Journals of Gerontology: Psychological Sciences
cite as: J Gerontol B Psychol Sci Soc Sci, 2021, Vol. XX, No. XX, 1-12
https://doi.org/10.1093/geronb/ghab115

THE
G E RO NTO LOG I CA L Advance Access publication June 25, 2021 OXFORD

SOCIETY OF AMERICA®

A
X
AR

Research Article

A Controlled Pilot Study of the Wish Outcome Obstacle
Plan Strategy for Spouses of Persons With Early-Stage
Dementia

Joan K. Monin, PhD,"** Gabriele Oettingen, PhD,?2 Holly Laws, PhD,® Daniel David, RN,
PhD,* Lyndsay DeMatteo, MSG, MSN, AGPCNP-C," and Richard Marottoli, MD, MPH?®

'Social and Behavioral Sciences, Yale School of Public Health, New Haven, Connecticut, USA. 2Department of Psychology,
New York University, USA. *Department of Psychology, University of Massachusetts, Amherst, USA. “‘Rory Meyers College
of Nursing, New York University, USA. SGeriatrics, Yale School of Medicine, VA Connecticut Healthcare System, New
Haven, USA.

*Address correspondence to: Joan K. Monin, PhD, Social and Behavioral Sciences, Yale School of Public Health, 60 College Street, New Haven,
CT 06520, USA. E-mail: joan.monin@yale.edu

Received: November 3, 2020; Editorial Decision Date: June 15, 2021

Decision Editor: Lynn Martire, PhD

Abstract

Objectives: Behavioral interventions can reduce distress for couples coping with early-stage dementia. However, most inter-
ventions are limited in accessibility and fail to address individualized goals. This pilot study examined the dyadic effects on
multiple indicators of well-being of the Wish Outcome Obstacle Plan (WOOP) intervention, which guides participants to
use Mental Contrasting with Implementation Intentions to achieve attainable goals in their daily lives.

Methods: This randomized controlled trial included 45 older persons with early-stage dementia (PWD) and their spousal
care partners (CPs: 7 = 90 individuals). CPs were assigned randomly to WOOP training immediately after baseline (WOOP)
or after a 3-month follow-up interview (Control; CON). Both groups received a dementia care education booklet. WOOP
CPs were instructed to practice WOOP at least once a day for 2 weeks. All CPs and PWDs completed home surveys (base-
line, 2 weeks, and 3 months), measuring perceived stress, depressive symptoms, quality of life, and affect.

Results: Mixed-effects models showed significant intervention x time interaction effects with large effect sizes for CPs on
three of the five outcomes over 3 months. Compared with CON, WOOP CPs had decreased perceived stress (6 = 1.71) and
increased quality of life (8 = 1.55) and positive affect (8 = 2.30). WOOP PWD showed decreased perceived stress (8 = 0.87)
and increased quality of life (8 = 1.26), but these effects were not statistically significant.

Discussion: WOOP is a promising, brief intervention to improve dementia CPs’ well-being that may also positively affect
their partners with dementia.

Keywords: Affect, Behavioral interventions, Caregiving, Dementia, Mental contrasting with implementation intentions

Older adults living with early-stage dementia are most care partners, spouses have a greater risk of psychological
likely to receive assistance from a spouse or romantic morbidity (Hawkley et al., 2020), functional disability, and
partner (Arbel et al., 2019), and spousal care partners are cognitive decline (Vitaliano et al., 2011). This increased
especially vulnerable to the negative health effects of de- risk has been partially explained by spouses’ older age,

mentia caregiving. Compared with other types of family  provision of greater hours of care, and greater emotional
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distress in response to the suffering of the partner (Arbel
et al., 2019; Monin et al., 2015). Furthermore, negative
mental health symptoms in care partners predict decreased
longevity in their partners with dementia (Lwi et al., 2017).

Early-stage dementia is an important time to intervene
with spousal care partners. Romantic couples often face
the dementia diagnosis and the emotional consequences
stemming from the uncertainty of the trajectory together
(Herrmann et al., 2018). Challenges include changes in
communication that can conjure feelings of loss and anxiety
(Braun et al., 2010). Couples experience the loss of shared
friendships from social discomfort with the emerging de-
mentia symptoms (Harris, 2013). These challenges for the
couple often occur in the isolation of their home without
support from their broader social network.

Behavioral interventions for care partners of persons
with dementia are often utilized late in the trajectory of the
disease when caregiver burnout is less amenable to inter-
vention (Ducharme et al., 2014). Early-stage clinical care
prioritizes medical discussions of dementia diagnosis, tra-
jectory, and treatment rather than caregiver resources and
symptom management (Peterson et al., 2016). Behavioral
interventions that build resiliency in care partners are
often overlooked until symptoms become more difficult to
manage. Easy-to-use and accessible interventions that com-
bine disease education and mental strategies to manage
daily obstacles (especially those that involve communica-
tion with the partner) and accomplish self-care goals are
needed. Interventions should be amenable to dissemina-
tion with easy workflow integration in primary care offices
(Gitlin et al., 2015).

A promising intervention for spousal care partners of
persons with dementia is the Wish Outcome Obstacle Plan
(WOOP) strategy. It is self-guided and aimed at promoting
behavior change that improves well-being. Specifically,
WOOP helps people understand and attain their goals and
has been applied to multiple health contexts including back
pain (Christiansen et al., 2010), stroke (Marquardt et al.,
2017), physical activity (Stadler et al., 2009), eating behav-
iors (Stadler et al., 2010), behavior change in children with
Attention Deficit Hyperactive Disorder (ADHD; Gawrilow
etal.,2012), relationship dysfunction (Houssais et al.,2013),
and emotion regulation (Schweiger-Gallo et al., 2018).

WOOP involves a set of straightforward steps individu-
alized to a person’s needs and contexts that ultimately form
protective cognitive and behavioral patterns (Oettingen,
2014). These mental steps are as follows: identifying a fea-
sible Wish, identifying the desired Outcome and imagining
it, identifying a central inner Obstacle to fulfilling that wish
and imagining it, and making an “if ... obstacle, then I will
... behavior to overcome obstacle” Plan, or implementation
intention (Gollwitzer, 1999, 2014) to accomplish the wish.
(WOOP turns wishes and dreams about a desired future
into goals that people strongly commit to and then actively
pursue. As wishes can be considered goals with weak com-
mitment, to keep the terminology simple, in this article we

use the term goal for both wishes and goals.) WOOP can
be taught to people with a brief training session (Stadler
et al., 2010). It can also achieve beneficial results without
formal training, as there is a book, a series of videos, a
mobile app, and a website explaining the steps of WOOP
and their application in daily life. WOOP can be used as a
5-minute daily exercise that has lasting benefits on health
and well-being, shown in multiple longitudinal and exper-
imental studies (Oettingen, 2014). It is a highly feasible,
acceptable, and scalable intervention.

