service user involvement (Bartholomaeus et al., 2019; Chamorro-Garrido et al., 2021; Freitas et al.,
2021; Ramirez et al., 2014). However, Mathieu (2008) had a poor methodological quality, with no

control group, did not detail the recruitment procedures or sample size calculation.
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Effectiveness at follow up

For the studies that found a positive effect post intervention, six completed follow up
assessments for the strengths of humour (Chamorro-Garrido et al., 2021; Giapraki et al., 2020;
Zhao et al., 2020), gratitude (Chamorro-Garrido et al., 2021; Killen & Macaskill, 2015; Ramirez et
al., 2014; Salces-Cubero et al, 2019), hope (Salces-Cubero et al, 2019) and forgiveness (Chamorro-
Garrido et al., 2021; Ramirez et al., 2014). It was found these positive increases in wellbeing
(Giapraki et al., 2020), flourishing (Killen & Macaskill, 2015), life satisfaction, resilience and
happiness (Salces-Cubero et al, 2019) were maintained one month after completion of the
intervention. Positive increases in wellbeing were also maintained two months after completion
(Zhao et al., 2020) but increased life satisfaction and happiness were not maintained four months
post intervention (Ramirez et al., 2014). Although, one study found that improvements in life
satisfaction and happiness were maintained one year later, but they had refresher sessions in the

15t, 31, 6t 8t and 12t month following the intervention (Chamorro-Garrido et al., 2021).

Discussion

This review aimed to synthesise the character strength-based interventions that have
aimed to improve wellbeing among older adults, since there is a need for evidenced based
interventions to improve wellbeing in this population (NHS, 2019). This built on the review
conducted by Sutipan et al. (2017), by involving older clinical populations and using a clear
framework to define PPIs, since this is a common limitation of previous reviews (Boiler et al.,
2013). Therefore, this is the first review to systematically explore the effectiveness of character
strength-based interventions among older adults.

Overall findings suggest that character strength-based interventions are effective at

improving wellbeing among older adults in both clinical and non-clinical populations. This extends
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the findings of Sutipan and colleagues (2017) beyond interventions tested with non-clinical older
adults. This has important clinical implications as there is a current drive for asset-based
approaches to move away from more deficit focused models (Daly & Westwood, 2017). This study
highlights that character strength-based interventions may be an effective transdiagnostic
intervention for improving wellbeing, helping to contribute to a positive, asset focused approach
to health care. However, whilst effectiveness can be seen across clinical and non-clinical
populations, there are currently few studies focusing on clinical populations. Therefore, future
research is needed to further understand the application of character strength-based approaches
to older adult clinical populations. In the wider clinical application of character strength-based
interventions the individual’s needs, and context are important to consider in potentially
determining effectiveness (Lyubomirsky & Layous, 2013), especially since the needs of each sub-
clinical group will vary.

As highlighted by the quality assessment, no studies reported any service user involvement
in the development of the intervention. Therefore, it is unclear why interventions focused on
certain character strengths and whether these are most meaningful to older adults; particularly
since out of those character strengths most strongly associated with life satisfaction across the
literature (love, zest, gratitude, curiosity and hope), only gratitude and hope have been focused
upon with this population (Park et al., 2004; Peterson et al., 2007; Proyer et al., 2011). Accordingly,
there is a need for co-produced character strength-based interventions to understand which
character strengths are most relevant for this population, as well as clinical sub-groups, to
enhance the effectiveness and acceptability of interventions. Co-production is a current research
priority (Health Research Authority / INVOLVE, 2016) with co-produced interventions being more
relevant to the client group (NICE, 2013). One model that has co-production at the centre of

designing a complex intervention is the medical research council framework (Skivington, 2021).
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Therefore, future research could use this as a guide to develop meaningful strength-based
interventions for older adults.

The findings of this review suggest that PPIs utilising a group format and focusing on
multiple strengths may be most effective at improving wellbeing for older adults. This aligns with
previous reviews analysing the effectiveness of PPls across different populations (Carr et al., 2021).
Group interventions are important for older adults, since they are at an increased risk of social
isolation (Nicholson, 2012). Therefore, groups provide the opportunity for social interaction which
can positively increase an individual’s wellbeing (Haslam et al., 2010). Furthermore, groups with
multiple components are suggested by the NICE guidelines for improving wellbeing in older adults
(NICE, 2015), and therefore, the implementation of character strength-based interventions could
help clinical services to meet this recommendation. This could either be by incorporating character
strength interventions into existing group-based interventions, or by having a standalone
character strength-based intervention, since there is evidence for the effectiveness of both.
However, the current evidence suggests it is not effective when combined with CBT.

Limitations

Due to the heterogeneity of the included studies with regards to intervention, participants,
setting and strength focused on, combined with the variable quality of studies, further research
evidence is needed to conclude that a group format focusing on multiple strengths is most
effective. Included studies often lacked sample size calculations as well as inclusion of valid and
reliable measurement tools. Therefore, since only one of the included studies was a randomised-
controlled trial (Wu & Koo, 2016), this may be a helpful next development (Kendall, 2003) to
overcome these limitations, and provide more robust evidence for the effectiveness of character

strength-based interventions. Whilst it is recognised that randomised controlled trials are costly in
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time and money (Hariton & Locascio, 2018), this is the next step needed to build on the current
research evidence.

There are limitations to the search terms used within this review. For example, upon initial
scoping searches, when all the character strengths were used in the search terms, this retrieved
242,000 papers. Thus, it was not a feasible number of papers to screen within the scope of this
review. Hence, only those character strengths with the greatest evidence base (Park et al., 2004;
Peterson et al., 2007; Proyer et al., 2011) were inputted into the search terms. However, this
means it is possible that studies which would have met the inclusion/ exclusion criteria may have
been missed; despite forward and backwards citation searching done to try and mitigate the
effects of this. Other systematic reviews looking at character strength-based interventions did not
individually input each character strength, but instead used the term ‘strength-based
interventions’ (e.g., Yan et al., 2019). Therefore, this was used alongside the individual strengths in
this review.

Furthermore, it can be difficult to define what constitutes a character strength-based
intervention due to the multiple meanings each strength holds, with them often being poorly
defined (Niemiec & Pearce, 2021). For example, in attempting to explore love interventions, it is
unclear whether this is to include family or relational interventions. Therefore, only interventions
that explicitly detail the character strength were included. The combined effect of these
limitations means that, while this review identified that only five-character strengths have
developed interventions that have been evaluated with older adults (humour, gratitude, hope,

spirituality and forgiveness), there may be others that were not captured by this search.
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Conclusion

Overall, character strength-based interventions are seen as an effective way to increase wellbeing
among older adults, in both clinical and non-clinical populations. It is suggested that
multicomponent and group interventions may be most effective at increasing wellbeing, and
therefore could provide a framework for clinical services implementing strength-based
approaches. However, there were limitations in the evidence base as study designs were
heterogenous and therefore further evidence is needed. Future research should aim to co-develop
character strength-based interventions, to ensure the intervention targets the most relevant
character strengths and meets the needs of the specific target groups, with the needs of each

clinical group being diverse.
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Abstract

Objectives: This study aimed to understand which character strengths are most important
for people with dementia (PWD), and therefore which strengths-based interventions are most
meaningful and acceptable to PWD.

Methods: A participatory design, utilising Delphi methodology, was incorporated into an
iterative three stage framework: (1) literature reviewed for Positive Psychology (PP) interventions
and patient public involvement to define the character strengths; (2) modified Delphi (N=10)
identified which of the 24-character strengths are most important for PWD; (3) focus groups
(N=14) to explore which PP interventions are most acceptable and meaningful. Qualitative data
from the focus groups was analysed using thematic analysis.

Results: Love, kindness and humour were deemed the most important character strengths
for living with dementia. Qualitative data from the focus groups can be captured in three
superordinate themes: (1) lack opportunity not capacity; (2) key considerations of PP interventions
for PWD; and (3) potential benefits of PP interventions.

Conclusions: Love, kindness and humour come naturally to PWD, but people may lack
social opportunity to use these strengths. Therefore, a group-based PP intervention promoting
fun, social relationships and connection to one’s values is deemed most meaningful and

acceptable as this may provide a social context to use these strengths.

Keywords

Dementia; character strengths; positive psychology intervention; coproduction
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Introduction

Supporting individuals to live well with dementia is an international priority (Gauthier et
al., 2022) and despite the negative discourses that surrounds dementia (Alzheimer's Research UK,
2019), people with dementia (PWD) can have positive experiences, actively seek these out and
grow through the adversity they face (Wolverson et al., 2016). Individual experiences of living well
with dementia inevitably vary based on psychological characteristics, physical health and fitness,
level of social engagement and connectedness, ability to have independence, quality of
relationships and their role in society (Quinn et al., 2022). Therefore, holistic and positive
approaches to psychosocial support are needed to help people to live well, with these being
valued and used by clinical psychologists in the implementation of person-centred care (British
Psychological Society, 2016).

In seeking to understand what it means to live well with dementia, qualitative research
reveals the importance of the strengths people bring to living with dementia, such as love,
gratitude, hope and humour, which allows them to face and fight their illness and maintain a
sense of personal identity and growth (Wolverson et al., 2016). For example, PWD can experience
humour and place an importance on this to maintain wellbeing (Hickman et al., 2018). It is
suggested that positive psychological resources are a predictor of living well with dementia
(Lamont et al., 2020) and that maintaining a positive outlook can contribute to couples’ resilience
to live with the challenges dementia brings (Conway et al., 2020). Therefore, in seeking to develop
interventions that grow an individual’s resources and strengths to improve wellbeing
(Csikszentmihalyi & Seligman, 2000), a positive psychological framework could be helpful.

Positive psychology (PP) is ‘devoted to the study and theory of the processes and
conditions that contribute to flourishing or optimal functioning across groups, institutions, and

individuals’ (Gable & Haidt, 2005, p. 103). More recent developments of 2nd wave PP approaches,
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recognise the dialectical interplay and interdependence between positive and negative
experiences (Lomas & Ivtzan, 2016). This approach resonates with living with dementia whereby
individuals note the challenges living with dementia poses, whilst actively striving to keep living
well and to seek out positive experiences (Wolverson et al., 2010; Wolverson et al., 2016).
Therefore, using a PP framework in dementia research is not to deny the hardships PWD may face
(Bartlett et al., 2017) but aims to enhance our understanding of what it means to live with
dementia in order to support individuals to live well.

