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Abstract
An exploratory study was conducted to examine the effectiveness of a group
gratitude intervention with 29 permanent residents at a long term care/skilled
nursing facility in improving elder mood, behavior and well- being over a 3 week
time period. The sample included individuals diagnosed with dementia, other
cognitive impairment, major depressive disorder, insomnia and generalized
anxiety disorder. The gratitude intervention consisted of asking elders to share
what they are thankful for at the dinner table each day. Measures included the
Elder Well Being Scale and The Dinner Rating Scale. On both measures, higher
scores indicated better functioning. To test the hypothesis that post treatment
elder well-being will be significantly higher than pretreatment elder well-being
ratings, a one-way ANOVA was conducted. Post-hoc tests revealed a statistically
significant increase in Elder Well Being Scale scores. An ANOVA of comparing
Dinner Ratings demonstrated a nonsignificant increase over the 3 week
experiment. Implications are discussed.

Abbreviations: ANOVA: Analysis of Variance; MMSE: Mini-

Mental State Exam; AD: Alzheimer’s Disease; MSS: Multi-Sensory
Stimulation

Introduction

Growing geriatric population
In the United States and worldwide the geriatric population is
becoming the fastest growing age group of the human population.
In the United States, factors that contribute to this trend include
currently declining birth rates and an average twenty year
increase in the American life span [1]. This is coupled with the
“Baby Boomers,” the segment of the population born during the
twenty years following World War II, reaching late adulthood.
Female older adults outnumber male older adults by at a ratio
of 132 women for every 100 men. However, from 1990 through
2007, death rates in men aged 65-84 have shown a dramatic
reduction of 41.6% [2]. There are more females with dementia
than males due to the greater percentage of women in the
population, but women are not more likely to develop dementia
than men [2]. The United States Census Bureau projects that the
population of people age 65+ will have doubled by the year 2030,
reaching 71.5 million Americans. By 2020 it is projected that
Americans aged sixty-five and older will make up 16% of the U.S.
population [3]. Worldwide projections forecast that up to twenty
percent of the world’s population will be 80+ years of age by 2050
[4]. The oldest of the old in the U. S. population are expected to
jump to twenty four percent of the population by 2050, up from
the current fifteen percent [5].

Growing need for services

There is a growing need for services for older adults in the
United States. The 65+ population is more likely to encounter
chronic disease, illness, or disability that leads to an increased
need for health services and increases demands on the health
care system. A recent epidemiologic study found that 80% of
Americans age 65+ have at least one chronic illness and that 6065% has two or more [6]. Many of these illnesses are associated
with cognitive decline, such as arteriosclerosis and other
cardiovascular diseases which lead to an increased likelihood of
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stroke [7,8] and dementia.

Obesity and diabetes also increase the risk of developing
dementia [9-11]. Presently, 35.7% of U.S. adults are obese [12].
Cognitive impairments such as Alzheimer’s disease and other
forms of dementia are associated with an increased likelihood
of mood and anxiety disorders. Currently, is it estimated that
dementia strikes thirteen percent, or one out of eight adult
Americans age 65+ and forty-seven percent of adult Americans
age 85 and older [13]. Presently, sixty-seven percent of nursing
home residents in the United States carry a diagnosis of some
form of dementia [14]. Assuming the rates of dementia among
the population remain stable, without factoring in any upsurges
due to increased rates of obesity or diabetes among Americans,
it is estimated that in the next decade, there will be an additional
1.5 million U.S. residents aged 65+ diagnosed with dementia [15].
Thus, the growing geriatric population places increased demands
on our medical and mental health care systems.
As the leading causes of death have transitioned from acute
illness to chronic and degenerative diseases, there is also a
greater demand for skilled nursing and assisted living facilities
[1]. Currently in the United States, approximately 1.5 million
older adults reside in nursing homes and forty five percent are
85+ years of age [14]. Thus, there is a high need for effective and
efficient interventions aimed at increasing quality of life for the
growing population of elderly persons living in long term care
facilities.

Older adults living in long term care facilities frequently face
challenges of emotional and behavioral problems associated
with dementia. These may include depression, irritability, social
isolation, lack of interest in physical activity, confusion, aggression,
a motivation fearfulness and inability to follow directions [16]. A
study of a community dwelling sample of older adults with and
without dementia found that individuals with dementia were
significantly more likely to suffer from depression, anxiety, apathy
and agitation than participants without dementia [17]. In a two
year longitudinal study, McCarthy et al. [18], tracked caregiver
reports of behavioral problems and Mini-Mental State Exam
(MMSE) scores in 150 participants diagnosed with Alzheimer’s
Disease.
J Psychol Clin Psychiatry 2015, 2(4): 00084
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Results indicated an increase in cognitive problems such
as recognizing familiar people and objects, increase in apathy,
increase in emotional problems and an increase in impulsive
behaviors as the disease progressed. Neuroimaging has shown
that the brains of individuals with depression and dementia
show increased activation of the amygdala which may be
expressed as negative affect and rumination. Individuals with
decreased cognitive functioning need interventions that can
regulate the over-activated limbic system. Approaches in positive
psychology, such as exercises in gratitude have been shown to
be helpful in improving mood in younger populations and may
lead to improved mental health among older adult populations as
well. This study aims to explore the effectiveness of a gratitude
intervention with elders with dementia in improving elder mood,
behavior and well- being. The gratitude intervention, i.e., asking
elders to share what they are thankful for at the dinner table
each day, is not overly demanding of elder’s cognitive functioning
yet it may help decrease negative emotion and stress. It is also
hoped that elders might use the regular practice of gratitude as a
coping mechanism for future stressors. It is hoped as well that the
gratitude intervention would be effective with older adults as it
falls in line with the final developmental task of older adults, age
60 and older, as defined by Erik Erikson [19] “ego integrity versus
despair” in later adulthood as it is has similarities to reminiscence
or life review.

Literature Review

Brief introduction to study
During the last decade, positive psychologists have widely
researched human strengths such as resiliency, positive emotions
such as happiness and concepts such as life satisfaction [20-22].
This positive psychology movement, organized and spearheaded
by Martin Seligman, PhD emphasizes positive aspects of human
functioning and resiliency instead of strictly focusing on
dysfunction and pathology in order to obtain a more complete
understanding of human experience [23]. Recently, researchers
of positive psychology have begun studying gratitude [24-26].
However, participants in most gratitude research to date have
been college students and younger adults [27,28]. Currently,
there is a dearth of research examining gratitude in older adults.
There is also a lack of research examining gratitude induction as
a group intervention. The aim of the present study is to examine
the effectiveness of a group gratitude intervention in improving
aspects of elder well-being and the elder peer interactions at an
assisted living facility.

Overview of positive psychology

Positive psychology differs from traditional psychology’s
adherence to the medical model in several ways. First positive
psychology places more emphasis on the context or social
environment of the individual [29]. Like systems theory, positive
psychology is interested in viewing the identified client in terms
of his or her interpersonal relationships, but extends this to
include the relationship of the individual within the community
and within larger institutions. This includes interpersonal skills,
work ethic, altruism and being a responsible member of society.
Positive psychology also considers the role of the environment
and the resources available to the individual at that time.
Secondly, positive psychology diverges from traditional
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psychology by focusing on the study of human strengths.
Historically psychology has focused on abnormality and
dysfunction. Positive psychology expands this viewpoint to
include the study of healthy individuals, systems and communities
[30]. This is similar to Bronfenbrenner’s [31] ecological systems
theory which identifies five environmental systems with which
individuals interact ranging from the microsystem (e.g., peers,
family, religious group, school) to the chronosystem (e.g., current
political policies and current societal expectations). Positive
psychology examines optimal human functioning, wellness
and traits that lead to successful living and life satisfaction.
This includes the study, happiness and factors related to these
phenomena such as gratitude, spirituality and optimism. Positive
psychology does not deny the necessity of identifying and treating
psychopathology or criticize efforts to understand mental health
problems. It simply calls practitioners to move beyond these
efforts and broaden horizons to include the study of healthy
human functioning in order to reach an understanding of the full
range of human experience. “Positive psychology revisits ‘the
average person,’ with an interest in finding out what works, what
is right and what is improving” [32].