The principal components of WOOP are Mental
Contrasting with Implementation Intentions or MCII.
In MCII, mental contrasting of the desired future and
the inner obstacle standing in the way translates dreams
about desired and feasible futures into strong goal commit-
ments with subsequent goal striving and goal attainment.
Although the desired future provides the direction of ac-
tion, identifying and imagining the inner obstacle provides
the energy and points the way to surmount the obstacle.
Subsequently, the inner obstacle is addressed by imple-
mentation intentions linking the obstacle to the actions to
overcome it (i.e., if ... obstacle, then I will ... behavior to
overcome obstacle). MCII is an integrative strategy for au-
tonomous behavior change and is more effective than either
MC or II alone (Adriaanse et al., 2010; Kirk et al., 2013).

There are key differences that separate WOOP from
similar therapeutic approaches such as motivational
interviewing and cognitive behavior therapy (CBT). First,
WOOP uses conscious imagery to change behavior by di-
rectly affecting nonconscious cognitive, motivational, and
emotional processes; they run outside of people’s aware-
ness and mediate behavior change (Kappes & Oettingen,
2014; Kappes, Oettingen, et al., 2012; Kappes, Singmann,
et al., 2012; Kappes et al., 2013; Oettingen et al., 2009;
Wittleder et al., 2019).

Specifically, the mental contrasting part of WOOP
(i.e., WOO) strengthens the associative links between
the desired future outcome and the obstacle of reality as
well as between the obstacle and the behavior to over-
come the obstacle (Kappes & Oettingen, 2014). It allows
people to nonconsciously recategorize their reality as an
obstacle (Kappes et al., 2013), which provides the energy
needed to overcome the obstacle (Oettingen et al., 2009).
Finally, mental contrasting helps to process the informa-
tion contained in setbacks, while it protects against loss of
one’s sense of competence (Kappes et al., 2012). All these
nonconscious mechanisms mediate the effects of mental
contrasting on goal attainment.

WOOP affects behavior change without the need to
heighten beliefs (e.g., self-efficacy) or attitudes (e.g., incen-
tive; Oettingen et al., 2001, 2009) in contrast with theories
of change by cognitive motivational interviewing (MI).
Indeed, studies show that self-efficacy is not affected by
WOOP (e.g., Oettingen et al., 2001). WOOP can influence
the attainment of goals and behavior change across contents
and framing. For example, it can lead to the attainment of
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goals geared to learning (e.g., learning when and how to
apply a prescribed medicine to one’s partner) and perfor-
mance goals (e.g., the partner benefitting from the correct
application of the medicine), specific goals and “do your
best” goals, and promotion and prevention goals. After be-
havioral improvements, changes in attitudes and beliefs can
follow. Third, people can use WOOP autonomously to reg-
ulate their cognition, emotion, and action without the need
of a therapist as in CBT or MI (Marquardt et al., 2017
Mutter et al., 2020; Stadler et al., 2009, 2010; Valshtein
et al., 2020; Wittleder et al., 2019).

WOOP also differs from problem-solving therapy
(PST), another therapeutic approach for caregivers of per-
sons with mild cognitive impairment (Garand et al., 2014).
PST involves coaching with the following instructions: (a)
writing a clear description of the problem; (b) setting a re-
alistic goal; (c) brainstorming solutions; (d) listing pros and
cons of each solution; (e) choosing a solution; (f) devel-
oping an action plan; and (g) evaluating progress. Missing
in PST are several steps that are inherent to MCIL For ex-
ample, MCII demands the search for a strongly desired fu-
ture as the first step, the identification and vivid imagery
of the best outcome as the second step, and the search for
and vivid visualization of the critical internal and thus con-
trollable obstacle of reality as the third step. What is ad-
ditionally missing in PST is the plan in the form of “if ...
obstacle, then I will ... behavior to overcome the obstacle.”
This type of plan is geared toward overcoming particularly
challenging obstacles. Implementation intentions have been
found to make people automatically act in a prespecified
way once the critical situation (e.g., obstacle) occurs (i.e.,
a behavioral response is immediate, efficient, and demands
no further intention; for a summary of the vast literature
on implementation intentions see Gollwitzer, 1999, 2014).

There are more specific differences between the proced-
ures of PST and MCII. For example, when people learn
MCII, they are asked to find and imagine the internal (vs.
external) obstacle of reality that may hinder them from
obtaining their wish (e.g., an emotion, irrational belief, or
ingrained habit). This is because an internal rather than
an external obstacle can be more readily identified and
surmounted (e.g., my impatience can be changed, but the
behavior of my spouse is harder to change). Note that
generating an inner obstacle of reality is different from PST
encouraging people to deliberate the pros and cons of pos-
sible future outcomes.

Furthermore, in MCI], it is critical to observe the order
of the steps. For example, people need to first find the wish
and imagine the desired future outcome and only then
focus on the obstacle of reality. Exchanging the order of
the two Os (i.e., first mentally elaborating the obstacle of
reality and then mentally elaborating the future outcome)
fails to create the effects of MCII and the setting of real-
istic goals (Kappes & Oettingen, 2014). In sum, because
of these different instructions in PST and MCII (WOOP),
we cannot assume that PST and MCII will evoke the same

mechanisms of behavior change. We cannot even assume
that people taught PST might spontaneously use MCII as
only about 10%-20% use mental contrasting of future and
reality spontaneously (summary by Oettingen & Sevincer,
2018).

WOOP has multiple features that make it especially well
suited to spouses of persons with early-stage dementia. Its
accessibility and ease of use are important factors, as care
partners are often overburdened and particularly stressed.
WOOP has greater benefits for people who report experi-
encing more severe symptoms of ADHD (Gawrilow et al.,
2012), hazardous alcohol consumption (Wittleder et al.,
2019), and heavy smoking (Mutter et al., 2020) compared
with people who have less severe symptoms in each con-
text. WOOP is tailored to the individual; the individual
chooses their own goal. Such individualized interventions
are important for care partners as their needs are highly
heterogeneous (Gitlin et al., 2015). Though WOOP has
been found to reduce stress in nurses (Gollwitzer et al.,
2018), no published studies have tested the feasibility and
efficacy of the WOOP intervention in care partners of per-
sons with dementia.

The aims of this pilot randomized controlled trial
(RCT) were to examine the feasibility and efficacy of
WOOP compared with “an education booklet and sup-
portive phone call control with delayed WOOP training”
with 45 persons with early-stage dementia and their
spouses. Outcomes (perceived stress, depressive symp-
toms, quality of life, and positive and negative affect) were
measured in both the care partners and persons with early-
stage dementia at three time points at home (baseline, 2
weeks, and 3 months; Gérain & Zech, 2019). Participant
characteristics (e.g., sociodemographics, health, cognitive
functioning) were measured at baseline. We first assessed
feasibility descriptively with the number of WOOP cards
completed. A WOOP card is a small worksheet that helps
the participant write their wish, outcome, obstacle, and if-
then plan, and it typically takes 5-10 minutes to complete.
Next, we examined the hypothesis that there would be a
significant intervention x time interaction effect such that
WOOP care partners and persons with dementia would
show a significant decrease in perceived stress, depressive
symptoms, and negative affect and an increase in quality of
life and positive affect over time compared with CON care
partners and persons with dementia.