Consequently, PP interventions could be helpful to support PWD to live well, as in their
broadest sense they aim to promote wellbeing by enhancing positive affect, meaning and
engagement (Duckworth et al., 2005). PP interventions are effective at improving wellbeing in
older adults (Ho et al., 2014; Salces-Cubero et al., 2019), and more broadly across a range of
populations, with multi component interventions generally being most effective (Carr et al., 2021).
Currently, few PP interventions have been evaluated with PWD, although qualitative research
suggests gratitude diaries are perceived as acceptable and useful to PWD (Pearson et al., 2021).
Furthermore, humour therapy for PWD in a residential setting demonstrates positive benefits,
such as increasing happiness and reducing agitation (Low et al., 2014). Therefore, it appears
focusing on these strengths might be helpful at improving wellbeing.

From an assets/ strength-based perspective, the Character Strengths and Virtues (CSV)
framework (Park et al., 2004) could be of relevance to understand how PWD could be supported
to live well. This PP framework delineates 24-character strengths that contribute to wellbeing and
these combined to define six virtues: wisdom and knowledge, courage, humanity, justice,
temperance and transcendence (Park & Peterson, 2009). Character strengths are defined as
‘positive traits reflected in thoughts, feelings and behaviours’ (Park et al., 2004, p. 603), thus being

the psychological processes that define the core characteristics of the virtues (Park & Peterson,
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2009). The 24-character strengths have been utilised in the development of strengths-based
interventions to improve wellbeing, since they show a strong relationship with different models of
wellbeing (Wagner et al., 2020). Thus, the CSV set within the context of a second wave PP
perspective could provide an overarching framework to develop PP interventions specific to PWD,
given the existing evidence in other populations (e.g., Yan et al., 2020).

In the design of interventions, PWD should be actively involved, with co-production now a
priority within dementia research (Vernooij-Dassen et al., 2021) as this allows research to be
respectful and collaborative (Innovations in dementia, 2023). Few interventions in dementia care
have been co-produced, with the focus of the intervention being decided upon by research teams
following a review of research evidence and theory (e.g., Cotelli et al., 2012; Spector et al., 2003)
or involving the opinions of carers and professionals (Burton et al., 2019), possibly because of the
view that PWD are incapable of consenting or being actively involved in research (Dementia Action
Alliance, 2017). A key element of co-producing interventions is combining the knowledge of the
research evidence and theory brought by the researcher with the lived experiences, preferences
and choices of PWD (Gove et al., 2017). Studies that actively involve PWD in the design of the
intervention, report the interventions being more personalised and tailored to the needs of the
people using them (Dodd et al., 2021), highlighting the benefits of this approach.

Co-production naturally sits within current approaches to systematic development of
complex interventions, with the Medical Research Council (MRC) detailing four phases to the
development of a complex intervention: development, feasibility, evaluation and implementation
(Skivington et al., 2021). As such, this research aimed to contribute towards the development
phase of a dementia-specific multi-component PP intervention by answering two research

questions: (1) from the perspective of PWD which character strengths are deemed most important
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to live well with dementia? (2) for these identified character strengths, which strength-based
interventions would be most meaningful and acceptable to PWD?
Method

A participatory, modified Delphi design was incorporated within an iterative three stage
framework that centred on generating qualitative data through focus groups. The three stages can
be seen in Figure 1. Based on the approach used by Yates and Colleagues (2020) these involved (1)
evidence gathering and Patient and Public Involvement (PPI), (2) modified Delphi and (3) focus
groups. This iterative approach allowed new insights to be incorporated across the stages,
combining research evidence with the voices of PWD. There are different approaches to involving
PWD actively in research, with INVOLVE (2012) describing these as consultation, collaboration and
user controlled. This study predominantly used consultation, whereby PWD were consulted

systematically in the key decision-making processes.

Stage 1: Systematic Literature Review — “(1)

Evidence What character strength-based PPI group lzlf::nl;?‘_cmmuer

gathering and interventions have been used for . 5individ agls living with

PPI older adults to improve wellbeing or ndrvicu ving wi
dementia

quality of life? (2) What is the

. . B * 6 care partners
effectiveness of these interventions? P

Consensus conference

Stage 2: R"l“_“l 2: Consensus discussion around the Round 1: Which of the character strengths

£e & rankings to reach consensus about the most are most important to help you live well with
Modlf}"-‘d important character strengths for living with Break — Look at the dementia?
Delphi dementia. ‘ rankings ‘ 1. Rank the top 4 in order of importance
process (N=10 individuals living with dementia) (N= 10 individuals living with dementia)
Stage 3: Focus Focus groups: which strength-based
Groups interventions are most meaningful and Thematic analysis to analyse focus

potentially acceptable to individuals
living with dementia?
(N = 14, across 4 focus groups)

group data

Figure 1.

Outline of the research procedure
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Stage 1: Evidence gathering and Patient and public involvement
Aim: To review the evidence for existing character strength-based interventions and to co-

produce definitions of the character strengths.

Stage 1a: Systematic literature review
A systematic literature review was undertaken (see Jackman et al., 2023) to review the
evidence base regarding existing character strength-based interventions that have been used with
older adults. The following questions were investigated: (1) what character strength-based
interventions have been used for older adults to improve wellbeing or quality of life? (2) what is

the effectiveness of these interventions?

Stage 1b: Patient and public involvement

Participants: An established PPl group in the North of England, was approached and
agreed to being involved in the research. The group was comprised of five PWD and six care
partners. PPl was a vital first step as it ensured the research was meaningful to this population and
that all resources created for later stages were appropriate and accessible to their needs. This was
particularly important since the researcher is ‘outside’ the participant group.

Procedure: The researcher attended the PPl group to seek consultation about how to
define the 24-character strengths in a way that is meaningful to PWD. This involved all participants
being given 24 cards, each with a character strength, their synonym(s) (taken from Park et al.,
2004) and definition on (defined by Park & Peterson, 2009). Participants were asked to
collaboratively discuss each of the 24-character strengths, synonyms and definitions. Individuals

then chose their favourite synonym from the list and together group members created and agreed
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definitions of each strength in the context of living with dementia. These definitions were then

used for the subsequent research stages.

Stage two: Modified Delphi process

Aim: Multi-modal PP interventions typically target three strengths (e.g., Salces-Cubero et
al., 2019). Therefore, the aim of the modified Delphi was to refine the 24-character strengths
down into the strengths deemed most important for living with dementia. This was to ensure the
focus of an intervention would be relevant to this population.

Design: A participatory research design utilised a modified Delphi method. A modified
Delphi is often used when there is a lack of available evidence coupled with a need to bring
together expert opinions and insights to gain consensus around a research question (Powell,
2003). Modified Delphi is a widely used approach in clinical research (Jorm, 2015) and has been
adapted as an accessible method to involve PWD (Morbey et al., 2019). The Delphi comprised two
rounds, where each round informed the next and participants could see the answers from the
previous round, in line with common modified Delphi designs (Barrett & Heale, 2020). This
methodology supported PWD to take an expert by experience position and come to a systematic
agreement across the two rounds about the most important character strengths for living with
dementia. The most important character strengths identified formed the content of subsequent
focus groups.

Participants: A dementia self-advocacy group based in Yorkshire was contacted via email
by the researcher in January 2022 and an overview of the study was shared (appendix H).
Following this, the group’s facilitator confirmed the group’s interest in participating in the study.

Participant inclusion criteria can be seen in Table 1.
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Table 1.

Participant inclusion criteria for stages 2 and 3

Inclusion criteria Justification

Fluent in English speaking and reading. The researcher only speaks English, and they need to ensure sound
understanding of the character strengths.

Identify themselves as living with No confirmation of their dementia diagnosis was sought, but by
dementia. recruiting through charities supporting PWD, there is the assumption
individuals will be living with dementia.

Living in a community setting The strengths relevant to individuals living in community settings may
differ to individuals residing in a residential setting.

Able to give informed consent To ensure ethical completion and participation. See the ethics section
for considerations around capacity.

Able to participate in interviews (either To be able to provide the data required for the study.
as a group or one to one)

Procedure: The lead researcher attended a group session prior to data collection to
verbally explain the research and share the information sheet (Appendix I). This allowed
participants time to read and consider it. On the day of data collection (one month later), the
study was re-explained both verbally and visually using an information sheet. Participants were
given a further chance to ask questions. Informed consent (Appendix L) was recorded. All
participants completed a demographic information form (Appendix M).

The two-round modified Delphi was completed in one 3-hour session, with a break. All four
researchers facilitated the session (see Appendix N for the plan of the session and consensus
discussion guide).

Round 1: Participants formed small groups with one facilitator, and each participant was
given 24 cards. Each card had one character strength alongside its definition (defined in stage
one). Participants were then asked without consultation with others, to pick and then rank the
four strengths they deemed most important for living with dementia (1= most important; 4=least
important) by placing a ranking sticker next to the character strength. All participants rankings

were collated by the researcher(s) and displayed to allow all participants to see how the strengths
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had been rated by other participants. During a short break, participants had the opportunity to
view all other participants’ rankings.

Round 2: Following the break, all participants came together for a consensus discussion
(Yates et al., 2020) allowing participants to discuss the rankings of the character strengths, with
the aim for discrepancies to be resolved and agreed. There is not a standard definition of
consensus, with most studies using a priori of 50-97% (Nasa et al., 2021), therefore, 50%
agreement was used as the lower limit to conclude consensus. Discussions focused on those
character strengths that were collectively ranked the highest. Character strengths with no rankings
were excluded. All participants were invited to discuss these rankings, justifying their choice in
ranking. A final vote was then taken, by asking participants to raise their hands for the strengths
that were most important to them for living with dementia. This ensured at least 50% consensus

about the most important character strengths for living with dementia.

Stage three: Focus groups

Aim: Focusing on the strengths deemed most important for living with dementia (stage
two), the aim of stage three was to understand which strength-based interventions would be most
meaningful and acceptable to PWD.

Design: A qualitative research design, utilising focus group methods.

Participants: The aim was to conduct 3-6 focus groups as this is usually deemed sufficient
to reach at least 90% of themes for a given topic (Guest et al., 2016). Seven dementia charities
across the Yorkshire region of the UK were approached by the researcher via email for
recruitment. This involved the recruitment poster (Appendix J) being shared with the charity lead
to allow them to discuss participation with their group members. In line with the Alzheimer’s

Society guidance the aim was to recruit 3-6 participants for each focus group (Alzheimer's Society,
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n.d). After charity leads had discussed participation with their groups, six group leads responded
via email and three groups agreed to participate, with this forming four focus groups given the
large number of people attending one group. Participant inclusion criteria can be seen in table 1.