Also, positive psychology differs from traditional psychology in
its view of pathology [33]. In traditional psychology, there is still
a tendency to categorize functioning into discrete, dichotomous
categories of normal versus abnormal. Positive psychology views
human functioning as falling along a continuum of normality.
Positive psychology focuses on “understanding the entire breath
of human experience, from loss, suffering, illness and distress
through connection, fulfillment, health and well-being” [34].
Finally, positive psychology calls for a revision of treatment
goals. Positive psychology holds that the mental health field
should strive beyond treatment goals of simply a reduction of
symptoms or a return to previous functioning to reach goals to
increasing the individual’s “capacity to thrive and flourish” [35]
and a greater appreciation of human potential [34].

Geriatric well being

More research is needed on interventions to improve overall
well being and quality of life in older adults as this population
segment is rapidly increasing [36]. The behavioral health field
will need to expand and develop specialized services to meet this
growing demand.

The time period of later life for an individual is sometimes
described as the “golden years” and conjures forth images
of wisdom and peaceful reflection on a life well lived. Indeed
researchers have examined the relationship between sense of
well-being and age. Charles et al. [37] conducted a longitudinal
study measuring both positive and negative affect over a time
period of twenty-three years. Participants were between fifteen
and ninety years of age at the beginning time point of the study.
The diversity of ages in this sample, followed over time, allowed
researchers to look for possible cohort effects on affect. Results
indicated that frequency of negative affect decreased over time,
across all age groups. Frequency of positive affect was found to be
relatively stable across the life span for all age groups. No cohort
effects were found for measures of affect.
Researchers Carstensen et al. [38] assessed the frequency and
intensity of emotional experience among 184 adults aged 18 to
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94, searching for differences related to age. Participants were
asked to self-report their current emotional experience whenever
they were signaled by an electronic pager as they went about
their daily lives. Participants were randomly paged five times
a day for one week. Results indicated no age differences in the
frequency of experiencing positive emotions. However, results
indicated a decrease in the frequency of negative emotions
related to increased age until age 60, at which a slight increasing
trend appeared. No significant differences in the experience of the
intensity of emotion were found to be related to age.

Myers & Diener [39] performed a literature review of
studies examining factors relating to happiness and found no
association with an individual’s age and subjective well-being.
Also, no evidence was found to suggest a link between gender,
race or presence of a disability and subjectively rated happiness.
Financial resources were also unrelated to subjective well
being provided that basic daily living necessities were afforded.
However, evidence was found that suggests an individual’s
health and social support, including marital, work and family
relationships are increasingly related to subjective well-being as
the individual advances in years. Myers & Diener [39] concluded
that, “Satisfaction is less a matter of getting what you want than
wanting what you have” (p.13). Furthermore, evidence suggested
that the happiest people scored higher on measures of selfesteem, sense of personal control, optimism and extraversion
than less happy people. Moreover, happier people engaged more
frequently in meaningful activity and were more religiously active
than less happy people.
Diener & Suh [40] found similar results in their review of four
international surveys of quality of life and well-being among older
adults. Diener & Suh [40] found evidence to suggest that although
factors typically associated with well-being including income,
physical health and a sense of personal control tended to decrease
over the life span, along with a decline in protective factors such
marriage due to a higher rate of widowhood, no significant decline
in self-reports of subjective well-being was found to be associated
with age. The authors suggest this indicates a successful adaption
to changes in resources related to age, meaning that despite the
lack of protective factors, older adults were responding to life’s
challenges with greater adaptation.

However, Wilson & Ross [41] conducted a study of college
students and their parents and found that both participants
rated their current selves more favorably than their past selves
at younger age. The authors proposed that self-reports of wellbeing may be positively skewed due to a self-serving bias. They
propose that as individual’s age, they may unconsciously report
being happier than they really are due to a desire to feel good
about their present selves and current circumstances. Other
longitudinal studies have found that an individual’s sense of wellbeing remains relatively stable over the life span [42,43].
Increased age is associated with an increased likelihood of
physical complaints [44]. The link between physical health and
mental health is well established [45-47]; thus older adults are
more likely to need interventions aimed at improving overall
quality of life.

Depression and dementia

Strides have been made in the treatment of mental health
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disorders associated with aging. Unfortunately, depression in
older adults is often overlooked, masked by physical complaints,
or it is simply attributed to being a natural part of aging and
left untreated [48,49]. Complaints of chronic pain of uncertain
origin have been found to be significantly related to previously
undiagnosed symptoms of depression in older adults [50].
Further contributing to the under diagnoses of depression in
older adults is that depression in older adults has a tendency to
develop more gradually, even over the course of years, compared
to a quicker onset of depression in younger adults [51]. Also,
older adults are more likely to manifest physical symptoms of
depression such as sleep difficulty, changes in appetite and fatigue
versus more explicit tearfulness and depressed mood which may
cause symptoms to be misattributed to a medical condition [51].
Physical disability has been found to be a significant risk factor
for developing late-life depression [52]. For individuals with
dementia, depression can increase rate of cognitive decline [53].

Dementia is characterized by a progressive deterioration
in cognitive functioning. Dementia includes impairment in
memory, orientation and use of language, problem solving and
information processing. With such focus on the cognitive aspects
of dementia, it is important not to lose sight of the emotional,
behavioral and physical challenges associated with it as well.
Emotionally, the individual living with dementia may experience
mood swings, irritability, anxiety and confusion [54]. In the early
stages of dementia, individuals are aware of having cognitive
difficulties and this is experienced as very stressful, frustrating
and frightening [54].
A qualitative study examining interviews of twenty men whom
were recently diagnosed with Alzheimer’s disease found an overall
theme of a struggle for the individuals to balance their desire to
maintain their previous sense of self with a need to incorporate
this new information and construct a new sense of self [55].

Qualitative studies have attempted to identify stages of the
emotional experience of individuals receiving a diagnosis of
dementia. Although these models are not in perfect alignment,
there is much overlap which suggests that a comprehensive model
of the range of emotional reaction to the diagnosis of dementia
will be identified. These studies and a summary of their identified
stages follow. Cohen et al. [56] identified the stages of Recognition
and Concern, Denial, Anger, Guilt, & Sadness, Coping Maturation
and Separation from Self. Similarly, Keady & Nolan [57] categorize
the stages of Slipping/Suspecting, Covering Up/Revealing,
Confirming, Surviving/Maximizing and Disorganization/Decline/
Death. Pratt & Wilkinson [58] classified the stages as Noticing
symptoms, Diagnosis process/disclosure, Crisis, Prognosis,
Denial, Maximizing and Distress. Lastly, Aminadeh et al. [54]
identified the following stages, not noticing symptoms, Noticing
and covering up/ Noticing and revealing, Diagnosis process and
disclosure, Confirming or shock, Denial/ Crisis/ Maximizing,
followed by Disorganization/ Adaption.

A typical pattern of memory decline with dementia is initial
difficulty learning and remembering new information, primarily
affecting short-term memory. Implicit or automatic memory has
been found to remain intact longer than explicit or effortful short
term memory [59]. This is followed by impairment in long-term
memory and primary memory [60]. Cognitive decline appears to
follow the reverse sequence of Piagetian development [61,62].
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Procedural memory is relatively robust to the effects of dementia
until the later stages [63].

Demonstrating the importance of a comprehensive picture of
the experience of living with dementia, researchers have proposed
a stress process model for individuals with dementia [64].
This model identifies factors that may mediate an individual’s
experience living with dementia including personality, social
support, financial resources, spirituality and care values such
as concerns about becoming a “burden” on caregivers and
distress regarding dependency. Also identified in this model are
the stressors of role strain within family roles, work roles and
strains within the caregiver dyad. These stressors can contribute
to depression, anxiety and agitation related to dementia. This
model captures the subjective stressors of dementia in addition
to the objective stressors such as cognitive impairment, decline in
functioning and behavioral problems.

Depression and dementia are frequently found to be cooccurring [65]. Imaging research has found late-life depression
to be associated with the later development of Alzheimer disease
[66]. A five year longitudinal study of community dwelling
individuals with and without dementia found that individuals
with dementia reported significantly more depression, apathy
and anxiety than individuals without dementia [67]. Impairment
in executive functioning has been found to be significantly
associated with agitation, anxiety and depression [68]. As some
symptoms of dementia and depression overlap such as sleep
problems, loss of appetite, irritability and difficulty concentrating,
co morbid depression in an individual previously diagnosed with
a dementia may be unintentionally overlooked.