Method

Participants

Couples were recruited from an established network of
geriatricians, home health care, and adult day service con-
tacts as well as flyers posted in the community. The study
was also listed on clinicaltrials.gov and the Alzheimer’s
Association’s TrialMatch sites. Eligibility criteria were as
follows: (a) the couple was married or in a cohabiting,
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committed relationship, (b) one partner was told by a cli-
nician they had Alzheimer’s disease or a related dementia
(ADRD), (c) the person with suspected ADRD scored > 16
and < 27 on the Mini-Mental State Examination (MMSE;
Folstein et al., 1975), (d) the spouse care partner scored a
27 or higher on the MMSE, (e) both participants agreed to
participate, and (f) both partners were 55 years of age or
older. Our previous work shows that persons with ADRD
can complete interviews reliably with an MMSE score of
16 or higher (Schulz et al., 2010).

Sixty couples (7 = 120 individuals) were screened for
eligibility. Couples were ineligible due to lack of cognitive
impairment (7 = 1), the inability of a person with dementia
to complete interviews due to mid and late stage of disease
(n = 3), the person with dementia not being comfortable
participating (7 = 2), too much of a time commitment for
the couple (7 = 2), unable to schedule (7 = 6), or decided
to do a different study (z = 1). Forty-five couples (7 = 90
individuals) met eligibility criteria and were randomized to
WOOP (7 = 24 couples) and CON (control; 7z = 21 couples)
groups, and an intent to treat analysis was used (Figure 1).
See Table 1 for participant characteristics.

Interventions and Procedure

This study employed an RCT design where participants
completed baseline surveys, were randomized to a control

| 60 couples screened for eligibility

v

45 couples met eligibility criteria and
provided consent

v

Randomized

- -

WOOP CON
N= 24 couples asscssed at bascline N=21 couples assessed at baseline

3 withdrew (time
commitment 160
»| much)

v v

3 withdrew (2= PWD
.| not comfortable; 1=
time commitment too

Assessed at 2 weeks
N= 18 couples

0 withdrew 1 withdrew (time
> * commitment too much)

v v

Assessed at 2 weeks
N=21 couples

Assessed at 3 months
N= 17 couples

Assessed at 3 months
N= 21 couples

24 couples with mtervention and
intent to treat analysis

21 couples with intervention and
intent to treat analysis

Figure 1. Study flow chart. WOOP = Wish Outcome Obstacle Plan
group; CON = wait list control group; PWD = person with dementia.
Due to the coronavirus disease 2019 restrictions, one couple in the in-
tervention group and one couple in the waitlist group completed their
questionnaires through the mail with support from video-chat.

(CON) group or a treatment (WOOP) group, followed
for 16 days, and then completed postintervention evalu-
ation. Participants were randomized to their group after
they completed the baseline surveys. The same interven-
tionist (L.D.) completed all home visits and phone calls for
all participants except the first four couples, which were
completed by the principal investigator (J.K.M.). L.D. or
J.K.M. was present when the care partners and persons
with dementia privately completed the self-report surveys
in separate rooms at the home visits. Some persons with de-
mentia needed assistance, and L.D. or J.K.M. sat near them,
read them the questions, and helped record their answers.

The control group consisted of a brief education discus-
sion guided by the NIA guide “Caring for a Person with
Alzheimer’s Disease” at the baseline home visit; the WOOP
group consisted of the same discussion and booklet plus
the WOOP training. During this education discussion, the
spousal care partner was invited to share their experience,
and the interventionist pointed to sections of the guide that
would be useful for them to read. Both trial arms included
four check-in phone calls by the interventionist to the care
partner during the 2 weeks after the baseline home visit.
Participants in CON group were given the opportunity for
delayed WOOP training.

In addition to the education, the WOOP care partners
received the ~1 hour guided WOOP training at their home,
were given a stack of 16 WOOP daily cards (see Figure 2),
and they received phone calls (ranging 5-20 minutes) every
3 days for 2 weeks asking about their most recent WOOP
card so the interventionist could provide regular feedback.
The CON group also received phone calls in which they
talked about their recent challenges and received emotional
and practical support from the interventionist. The CON
group received the ~1 hour guided WOOP training at their
home after completing their 3-month survey.

WOOP training involved the following: (a) Think
aloud WOOP: The interventionist walked the care partner
through one mental (thinking aloud) WOOP exercise (the
WOOP steps of the Wish, Outcome, Obstacle, Plan) per-
taining to a challenging but feasible wish they had for their
well-being in the next 3 months. (b) Written WOOP 1: The
interventionist walked the care partner through one written
WOOP exercise using the next week timeframe. (c) Written
WOOP 2: The care partner practiced another written
WOOP exercise using the next 24 hours as the timeframe,
with the interventionist providing guidance and feedback.
Essentially, the interventionist practiced the WOOP exercise
in various ways with the participant to make sure they were
proficient in following the instructions. (d) WOOP cards:
The care partner was given a stack of WOOP cards and in-
structed on how to use them (Figure 2). Care partners were
also provided with a paper WOOP instruction manual ex-
plaining the steps to help with their home practice.

To be specific, care partners were asked to use the WOOP
steps any time they wanted, either mentally or in written
form, for any wish they wanted, small or large, short term
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Table 1. Continued

Difference tests

= 45)

Persons with dementia (N

Care partners (N=45)

CON (1= 21) WOOP (1 = 24) CON (n = 21)

WOOP (1 = 24)

<16:2 <16:1 N/A
16:1 16:1

26:1

26: 1

MMSE scores: frequencies

27:3

27:3

17:1

17:3

28:1

28:3

18:1

19: 1

29:5

29:8

20:1

20: 1

30: 11

30: 8

21-24: 5
25-27:9
28-30: 2
4.3 (3.2)

21-24: 6
25-27:5

28-30: 5
5.6 (3.3)

1.38,p=.17

t(43)

n/a n/a

CP report of Neuropsychiatric Inventory

Number of symptoms of PWD, mean (SD)

0.47,p = .64

n/a 1(43)

n/a

44.7 (18.0)

423 (16.5)

Marital length in years, mean (SD)

Has children, 7 (%)

2.40,p = .30

n/a % (2)

n/a

Yes: 16 (76)
No: 3 (14)

Yes: 20 (83)
No: 4 (17)

Not reported: 2 (10)

person with dementia; WOOP = Wish Outcome Obstacle Plan.