Procedure: A resource booklet was created (Appendix O) as a discussion guide and visual
aid. This included the following questions for each strength: (1) Do you agree that x [character
strength] is important for living with dementia? (2) What helps you to keep showing x? (3) If you
have been invited to a group and they were going to focus on x, what would you want it to involve
or look like? (4) How could services support you to show x? Evidence based interventions targeting
the most important character strengths (identified in the literature review in stage one) were also
briefly summarised and presented in the booklet. Where character strengths had no developed
interventions for older adults, separate scoping searches were done to identify and describe
interventions used with any population.

On the day of data collection, the information sheet (Appendix K) was shared with each
participant and read aloud by the researcher. Participants were given a chance to ask questions.
Informed consent (Appendix L) was recorded. All participants provided demographic information
to contextualise the data (Appendix M). Focus groups were semi-structured and lasted

approximately 60 minutes. Each focus group was audio recorded and transcribed.

Data analysis

Reflexive thematic analysis was used to analyse the qualitative data from the focus groups
since the research was aiming to understand subjective perspectives and analyse patterns across
the qualitative data set (Braun & Clarke, 2021). The six phases identified by Braun & Clarke (2021)

were followed, using an inductive approach (see table 2 and appendix R). An ontology of critical
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realism and a contextualism (Madill et al., 2000) epistemology informed the analysis (see appendix

B for an epistemological statement).

Table 2.

The six phases of thematic analysis (Braun & Clarke, 2021)

Six phases:

Procedure

Familiarising yourself with the dataset

Coding

Generating initial themes

Developing and reviewing themes

Refining, defining and naming themes

Writing up

Audio recordings were listened too and transcribed. Transcripts
were read and re-read. Initial analytic ideas were recorded.

Transcripts were read and interesting/ meaningful segments
were identified with a code label.

Based on these codes, patterns were sought, and initial themes
were derived. Interpretation of the data from the researchers
fed into the process.

Through consultation with the secondary researchers, the
themes were revised and developed across several iterations
(Appendix S)

Brief summaries were written for each theme to ensure a
coherent story is told. This led to further refinement through
further discussions with the secondary researchers.

The themes were written up and embedded within the wider
report.

Ethical considerations

A university ethics committee approved the study (Appendix G). All materials used were

reviewed by PWD prior to the start of the study to ensure accessibility. Informed consent was

sought from all participants. In line with the Mental Capacity Act (Department of Health, 2005),

capacity was assumed upon meeting the participant, but the researcher continued to assess this

throughout. Across the research all participants were deemed to have capacity to consent. All data

was audio recorded on an encrypted laptop and was transcribed and anonymised. A sources of

support document was shared following participation (Appendix P).
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Researcher Context

In line with a contextualism epistemology, the researcher’s context is important to
consider in generating meaning from the data and knowledge produced. The lead researcher is a
white British, middle class, young female who is outside of the participant group and is a Trainee
Clinical Psychologist. The researcher had personal and professional experiences of dementia. The
researcher attended the monthly sessions at the dementia self-advocacy group involved in stage
two, meaning the researcher built a relationship with the participants involved in this stage. All
participants in stage three were unknown to the researcher prior to data collection. Since the
researchers are involved in co-producing meaning with the participants, reflexivity was essential
throughout the research process. Therefore, the researcher was involved in reflexive practice

groups, supervision and kept a research journal (see Appendix A for the reflective statement).

Results

Stage one: Evidence gathering and Patient and Public Involvement

The literature review (Jackman et al., 2023) highlighted pre-existing PP interventions for
older adults for strengths of hope, humour, gratitude, spirituality and forgiveness, with overall
positive results for their effectiveness.

The PPl group’s preferred strength synonyms and their written definitions can be seen in
Appendix Q. The definitions written by the PPl group were compared to Park and Peterson’s
(2009) by the research team. For critical thinking, forgiveness and humility, the definition used by
Park and Peterson (2009) was used alongside the PPI groups for greater clarity and understanding.

Stage two: Modified Delphi process

Stage two involved seven females and three males who had been living with dementia

between <1 year to 6 years and were aged between 65 and 85 years. The results from round one
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(the individual rankings) can be seen in table 3, whereby the rankings were reversed scored (i.e., a
ranking of 1 received 4 points and a ranking of 4 received 1 point). Following the consensus
discussions, love, kindness and humour met the pre-defined consensus criteria of 50% as being

perceived to be the most important character strengths for living with dementia.

Table 3.

Results from round 1 (rankings; 1=most important = 4 points; 4 = least important = 1 points)

Character strength Rankings Points Consensus
Love 1,1,1,1,1,2,3 25 80%
Kindness 1,2,2,3,3,3 16 70%
Honesty 1,2,2 10

Self-control 2,3,3,4 8

Humour / Playfulness 2,4,4,4 6 50%
Creativity 1,4 5

Forgiveness 3,3 4

Gratitude 2,4 4

Humility 1 4

Teamwork 1 4

Bravery 3,4 3

Faith / purpose 2 3

Love of Learning 2 3

Openness to experience 4,4 2

Perseverance 3 2

Optimism 4 1

Critical Thinking 0

Wisdom 0

Zest / Vitality 0

Social Intelligence 0

Fairness 0

Leadership 0

Prudence 0

Wonder 0
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Stage three: Focus groups

Stage three involved four focus groups. Focus groups one and two involved participants
attending groups at the same dementia charity, with focus groups three and four involving
participants from different charities. Overall, there were 14 participants: 7 males and 7 females all
aged between 65 and 86 years old. Participants were of a White (N=13) and Asian (N=1) British

ethnicity and had been living with dementia between <1 year to 8 years.

Thematic analysis:
Three superordinate themes and five subordinate themes were identified and are

summarised in table 4. They are reported in detail below.

Table 4.

Summary of themes

Superordinate theme Subordinate theme

Lack of opportunity not capacity ‘It's part of your nature’.

‘I wish I didn’t have the label’.

Key considerations of PP interventions for PWD ‘We are all individuals’.

‘Being around people is very important’.

‘You've got to have some fun’

Potential benefits of PP interventions

Theme: Lack of opportunity not capacity
Participants perceived love, kindness and humour to be universal traits meaning they also

saw themselves remaining able to experience and draw on these in living with dementia, although
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acknowledged the barriers due to the reduced social experiences brought about by their diagnosis

of dementia.

1. Sub-theme: ‘It’s part of your nature’

Love, kindness and humour were all viewed as innate character strengths that are
important ‘whether you have got dementia or not’ —P9. There was a common opinion that PWD do
not lose the capacity or ability to use these character strengths and they hope to continue to use
them; ‘And long may | keep doing that [showing kindness]’ —P9. Thus, interventions aiming to
‘train’ or ‘teach’ strengths were not perceived as meaningful because participants felt strongly
that love, kindness to others and humour ‘come naturally’ -P8 and are trait like. ‘1 don’t think you
manufacture it [humour]. Its either there or its not’ -P9. Participants did not perceive benefits in
the counting kindness intervention, as ‘Well | don’t think there is any need in writing it. If you are
doing kindness, you are doing kindness. Making a record of it, for what? You are not proving to
somebody what you have done, kindness is kindness out of kindness and I’'m helping her and him or
anyone, so this is out of kindness’ —P11. This highlights how participants perceived themselves as
able to engage in these strengths naturally and spontaneously, and therefore do not need
teaching to use them.

The one exception was self-kindness, which participants identified was different and they
felt did not occur as naturally. It was acknowledged ‘That’s [self-kindness] a lot more difficult’ -P2.
When individuals thought of kindness, they defined it as caring for others and that being their
priority; ‘we’re too busy looking after others aren’t we? [barriers to self-kindness]’ —P3. Indeed, for
many participants caring for others has been an important role throughout their life and therefore
did not appear to be a specific barrier for PWD. ‘Oh, I’'ve always looked after the elderly, or

someone who’s got a broken leg’-P1. Self-kindness appeared to be an alien concept, with
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participants finding the term difficult to grasp: ‘How would you define being kind to yourself?’ -

P10. This highlights how participants’ understanding of kindness appeared other-focused.

2. Sub-theme: ‘I wish | didn’t have the label’

Participants viewed their diagnosis of dementia as a barrier in being able to continue to use
innate strengths, describing a loss of relationships and meaningful roles within their lives. Negative
social experiences ‘When | go up to people and say | have dementia. They don’t want to talk to
me’-P13 meant that some participants had withdrawn from social contexts or tried to conceal
their diagnosis as ‘I wish | didn’t have the label [dementia]. You see, when you write forms you
have to put it on. But then people don’t want anything to do with you.” —P14. Participants also
identified that other people perceived them as not capable, as ‘Yes...well... the thing is...when you
get diagnosed with dementia. People don’t understand it. You see | used to be a secretary but as
soon as they found out | have dementia, well they wouldn’t let me do it anymore. | wasn’t even
able to be on the committee. | can still do things, just some things take me longer’ -P14. Therefore,
the stigma surrounding the diagnosis of dementia contributed to the lack of opportunity to

continue to use their strengths.

Theme: Key considerations of PP interventions for PWD

In considering what PP interventions might need to include to increase wellbeing in PWD,
participants felt interventions should be flexible and personalised. Although, two common
components that were deemed important were that they should be fun and involve connection

with others.

3. Sub-theme: ‘We are all individuals’
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In discussing the interventions that exist currently to promote love, kindness and humour,
there were individual differences in the acceptability of these interventions, based on participants’
personality and interests. For example, one participant commented about a humour intervention
‘No, I’'m not that type of person [to tell funny stories]’-P1. Participants stated it is important that
interventions are flexible and adaptable as PWD should be seen as individuals as ‘Everyone is
different’ —P6. Therefore, in ensuring that a PP intervention is meaningful for PWD, it would be
important to connect with individuals’ interests and hobbies: I actually think it’s finding the
interests of the person as well. Trying to keep them interacting with things. It’s no good you trying

to force something on somebody, because we’re all individuals’ -P10. This highlights how there is

not one PP intervention that is consistently seen as acceptable and meaningful.