Treating depression and dementia

A behavioral approach has been found to be useful in treating
depression associated with dementia. This approach includes
treatment providers identifying antecedents and consequences
of problematic behavior, making changes in the environment
such as clearly labeling objects or camouflaging exits and use
of behavioral activation such as structured schedule of range of
motion exercise, social activities, or craft activities. Teri et al. [69]
randomly assigned 153 participants diagnosed with Alzheimer’s
disease (AD) to a routine care group or an exercise/behavioral
management group. Results indicated lower depressive symptoms
at three months and twenty-four months for participants in the
behavioral group compared to the routine care group. Similarly,
Proctor et al. [70] randomly assigned 120 participants residing
in nursing homes to either a routine care group or a behavioral
management group. Results indicated lower symptoms of
depression in the behavioral management group compared to the
routine care group.

Reminiscence therapy has also been applied to elders with
dementia and depression [71]. Reminiscence therapy includes a
life review of past events and experiences. The benefit is believed
to be in helping the individual identify strengths and find meaning
in their past experiences to cope with current life stressors.
Reminiscence therapy has been found to be associated with
improved mood, however, the gains were found to be temporary
[72-74]. Use of reminiscence therapy has been associated with
increased self-respect in individuals with AD [75,76]. A recent
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meta analysis of four randomized, controlled studies found
reminiscence therapy associated with mood improvement for
up to four weeks, yet found inconclusive evidence to support
the use of reminiscence therapy in the treatment of dementia
with depression [77]. A review by Jones & Beck-Little [78] found
reminiscence therapy to be effective in the treatment of depression
among institutionalized, elderly women, improving the women’s
feelings of accomplishment and future outlook. Jones and BeckLittle also suggest that reminiscence therapy may be particularly
useful with rural dwelling elders who may be more uncomfortable
with traditional talk therapy. In a study by Chao et al. [79], group
reminiscence therapy was used with nursing home residents in
Taiwan and found to significantly increase elders’ self-esteem; a
positive trend was found in decreasing elders’ depression, yet was
not statistically significant.
A meta-analysis of fourteen random, controlled studies
treating depression in the elderly with either cognitive behavioral
therapy, reminiscence therapy, traditional psychotherapy,
or antidepressants found both reminiscence therapy and
cognitive behavioral therapy to be effective, more effective than
placebo or treatment as usual, but did not find them to enhance
antidepressant therapy [80].

Another approach to the treatment of dementia with
depression is reality orientation. Reality orientation entails
repetitive reorientation of the individual to person, place and
time and the use of orientation aids such as calendars, labeled
photos and clocks. Some evidence of adverse effects such as
anger, frustration and depressed mood have been noted with
the use of reality orientation [81]. It is possible that this type of
reorientation raises anxiety in those that are reminded of what
they have forgotten. Other studies have found mixed results. For
example, a Meta analysis by O’Connel et al. [82] found reality
orientation to not show any significant improvement in the mood
or disruptive behavior of individuals with dementia. However, a
Cochrane Meta analysis of six studies which employed random
assignment and used reality orientation as a treatment for
dementia found significant benefits in areas of cognition and
behavior of individuals diagnosed with dementia [83]. However,
it should be noted that the review by Spector et al. [83], has since
been withdrawn and revised as a review of the usefulness of
cognitive stimulation as a dementia intervention instead of reality
orientation and additional studies were included [84]. This review
[84] found cognitive stimulation to be an effective intervention for
individuals with mild to moderate dementia.
Snoezelen therapy or Multi-Sensory Stimulation (MSS) has
also been applied to the treatment of mood in individuals with
dementia [85]. MSS involves multi-sensory stimulation of the
senses without cognitive demands. The senses are stimulated
using tactile objects, lights, smell and music. The efficacy of
snoezelen therapy in improving mood in individuals with
dementia has been studied. Baker et al. [86] randomly assigned
50 elders with moderate to severe dementia to receive either MSS
or care as usual. Results indicated improved mood and behavior
for the MSS group compared to the care as usual group, however,
these gains were found to be temporary. In contrast, a Meta
analysis of four randomized trials, found no significant effect of
MSS therapy on mood for individuals with dementia [87]. Another
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study investigated the efficacy of snoezelen therapy with 125
individuals with moderate to severe dementia residing in a long
term care facility and found a significant improvement in mood,
increase in social interaction and decrease in aggression and
apathy compared to the care as usual group [88].

Stimulated Presence Therapy has also been applied to the
treatment of dementia. Camberg et al. [89] randomly assigned
54 elders diagnosed with severe dementia to either a care as
usual group, stimulated presence group, or a placebo group.
Participants in the stimulated presence group were exposed to
a cassette tape recording of someone talking about meaningful
events in the elder’s life. Participants in the placebo group were
exposed to a cassette tape recording of someone reading the
newspaper. Results indicated that participants in the stimulated
presence group were rated to be less agitated and to show more
frequent happy facial expression than individuals in the placebo
group. However, no significant differences were found between
the stimulated presence group and the care as usual group.

It has been established that laughter improves the body’s
immune response [90-92] and reduces perceived experience of
pain [93,94]. Humor therapy has also been used as an intervention
to treat the behavioral and psychological symptoms of dementia
[95]. Brodaty et al. [96] examined the effectiveness of humor
therapy with nursing home residents. Their study included
400 nursing home residents from thirty-six different facilities.
Participants were randomly assigned to receive twelve weeks
of humor therapy or treatment as usual. The humor therapy
consisted of a professional performer engaging residents in prop
comedy, music and mime in nine, two-hour sessions. In addition,
in the humor therapy group, a nursing staff member was assigned
to encourage use of humor in the routines of daily care. Results
indicated a decrease in agitated behavior in the humor therapy
group compared to the control group at throughout the twelve
week study and at twenty-six week follow up.
The effectiveness of Montessori-based interventions on
the mood and activity level of individuals with dementia has
also been investigated [97]. In this study, sixteen residents in a
long-term care facility with advanced dementia participated in
Montessori activities in 30 minute sessions, twice a week and
regular unit programming activities during the rest of the week
for a nine month period. Montessori-based activities included
sorting objects by color, counting objects, sorting pictures based
on different categories such as “happy” or “not happy” and bingo
played with common phrases rather than numbers and letters.
Regular unit programming activities included group exercise,
watching movies, discussion of current events, playing musical
instruments, storytelling, puzzles and trivia. Participants were
observed and rated by staff in terms of constructive engagement,
passive engagement, non-engagement, or self-engagement
and affect during both types of activity programming. Results
indicated that the participants demonstrated more constructive
engagement and less passive engagement during the Montessoribased activities than the activities as usual and were also rated
as displaying more pleasurable affect and less anxiety when
engaged in the Montessori-based activities than the activities as
usual. The authors suggest that Montessori-based activities may
be especially helpful for individuals with dementia as they are
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less cognitively demanding, but still allow an individual to utilize
their remaining abilities and provide sensory based activities.
They postulate these activities are appropriate for individuals
with dementia as they are commensurate with the developmental
model of cognitive development and aging. This model posits that
with dementia, cognitive abilities are lost in the reverse order of
which they were developed during childhood [98,62]. Thus, skills
involving the earliest types of learning utilizing procedural and
implicit memory and motor memory and rehearsal are the last to
decline in individuals with dementia. Also, the physical materials
involved in the Montessori activities provide a compensatory,
external memory aid.

In a pilot study, Camp & Judge [99] examined the effect of
an intervention in which twelve, older adults with dementia
residing in a nursing home taught Montessori-based lessons
to visiting preschool children, ages two to five years old. These
lessons occurred once a week for thirty to forty-five minutes for
seventy-five weeks. The aim of the intervention was to increase
engagement and decrease apathy in the older adults as measured
by caregiver observations. Results indicated a significant decrease
in apathy and increase in engagement the older adults on the
days they worked with the children compared to the days they
did not. Vance & Johns [100] also found Montessori materials
aided in cognitive performance and social behavior of adults with
dementia.