= Mini Mental State Exam; n/a = not applicable; PWD =

Notes: CON = control; CP = care partner; MMSE

Wisn
Outcome
OesTacLe

PLan

If then [ will

Figure 2. Wish Outcome Obstacle Plan card.

or long term. The interventionist also asked that they at least
complete one WOOP card per day that would be returned to
the study team. They were provided with 16 cards because
the follow-up survey for the study was at Day 16. Participants
were free to photocopy more cards for their own use or to
write the WOOP steps on a blank sheet of paper or in a note-
book for use beyond the 16 cards. They were told they were
free to co-construct wishes with their partner with dementia;
however, no participants reported doing so. Additional sup-
portive resources were provided to facilitate WOOP adoption
beyond the printed WOOP manual. These included videos,
mobile app, and the website (www.woopmylife.org).

Yale University’s Human Subjects Research board ap-
proved this study (HIC# 2000021852).

Measures

Participant-reported outcomes were obtained from both
partners and included perceived stress, depressive symp-
toms, quality of life, and positive and negative affect
over the past week. Perceived stress was measured with
the 10-item Perceived Stress Scale (Cohen et al., 1983).
Depressive symptoms were measured with the 10-item
Center for the Epidemiological Studies of Depression Short
Form (Andresen et al., 1994). Quality of life was measured
with the Quality of Life in Alzheimer’s Disease (QOL-AD;
Logsdon et al., 2002). The QOL-AD consists of 13 items
that capture multiple aspects of a person’s quality of life in
the context of dementia. It can also be used to examine the
quality of life of family members of persons with dementia.
Participants rate on a 4-point scale from poor to excel-
lent the degree to which they feel about different aspects
of their life (e.g., physical health, energy, mood, memory,
family). Ten positive (e.g., enthusiastic, proud) and 10 neg-
ative (e.g., irritable, distressed) adjectives were measured
with the Positive and Negative Affect Scale (Watson et al.,
1988).

Participant characteristics included age, gender, edu-
cation, employment, marital length, number of children,
income, and physical health conditions measured at base-
line. Eight instrumental activities of daily living were meas-
ured at all time points (Miller et al., 2000). The MMSE
(Folstein et al., 1975) assessed cognitive functioning in
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Within each dyad, a CP and PWD intercept and linear
trajectory of growth are estimated at Level 1, with Time
centered at baseline. These are summarized as averages
via the fixed effects (y10,720,730,740) and variability via
the random effects (uyj, usj, usj, usj) for each partner type
at Level 2. The WOOP intervention is a couple-level indi-
cator (couples in the WOOP intervention had a value of
1, and those in the CON condition had a value of 0) en-
tered as a predictor at Level 2. The main effect of WOOP
tests differences between WOOP and CON in their base-
line values of the outcome (v11 and 731 for CP and PWD,
respectively). The key tests for the study hypotheses are
represented as the effect of the WOOP intervention as a
predictor of change in outcomes over the study period (“in-
tervention x time” effects), in bold font (y21 and v41 for CP
and PWD, respectively). Thus, the model simultaneously
estimates distinct intervention effects for each partner role
(CP vs. PWD), while appropriately accounting for the in-
terdependence in partners’ outcomes by allowing both re-
sidual variances at Level 1 and all random effects variances
at Level 2 to covary (Kenny et al., 2006). Standardized ef-
fect size & was calculated for each significant effect. This
statistic is calculated by dividing the unstandardized differ-
ence between the treatment groups on the rate of change
(i.e., the v21 or v41 coefficient) by the standard deviation of
the change slope (Spybrook et al., 2011). Interpretation of
this effect size is akin to that of Cohen’s d interpretation,
with small (0.2), medium (0.5), and large (0.8 and above)
rules of thumb for effect magnitudes. Simple slopes were
estimated for the WOOP condition to understand whether
the outcome change for the WOOP group was significantly
different from zero (Aiken & West, 1991).

Results

Twenty of 24 dyads were adherent to the study protocol.
Excluding four care partners who completed zero home-
work cards, the remaining 20 care partners completed
an average of 11 (SD = 5.01) cards in the 16-day period
with a range of 2-21. No significant baseline group dif-
ferences were found across variables (Table 1) except for
the number of chronic conditions in care partners at base-
line. CON care partners had more conditions on average
than WOOP care partners. Thirteen of 21 care partners
in the CON condition had five or more health conditions,
whereas five care partners of 24 in the WOOP condition
had five or more health conditions. However, there were
no significant differences in the number of care partners in
the WOOP and CON conditions who had mental health
conditions (%2 (1) = 0.92, p = .34) or cancer (y? (1) = .40,
p = .53) at baseline, which are conceptualized as being the
most relevant potential confounders between the groups
to the present hypotheses. A small fraction of the sample
did not meet the original MMSE criteria but were included
in the analysis. (Two persons with dementia in the WOOP
arm and one in the CON arm had an MMSE score of less

than 16. Five persons with dementia in the WOOP arm and
two persons with dementia in the CON arm scored above
a 27 with care partners reporting their partner’s diagnosis
and NPI scores for these individuals: 4, 7, 3, 9, 5, 1, and
1. We included these couples in the analysis to be more
inclusive and for therapeutic and compassionate reasons.)
See Supplementary Table 1 for intercorrelations between all
outcome variables.

Table 2 presents results from the primary analyses, which
modeled baseline level and linear change in the outcome for
the CON group and tested whether those in the WOOP in-
tervention differed significantly from these estimates. As we
found a significant baseline difference between WOOP and
CON caregivers in their chronic conditions, we included
this as a covariate in all reported analyses. Treatment effect
results and associated p values of these effects were quite
similar in models without the covariate. Results showed
no significant differences between the WOOP and CON
groups in baseline levels of any outcome, supporting the
claim that the randomization was effective.

Largely supporting the overall hypothesis, results indi-
cated significant differences between couples in the WOOP
versus CON conditions in change over time in three of the
five outcomes. First, there was a significant intervention x
time interaction effect such that WOOP care partners
showed significant decreases in perceived stress over time
(6 = 1.71), whereas CON care partners showed no signif-
icant change in perceived stress (see Figure 3, solid lines).
Persons with dementia in the WOOP condition showed de-
clines in perceived stress, but this failed to reach statistical
significance (6 = 0.86), whereas persons with dementia in
the CON condition showed nonsignificant increases in per-
ceived stress across the same study period (see Figure 3,
dashed lines).

18

16 ><
14 - = e || OOPC

= == \WOOPpwd

-
“.

e CONCp

Perceived Stress

6 == == CONpwd

Baseline Time 3

Figure 3. Perceived stress changes from baseline to 3 months for care
partners and persons with dementia in WOOP and CON conditions.
WOOP = Wish Outcome Obstacle Plan group; CON = control group;
PWD = person with dementia; CP = care partner; Time 3 = 3-month visit.