4. Subtheme: ‘Being around people is very important’

A common element that was deemed important for a PP intervention was the importance
of spending time with others. This was because love, kindness and humour were all seen as
occurring within relationships, as ‘you do don’t you, you laugh between you’-P3. Furthermore,
being with others allows people to use their strengths, as well as providing opportunities for these
strengths to be experienced, creating a sense of reciprocity: ‘When you come to a group like this,
you have to sort of be kind, and expect people to be kind back. It moves in two directions’-P2.
Given that ‘being around people is very important’ —P12 all participants felt that a group format to

delivering PP interventions would be beneficial for PWD.

5. Subtheme: ‘You’ve got to have some fun’
Participants also spoke of the importance of any intervention being fun, with this being a

key criterion when discussing the acceptability of interventions ‘Oh, | wouldn’t mind. It [laughter
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yoga] could be fun’ -P4. Furthermore, in participants experiences this is what has kept them going
back to groups they have been a part of: ‘The group you know, they just started laughing, it was
real fun...and its good. They keep coming to it. They feel the benefit of it, they like it. In fact, one
guy said can you come every day. Its basic exercise, nothing tiring but it’s fun’ -P9. The importance
of having fun was particularly important in the context of living with dementia as ‘nhone of us know
what’s ahead do we’ -P5. Therefore, there was a sense of making the most of each day as you’ve
got to have some fun haven’t you. There is no point in sitting there and thinking, uh, | have this in
my head, you can do things, do things while you can’—P7. Therefore, this highlights the

importance of PP interventions encouraging playfulness and being enjoyable.

6. Theme: Potential benefits of PP interventions.

Throughout the focus groups, participants made a link between expressing love, kindness
and humour, and this increasing their wellbeing, ‘bring[ing] you alive a bit’—P3. Therefore, these
strengths may help to buffer against negative emotions and bring a sense of acceptance to the
challenges living with dementia brings as it helps to you to not ‘dwell on things’-P4 and maintain a
sense of your identity: ‘Especially when you are living with dementia, it [love] helps you keep your
life happy and more of you. So, | think it’s more of a necessity as well.’-P11. Furthermore, the
benefit of engaging with these strengths may positively influence a person’s emotion and
behaviour, for example, fove makes you more content, it makes you happy sort of thing. So,
without love you are going to start being depressed, and not want to be involved in things or do
things’-P10. Therefore, it appears showing love, kindness and humour, contributes to enhanced
wellbeing when living with dementia, with these strengths being seen as ‘important’—P12 and

‘good for you’ —P1.
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Discussion

This study aimed to capture the voices of PWD in the design phase of a co-developed
dementia-specific multi-component PP intervention. This research highlights how PWD have
important opinions and insights about what interventions are likely to be helpful for increasing
their wellbeing and illustrates that PWD can actively participate in the systematic design of such
interventions.

In stage two, love, kindness and humour were seen as the most important character
strengths for living with dementia. This is consistent with previous findings whereby love has been
described as the most important strength for PWD (McGee et al., 2022), with Kitwood (1997)
conceptualising it as a central psychological need to maintain a sense of personhood. Humour has
consistently been seen as an active strength that helps PWD to live well, being an important
feature within relationships, helping to buffer against adversity (Hickman et al., 2018; Wolverson
et al., 2016). Kindness has received less attention in the dementia literature and therefore little is
known about its role in contributing to wellbeing when living with dementia. The results from this
study highlight kindness to others is spontaneous and that through showing kind acts towards
others, it helps to increase positive emotions. Peterson and Park (2020) detail a structure of
character which places the 24-character strengths along two dimensions of self vs other, and heart
vs head. Love, kindness and humour all fall into the heart and other oriented quadrant. It is
possible that as PWD begin to encounter cognitive challenges (head-orientated), the heart
orientated strengths become increasingly important for their wellbeing.

This study identifies that love, kindness to others and humour are seen as occurring
naturally to PWD. Participants placed emphasis on being able to continue to use these strengths,
as they have been important throughout their life. Participants highlighted that spontaneously

showing self-kindness was more difficult, therefore a self-kindness intervention could be
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meaningful to PWD to improve wellbeing. As participants found the term self-kindness difficult to
grasp, psychoeducation about what this means may be important. Within the PP literature, self-
kindness interventions are not seen to be effective at increasing wellbeing, with the focus on
kindness to others being more valuable (e.g., Haydon et al., 2022). However, taking ideas from the
compassion focused literature, evidence is emerging that developing self-compassion helps to
bring self-kindness for PWD. This is important as PWD can be self-critical when coping with the
challenges dementia brings, for example when forgetting things (Craig et al., 2018). Therefore,
since clinical approaches to working with PWD are often deficit focused (Grand et al., 2011), it
could be important for clinical psychologists to combine strength-based approaches with their
psychological therapies, for example in using compassion focused therapy to develop self-
kindness, especially since this is valued by PWD.

In understanding what helps individuals to show love, kindness and humour, there were
individual differences in the acceptability of interventions. This highlights the importance of the
person-activity fit (Lyubomirsky & Layous, 2013) as PP interventions may only increase an
individual’s wellbeing if there is concordance between a person’s needs and the social context
within which an appropriate intervention is conducted. The findings highlight how PP
interventions might help individuals to connect to what is important to them, potentially to
maintain a sense of their identity (Wolverson et al., 2016). This highlights how PP interventions for
PWD will need to be person centered (Mitchell & Agnelli, 2015). Therefore, it would be important
for clinical psychologists to conduct a holistic assessment of needs with PWD, to aid the delivery of
person-centered psychological support (Edvardsson et al., 2010).

Social interaction was deemed important within a multi-component PP intervention
focused on love, kindness and humour as these strengths were perceived as relational. Therefore,

group formats may be most beneficial, which is in line with pre-existing psychosocial
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interventions, whereby social interaction may actively contribute to intervention efficacy
(Dugmore et al., 2015). Furthermore, groups can increase the enjoyment of interventions. For
example, Spector et al. (2011) details how group cognitive stimulation therapy was deemed as fun
as it was characterised by laughing and smiling between participants, which kept people returning
to the group. This is important in dementia since social stigma can negatively impact an
individual’s wellbeing (Pratt & Wilkinson, 2003) and PWD have an increased risk of social isolation,
particularly after the impact of COVID-19 (Curelaru et al., 2021). Therefore, engaging in a group
allows increased connection with others and social inclusion (Osman et al., 2016). This highlights
the importance of clinical services continuing to offer group interventions (e.g., reminiscence

therapy) as is recommended in the NICE guidelines (NICE, 2018).

Strengths, limitations and future research

This study used an innovative research design, being only the second study to adapt a
modified Delphi with PWD (Morbey et al., 2019). Both studies emphasise the importance of each
item to be ranked being written in an accessible way. Hence PPI was essential to define the
character strengths. Furthermore, being creative in research is important to allow PWD to be
actively involved (Phillipson & Hammond, 2018). Therefore, providing participants with tangible
resources for the first round was an effective way for participants to independently engage with
the materials and express their opinions. This contrasts with a usual modified Delphi whereby
participants need to hold in mind large amounts of information to assign a value to them (Yates et
al., 2020). However, there is still much to learn about how to conduct a modified Delphi most
effectively with PWD. Some participants experienced fatigue by the consensus discussion and
therefore it could have been beneficial to complete it over two sessions. This highlights how a

modified Delphi can be effectively used with PWD but requires careful planning and adaptations.
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Context is important to consider when generating meaning from the findings, particularly
as a contextualism epistemology was taken (Madill et al., 2000). The sample as a whole comprised
of individuals who regularly attend groups and was a volunteer sample. Therefore, as they
identified love, kindness to others and humour come naturally, it is unclear whether this same
finding would be shared by other PWD. It is possible that the individuals in this study already had a
relatively high level of wellbeing, and a limitation of this work is this was not something that was
objectively measured. Furthermore, as participants were regularly attending groups, it is
wondered whether this has contributed to the finding that a PP intervention should take place in a
group setting, however a group may not suit everyone. Due to the limited sample, future research
is needed to capture more voices, particularly those from marginalised groups as presently there
are health inequalities for PWD (UK Dementia Research Institute, 2022). For example, it would be
helpful to understand whether character strength-based interventions would be valued by those
from a global majority, since they are twice as likely to be diagnosed with Alzheimer’s Disease, yet
less likely to access support from services (Alzheimer’s Society, 2020). Therefore, future research is
needed to develop interventions that are meaningful to this population that considers the cultural
context.

The scope of this research meant that the evidence base was identified, and the initial
concept of a character strength-based intervention was developed, with this being seen as feasible
and acceptable to PWD. However, future research is now needed to co-design a character
strength-based intervention that is specific to PWD, particularly since there are few character
strength-based interventions focused on love, kindness and humour that have been designed and
evaluated with older adults (Jackman et al., 2023). Therefore, using the MRC framework as a
guideline (Skivington et al., 2021), future research is needed to continue this development and

feasibility phase of co-designing an intervention. Some important elements to consider may be
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around the acceptability of online versus face-to-face delivery, frequency and duration of the

intervention and the potential involvement of care partners.

Conclusion:

This study contributed towards the initial development phase of a co-designed PP
intervention for PWD. It was highlighted that love, kindness and humour are important strengths
for living well with dementia, and therefore an intervention focused on these may be most
meaningful. The findings revealed that a PP intervention needs to provide a social context to use
these strengths, that provides opportunity for fun and relationships in a person-centered way. It is
hoped that by focusing on people’s strengths, this will support people to live well with dementia

and draw emphasis to the need to move away from deficit-focused discourses.
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Part Three: Appendices
Appendix A: Reflective statement
As | sit here, looking back over the last 3 years | am filled with a sense of achievement. My
relationship with my thesis has taken many forms, at times feeling very close to me and at others
feeling more distant from me. Trying to balance the thesis alongside competing demands has been
a challenge, but one | am pleased to have had the opportunity to complete. | have certainly

learned a lot. It has been a long journey, with ups and downs, and one | hope to summarise below.

Developing a research idea

Prior to starting the doctorate, | did not have a clear idea for my thesis like some of my
peers and the idea of choosing a research topic daunted me; how was | going to find a gap in the
literature that was meaningful? In receiving the list of potential supervisors’ topics of interest, |
recall being drawn to thinking about looked after children or people living with dementia; perhaps
due to my own personal family experiences of these. Upon initial literature searches, | was struck
by the problem saturated narratives surrounding much of the psychological literature in these
areas which of course represented a portion of my personal experiences, but | was also aware of a
whole host of positive experiences that did not appear to be represented in the literature. | was
aware that everyone’s experiences are different, but | was sure my experiences were not in
isolation. As | delved deeper into the literature, it became clear that there was limited research
that privileged the voices of these groups of people. This alongside the community psychology
teaching we were receiving on the course, made me aware of my power as a researcher and made

me question how | was going to use this power to allow untold stories to be heard.