Factors related to mood in older adults

Other factors have been identified to be related to mood in older
adults. Butler & Ciarrochi [101] found in a study of older adults,
that increased psychological acceptance was positively correlated
with emotional well-being. Psychological acceptance was defined
as willingness to experience thoughts, feelings, memories and
sensations without attempts to avoid or change them.
The relationship between perceived control among older
adults and mood has also been examined. Langer & Rodin [102]
assigned ninety-one nursing home residents to two groups
designed to differ in messages of empowerment communicated
from residential staff. Residents in the first group were given a
speech about personal responsibility and presented with the
choice to adopt a plant of their choosing and informed that the
care of the plant would be the responsibility of the resident,
not nursing home staff. Participants in the first group were also
informed that a movie would be shown later and that residents
could choose when and if they wanted to view the movie.
The second group was treated in a less empowering way. They
were given a speech reminding them that staff was responsible for
the care of residents. The participants were then assigned a plant
and informed that the staff would be responsible for the care of
the plant. Next, residents in the second group were assigned a
movie viewing time.

Results indicated that participants in the empowerment
group showed significantly higher scores on a measure of wellbeing, participated more in activities and were more alert than
participants in the less empowered group. At the eighteen month
follow-up, these gains were maintained [103]. Brown [104] also
studied the relationship between care recipients’ perceived sense
of control and emotional well being.
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In general, it was found that individuals with a higher perceived
sense of control had better psychological well being. Interestingly,
it was found that for individuals with severe physical limitations
requiring much assistance in activities of daily living, having
a lower sense of perceived control was associated with better
emotional well being.

Sheldon & Kasser [105] conducted a study in which 108 adults
between the ages of seventeen and eighty-two were administered
questionnaires containing measures of positive mood, negative
mood and life satisfaction. A measure of psychological maturity
assessed engagement in intrinsically motivated and extrinsically
motivated behaviors. Participants were asked to list personal
goals and these were coded for Eriksonian [106] tasks of identity,
intimacy, generativity and ego integrity. Results indicated that
older adults had a more internal locus of control when compared
to younger adults. Analysis of thematic content revealed that
older adults were striving more towards tasks of generativity
and ego integrity than younger adults whom were more likely to
strive towards tasks of identity. All age groups were equally likely
to strive towards tasks of intimacy. Overall, age was found to be
positively correlated with subjective well being.
In a three part, cross-cultural study, researchers examined
the relationship between subjective well-being, age and sense of
autonomy [107]. Part one of the study involved 170 adults, aged
twenty to eighty-two. Participants completed a questionnaire
assessing positive mood, negative mood, life satisfaction and
feelings of autonomy or internal motivation regarding civic and
interpersonal duties. These duties included behaviors such as
voting and tipping for service. Results indicated that age was
significantly positively correlated with sense of autonomy and
autonomy mediated subjective well being.

Part two of the study involved 263 college students and their
348 parents. Participants completed questionnaires assessing
feelings of autonomy regarding social obligations of the roles
of ‘child,’ ‘employee,’ and ‘United States citizen’ and subjective
well being. Results indicated age was positively associated with
subjective well-being and that feelings of autonomy related to
roles of employee and citizen significantly mediated this effect.

Part three of the study involved 213 adult residents of Singapore,
a collectivist culture. Participants completed questionnaires
assessing subjective well-being and perceived autonomy when
performing social duties such as helping relatives and obeying
parents, teachers, bosses and other authority figures. Results
indicated that age was positively correlated with perceived
autonomy in performance of social obligations and subjective
well-being was related to this internal motivation. This suggests
that internalization of social duties is important for subjective well
being in both individualistic and collectivistic cultures. The authors
theorize that chronological age may be linked with increasing
autonomy as individuals face Erikson’s psychosocial crisis of “ego
integrity versus despair” in later adulthood. In this stage, initiated
by a realization of mortality, individuals strive to find meaning
and satisfaction in life review and retrospection [106]. These
results are in line with Deci & Ryan’s self-determination theory
which posits that autonomy and internal motivation is a human
need and necessary for psychological well-being [108].
Positive psychology has introduced the concept of positive
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aging. Vaillat [109] states that, “The mission of positive aging is
very clear: to add more life to years, not just years to life”. Vaillat
defines positive aging to include physical health, emotional health
and engagement in meaningful activity.

Defining gratitude

Recently, the benefits of gratitude have been explored [24,26].
Researchers have studied gratitude as both a temporary emotional
state and as an enduring personality trait. The state of gratitude
has been described as emotion resulting from the recognition that
something beneficial has happened for you and that an external
agent is mostly responsible for this [110]. This external agent
may be another person or a spiritual higher power. Gratitude
as a personality trait has been described as a disposition of
experiencing gratitude often and easily, enduring across time and
across different settings [110].

Gratitude is also a component of many religions and spiritual
orientations. Watts et al. [111] call for an integration of religion
and psychology with regards to common concepts of hope,
forgiveness and gratitude. The authors explore the concept of
gratitude “as an emotion, an attitude, a moral virtue, a habit,
a personality trait and a coping response” (p.283). Emmons &
Crumpler [112] note that nearly every language has a word for
gratitude.
A Gallup Poll conducted in 1996 surveyed a random sample
of 1,003 Americans and asked participants to name what they
were thankful for [113]. Results indicated that family and health
were the most cited reasons for gratitude. Results also indicated
that older people were more likely than younger people to report
health as a reason for thanks. Thus, it appears that in older
adults, health condition may significantly impact their feelings of
gratitude.

Relationship between gratitude and mood

A pre-sleep gratitude exercise has been found to be positively
correlated with sleep quality and sleep duration, independent
of personality traits [26]. Smith [114] found the intervention
of nondenominational prayer to be associated with feelings of
gratitude and higher quality of life ratings among individuals
diagnosed with dementia.

Chan [115] examined the effect of an eight week gratitude
intervention with 96 school teachers in Hong Kong. A comparison
of pre-test and post-test subjective well-being measures indicated
a statistically significant increase in subjective well-being
following the gratitude intervention. Sheldon & Lyubomirsky
[28] found that having individuals write out their blessings and
visualize their best possible selves generated a temporary, but
significant elevation in mood. In this study, undergraduates were
randomly assigned to one of three conditions: (a) writing about
their blessings, (b) writing about their best possible self, or (c)
writing about the day’s events. Results indicated that both writing
about blessings and writing about their best possible self were
associated an increase in positive mood. The control condition,
writing about the day’s events, did not result in an increase in
positive mood. No statistically significant differences were found
between the writing about blessings condition and the writing
about best possible self condition.
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In an internet-administered study by Seligman et al. [116], 577
adults were randomly assigned to one of six treatment groups.
The first condition asked participants to write and deliver a
letter of gratitude to someone they felt grateful for, but had not
thanked. The second condition asked participants to write about
three good things that happened each day for one week. The third
condition asked participants to reflect on personal strengths.
The fourth condition asked participants to complete a character
inventory identifying personal strengths and attempt to use
these personal strengths in new ways during the week. The fifth
condition asked participants to complete a character inventory
identifying personal strengths and attempt to use these personal
strengths more frequently during the week. The sixth condition,
the control asked participants to journal about early memories.
Results indicated that participants asked to write about three
good things that happened each day for one week and participants
asked to use personal strengths in new ways during the week both
demonstrated a significant increase in positive mood and decrease
in depressive symptoms compared to pre-treatment measures at
the six month follow-up. Participants asked to write and deliver a
letter of gratitude also demonstrated positive changes in mood;
however these gains were only maintained for one month.