1202 4890100 Gz uo Jesn BinquieH 1ensiaAiun wasAssyaylonaig Aq L¥960£9/S | L geqb/quoiab/ce0 01 /1op/ajonie-aoueape/ABojojuciaboosyoksd/woo dno-olwspese//:sdny wolj papeojumoq


http://academic.oup.com/psychsocgerontology/article-lookup/doi/10.1093/geronb/gbab115#supplementary-data

Journals of Gerontology: PSYCHOLOGICAL SCIENCES, 2021, Vol. XX, No. XX 9

Care partners in the WOOP condition showed declines
in depressive symptoms over the study period (p = .04), but
this effect fell below the threshold of statistical significance
after correcting for familywise error (8 = 0.98). Persons
with dementia in the WOOP condition showed no signif-
icant change in depression over time.

Care partners in the WOOP condition had significant
increases in quality of life relative to those in the CON
condition (& = 1.55). Persons with dementia in the WOOP
condition showed statistically nonsignificant increases in
quality of life over time relative to CON (6 = 1.28).

There was a statistically significant intervention x time
interaction effect predicting positive emotions, such that
WOOP care partners showed significant increases in pos-
itive affect over time compared with CON (8 = 2.30),
whereas no such difference was found for persons with
dementia in the WOOP versus control conditions. The in-
tervention x time interactions were also not statistically sig-
nificant in predicting negative affect for either care partners
or persons with dementia. See Table 2 for the statistical re-
sults. Post hoc power analyses were conducted using Monte
Carlo simulation techniques to test how often studies with
these parameters would vyield statistically significant re-
sults. We found mixed evidence that we were powered to
detect our hypothesized effects (see Supplementary Table
2 for details). Although low statistical power is a common
problem in pilot study reporting, our power calculations
indicate the findings here should be interpreted with some
caution. See also Supplementary Table 3 for means across
the time points.

Discussion

This study reports the outcomes over a 3-month period
of a brief daily Mental Contrasting with Implementation
Intentions intervention, called the WOOP tool to be more
accessible to a community audience, for spouses of per-
sons with early-stage dementia. We found that engaging in
WOOP practice decreased spouses’ perceived stress and in-
creased their quality of life and positive affect over time. We
found some preliminary evidence that their partners with
dementia may have also benefitted in terms of decreased
perceived stress and increased quality of life, although these
effects did not reach statistical significance. We did not find
evidence for intervention effects on negative affect nor de-
pressive symptoms for either care partners or persons with
dementia; however, they were in the hypothesized direction.

Our results showing significant intervention effects on
perceived stress for care partners are promising and in line
with the results of other behavioral caregiving interventions
that utilize techniques such as mindfulness and CBT (Schulz
et al., 2020). However, we also show effects on quality of
life and positive affect. A shift from focusing on only nega-
tive clinical psychological outcomes is needed to more ho-
listically address the mental health needs of couples coping
with dementia. In addition, we need to better understand
how changes in one partner affect the other (Monin, 2016).

Results of this study introduce the possibility that
WOOP may be used for enhancing positive affect in de-
mentia caregiving. This is consistent with a large body
of evidence showing that WOOP is beneficial for mental
health in a variety of health contexts (Oettingen, 2014).
We extend past research on WOOP in a few ways. First,
the feasibility of using WOOP in this setting was demon-
strated through the successful completion of the study by
20 of 24 of the dyads. Second, we show some promising
evidence that care partners engaging in WOOP may have
implications for the mental health of their partner with de-
mentia. Third, these findings demonstrate the lasting effects
of WOOP over a 3-month period. Previous studies in other
populations have followed participants over a shorter du-
ration of WOOP practice.

In this first test of WOOP for dementia caregiving, it
was necessary to train people to use WOOP in the most in-
tense way possible to understand whether WOOP can im-
prove care partners’ mental health outcomes. This is why
the training was one-on-one, in-person, and took an hour
of an interventionist guiding care partners through mul-
tiple WOOP exercises and trouble-shooting along the way.
However, once learned, the advantage of WOOP is that the
strategy can be self-guided and only takes 5-10 minutes. It
can be applied in any setting (e.g., home, bus, when taking
a walk). Its effects have been shown with minimal teaching
instructions in other studies; that is, materials were pro-
vided online in written form and an interventionist was not
needed (e.g., Gollwitzer et al., 2018; Mutter et al., 2020;
Wittleder et al., 2019).

A future step will be to test whether WOOP with min-
imal instruction has similar benefits specifically for care
partners of persons with dementia in a rigorous, embedded
pragmatic clinical trial. Pilot studies of targeted caregiver
interventions have been limited by their rigor and have not
found robust evidence for effects on caregiver outcomes,
nor have they found added benefit of targeting the dyad
versus the caregiver only (Cheng & Zhang, 2020). A fu-
ture direction is to test whether using WOOP as an activity
in support groups, where WOOP exercises can be shared
and troubleshooted with peers, would have added positive
effects beyond a more personal WOOP experience. Yet an-
other future direction is to examine whether participants
believed they attained each goal from their WOOP prac-
tices and whether attaining more goals or just the prac-
tice of thinking about attaining goals is associated with
improved well-being. A larger trial should also examine
whether fidelity to the intervention by participants com-
pleting the WOOP cards and accessing the materials on the
internet moderated the efficacy of WOOP.

Although there are many strengths to this study, there
are some limitations. First, this was a small sample without
adequate power to make strong claims about efficacy. This
may have led to our nonsignificant effects for persons with
dementia. Second, we had wanted to teach WOOP to per-
sons with dementia as well; however, the first two per-
sons with dementia showed visible difficulty and distress
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in trying to work with the WOOP steps with the inter-
ventionist. To be safe, we discontinued teaching WOOP
to persons with dementia so as not to further introduce
harm. However, it may be possible to adapt or augment
WOOP to be a shared activity and allow persons with de-
mentia to directly address their own mental health needs.
Third, our control condition consisted of a brief dementia
care education training and check-in phone calls where we
offered social support. Although we did not measure the
length of the phone calls, anecdotally, the phone calls were
often longer for the WOOP participants as they rehearsed
the WOOP exercises. The CON participants varied in the
extent to which they shared their experiences and sought
emotional and informational support. Some CON partici-
pants were very thorough and grateful to have someone to
talk to, whereas others’ calls were brief. Also, in the con-
trol condition, WOOP training was provided at the end
of the study after our final survey data were collected. It
would have been better to engage CON participants in an
active control condition or to compare WOOP to other
goal-oriented training interventions. However, we were
interested in whether WOOP was better than standard
care, and unfortunately, the standard of care in most en-
vironments is still very brief dementia care education or
no information at all. Next, this was not a double-blinded
intervention, and the interventionist was also involved in
collecting the outcome data. Although the interventionist
was not in the same room as the care partner who com-
pleted their own questionnaires, there may have been
bias during the home visit that influenced their answers.
In addition, the interventionist assisted the person with
dementia by reading the questionnaires and recording
their answers when they had difficulty, which may have
also introduced bias. We did this to limit the number of
home visits needed in the study to minimize participant
burden. However, in future studies, it will be necessary to
keep data collection separate. Finally, this study used the
MMSE to measure cognitive functioning in persons with
dementia and care partners with a score of 26 and lower
indicating possible dementia. Although this is common
practice in medical settings, it is problematic from a psy-
chometric and neuropsychological standpoint. Cognitive
function is highly age-dependent. As a result, neuropsy-
chological assessment relies on age-based normative data,
such that using the same cut-point (i.e., MMSE score of
26) regardless of whether participants were 55 or 85 is
not ideal. Furthermore, we did not have access to med-
ical records and could not confirm diagnosis; we had to
rely on self-reports. It will be important when testing ef-
ficacy to confirm medical record diagnosis and use strict
cognitive functioning cutoffs. In this study, we prioritized
therapeutic, compassionate care in allowing a small subset
of couples to participate who did not meet the MMSE cri-
teria after the initial screening was completed.