Empirical

In deciding to go with research involving people living with dementia, | was clear that |
wanted to focus on positive experiences and involve people living with dementia in the research.
My supervisor spoke about her interests in positive psychology interventions in dementia and this
fitted with what | was passionate about. In developing my initial research proposal, | was
confronted with the diverse positive psychology interventions that exist and remember thinking
“which one is going to be most meaningful to people living with dementia?”. It felt arbitrary to
choose one, particularly given that the literature did not obviously favour one. Therefore, the
importance of co-designing an intervention with people living with dementia became clear, as
they are best placed to know what is going to be most meaningful.

| started attending a monthly group for people living with dementia. This began to bring my
research to life, and | looked forward to attending these groups as they were filled with humour,
happiness and sense of connection. One man’s story has always stuck with me where he said
when he first got diagnosed with dementia, when he went to sit next to someone, they moved
away from him as they were worried they would “catch it”. This highlighted to me that as a society
we need to learn more about what living with dementia means, as people were being fed
unhelpful narratives through the media. The strengths these people brought to living with
dementia were apparent and therefore, capturing this in my research felt important to begin to
challenge some of these discourses.

In developing my research proposals, | remember being confronted with these negative
discourses, with people challenging whether people living with dementia had the capacity to be
actively involved in research. | had also set out to do multiple stages, which understandably led
people to question the feasibility of this alongside the other demands of being a trainee clinical

psychologist. Whilst actively involving people living with dementia came with its challenges, and



created multiple stages to my study, it felt important to not shy away from the challenge. Looking
back, | am pleased to have taken this risk and believe having people living with dementia involved
in the key decision-making processes has added to the richness of my study.

| had received my ethical approval by summer of 2022 which meant my thesis could no
longer take a back seat and | was excited to begin data collection. Having the session for the
modified Delphi felt exciting, as | was intrigued to see which character strengths were going to be
deemed to be most important to living with dementia. Although | felt the pressure of it going well,
with only having the one chance to collect this data and with the focus groups resting on the
outcome of this. In seeing the initial rankings, | remember being surprised. | had expected bravery,
perseverance and teamwork to be more highly ranked and | was surprised by self-control receiving
multiple rankings. This is possibly due to my own preconceptions through my experiences of
dementia when working as a care assistant and seeing family live with dementia.

Recruitment for my focus groups was a mixed experience. | initially emailed six charities,
and | was fortunate that five replied to me. The initial enthusiasm received enhanced my
motivation as they saw it being meaningful research. However, trying to book in a date was more
difficult, receiving no further responses from another two groups. | was left in a dilemma around
whether to continue to email, but also feeling that | did not want to put pressure on people. | still
had positive contact from three groups and managed to secure dates for these. Unfortunately,
one group cancelled the week of the focus group as there was a miscommunication with regards
to the process of collecting informed consent. | remember feeling frustrated and sad by this. From
this experience | have learned the importance of having a conversation with the charity leads
either over the telephone or via MS Teams to ensure clarity over the research process, allowing
time for questions to be asked and a relationship to be formed. | had originally hoped to have the

data collected by October 2022, and as October came, | had only completed two focus groups and



had another booked in for January. | still needed at least one more, so | had to go back to the
drawing board and email another dementia group. | was thankful that they showed enthusiasm
and was able to get another focus group booked in.

Sadly, the group lead died unexpectedly which came as a shock to me and the group and |
was upset by the news. | was left in a dilemma and had to decide whether to complete the focus
group with the people from this group, as understandably they were all grieving. | gave the choice
to them, and they all said they would like to take part. It felt important to me and the group to do
this research since he was so passionate about making a difference to dementia care. Thus, whilst
this was an upsetting experience, it fuelled my motivation for the remaining of my thesis.

From completing the modified Delphi, | was aware of the fatigue participants experienced
by the end of the session, which resulted in the final round of rankings not being as systematic as |
first hoped. Therefore, | learned from this experience and approached my focus groups with
flexibility. In each focus group | started with a different character strength, to ensure each
received rich data and wasn’t impacted by fatigue. Furthermore, | was led by the participants, and
placed greater emphasis on richness rather than breadth. This meant for focus group two, only
love was covered in detail.

The focus groups were the highlight of my research journey and | thoroughly enjoyed
listening to people’s experiences and opinions. Many were characterised by mixed emotions,
noting the challenges and prejudice people face, whilst also sharing in the joy and laughter that
came with connecting with other people. Being outside of the participant group helped me
develop a curious position as | did not know what it was like to be someone living with dementia.
Throughout some of the focus groups, participants expressed frustrations with the current lack of

provision and support in the NHS for people living with dementia. Therefore, | felt in a tricky



position where | had to balance working within that system, whilst also understanding the
frustrations felt by the individuals | was speaking too.

The point where | had collected all my data felt like a big achievement; it was now just
down to me to write it up. Developing the themes from the focus groups took many iterations, it
felt challenging to capture all these experiences in a meaningful way to answer the research
guestions. | had to learn to detach from certain quotes and look at the data from a fresh
perspective, learning how to zoom in and out. Writing up my research was a back-and-forth

process, going through many drafts to capture the multiple stages in a clear and concise way.

Systematic Literature Review (SLR)

My SLR topic emerged naturally based on my empirical paper as | questioned what
character strength-based interventions existed in the literature for older adults, with me not being
able to find a review detailing this. The process of defining the search terms was a lengthy process
and felt challenging. This involved many meetings with an academic librarian, supervision and
multiple searches and screening processes. There were questions around how to define such
abstract terms and how to revise the search terms to filter the large number of irrelevant papers
that were being retrieved. Throughout this iterative process, my motivation was slowly decreasing
as | felt tired by the revisions needed. Finally, | had my search terms and | felt excited to be able to
screen for my final pool of papers. Having a relatively large pool of final papers felt difficult as |
tried to synthesise such a large heterogenous research base, and at times | wished | had chosen
something else. Throughout the process | felt a sense of uncertainty and doubt as to whether |
was doing it “correctly”. Although logically | felt the SLR should be straightforward, with clear
stages and not needing to rely on other people for data. | learnt that completing an SLR is not a

linear process, as | perhaps first assumed, and that whilst at the time the cyclical nature created a



sense of stuckness, | believe it helped me to get to grips with the data and produce a more

thought through research paper.

Summary

Throughout the research process | have connected to the virtue of wisdom which has
allowed me to grow the character strengths of creativity, curiosity, open-mindedness, love of
learning and perspective (Park & Peterson, 2009). | have valued the importance of creativity in
data collection, something that has challenged my assumptions of research being “boring”. | have
learned to be curious, taking a not knowing position rather than being the “expert researcher” |
previously thought | needed to be. Open-mindedness has come in helping me to detach from my
assumptions and tolerate the uncertainty of the research process. | have learned to take different
perspectives, knowing when to step back and enjoy the views, rather than marching with my head
down until to end. A love of learning has allowed the people | have met and research | have
completed to impact me as a person, not just as a researcher. | believe this research journey has
shaped how | practice as a clinical psychologist, seeing and valuing the strengths people bring,
which feels important in what can often be a deficit focused system.

As this thesis marks the end of my last 20 years in education, | feel a mix of emotions:
sadness, relief and joy. | have enjoyed the learning process, learning more about the ‘type’ of
researcher | hope to be. Supervision has been invaluable, and | am thankful to Emma, Chris and
Catherine for keeping me grounded, reading my drafts and imparting their wisdom. The skills |
have learned will equip me as | begin my career as a clinical psychologist. As my concluding
learning points and advice to anyone taking on a thesis: celebrate the small achievements, run

your own race and don’t do it alone.
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Appendix B: Epistemological statement

This epistemological statement is written to share the researcher’s beliefs about the nature
of reality (ontology) as well as how knowledge is acquired (epistemology). It is hoped that this will
aid any reader’s interpretation by having a clear insight of the assumptions underpinning the
research within this thesis.

Ontology can be viewed on a spectrum, with realism at one end and relativism at the
other. However due to these approaches reducing reality to either what can be empirically tested
(Bhasker, 1998) or solely created through language and discourse (Fletcher, 2016), a critical
realism ontological position was introduced. This separates ontology and epistemology, stating
that there is a discoverable truth that is out there (realism ontology), but recognises that human
experiences shape how we relate to the world, with our understanding of reality being mediated
by language and culture (epistemological realism; Maxwell, 2012). Thus, critical realism was the
ontological approach taken to this thesis. This means the researcher was seeking to understand
participant’s perceptions of reality, which will be ultimately influenced by their context, and the
researcher’s context in the analysis of this.

In line with a critical realist ontological position, the researcher occupied a contextualism
epistemology (Madill et al., 2000). This recognises that knowledge is shaped by context of the
researcher and participants, with them co-producing meaning together, whilst searching for a
provisional and contextual truth (Braun & Clarke, 2013). Therefore, context is important to
consider throughout this thesis in the knowledge produced and interpretations made, recognising
that we all have a different view on reality.

This position of a critical realist ontology, with a contextualism epistemology informed the
thesis and the methodology used. As the systematic literature review used a narrative synthesis to

analyse quantitative data, this could be seen as aligning more with a realist ontology. However, in
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the interpretation of these, context was considered to understand how this affected the causal
relationships. For example, in drawing meaning from the studies and synthesising the results, the
findings were understood in relation to the participants context and setting. Therefore, in the
knowledge produced and assumptions made, it is important that these are seen within their
context, offering a contextual truth of what character strength-based interventions may be most
effective for older adults.

For the empirical study, the use of a modified Delphi assumed that a common experience,
“truth”, could be sought, but by using the qualitative focus groups it aimed to understand
subjective experiences of this to help the researcher understand the participants contextual
experiences of these character strengths. Therefore, in the finding that love, humour and kindness
are the most important character strengths for living with dementia, this finding should not be
taken out of the context of people living with dementia in a community setting, already attending
groups, as it is possible that a different contextual truth would be discovered if the study recruited
people living with dementia in a residential setting. Whilst it is recognised that each participant in
this study will have different assumptions and beliefs, it is recognised that they occupy a similar
context all being British, living in Yorkshire in 2022/23, and in a community setting. Therefore, it
would be important for further research to look at perspectives of people in a different context, to
help enrich our view of reality.