Boehm et al. [117] examined the effectiveness of positive
activity interventions on improving life satisfaction among 220
adults of different cultural backgrounds, Anglo Americans and
Asian Americans. Participants were randomly assigned to either
of the two treatment conditions or the control group for six weeks.
The first treatment condition was expression of optimism, where
participants were asked to imagine and write about their best
possible futures. The second treatment condition was expression
of gratitude, where participants were asked to write letters
expressing gratitude towards friends or family members. In third
condition, or the control group, participants were asked to write
out their activities of the past week. Results indicated improved
life satisfaction among the optimism and gratitude groups for
both Anglo Americans and Asian Americans when compared to
the list past experiences condition. However, improvements were
more noticeable among the Anglo Americans.
Lyubomirsky et al. [118] examined the effectiveness of
expressing optimism and expressing gratitude on well-being in a
study of 355 college students. This eight month long study also
looked for any effects of self-selection and any effects of sustained
effort invested by the participant on well-being outcome.
To examine the effects of self-selection, the experiment was
advertised in two separate flyers. On one flyer it was described as
a happiness intervention and on the other it was described as a
cognitive intervention. Based on which study the student selected,
they were sorted into “low” or “high” motivation to improve
happiness groups. Regardless of which flyer students responded
to, they were informed that the study was designed to improve
well being.
Participants were then randomly assigned to either the
optimism or gratitude treatment condition, or the control group.
In the optimism condition, participants were asked to spend
fifteen minutes a week visualizing and writing about their best
possible future selves. Each week they were given a category of
their future to write about such as romantic future, educational
future, career future, physical health future, etc. In the gratitude
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condition, participants were asked to spend fifteen minutes
a week recalling times in their life when they felt grateful for
something someone did for them and to write but not send, a
letter expressing gratitude towards that person. In the control
group, participants were asked to spend fifteen minutes writing
about the previous week’s activities.Well-being was assessed at
the beginning of the eight week intervention period, immediately
afterward and six months afterward. Participant’s writings were
then read by research assistants and scored for effort, independent
of length of writing or writing skills demonstrated.
Results indicated significant increases in well-being for those
students in the gratitude and optimism conditions that selfselected the happiness study at the conclusion of eight week
intervention and at the six month follow-up. The amount of effort
invested in the gratitude and imagining best possible future selves
was found to be positively correlated with treatment outcome for
these students. Significant gains in well-being were not observed
for students in the treatment conditions that did not self-select
the happiness study. Also, no significant gains in well-being were
found for self-selected or non self-selected students in the control
condition. Overall, it was found that a desire to improve happiness
was necessary, but not sufficient in itself to improve overall wellbeing.
Watkins et al. [119] describe the reciprocal nature of the
relationship between gratitude and positive mood as a “cycle of
virtue.” In this cycle, being in a positive mood makes one more
likely to notice positive things in the environment; recall positive
experiences and attribute good intentions to others. In this way,
being in a positive mood increases the likelihood of experiencing a
state of gratitude. It then follows that being in a state of gratitude
contributes to positive emotions and the cycle continues.

Further examination of gratitude

Emmons & McCullough [27] conducted a series of three
experiments examining the relationship between gratitude,
mood, health and behavior. In Emmons & McCullough’s first
experiment, 192 college students were randomly assigned one
of three conditions: gratitude, hassles or neutral events. In the
gratitude condition, participants were asked to list what they
were grateful for once a week, for ten weeks. Participants in the
hassles condition were asked to list daily hassles that negatively
impacted them once a week, for ten weeks. Participants in the
neutral condition were asked to list recent life events once a week,
for ten weeks. Results indicated that participants in the gratitude
condition reported significantly less physical ailments, greater
satisfaction with overall life and a more optimistic future outlook
than participants in the hassle listing or neutral condition.

In Emmons & McCullough’s [27] second experiment, 157
college students were randomly assigned to one of three
conditions: gratitude, hassles or downward social comparisons.
In the gratitude condition, participants were asked to list what
they were grateful for once a day, for fourteen days. Participants
in the hassles condition were asked to list hassles that negatively
impacted them once a day, for fourteen days. Participants in
the downward social comparison condition were asked to list
ways in which they were better off than others once a day, for
fourteen days. Results indicated that participants in the gratitude
condition reported significantly more positive mood and engaged
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in more pro social behaviors than participants in hassle listing or
downward social comparison condition.

In Emmons & McCullough’s [27] third experiment, sixty-five
adults diagnosed with neuromuscular disease were randomly
assigned to one of two conditions: gratitude or control. In the
gratitude condition, participants were asked to list what they
were grateful for once a day, for twenty-one days. In the control
condition, participants simply completed the mood, health and
behavior ratings once a day, for twenty-one days. Results indicated
that participants in the gratitude group reported significantly
more positive affect, greater optimism for the future, better sleep
quality and a greater connectedness with others than participants
in the control condition. In addition, observer ratings obtained
from significant others of the participants also indicated greater
positive affect for participants in the gratitude condition than for
participants in the control condition.

Using similar procedures, Froh et al. [24] randomly assigned
221 adolescents to one of three conditions: gratitude, hassles
or control. Results indicated that participants in the gratitude
condition reported significantly higher life satisfaction, greater
positive effect and a more positive future outlook than participants
in the hassles or control condition. The gains were maintained at
the three week follow-up.

Examining gratitude as a personality trait

Researchers have also examined the relationship between
gratitude as a personality trait and mood. A grateful disposition
has been found to be associated with emotional well-being,
optimism, life satisfaction and pro social behavior [120,121].
Watkins et al. [122] found that individuals with higher trait
gratitude scores demonstrated positive memory bias, meaning
that past pleasant events came more easily than past negative
events to the minds those participants with higher trait gratitude
scores that for participants with lower trait gratitude scores.
The authors suggested that this may account for some of the
relationship between gratitude and positive mood.

Chan [115] examined dispositional gratitude among a sample
of school teachers in China. Chan found that the teachers rated
as high in dispositional gratitude were significantly less likely to
report job “burnout” and reported significantly higher positive
mood than teachers rated as low in dispositional gratitude.

Gratitude and prosocial behavior

A relationship has been found between expression of gratitude
and prosocial behavioral response of others [123]. In this study,
137 restaurant customers received their check in one of three
experimental variations: with no note, with a written “thank
you” on the check, or with a written “thank you” followed by the
server’s name on the check. Results indicated that customers
in the “thank you” and the “thank you” followed by the server’s
name conditions left significantly higher tips than those in the no
note condition. No significant differences were found between the
“thank you” and the “thank you” followed by the server’s name
conditions.
McCullough et al. [124] performed a review of gratitude
literature and posited different functions of gratitude. They
suggested that when an individual feels gratitude toward another
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individual, he/she is motivated to engage in prosocial behavior.
Likewise, the authors suggested that the expression of gratitude
from the recipient of a prosocial favor positively reinforces the
prosocial behavior of the gratitude recipient and encourages that
individual to behave in a prosocial way again.

In a large, four part study, McCullough et al. [110] investigated
gratitude as a trait in college students and adults. These
researchers found that individuals with trait gratitude were rated
by themselves and others in their social networks as engaging
in more prosocial behaviors, having a more positive mood and
reporting greater life satisfaction than participants without trait
gratitude. Also, even after controlling for the Big Five traits of
extraversion and agreeableness and for variables of affect and
social desirability, the relationship between trait gratitude and
engagement in prosocial behaviors and life satisfaction remained.

Gratitude and resiliency

Gratitude as a component of resiliency has also been studied.
In a qualitative study, Krause [125] found gratitude towards God
to be a protective factor in response to environmental stress in a
study of older adults. In a longitudinal study of college students,
levels of gratitude were found to be a protective factor against
stress and depression [126].
Krause [127] also found a similar finding in examining levels of
gratitude, depression and financial strain among 818 older adults.
Krause found that gratitude levels were negatively correlated with
depression and gratitude seemed to protect elders from stress of
financial strain.

Also, Fredrickson, Tugade et al. [128] examined the relationship
between positive emotions and resiliency surrounding the
terrorist attacks on the United States on September, 11th 2001. In
this study, prior to the terrorist attacks, forty-six college students
rated the presence of positive emotions, including gratitude and
negative emotions. Two weeks after the terrorist attacks, the
same participants rated their emotions again. Results indicated
that the presence of positive emotions before and after the attacks
were both positively correlated with resiliency and negatively
correlated with the development of depression.

Methods of gratitude induction

One study examined the effect of different methods of
gratitude induction [129]. In this study, college students were
randomly assigned to one of three gratitude conditions or the
control condition. Participants in the grateful thinking condition
were instructed to think for five minutes about a person they
felt grateful to have had in their life. Participants in the gratitude
writing condition were instructed to write for five minutes about
a person they felt grateful to have had in their life. Participants in
the gratitude letter writing condition were instructed to write a
letter expressing thanks to a person they felt grateful to have had
in their life. Participants in the control condition were instructed
to write about the layout of their living room for five minutes.
Results of the comparisons of pre and post-treatment affective
measures indicated that all three gratitude conditions were
associated with increased positive affect. The control condition
showed no relationship with affect. In addition, of all three
gratitude conditions, the grateful thinking condition showed the
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largest increase in positive effect, significantly higher than the
grateful writing, grateful letter writing and control conditions.