Taken together, this pilot RCT is the first to provide evi-
dence that a brief Mental Contrasting with Implementation

Intentions strategy called the WOOP tool can be taught to
spousal care partners of persons with early-stage dementia
and shows promising effects for their mental health and af-
fect more broadly over time. The next step will be to show
that WOOP can be used without intense instruction and
can be easily disseminated by healthcare professionals.

Supplementary Material

Supplementary data are available at The Journals of
Gerontology, Series B: Psychological Sciences and Social
Sciences online.

Funding

This work was supported by a grant to J.LK.M. from the
National Institute on Aging (R21AG055861-01A1) and a
pilot grant from the Yale Claude D. Pepper Older Americans
Independence Center (P30 AG21342).

Acknowledgments

We thank Amanda Piechota for her help with data entry
and recruitment, Amanda Leong Qi for her help with data
entry, Kathleen Williams for her help with recruitment,
and Sumaiyah Syed for technical editing of the manuscript.
Data and study materials will be made available through
e-mail to other researchers upon request. This study was
preregistered on clinicaltrials.org (https://clinicaltrials.gov/
ct2/show/NCT03691428).

Conflict of Interest

None declared.

References

Adriaanse, M. A., Oettingen, G., Gollwitzer, P. M., Hennes, E. P.,
De Ridder, D. T., & De Wit, J. B. (2010). When planning is not
enough: Fighting unhealthy snacking habits by mental con-
trasting with implementation intentions (MCII). European
Journal of Social Psychology, 40(7), 1277-1293. doi:10.1002/
ejsp.730

Aiken, L. S., & West, S. G. (1991). Multiple regression: Testing and
interpreting interactions. Sage.

Allison, P. D. (2001). Missing data (Vol. 136). Sage.
doi:10.4135/9780857020994.n4

Andresen, E. M., Malmgren, J. A., Carter, W. B., & Patrick, D. L.
(1994). Screening for depression in well older adults:
Evaluation of a short form of the CES-D. American
Journal of Preventive Medicine, 10(2), 77-84. do0i:10.1016/
S0749-3797(18)30622-6

Arbel, I., Bingham, K. S., & Dawson, D. R. (2019). A scoping re-
view of literature on sex and gender differences among de-
mentia spousal caregivers. The Gerontologist, 59(6),e802—e815.
doi:10.1093/geront/gny177

1202 4890100 Gz uo Jesn BinquieH 1ensiaAiun wasAssyaylonaig Aq L¥960£9/S | L geqb/quoiab/ce0 01 /1op/ajonie-aoueape/ABojojuciaboosyoksd/woo dno-olwspese//:sdny wolj papeojumoq


https://clinicaltrials.gov/ct2/show/NCT03691428
https://clinicaltrials.gov/ct2/show/NCT03691428
https://doi.org/10.1002/ejsp.730
https://doi.org/10.1002/ejsp.730
https://doi.org/10.4135/9780857020994.n4
https://doi.org/10.1016/S0749-3797(18)30622–6
https://doi.org/10.1016/S0749-3797(18)30622–6
https://doi.org/10.1093/geront/gny177

Journals of Gerontology: PSYCHOLOGICAL SCIENCES, 2021, Vol. XX, No. XX 1"

Bakker, T. J. E. M., Duivenvoorden, H. J., van der Lee, J.,
Olde Rikkert, M. G. M., Beekman, A. T. E, & Ribbe, M. W.
(2011). Integrative psychotherapeutic nursing home program to
reduce multiple psychiatric symptoms of cognitively impaired
patients and caregiver burden: Randomized controlled trial.
The American Journal of Geriatric Psychiatry, 19(6), 507-520.
doi:10.1097/JGP.0b013e3181eafdc6

Braun, M., Mura, K., Peter-Wight, M., Hornung, R., & Scholz, U.
(2010). Toward a better understanding of psychological
well-being in dementia caregivers: The link between marital
communication and depression. Family Process, 49(2), 185-203.
doi:10.1186/s12912-014-0049-3

Cheng, S. T., Zhang, FE (2020). A comprehensive meta-review of
systematic reviews and meta-analyses on nonpharmacological
interventions for informal dementia caregivers. BMC Geriatrics,
20, 137. do0i:10.1186/s12877-020-01547-2

Christiansen, S., Oettingen, G., Dahme, B., & Klinger, R. (2010).
A short goal-pursuit intervention to improve physical capacity:
A randomized clinical trial in chronic back pain patients. Pain,
149(3), 444-452. d0i:10.1016/j.pain.2009.12.015

Cohen, S., Kamarck, T., & Mermelstein, R. (1983). A global measure
of perceived stress. Journal of Health and Social Behavior, 24(4),
385-396. doi:10.2307/2136404

Ducharme, E, Kergoat, M.-J., Coulombe, R., Lévesque, L.,
Antoine, P., & Pasquier, F. (2014). Unmet support needs of early-
onset dementia family caregivers: A mixed-design study. BMC
Nursing, 13(1), 49-49. doi:10.1186/512912-014-0049-3

Folstein, M. E, Folstein, S. E., & McHugh, P. R. (1975). “Mini-
mental state”. A practical method for grading the cognitive state
of patients for the clinician. Journal of Psychiatric Research,
12(3), 189-198. doi:10.1016/0022-3956(75)90026-6

Garand, L., Rinaldo, D. E., Alberth, M. M., et al. (2014). Effects of
problem solving therapy on mental health outcomes in family
caregivers of persons with a new diagnosis of mild cognitive
impairment or early dementia: A randomized controlled trial.
The American Journal of Geriatric Psychiatry, 22(8):771-781.
doi:10.1016/j.jagp.2013.07.007