As well as understanding the participants context, the researcher’s reflexivity is essential in
understanding their assumptions, biases and personal context as this will influence the data
gathered, interpretation of the results and knowledge produced. Therefore, the researcher
engaged in reflexive practice groups, as well as keeping a reflective journal. In understanding this,
the researcher questioned how they were experiencing the data, being an outsider of the group

(not someone living with dementia), therefore holding a contrasting view of reality to the included
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participants. Furthermore, the researcher has previously worked in a dementia care home, and

therefore these experiences are likely to influence the researchers’ assumptions about what it

means to live with dementia and thus what character strength-based interventions may be most
meaningful. However, as the participants in this study were all living in the community, they also
probably held a different view of reality to those previously experienced by the researcher. Thus, it
is not possible to remove these prior assumptions, but it is important to bring light to them.

In summary, in line with a critical realist ontology and contextualism epistemology, the
systematic literature review and empirical study sought perceptions of reality but one that is
influenced by the researchers and participants context. Of particular relevance are the
researchers’ prior experiences of dementia, being outside of the participant group, their view on
what strengths are most important and the participants immediate context. It is hoped that
through this reflexive process, it minimised the degree of bias in the knowledge constructed.
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Thank you for choosing to submit your paper to us. These instructions will
ensure we have everything required so your paper can move through peer review,
production and publication smoothly. Please take the time to read and follow them as
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Peer Review and Ethics
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Appendix D: Additional guidance for the systematic literature review
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Fw: Re: Other [ ref:_00DOY35lji._5007TNPyOC:ref ] #Trackingld:15132857
To: victoriajackman07@amail.com

Dear Dr. Victoria,

Thank you for the email.
The systematic review article should contain 8000 words.

If | can be of any further help, please let me know.

Kind regards,

Princilla Mary - Journal Editorial Office

Taylor and Francis Group

Web: www.tandfonline.com

Taylor & Francis is a trading name of Informa UK Limited, registered in England under
no. 1072954

Taylor & Francis Group

an Infoema busness

Help your research
reach a wider Find out more

: about publishing
audience open access

Aging & Mental Health

XXV



Appendix E: Quality assessment tool for studies with diverse designs (QATSDD; Sirriyeh et al., 2011)

Table 1 Quality assessment tocl and scoring guidance notes

Criteria

0= Mot at all

1 = Vary slightly

2 = Moderataly

3 = Complate

Explicit thecratical framewark

Staterment of aimsfobjactives in
main body of report

Clear description of research
satling

Evidence of sample size
considered in terms of analysis

Representative sample of target
group of a reasonable size

Description of procedure for data
collection

Rationale for choice of data
collection toal(sh

Detailed recruitment data

Statistical assessment of reliability
and validity of measurement
tool(s)

(Cuantitative only)

Fit betwean stated research
gquestion and method of data
collaction

(Cuantitativa)

Fit between stated research
question and format and content
of data collection tool e.g.
interview schadule

(Cualitative)

Fit between ressarch guestion and
method of analysis

Good justification for analytical
method selected

Assessment of reliability of
analytical process

(Qualitative anly)

Evidence of user invalverment in
dasign

Strengths and limitations critically
discussed

Mo mantion at all.
Mo mention at all.

Mo mention at all.

Mo mention at all.

Mo statement of
target group.

Mo mantion at all.

Mo mention at all.

Mo mention at all.

Mo mention at all.

Mo research

guestion stated.

Mo research

guestion stated.

Mo mention at all.

Mo mantion at all.

Mo mantion at all.

Mo mantion at all.

Mo mantion at all.

Refarence 1o broad theoretical basis.

Ganeral refarence to aim/objective at seme paint in the
report including abstract.

Ganeral description of research area and background,
a.g. 'in primary cara’,

Basic explanation for choice of sample size. Evidence
that size of the sample has been considared in study
design.

Sample is limited but represents some of the target
group of represantative but very small.

Wery basic and brief outline of data collection procedure,
8.9 'using a guastionnaire distributed to staff’.

Very limited explanation for choice of data collection
toolis).

Minimal recruitment data, e.g. no. of guestionnaire sent
and no. retumed.

Reliability and validity of measurement toolls) discussed,

but not statistically assessed.

Method of data collection can only address some aspects
of the research guestion.

Structure andfor content anly suitable to address the
research question in some aspects or superficially.

Method of analysis can only address the research
quastion basically or broadly.

Basic explanation for cheice of analytical methoed

More than ona researcher imvolved in the analytical
process but no further reliability assessment.

Use af pilot study but no invelvermeant in planning stages
of study dasign.

Very limited mantion of strengths and limitations with
amissions of many kay issues.

Reference to a specific thearatical basis.

Raference to broad aimsfobjectives in main bady of
report.

General deseription of research problem in tha target
population, &.9. "amang GPs in primary cara’.

Evidence of consideration of sample size in terms of
saturationfinfarmation redundancy ar 1o fit ganeric
analytical requirements.

Sample is sormewhat diverse but not entirely
reprasentative, a.q. inclusive of all age groups,
expernance but only one workplace. Requires
discussion of target population 1o determine what
sample is required 1o be representative.

States each stage of data collection procedure but with
limited detail, or states some stages in details but
omits others.

Basic explanation of rationale for choice of data collection
toallsl, e.g. based on use in a prior similar study.

Seme recruitrment information but not complete account
of the recruitment process, e.g. recruitrent figures but
no infermation on strategy used.

Sefme attampt to assass raliability and validity of
measurement toolis) but insufficient, e.g. attampt to
establish test-retest raliability is unsuccessful but no
actian is taken.

Mathad of data collection can address the research
guestion but there is a more suitable alternative that
cauld have been used or used in additian.

Structure & contant allows for data to be gathered
broadly addressing the stated researeh questionis) but
eould benefit from greater detail.

Mathod of analysis can address the research question
but thera is a more suitable alternative that could have
bean used or used in addition to offer greater detail.

Fairly detailed explanation of choice of analytical method.

Lirmited attampt to assess reliability, a.g. reliance on one
methad.

Pilot study with feedback from users informing changes
10 the design.

Discussion of some of the key strengths and
weaknesses of the study but not complate.

Explicit staternant of theoratical framewark and/or
constructs appliad to the rasearch.

Explicit statement of aims/objectives in main body of
report.

Specific deseription of the research problem and target
population in the context of the study, e.g. nurses and
doctors from GP practices in the east midlands.

Explicit staterment of data being gathered unitil
infarmation redundancy/saturation was reached ar 1o
fit exact calculations for analytical requirements.

Sample includes individuals 1o represent a cross section
of the target population, considening factors such as
experience, age and workplace.

Detailed description of each stage of the data collection
procedure, including whan, whera and how data were
gathered.

Detailed explanation of rationale for choice of data
collection teolisl, e.g. relevance to the study aims and
assessments of tool quality either statistically, e.g. far
reliability & validity, or relevant qualitative assessment.

Complate data regarding no. approached, no. recruited,
attrition data where relevant, method of recruitment.

Suitable and thorough statistical assessment of reliability
and validity of measurement toalis) with reference to
the guality of evidence as a result of the measures
used.

Method of data collection selected is the most suitable
approach to attermpt answar the rasearch guestion

Structure & content allows for detailed data to be
pathered around all relevant issues required to addrass
the stated research question(s).

Method of analysis selected is the maost suitable
approach to attempt answar the rasearch guestion in
detail, e.g. for qualitative IPA preferable for experiences
wa. content analysis to alicit frequency of accurrence of
avents, ate.

Detailed explanation for choice of analytical method
baged on nature of research guestionls).

Use of a range of matheds to assess reliability, e.g.
triangulation, multiple ressarchers, varying ressarch
backgraunds.

Explicit consultation with stearing group or statement ar
forrral consultation with users in planning of study
design.

Discussion of strangths and limitations of all aspects of
study including design, measures, procedure, sample
& aralysis.
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Appendix F: Quality assessment scores

Paper 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 Percentage
Wilson et al., (2010) 1 2 3 1 1 2 3 3 1 0 N/A 1 1 N/A 0 0 45%
Duggleby et al., (2007) 2 3 2 2 2 3 2 3 3 3 1 2 2 0 1 3 71%
Zhao et al., (2020) 2 3 3 3 2 2 2 3 2 0 N/A 3 1 N/A 0 2 67%
Konradt et al., (2012) 3 3 2 0 2 1 1 1 2 3 N/A 3 2 N/A 0 2 60%
Matthieu (2008) 1 2 2 0 2 1 1 0 0 0 0 1 1 0 0 1 25%
John & Tungal (2017) 2 1 1 0 2 2 2 2 0 0 0 1 2 0 1 1 35%
Giapraki et al., (2020) 2 3 1 0 2 2 3 2 2 3 N/A 3 2 N/A 0 3 67%
Tse et al., (2010) 1 3 2 0 2 3 1 3 2 3 N/A 2 1 N/A 0 2 60%
Walter et al., (2007) 1 3 3 0 2 0 1 1 0 0 N/A 2 0 N/A 0 2 36%
Ganz & Jacobs (2014) 1 3 3 2 3 2 1 3 1 0 N/A 2 1 N/A 1 2 60%
Shahidi et al., (2010) 3 2 2 1 2 0 1 2 1 0 N/A 2 1 N/A 0 2 45%
Kuru Alici et al., (2021) 1 3 2 3 2 2 1 3 1 3 N/A 3 2 N/A 0 1 64%
Ellis et al., (2017) 1 3 3 0 3 1 1 3 1 2 N/A 2 1 N/A 1 2 57%
Bartlett & Arpin (2019) 1 3 2 0 2 3 1 2 0 3 N/A 3 3 N/A 0 1 57%
Killen & Macaskill (2015) 3 3 2 0 2 3 3 1 1 2 1 2 2 0 0 2 56%
Wu & Koo (2016) 3 3 2 0 2 1 1 1 1 2 N/A 1 1 N/A 0 2 48%
Ramirez et al., (2014) 2 3 2 0 2 2 1 1 1 3 N/A 2 2 N/A 0 1 52%
Bartholomaeus et al., (2019) 2 3 2 0 2 1 1 2 1 3 N/A 2 2 N/A 0 2 55%
Chamorro-Garrido et al., (2021) 2 3 2 0 2 2 1 2 1 3 N/A 2 2 N/A 0 3 60%
Freitas et al., (2021) 3 3 1 0 2 2 1 3 1 3 N/A 2 1 N/A 0 3 60%
Salces-Cubero et al., (2019) 2 3 2 3 2 2 1 2 3 3 N/A 3 1 N/A 0 2 69%
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Appendix G: Ethical approval

Removed for submission.