The differences between writing, talking, or thinking about
positive or negative life events on mood have been examined
[130]. Undergraduates were randomly assigned to one of four
conditions in part one of this study. In the writing condition,
students were asked to write about their worst experience
fifteen minutes a day, for three days. Students in the talking
condition were asked to talk into a tape recorder about their
worst experience fifteen minutes a day, for three days. Students
in the thinking condition were asked to think about their worst
experience fifteen minutes a day, for three days. Students in the
control comparison group only completed the pre and posttreatment measures. Results of the first part of the study indicated
that participants in the writing and talking conditions reported
more life satisfaction than participants in the thinking condition.
In addition, participants in the thinking condition reported less
post-treatment life satisfaction than those in the control group.
In the second part of the study, students were given the same
instructions as part one, but were asked to write, talk, or think
about their best life experience. Results of the second part of
the study indicated that participants in the thinking condition
reported greater post-treatment life satisfaction than participants
in the writing and talking conditions.
In the third part of the study, students were randomly assigned
to one of two conditions. Students in the thinking condition were
asked to think of their happiest experience eight minutes a day for
three days. Students in the writing condition were asked to write
about their happiest experience eight minutes a day for three
days. Within each of these two conditions, students were further
divided into two conditions:

(a) continual replay or (b) systematic analyzation. In the
continual replay condition, students were asked to continually
replay in their minds the day of their best experience during
their assigned writing or thinking exercise. In the systematic
analyzation condition, students were asked to systematically
analyze the best day of their experience during their assigned
writing or thinking exercise. Thus for the third part of this study,
there were four different conditions. Results of the third part of
the study indicated that participants in the thinking with continual
replay condition reported significantly greater post-treatment
life satisfaction than participants in the writing with systematic
analyzation condition.

Why does gratitude work?

Lyubomirsky et al. [131] propose that gratitude may be linked
with emotional well-being due to counteracting effects of hedonic
adaptation. Hedonic adaptation refers to the theory of Brickman
& Campbell [132] that individuals tend to return to a baseline
of happiness overtime regardless of experiencing positive and
negative life events and that individuals have a predetermined
happiness set point. Lyubomirsky et al. [131] point out that
intentionally engaging in counting one’s blessings calls attention
to and leads to appreciation of positive aspects of one’s life
counteracting the tendency of hedonic adaption. They also posit
that engaging in gratitude gives one practice in viewing things
positively and in this way increasing one’s ability to cope with life
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stressors.

In a literature review of the effectiveness of positive activity
interventions such as gratitude, researchers Layous et al. [21]
propose a three prong model of how these treatments aid in
alleviating depressive symptoms. First the authors posit that
positive activity interventions increase positive mood and decrease
negative mood. Next, this shift in mood is accompanied by a shift to
a more positive, more flexible and less inwardly focused mindset.
Third, this change in mindset and mood increases the likelihood
of the individual engaging in positive activities such as connecting
with others, pursuing goals and interests and practicing healthy
self-care behaviors, counteracting the behavioral inhibition and
anhedonia typical of depression.
Watkins [133] proposes five mechanisms in which the
practice of gratitude enhances subjective well-being. First, he
suggests that it “intensifies well-being.” Second, he suggests that
it counteracts hedonistic adaption. Third, the practice of gratitude
increases coping response of keeping a positive perspective.
Fourth, the practice of gratitude improves the ease of retrieval of
and accessibility of pleasant past memories. Fifth, the expression
of gratitude may make a person more likely to have more social
benefits. These social benefits refer to actual more objectively
determined social life events from the Life Events Checklist that
are less likely to be misre called as more positive or negative than
they actually were.

Goal of present study

The goal of the present study is to examine the effects of a
group gratitude dinner intervention in an assisted living facility
on the emotional well being and dinner behavior of the resident
elders. The hypothesis of the present study is that post treatment
elder well-being will be significantly higher than pretreatment
elder well-being ratings. A second hypothesis is that post
treatment dinner atmosphere ratings will be significantly higher
than pretreatment dinner atmosphere ratings.

Methods

Participants
The sample for this study was composed of twenty-nine
permanent residents at a long term care/ skilled nursing facility.
The mean age of participants was 87.7 years old. The ages ranged
from sixty-five to ninety-nine years old. All participants were
Caucasian. These data are shown in Table 1.
Table 1: Demographic Information.

Demographic Information

Total Participants

29

Male

6

Female

Caucasian
Mean Age

Age Range

23
29

87.7

65-99
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Participants included individuals diagnosed with dementia,
other cognitive impairment, major depressive disorder, insomnia
and generalized anxiety disorder. Prior to beginning of study,
informed consent was obtained from all elders. In cases in which
the elder had appointed someone power of attorney, informed
consent was obtained from these agents and assent was obtained
from the elder. The informed consent explained any foreseeable
risks, benefits and the option to opt out.

Setting

The study was conducted at a long term care/skilled nursing
facility. This facility utilizes the small-house nursing home model
which was developed as part of The Green House Program.
Following the small-house model, the maximum number of
elders to reside in one house is ten [134]. Each elder has a private
bedroom and bathroom and spousal residents may share rooms.
Elders are encouraged to decorate their rooms with personal
belongings, art work, family photographs, hobby supplies and
familiar furniture from home, provided they do not create fall
or other safety hazards. This personalization aids in preserving
the elder’s individuality and personal history [135,136]. In
contrast to a more traditional nursing home setting with long,
winding corridors, the small-house model promotes a family-like
atmosphere by having an open floor layout with opportunities to
socialize in the communal kitchen, dining area, hearth, living room
area and garden. The living room features a fireplace hearth and
ample upholstered furniture arranged in a layout that promotes
conversation. Elders share meals together at one large dining
table and are encouraged to help with meal preparations if they
choose. Food is placed on the table in bowls and casserole dishes
for serving “family style”. Elders whom are able serve themselves
and pass dishes around the table, promoting a family atmosphere
and autonomy. Staff provides assistance when needed. Elders
are invited to exercise together in the mornings and they can
enjoy the weather sitting on benches in the enclosed, outdoor
courtyard or help with gardening in the raised flowerbeds. Elders
can participate in both organized and informal activities (e.g.,
playing card games) in the open living areas. All frontline staff
cooks meals, clean and provide elder personal care. A three year,
longitudinal study compared a facility using the small-house
model and two conventional nursing facilities [137]. This study
found that elders in the small-house facility reported significantly
higher overall quality of life and emotional wellbeing than elders
in the two conventional homes.

Group gratitude intervention

For the group gratitude intervention, a staff member gathered
elders just before the midday meal and encouraged each elder to
share something he or she was thankful for or something good
that happened that day. If an elder instead shared something
negative that had happened, the staff member validated the
elder’s experience, “I’m sorry to hear that,” and gently redirected,
“Can you share something you are thankful for?” If an elder said
he or she could not think of anything good that had happened or
did not feel like sharing, the elder was not pressured to participate
and the next elder was asked to share. The experimenter trained
the staff in the gratitude intervention. The experimenter observed
each Villa’s first gratitude intervention to check for procedure
adherence by staff. Also, to monitor treatment fidelity, the
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experimenter observed the gratitude intervention in each villa on
an unannounced day.

This group gratitude intervention was planned for many
reasons. First, it was hoped that elders with less ability to
verbalize gratitude would still benefit from listening to others.
Also, this intervention is simple, inexpensive and time efficient.
In addition, it is an intervention that could seemingly be led by
any staff member or regular visitor. This intervention is also well
suited to the population as it emphasizes procedural memory,
emotionally salient memory and long-term memory which are
more easily accessed by individuals with dementia. The smallhouse model creates a family atmosphere. However, just like
siblings in a family, the elders may argue and quarrel with one
another during dinner. Dinners may be marked with irritability
or silence. It was hoped that in addition to improving elder well
being, the gratitude intervention would also improve the overall
dinner atmosphere. An added benefit of an improved dinner
atmosphere is that it may encourage eating and help counteract
weight loss frequently associated with dementia.