Gawrilow, C., Morgenroth, K., Schultz, R., Oettingen, G., &
Gollwitzer, P. M. (2012). Mental contrasting with implemen-
tation intentions enhances self-regulation of goal pursuit in
schoolchildren at risk for ADHD. Motivation and Emotion,
37(1), 134-145. d0i:10.1007/s11031-012-9288-3

Gérain, P., & Zech, E. (2019). Informal caregiver burnout? Development
of a theoretical framework to understand the impact of caregiving.
Frontiers in Psychology, 10, 1748. d0i:10.3389/fpsyg.2019.01748

Gitlin, L. N., Marx, K., Stanley, I. H., & Hodgson, N. (2015).
Translating evidence-based dementia caregiving interven-
tions into practice: State-of-the-science and next steps. The
Gerontologist, 55(2), 210-226. doi:10.1093/geront/gnu123

Gollwitzer, P. M. (1999). Implementation intentions: Strong effects
of simple plans. American Psychologist, 54(7), 493-503. doi:
10.1037/0003-066X.54.7.493

Gollwitzer, P. M. (2014). Weakness of the will: Is a quick fix pos-
sible? Motivation and Emotion, 38(3), 305-322. do0i:10.1007/
s11031-014-9416-3

Gollwitzer, P. M., Mayer, D., Frick, C., & Oettingen, G. (2018).
Promoting the self-regulation of stress in health care providers:
An Internet-based intervention. Frontiers in Psychology, 9, 838.
doi:10.3389/fpsyg.2018.00838

Harris, P. B. (2013). Dementia and friendship: The quality and nature
of the relationships that remain. The International Journal of
Aging and Human Development, 76(2), 141-164. d0i:10.2190/
AG.76.2.c

Hawkley, L., Zheng, B., Hedberg, E. C., Huisingh-Scheetz, M., &
Waite, L. (2020). Cognitive limitations in older adults receiving
care reduces well-being among spouse caregivers. Psychology
and Aging, 35(1), 28-40. doi:10.1037/pag0000406

Herrmann, L. K., Welter, E., Leverenz, J., Lerner, A. J., Udelson, N.,
Kanetsky, C., & Sajatovic, M. (2018). A systematic review of
dementia-related stigma research: Can we move the stigma dial?
The American Journal of Geriatric Psychiatry, 26(3), 316-331.
doi:10.1016/j.jagp.2017.09.006

Holm, S. (1979). A simple sequentially rejective multiple test proce-
dure. Scandinavian Journal of Statistics, 6(2), 65-70.

Houssais, S., Oettingen, G., & Mayer, D. (2013). Using mental
contrasting with implementation intentions to self-regulate
insecurity-based behaviors in relationships. Motivation and
Emotion, 37(2), 224-233. d0i:10.1007/s11031-012-9307-4

Kappes, A., & Oettingen, G. (2014). The emergence of goal pur-
suit: Mental contrasting connects future and reality. Journal
of Experimental Social Psychology, 54, 25-39. doi:10.1016/j.
iesp.2014.03.014

Kappes, A., Oettingen, G., & Pak, H. (2012). Mental contrasting
and the self-regulation of responding to negative feedback.
Personality & Social Psychology Bulletin, 38(7), 845-857.
doi:10.1177/0146167212446833

Kappes, A., Singmann, H., & Oettingen, G. (2012). Mental con-
trasting instigates goal pursuit by linking obstacles of reality
with instrumental behavior. Journal of Experimental Social
Psychology, 48, 811-818. doi:10.1016/j.jesp.2012.02.002

Kappes, A., Wendt, M., Reinelt, T., & Oettingen, G. (2013).
Mental contrasting changes the meaning of reality. Journal of
Experimental Social Psychology, 49, 797-810. doi:10.1016/].
iesp.2013.03.010

Katz, J. N., Chang, L. C., Sangha, O., Fossel, A. H., & Bates, D. W.
(1996). Can comorbidity be measured by questionnaire rather
than medical record review? Medical Care, 34(1), 73-84.
doi:10.1097/00005650-199601000-00006

Kenny, D. A., Kashy, D. A., & Cook, W. L. (2006). Dyadic data anal-
ysis. Guilford Press.

Kirk, D., Oettingen, G. and Gollwitzer, P. M. (2013), Promoting in-
tegrative bargaining: Mental contrasting with implementation
intentions. International Journal of Conflict Management, 24(2),
148-165. doi:10.1108/10444061311316771

Logsdon, R. G., Gibbons, L. E., McCurry, S. M., & Teri, L.
(2002). Assessing quality of life in older adults with cogni-
tive impairment. Psychosomatic Medicine, 64(3), 510-519.
doi:10.1097/00006842-200205000-00016

Lwi, S. J., Ford, B. Q., Casey, J. J., Miller, B. L., & Levenson, R. W.
(2017). Poor caregiver mental health predicts mortality of pa-
tients with neurodegenerative disease. Proceedings of the
National Academy of Sciences of the United States of America,
114(28), 7319-7324. d0i:10.1073/pnas. 1701597114

Marquardt, M. K., Oettingen, G., Gollwitzer, P. M., Sheeran, P., &
Liepert, J. (2017). Mental contrasting with implementation inten-
tions (MCII) improves physical activity and weight loss among
stroke survivors over one year. Rehabilitation Psychology, 62(4),
580-590. doi:10.1037/rep0000104

1202 4890100 Gz uo Jesn BinquieH 1ensiaAiun wasAssyaylonaig Aq L¥960£9/S | L geqb/quoiab/ce0 01 /1op/ajonie-aoueape/ABojojuciaboosyoksd/woo dno-olwspese//:sdny wolj papeojumoq


https://doi.org/10.1097/JGP.0b013e3181eafdc6
https://doi.org/10.1186/s12912-014-0049-3
https://doi.org/10.1186/s12877-020-01547-2
https://doi.org/10.1016/j.pain.2009.12.015
https://doi.org/10.2307/2136404
https://doi.org/10.1186/s12912-014-0049-3
https://doi.org/10.1016/0022-3956(75)90026-6
https://doi.org/10.1016/j.jagp.2013.07.007
https://doi.org/10.1007/s11031-012-9288-3
https://doi.org/10.3389/fpsyg.2019.01748
https://doi.org/10.1093/geront/gnu123
https://doi.org/10.1037/0003-066X.54.7.493
https://doi.org/10.1007/s11031-014-9416-3
https://doi.org/10.1007/s11031-014-9416-3
https://doi.org/10.3389/fpsyg.2018.00838
https://doi.org/10.2190/AG.76.2.c
https://doi.org/10.2190/AG.76.2.c
https://doi.org/10.1037/pag0000406
https://doi.org/10.1016/j.jagp.2017.09.006
https://doi.org/10.1007/s11031-012-9307-4
https://doi.org/10.1016/j.jesp.2014.03.014
https://doi.org/10.1016/j.jesp.2014.03.014
https://doi.org/10.1177/0146167212446833
https://doi.org/10.1016/j.jesp.2012.02.002
https://doi.org/10.1016/j.jesp.2013.03.010
https://doi.org/10.1016/j.jesp.2013.03.010
https://doi.org/10.1097/00005650-199601000-00006
https://doi.org/10.1108/10444061311316771
https://doi.org/10.1097/00006842-200205000-00016
https://doi.org/10.1073/pnas.1701597114
https://doi.org/10.1037/rep0000104