Appendix H: Stage 2 summary sent to the charity lead for recruitment

Hi, I'm Victoria.

| am wondering if you can help me in my research. I’'m interested in
finding out ways to better support people living with dementia and would

be interested in hearing about your experiences

| would like to talk to you about what you think are some of the
personal strengths that you bring to living with dementia. Personal
strengths are our built-in capacities for particular ways of thinking,
feeling, and behaving. We all have different character strengths and | am

interested in what you think has helped you to live with your dementia.

| would love to come to your group and meet you all.




Appendix I: Information sheet (stage 2)

INFORMATION SHEET FOR
PARTICIPANTS

WHAT IS THE PURPOSE OF THE STUDY?

To understand what personal strengths you bring to living with dementia.
Personal strengths are our built-in capacities for ways of thinking, feeling,
and behaving. We all have different personal strengths, and | am
interested in what you think has helped you to live witE your dementia.

1

WHAT WILL HAPPEN IF | TAKE PART?

Location: [
Date: Monday 18th July 2022

Time: Within the normal group hours (10:30-13:30).

You will be asked to place different personal strengths in order of importance
for helping you live with your dementia. You will then get the opportunity to see
how others within the group have rated them. We will then have a conversation
as a group about why particular strengths are important to you. We then hope to
come to an agreement together about what the three most important strengths
are for living with dementia.

You will also be asked to provide some background information. Don't worry if
you can't remember all of these, just fill out as much as you can.




WHAT ARE THE POSSIBLE
BENEFITS OF TAKING PART?

Taking an active role in research can be
beneficial. It is hoped that the information
gathered from this study will contribute
towards a positive psychology approach
to support individuals living
with dementia.

WHAT ARE THE POSSIBLE
DISADVANTAGES OF TAKING
PART?

The research will require you to think
about your experiences of living with
dementia. If this feels too distressing, then
you do not need to take part.

HOW WILL WE USE INFORMATION ABOUT YOU?

We will only use information you provide - background information and the
auvdio recording of the session.

All data will be stored securely on an encrypted laptop.

You are free to withdraw at any r:n::int during participation, without having to
give a reason. However, you will be unable to withdraw any of your data.

The data will only be shared with the research team. Data may be used to
support future research and may be shared anonymously with other
researchers.

WHAT WILL HAPPEN TO THE RESULTS OF THE STUDY?

The results of the study will be written in a thesis as part of a Doctorate in Clinical
Psychology at The UnivarsitF of Hull and may also be published in an academic

journal or presented at conferences. We will write our reports in a way that no-
one can work out you took part in the study. Direct quotes may be used in the

write up but these will be anonymised.

IF YOU HAVE ANY
QUESTIONS, PLEASE
CONTACT ME:

Tel: 07976071643
E-mail: v.thomas-2020ehull.ac.uk




Appendix J: Recruitment Poster (Stage 3)

Are you Iiving with dementia?

INCREASING LOVE,
KINDNESS AND HUMOUR

WHAT IS THE PURPOSE OF THE STUDY?

Love, Kindness and Humour are some of the personal
strengths that individuals living with dementia felt are
important to help them live well. | am interested in
understanding your views on what approaches appeal
to you for an intervention focusing on love, kindness and
humour.

WHAT WILL HAPPEN IF | TAKE PART?

The researcher will invite you to take part in a grou
discussion with around 4 other individuals living witﬁ
dementia. | will describe different techniques to improve
love, kindness and humour, and | would like to hear your
feedback on these. This can be either in person or anﬁne. If
you would feel more comfortable in an interview, let me
know and | can arrange this‘i;I This would take no more than 1
our.

HOW DO | GET INVOLVED?

If you would like to be involved or have any further
questions please contact Victoria Jackman:

Email: v.thomas-2020chull.ac.uk
Tel: 07976071643

Would you like to be involved in
research?




Appendix K: Information Sheet (Stage 3)

INCREASING LOVE, KINDNESS
AND HUMOUR TO HELP LIVE
WITH YOUR DEMENTIA

INFORMATION SHEET FOR
PARTICIPANTS

WHAT IS THE PURPOSE OF THE STUDY?

Love, Kindness and Humour are some of the personal strengths that individuals

living with dementia felt are important to help them live with their dementia.

| would be interested in which techniques appeal most to you to help increase
your Love, Kindness and Humour. This will be used to create an intervention to
support people to live with dementia.

WHAT WILL HAPPEN IF | TAKE PART?

| will be in contact to arrange a time and location to meet for the focus group. If
you would feel more comfortable in an Lntarviaw, let me know and | can arrange
this.

You will get the opportunity to try ditferent techniques to help you increase your
Love, Kindness and Humour. | would be keen to get your feedback on these.

You will also be asked for some background information. Don't worry if you can't
remember all of these, just fill out as much as you can.

Vi



WHAT ARE THE POSSIBLE
BENEFITS OF TAKING PART?

Taking an active role in research can be
beneficial. It is hoped that the information
gathered from tﬁis study will contribute
towards a co-developed

positive psychology approach to
support individuals living with dementia.

WHAT ARE THE
POSSIBLE DISADVANTAGES OF
TAKING PART?

The research will require you to try out
and talk about different techniques
relating to Love, Kindness and Humour. If
that feels it will be too distressing and
uncomfortable then you do not need to
take part in the research.

HOW WILL WE USE INFORMATION ABOUT YOU?

We will only use information you provide - background information and the
audio recording of the session.

All data will be stored on an encrypted laptop.

You are free to withdraw at any r:n::int during participation, without having to
give a reason. However, you will be unable to withdraw any of your data.

The data will only be shared with the research team. Data may be used to
support future research and may be shared anonymously with other
researchers.

WHAT WILL HAPPEN TO THE RESULTS OF THE STUDY?

The results of the study will be written in a thesis as part of a Doctorate in Clinical
Psychology at The Univarsit}v of Hull and may also be published in an academic

journal or presented at conterences. We will write our reports in a way that no-
one can work out you took part in the study. Direct quotes may be used in the

write up but these will be anonymised.

IF YOU HAVE ANY
QUESTIONS, PLEASE
CONTACT ME:

Tel: 07976071643
E-mail: v.thomas-2020ehull.ac.uk

Vil



Appendix L: Consent form

@A

UNIVERSITY
CONSENT FORM OF HULL

24t February 2022, version 3.

Title of study: The co-development of a positive psychology intervention to support individuals
living with dementia

Name of Researcher: Victoria Jackman

Please tick box

| confirm that | have read and understand the information sheet

(v.3 dated 03/03/2022) for the above study and have had the opportunity to

consider the information, ask questions and have had these answered satisfactorily.

| understand that my participation is voluntary and that | am free to withdraw at

any time without giving any reason. | understand that my data will not be able to

be withdrawn at any point.

| understand that the research discussions will be audio recorded and that

anonymised direct quotes may be used in research reports and conference presentations.

| understand that the information collected about me and the audio recordings

may be used to support other research conducted by the research team.

| agree to take part in the above study.

Name of Participant Date Signature

Name of Person Date Signature

taking consent
Vil



Appendix M: Demographic Information Sheet

9 February 2022, version 2 1 45 ol b
Demographic information E]NIVE.E]W
OF HULL

Demographic information

Please could you tell me some information about you? This information will be safe and

confidential. Don't worry if you cannot answer everything.

1. What is your age in years? (please tick box)

65-70 71-75 T6-E0 B1-85 Bb+

2. What is your sex? (plegse tick hcle

Male Female Intersex

3. What is your ethnicity? (please tick box)

White Other White Asian Ackai African/ African British f
British Background British Caribbean Caribbean
British
Other (please specify]..

4. When did you receive your dementia diagnosis? (please tick bos)

Less than a 1-2 years 3-4 years 5-6 years 7-8 years S+ years
year ago



Appendix N: Stage 2 research plan and discussion guide

Research plan for stage 2

Timings

Break off into 3 groups:
10:45-11:00
1. Provide information sheets, Consent forms & Demographic information
a. | provided with everyone at the last group with an information sheet, so hopefully
should be aware
11:00-11:30
2. Read each character strength and definition = place each card in important or not
important pile (important for them to use)
3. Go through the important pile and choose the top 4
4. Put ranking stickers on grid
Break — Look at the rankings, get a cup of tea (10mins)
11:40-12:15

All come together around one table for consensus discussion

1. Recorded discussions with laptop.



In smaller groups:

1. Provide information sheets, Consent forms & Demographic information
a. | provided with everyone at the last group with an information sheet, so hopefully
should be aware
e Intro: Go through the information sheet — provide overview and space for questions
e Fill out consent forms

e Complete demographic information form

e Record discussions

2. Read each character strength and definition = place each card in important or not
important pile (important for them to use!)

e Importance = Which strengths are most important for you to use to help you live
with dementia — quality of life.

e (Inthe packs there will be cut outs of each character strength with the definition
and also an A4 sheet of paper split into two with important / not important.
Support participants to make two piles of the character strengths).

e When thinking about the character strengths, make clear it is what is most

important for them to rely upon — not what they want other people to be.

3. Go through the important pile and choose the top 4

e Support participants to go through the important pile (they can discard the not
important pile) and allow them to try and choose their top 4 from this. In the pack

there should be another A4 piece of paper with the number 1-4 listed down it.

Xl



e Support participants to place the top 4 character strengths next to each number,

with 1 being the most important.

4. Place ranking stickers on the grid on your table

e Each table will have a grid with the character strengths on — write the participants
name on this and then put the 15%-4% stickers on the corresponding column.

e Once complete blue tac on walls (to combine with the other tables)

Break — Get a cup of tea while other groups finish. Encourage participants to look at the

rankings other people have done.

Big group — record discussion using laptop.

Aim: Come to a consensus about the 3-5 most important character strengths.

1. Introduce consensus discussion = explain the aim and what is going to happen

Discussion guide:

e Ask specific people questions appropriate to their rankings
e The “l want to speak” cards will be there to help people join in conversation
e for agreement — looking for at least 50% agreement

Themes Focus points

Initial thoughts on

rankings
Any surprises?

Xl



Agreement to remove
character strengths with no
stickers (vote with raising
hands )

Now that you have
seen other people’s rankings

would anyone change theirs?

Focus attention on

highest ranking strengths

Middle ranked
strengths

**to remove - with black marker pen cross out
that column**

Why is x not important to help you live with
dementia?

Anyone disagree to remove them?