Measures

Elder well being scale
During second shift, staff rated participants on the Elder
Well Being Scale, a measure created for this study. Higher scores
indicate better biopsychosocial functioning. This measure
includes ratings of elder mood, participation in activities, sleep,
cognitive functioning, social interest, activity level and general
health. An overall Elder Well Being Scale score is calculated by the
sum of each of the nine subscales, coded in the positive direction.
See Appendix A for a copy of the Elder Well Being Scale.

Dinner rating scale

Staff observations of elders during the midday meal were
rated on a measure created for this study. This measure marked
the presence or absence of negative comments, encouraging
statements, arguments, physical aggression and verbal aggression
during the dinner hour. A global rating of the overall atmosphere of
the dinner was rated on a 5-point Likert scale, with higher scores
indicating a more pleasant atmosphere. The scale ranged from a
rating of 1 (very unpleasant) to 5 (very pleasant). This measure
tracks dinner attendance and number of elders that engaged in
conversation during the meal. See Appendix B for a copy of the
Dinner Rating Scale.

Procedures

This study was conducted for three weeks at each Villa. Table 2
summarizes the procedure.
Table 2: Summary of procedure.
Week

Dinner Intervention

Measures

1

None

Elder Well Being Scale, Dinner
Rating Scale

None

Elder Well Being Scale, Dinner
Rating Scale

2
3

Gratitude Intervention

Elder Well Being Scale, Dinner
Rating Scale
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Week 1
For seven days, staff completed Elder Well Being ratings for
each elder, each day. Also, staff completed the Dinner Rating
Scale for the midday meals. Dinner proceeded as usual with no
intervention.

Week 2

For seven days, ten minutes before the midday meal, staff
gathered elders together in the living area. Then a staff member
encouraged each elder to share something he or she was thankful
for or something good that had happened that day. Staff completed
Elder Well Being Scales and Dinner Rating Scales each day.

Week 3

For seven days, staff will completed Elder Well Being ratings
for each elder, each day. Also, staff completed the Dinner Rating
Scale for the midday meals. Dinner proceeded as usual with no
intervention.

The hypothesis of this study is that elder well being scale
scores and dinner rating scale scores will be significantly different
from one another across the three time points of the experiment.
Specifically, Week 2 Gratitude Intervention scores will be
significantly higher than Week 1 Pre-Gratitude Intervention
scores on both measures. Also, it is hypothesized that Week 3
Post-Gratitude Intervention scores would be significantly lower
than Week 2 Gratitude Intervention scores on both measures,
after the gratitude intervention was removed.

Results

Elder well being scale
A one-way within subjects or repeated-measures analysis
of variance (ANOVA) was conducted to compare the effect of
time (Week 1 Pre-Gratitude Intervention vs. Week 2 Gratitude
Intervention Vs. Week 3 Post-Gratitude Intervention) on the mean
overall Elder Well Being Scale score for each participant. An alpha
level of .05 was used for all statistical analyses. These results are
shown in Table 3 along with the means for each subscale.

The analysis revealed an overall significant difference between
means at the different time points (F (2, 56) = 9.09, p < .001). Posthoc tests using the Bonferroni correction revealed an increase in
overall Elder Well Being Scale scores in the hypothesized direction
during the Gratitude Intervention of Week 2 compared to PreGratitude Intervention scores of Week 1 (3.41 ± 0.51 points vs.
3.31 ± 0.60 points, respectively) although it was not statistically
significant (p = .660). However, Post-Gratitude Intervention
Elder Well Being Scale scores of Week 3 increased further (3.61
± 0.43 points). This increase in Elder Well Being Scale scores was
shown to be a statistically significant increase from both Week
1 Pre-Gratitude Intervention (p < .001) and Week 2 Gratitude
Intervention (p = .011) Elder Well Being Scale scores. These
results suggest that the Gratitude Intervention increased Elder
Well Being Scale scores, but that this increase was not statistically
significant until Week 3, one week after the Gratitude Intervention
was removed. The modest increase in Elder Well Being Scale
scores in Week 2, followed by a more substantial increase in Week
3 suggests a more delayed effect of the gratitude intervention that
what was originally hypothesized.
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Next, a one-way within subjects ANOVA was conducted of each
of the nine subscales of the Elder Well Being Scale. Some items
were not found to demonstrate a significant change over time.
The ANOVA result for the item measuring mood from sadness to
happiness did not reveal an overall significant difference between
means at the different time points (F (2, 56)= 2.37, p = .103). In the
same way, an ANOVA examining the item measuring mood from
irritability to cheerfulness was not found to be significant (F (1.2,
33.7) = 3.28, p = .072). Likewise, the ANOVA examining the item
assessing sleep did not indicate a significant difference between
the means across the time points (F (2, 56) = 0.97, p = .385).
Similarly, the ANOVA comparing the item measuring alertness
did not show a significant difference across means (F (2, 56) =
1.76, p = .182). Finally, the ANOVA examining the item measuring
changes in physical health was not found to be significant (F (2,
56) = 0.07, p = .925).
Table 3: ANOVA Results Including Subscales by Week.
Mean

Week

Week

Week

1

2

3

Sad/Happy

3.46

3.53

3.65

0.103

Irritable/
Cheerful

3.34

3.4

3.91

0.072

Subscale

Hopeless/
Hopeful

Disinterested/
Enthusiastic
Insomnia/
Restful Sleep
Disoriented/
Oriented
Social
Engagement
Low/High
Physical
Activity

Worse/Better
Health
Overall

3.41

3.53

3.13

3.35

3.29

3.27

3.39

3.25

3.51

3.49

3.68

3.65
3.49
3.49
3.75

Overall
1 v. 2
2 v. 3

0.016

<.001
0.385
0.182
<.001

3.25

3.44

3.66

0.002

3.21

3.19

3.22

0.925

3.3

3.41

3.61

P value

<.001

Note: Insignificant post-hoc values omitted from table

1 v. 3

0.003

0.009

<.001

0.024

<.001
0.003

0.011

<.001

Some subscales were found to change significantly over time.
The ANOVA result for the item measuring mood from hopelessness
to hopefulness revealed an overall significant difference between
means at the different time points(F (2, 56)= 4.48, p = .016).
Post-hoc tests using the Bonferroni correction were conducted.
Although Week 2 hopefulness scores did increase from Week 1 (p
= .615) and Week 3 hopefulness scores did increase from Week
2 (p = .472), these changes were not statistically significant.
However, the increase in hopefulness scores when comparing
Pre-Gratitude Intervention scores of Week 1 with Post-Gratitude
Intervention hopefulness scores of Week 3 (3.41 ± 0.65 points vs.
3.68 ± 0.55 points, respectively) was statistically significant (p =
.003).
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Also, ANOVA results for the item indicating level of engagement
in activities offered by the facility revealed an overall significant
difference between means at the different time points(F (2, 56)=
13.29, p < .001). Post-hoc tests using the Bonferroni correction
revealed an increase in level of engagement during the Gratitude
Intervention of Week 2 compared to Pre-Gratitude Intervention
scores of Week 1 (3.35 ± 0.55 points vs. 3.13 ± 0.75 points,
respectively) which was not statistically significant (p = .211).
However, Post-Gratitude Intervention level of engagement scores
of Week 3 increased (3.65 ± 0.56 points). This increase in level
of engagement scores was shown to be a statistically significant
increase from both Week 1 Pre-Gratitude Intervention (p < .001)
and Week 2 Gratitude Intervention (p = .009) scores.

In addition, an ANOVA examining the item measuring social
engagement revealed an overall significant difference between
means at the different time points(F (1.66, 46.56)= 9.43, p = .001).
Following the same pattern, Post-hoc tests using the Bonferroni
correction revealed an increase in social engagement during the
Gratitude Intervention of Week 2 compared to Pre-Gratitude
Intervention scores of Week 1 (3.49 ± 0.64 points vs. 3.25 ± 0.77
points, respectively) which was not statistically significant (p =
.278). However, Post-Gratitude Intervention social engagement
scores of Week 3 increased (3.75 ± 0.48 points). This increase
in social engagement was shown to be a statistically significant
increase from both Week 1 Pre-Gratitude Intervention (p < .001)
and Week 2 Gratitude Intervention (p = .024) social engagement
scores.
Likewise, an ANOVA examining the item measuring engagement
in physical activity revealed an overall significant difference
between means at the different time points(F (2, 56)= 7.28, p =
.002). Post-hoc tests using the Bonferroni correction revealed an
increase in physical activity during the Gratitude Intervention of
Week 2 compared to Pre-Gratitude Intervention scores of Week 1
(3.43 ± 0.67 points vs. 3.25 ± 0.77 points, respectively)which was
not statistically significant (p = .361). However, Post-Gratitude
Intervention physical activity scores of Week 3 increased (3.66 ±
0.57 points). This increase in physical activity was shown to be a
statistically significant increase from both Week 1 Pre-Gratitude
Intervention (p = .003) and Week 2 Gratitude Intervention (p =
.065) physical activity scores.

Dinner rating scale

A one-way repeated-measures analysis of variance (ANOVA)
was conducted to compare the effect of time (Week 1 PreGratitude Intervention vs. Week 2 Gratitude Intervention vs. Week
3 Post-Gratitude Intervention) on the Dinner Atmosphere Ratings.
An alpha level of .05 was used for all statistical analyses. When
all Dinner Atmosphere Ratings were analyzed as a whole, no
significant difference was found between the different time points
(F (2, 59) = 1.73, p = .186). This result did not support the original
hypothesis that Dinner Atmosphere Ratings for Week 2 would
be significantly higher than Week 1 Pre-Gratitude Intervention
scores and that Week 3 Post-Gratitude Intervention scores would
be significantly lower than Week 2 Gratitude Intervention scores,
as gratitude intervention was removed. However, the results do
indicate a steady increase in overall Dinner Atmosphere Ratings
over the course of the 3 week experiment.
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To examine the data further, an ANOVA was conducted
splitting the data by level of care. No significant differences in
Dinner Atmosphere ratings were found between time points for
participants in long term care (F (2, 17) = 1.27, p = .318) or those
in skilled nursing (F (2, 39) = 2.90, p = .067).
An additional ANOVA was conducted splitting the data by Villa.
No significant differences in Dinner Atmosphere ratings were
found between time points for participants in Villa 1 (F (2, 17)
= 1.27, p = .318), Villa 2 (F (2, 18) = 0.84, p = .448), nor the third
living area, Villa 4 (F (2, 18) = 2.78, p = .089). Analyses were not
performed with regards to demographic data such as gender or
ethnicity due to the small and nearly homogeneous sample, with
the majority of participants being Caucasian females.

Discussion

Although support was not found for all the original hypotheses
of this study, these results do show support for the utility of
gratitude expression as a group intervention with older adults
in a long term care setting. Overall Elder Well Being Scale scores
were found to be significantly higher at Week 3 Post Gratitude
Intervention, compared with Week 1 Pre Gratitude Intervention
and Week 2 Gratitude Intervention scores. This suggests that the
gratitude intervention improved elder well-being when it was
introduced and that these benefits continued to build into the
following week when it was removed.

Post hoc analysis revealed that the items indicating the elders’
hopefulness, engagement in activities offered by the facility, social
engagement with other elders and engagement in physical activity
were most improved during the three week experiment. All of these
factors showed the similar trend of an increase during the week
of the gratitude intervention followed by a statistically significant
increase during week three when the gratitude intervention was
removed. Although not at a statistically significant level, items
indicating the elders’ happiness and level of irritability followed a
similar pattern demonstrating improvement over time.

In contrast, items indicating elders’ quality of sleep, alertness
and physical health did not show statistically significant
improvement and displayed dissimilar patterns than the above
mentioned factors. Considering the factors of the Overall Elder
Well Being Scale that were significantly improved by the gratitude
intervention, it may be that the gratitude intervention served as
mechanism of positive cognitive reframing and as a behavioral
activator. By staff providing a structured prompt, inviting each
elder to share what they are thankful for at the dinner table,
elders shift attention to positive events of the past and present.
In shifting attention to these positive events rather than any
events that might have been a source of negative rumination, the
elders seemed to have improved their outlook for the future as
represented by the significant increase in scores of hopefulness.

The results indicated a significant improvement in elder
engagement in activities offered by the facility, social engagement
with other elders and physical activity. The gratitude intervention
may have encouraged these behavioral changes by improving
social bonds between elders. As the elders verbally expressed
their gratitude, they not only shifted their attention to positive
events, but also got to know their fellow elders better by listening
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to their expressions of gratitude.

Witnessing someone’s expression of gratitude allows the
observer to learn more about the individual’s personal values,
interests and life experiences. Also, some expressions of gratitude
express thankfulness for other elders or staff members further
enhancing social bonds. An elder that feels more socially connected
to fellow residents is more likely participate in residential
activities. Regarding the significant increase in physical activity,
it may be that gratitude induced positive outlook and improved
social connections encouraged elders to participate in group
exercise classes and/or walking or wheeling to visit with another
elder resulting in the significant improvement in physical activity.
Future research may find it fruitful to examine social bonds
among elders as a treatment outcome. Similarly, it may be a good
idea to examine the impact of the gratitude intervention on staff
members. It may be that fostering an environment of gratitude
aids staff member well-being as well.

Dinner Rating Scale results demonstrated a steady
improvement in the dinner atmosphere over time. Although not
statistically significant, these results paired with the significant
improvements on the Elder Well Being Scale scores continue to
show support for the utility of gratitude as an intervention with
older adults in long term care. Considering the dementia, it is
possible that a longer lasting intervention, with repetition, at
more meals or more times per day, would lead to greater increases
across both measures of elder well-being and dinner atmosphere
ratings due to better memory retention.
This study was limited by small sample size. Future studies
may benefit from including more participants across multiple
residential settings. Another limitation of this study was the
relative homogeneity of the participants preventing examination
of the effect of demographic data such as ethnicity or gender on the
treatment outcome and to some extent, limiting generalizability.
Kashdan et al. [138] found evidence to suggest that the expression
of gratitude is more difficult for men, as it may be associated with
feelings of indebtedness and vulnerability and those males may
benefit less from gratitude interventions than females. A study
comparing the emotional expression of German and American
men, found American males to be more likely to conceal rather
than express feelings of gratitude [139]. Therefore, a gratitude
study including a greater percentage of male participants is
advisable.
In addition, this study could have been improved by more
precisely tracking elder participation in activities offered by the
facility. For example, keeping attendance logs of participation
in art group or exercise group throughout the course of the
experiment may provide a more objective measure of elder
engagement in facility activities.

Another idea for improvement of this study would be to have
taken staff ratings of elder well-being and dinner atmosphere
twice a month in the six months prior to the experiment to have a
baseline rate of fluctuation for better comparison.
Considering that overall elder well-being ratings were the
highest at Week 3, after the gratitude intervention was removed. It
would be informative to gather additional ratings at Week 4, Week
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5, etc. to determine how long the beneficial effects were sustained.
Likewise, it may be fruitful to study the effects of implementing
the gratitude intervention for an entire month rather than one
week to see if gains were any greater.

Considering the continued improvement in overall elder wellbeing even after the gratitude intervention was removed, it may be
interesting to also have an observer track frequency of and quality
of staff interactions with elders across the weeks of the study
as it is possible that although the formal gratitude intervention
implemented by staff was removed in Week 3, staff may have
engaged more with the elders in Week 3 due to increased social
connection between staff and elders resulting from the experience
of the gratitude intervention. Bearing in mind that implementing
the gratitude intervention seems to have improved elder wellbeing. It may be fruitful to see how a gratitude intervention
among nursing staff during regularly scheduled group meetings
may improve staff morale.
Further improvement of this study would be to include more
objective measures of elder mood and well-being such as tracking
smiling frequency or taking measures of elder cortisol levels. Use
of more standardized measures would also be an improvement.
One study found evidence that suggests that caregivers of patients
with dementia may have a tendency to view their patients as more
depressed than the patients self-report [140]. Tracking inter-rater
reliability among staff raters would also be useful to determine
consistency among staff observational ratings of the elders.
In addition, it may be fruitful to compare the results of a
gratitude intervention with the outcome of a current events
discussion intervention to examine if simply providing a topic to
elicit conversation among elders may also improve elder wellbeing.

Overall, these results are encouraging. They demonstrate that
a relatively low cost, group gratitude intervention can benefit
elders, including those living with dementia, in a long term care
setting. Even with limited staff resources, setting aside time
for gratitude in the daily schedule is a relatively feasible and
worthwhile intervention.
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