Why would you change it?

Why is x the most important to help you live well
with dementia?
Do we all agree this is important to include in an

intervention?

Why are these important to help you live well
with dementia?
Do you think these should be included in an

intervention or not?

X



Appendix O: Participant resource booklet (stage 3) / discussion guide

Love, Kindness &
Humour

Are strengths people living with
dementia said are important to them.

Aim: to create support
focusing on these strengths
to increase wellbeing

XV



Love

"Caring deeply for others before yourself"
" A genuine care for a person"

e Do you agree that love is important for living
with dementia?
e What helps you to keep close relationships
with other people?

e |fyou have been invited to a group and they

were going to focus on love, what would you
want it to involve or look like?
e How could services support you to promote
relationships with others?

XV



] Group art sessions
. . e.g. singing, dance &

visual art

Family focused
support

Social groups in
the community

ﬂ
e |
|

Couple life Lo
story work LA

XVI



Kindness

"Generous nature - thinking of others"
"Observing people and helping when
needed without being asked"

e Do you agree that kindness is important for
living with dementia?
e How do you keep showing the strength of
kindness?
e |f you have been invited to a group and they
were going to focus on kindness, what would
you want it to involve or look like?
e How could services support you to promote
kindness?

XV



Acts of Kindness
to others

I
™

Acts of Kindness
to self

Loving Kindness
Meditation
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Humour/ playfulness

"Me on a good day"
"Being able to laugh, even at yourself"

e Do you agree that humour is important for
living with dementia?
e Howdo you keep showing the strength of
humour?
e |fyou have been invited to a group and they
were going to focus on humour, what would
you want it to involve or look like?
e How could services support you to promote
humour?

XIX



Comedy /
Improvisation
sessions

Telling funny stories
and anecdotes

* A
Clown humour ‘e!

sessions
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Any final thoughts
or reflections?

Thank you for
participating in my
research!




Appendix P: Sources of support

24/03/2022
Wersion 3

@A
universtty of Hull

Sources of support and information regarding living with
dementia

Should you have any specific issues that taking part in this study has raised then you can
contact the Researcher on:

Mobile Number: 07976071643
E-mail: v.thomas-2020@hull.ac.uk

The Alzheimer's Society offers information and support regarding living with dementia on

its website:
% |
Izheimer's hitps://www.alzheimers.org.uk/
~Socie
(/= Dementia Connect Support Line: 0333 150 3456

The Dementia UK offers advice and information about dementia on its website:

https://www.dementiauk.org/ ”

DementiaUK
Dementia Helpline: 0800 888 6678 Helping familiesface dementia

The charity leads at the organisations you were recruited from would also be available to
speak to you and discuss any concerns you may have.
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Appendix Q: Character strengths as defined by the PPI group

Character strengths as defined by people living with dementia and their care partners.

Character strength

Definition

Creativity

Openness to experience

Critical Thinking

Love of Learning

Wisdom

Honesty

Bravery

Perseverance
Zest / Vitality

Kindness

Love
Social Intelligence
Fairness

Leadership

Teamwork

Forgiveness

Humility

Prudence
Self-control
Wonder
Gratitude

Optimism

Humour / Playfulness

Faith / Purpose

Identifying and resolving problems.
Taking an interest.

Willingness to learn and act on decisions; thinking things through and
examining them from all sides.

Openness to knowledge.

Someone that has the hope that things will be alright — looking beyond the
person; knowledge gained with experience or age.

Being real; telling the truth and not making it look better than it is.

Not turning your back on what is ahead of you; when the going gets tough,
the tough gets going

Never giving in; keep going until you get what you want.
Keeping enthusiasm and interest in what you are wanting to achieve.

Generous nature — thinking of others; observing people and helping when
needed without being asked.

Caring deeply for others before yourself; genuine care for a person.
Thinking of other’s needs; observing others needs.
Not treating one better than the other; treating people equally.

Taking responsibility for looking after others; serving efficiently and
thoughtfully.

Working well together; collective experience.

Being able to realise that not everyone is perfect; forgiving those who have
done wrong.

Letting one’s accomplishments speak for themselves; not pushing yourself
forward

Care of how we use our possessions and opportunities.

Holding back and using wisdom before speaking or acting.

Childlike appreciation of life and others.

Being thankful; being thankful to other people who have helped you.

Hoping the parachute opens; looking forwards and always thinking the
best.

Me on a good day; being able to laugh, even at yourself.

Everything happens for a reason; believing in something.

XX



Appendix R: Qualitative Analysis Extract (anonymized with pseudonyms)

351
352
353
354
355
356
357
358
359
360
361
362
363
364
365
366
367
368
369
370
371
372,
373
374
375
376
377
378
379
380
381
382
383
384
385
386
387
388
389
390
391
392
393
394
395
396
397
398
399

Final Thougnas.
i CodlL \obelS
* TheeeS .

Focus group 1

* 1 *
M got distracted {\' o( *
o.
R: So I'm sure we all know what kindness is but I guess people QO~ 2

again defined it as a generous nature, so thinking of others or \\ \(\
observing people and helping them when needed without being / e ‘\/'\“\/

asked. So again, do you think kindness is important for living

with dementia? (&
/K\f\df\ \r{OJ\‘- 4 DL/U\ )

S T ta o
L: Well, it’s important throughout your life:ie=rm AT =
*M got distracted and shouted across to husbanN Aot dt \,\.\_Lr\\\ck >
. of

kndness S P&

R: Yeah, so Lynsey you were just saying that kindness is pUng aman

important all throughout your life, and maybe its not specific

about living with dementia > ol

— CC’*‘\\’\% O

L: It’s just like respect for somebody else, If someone’s down, oxnt —

being able to help them. It’s being concerned about other A

people. Sometimes we will be in a situation when somebody Qo AN )

has lost their partner or lost their husband and its looking after S5

them really.

e . caned § o of
: Yeah, absolutely. What about you Margaret, Bill and Nancy, onuS S €

do you agree with that, do you think kindness is important? I s (\d“(_si

guess similar to Lynsey, do you think kindness is an important

thing for anyone or is there anything specific about living with

dementia? A {(

M: Its recognising symptoms when people are down isn’t it, R S U\L\‘\& o>

you know and even if they don’t want to talk about, its RO

knowing when to step back as well. po

R: what about showing kindness to yourself, I guess we 've
spoken a lot about showing kindness to other people, is there
anything important about showing kindness to yourself?

B: That’s a lot more difficult. —— @ SUf kindacss
renvennen may oe

L:Tdon’t have time — ¢ & I meonat
AL Nl \
under °\0x\( Vjﬁ&ﬂ% P&»

M: We’re too busy looking after thETothers aren’t we?

— ot “\,\9 [\ ¢

nelS-
*Group Laughs* oA

R:=What do you think is more difficult about that Bill if you
don’t mind me asking?

B: I don’t know, its just something like that-
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402
403
404
405
406
407
408
409
410
411
412
413
414
415
416
417
418
419
420
421
422
423
424
425
426
427
428
429
430
431
432
433
434
435
436
437
438
439
440
441
442
443
444
445
446
447
448
449

Focus group 1

M: Its like when you my husband goes fishing and so being
kind to yourself

L: having some time on your own... he goes bloody golfing,
and I’m left on my own

M: well, my husband goes fishing. [ don’t mind its good for

him to go. Except for the time, Saturday he was fishing, and I
was walking over the lake. I asked him did he catch anything,
and he let go of the rod as the fish had gotten it. So he lost his

rod. >

S 45\"&
*group laughs* N

a‘\"f% S
R: Do you guys agree, I don't know if you Margaret and ™ o S
Nancy, find it hard to show kindness to yourselfithan to other QQ) wo
people? / 7 '(U
C O 9

N: Oh yes, oh I’ve always looked after the elderly or 48
someone’s got a broken leg. OQ K\"f(

R: yeah, so you have always been that caring person to other 00‘ 0_):‘
people. What sort of things at the moment help you to show /

kindness to other people? What helps you to be kind. ; \D«,L‘ =)
SEOX AN
B: Well I suppose its part of your nature -—— o= *v\,\,\m& . (\O,O)S‘
a S $

R: yeah, so its part of you and part of your nature. Nancy can O o< o
you think of anything that helps you to be kind to other people? &)
Or do you agree with Bill that its part of your nature, part of
who you are? LY

rondns ; 7
N: It is isn’t it, its good to be kind to each other - =z

S re
ctLSL AR

R: Yeah, yeah definitely. So again, similar to before, s SM.\ .5
was like next week we are going to focus on kindness, what

(&= 5
would you be thinking of what that would look like? If kindness K;:\\OA 2 ‘\K

was going to be the focus of your next group session? \
s 5\(0\%
L: I would be thinking who are yog? ONL
* * u} i
group laughs —_— W QL\‘K (\‘\} \ QUL\
5 9 0{\ < (,\ @\(

L: I think people mostly are kind, not many people are horrible
are they? Not really. Most people have a general sense of being XN ‘,\(&(\L§

kll’ld A ; L8\ : ~ Q\'\\’\Qr\
B: When you come to a group like this, you have to sort of be L \ o‘(
kind, and expect people to be kind back. It moves in two \X" <
directi . S
irections / N ‘\(,Lnd\’\¢55 S {t\)f( \}“(
¢ N
w9 pw? o fWL\\O“‘\“ Ve
(ot «\Oo(“- nghs A
&ad relahor\a\
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Appendix S: Theme development

Version 1:

Theme: Intervention content

Theme development:

Version 3:

Theme: Lack opportunity not capacity

1. Specific interventions
2. Tailoring to the individual

Theme: Process of the intervention

3. Fun
4. Being with others

Theme: Benefits of the intervention

5. Increases wellbeing
6. Opportunity to receive strengths

Theme: Barriers of attending
interventions

7. Prejudices around dementia
8. Practicalities

Version 2:

Theme: Providing opportunity to use the
strengths

Matural
Continuation
Context of dementia
Wellbeing

bl

Theme: Reciprocity of strengths

5. Knowing someone is there
6. Caring for others

Theme: Importance of relationships

Theme: Importance of having fun

XXVI

1. Character strengths are innate -

“It's part of your nature®

Barriers in using the character
strengths - “1 wish | didn't have the
label”

Theme: Key components, considerations
and adaptations of PP interventions for
people with dementia.

Individual differences - “We are all
individuals”

Spending time with others —
“Being around people is very
important”

Importance of fun - “You've got to
have some fun”

Theme: The potential benefits of PP
interventions
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