12 Journals of Gerontology: PSYCHOLOGICAL SCIENCES, 2021, Vol. XX, No. XX

Miller, M. E., Rejeski, W. J., Reboussin, B. A., Ten Have, T. R., &
Ettinger, W. H. (2000). Physical activity, functional limitations,
and disability in older adults. Journal of the American Geriatrics
Society, 48(10), 1264-1272. doi:10.1111/.1532-5415.2000.
tb02600.x

Monin, J. K. (2016). Emotion regulation in the context of spousal
caregiving: Intrapersonal and interpersonal strategies. In
J. Bookwala (Ed.), Couple relationships in the middle and later
years (pp. 281-301). doi:10.1037/14897-015

Monin, J. K., Levy, B. R., & Kane, H. S. (2015). To love is to suffer:
Older adults’ daily emotional contagion to perceived spousal
suffering. The Journals of Gerontology, Series B: Psychological
Sciences and Social Sciences, 72(3), 383-387. doi:10.1093/
geronb/gbv070

Mutter, E. R., Oettingen, G., & Gollwitzer, P. M. (2020). An online
randomised controlled trial of mental contrasting with imple-
mentation intentions as a smoking behaviour change interven-
tion. Psychology & Health, 35(3), 318-345. do0i:10.1080/0887
0446.2019.1634200

Oettingen, G. (2014). Rethinking positive thinking: Inside the new
science of motivation. Penguin.

Oettingen, G., Mayer, D., Timur Sevincer, A., Stephens, E. J., Pak, H. J.,
& Hagenah, M. (2009). Mental contrasting and goal commitment:
The mediating role of energization. Personality & Social Psychology
Bulletin, 35(5), 608-622. doi:10.1177/0146167208330856

Oettingen, G., Pak, H., & Schnetter, K. (2001). Self-regulation of
goal setting: Turning free fantasies about the future into binding
goals. Journal of Personality and Social Psychology, 80, 736~
753. doi:10.1037/0022-3514.80.5.736

Oettingen, G., & Sevincer, A. T. (2018). Fantasy about the future as
friend and foe. In G. Oettingen, T. Sevincer, and P. Gollwitzer
(Eds.), The psychology of thinking about the future (pp. 127-
149). Guilford Press.

Peterson, K., Hahn, H., Lee, A. J., Madison, C. A., & Atri, A.
(2016). In the information age, do dementia caregivers get the
information they need? Semi-structured interviews to determine
informal caregivers’ education needs, barriers, and preferences.
BMC Geriatrics, 16(1), 164. doi:10.1186/s12877-016-0338-7

Raudenbush, S. W., Brennan, R. T., & Barnett, R. C. (1995). A mul-
tivariate hierarchical model for studying psychological change
within married couples. Journal of Family Psychology, 9(2),
161-174. doi:10.1037/0893-3200.9.2.161

Schulz, R., Beach, S. R., Czaja, S. ]J., Martire, L. M., &
Monin, J. K. (2020). Family caregiving for older adults.
Annual Review of Psychology, 71(1), 635-659. doi:10.1146/
annurev-psych-010419-050754

Schulz, R., Monin, J. K., Czaja, S. J., Lingler, J. H., Beach, S. R.,
Martire, L. M., Dodds, A., Hebert, R. S., Zdaniuk, B., &
Cook, T. B. (2010). Measuring the experience and perception
of suffering. The Gerontologist, 50(6), 774-784. doi:10.1093/
geront/gnq033

Schweiger-Gallo, 1., Bieleke, M., Alonso, M. A., Gollwitzer, P. M.,
& Oettingen, G. (2018). Downregulation of anger by mental
contrasting with implementation intentions (MCII). Frontiers in
Psychology, 9, 1-10. doi:10.3389/fpsyg.2018.01838

Spybrook, J., Bloom, H., Congdon, R., Hill, C., Martinez, A.,
Raudenbush, S., & To, A. (2011). Optimal design plus empir-
ical evidence: Documentation for the “optimal design” software.
William T. Grant Foundation.

Stadler, G., Oettingen, G., & Gollwitzer, P. M. (2009). Physical
activity in women: Effects of a self-regulation interven-
tion. American Journal of Preventive Medicine, 36(1), 29-34.
doi:10.1016/j.amepre.2008.09.021

Stadler, G., Oettingen, G., & Gollwitzer, P. M. (2010). Intervention
effects of information and self-regulation on eating fruits and
vegetables over two years. Health Psychology, 29(3), 274-283.
doi:10.1037/a0018644

Valshtein, T. J., Oettingen, G., & Gollwitzer, P. M. (2020). Using
mental contrasting with implementation intentions to reduce
bedtime procrastination: Two randomised trials. Psychology &
Health, 35(3),275-301. doi:10.1080/08870446.2019.1652753

Vitaliano, P. P., Murphy, M., Young, H. M., Echeverria, D., &
Borson, S. (2011). Does caring for a spouse with dementia pro-
mote cognitive decline? A hypothesis and proposed mechanisms.
Journal of the American Geriatrics Society, 59(5), 900-908.
doi:10.1111/.1532-5415.2011.03368.x

Watson, D., Clark, L. A., & Tellegen, A. (1988). Development and
validation of brief measures of positive and negative affect: The
PANAS scales. Journal of Personality and Social Psychology,
54(6), 1063-1070. doi:10.1037/0022-3514.54.6.1063

Wittleder, S., Kappes, A., Krott, N. R., Jay, M., & Oettingen, G.
(2019). Mental contrasting spurs energy by changing implicit
evaluations of obstacles. Motivation Science, 6(2), 133-155.
doi:10.1037/mot0000140

1202 4890100 Gz uo Jesn BinquieH 1ensiaAiun wasAssyaylonaig Aq L¥960£9/S | L geqb/quoiab/ce0 01 /1op/ajonie-aoueape/ABojojuciaboosyoksd/woo dno-olwspese//:sdny wolj papeojumoq


https://doi.org/10.1111/j.1532-5415.2000.tb02600.x
https://doi.org/10.1111/j.1532-5415.2000.tb02600.x
https://doi.org/10.1037/14897-015
https://doi.org/10.1093/geronb/gbv070
https://doi.org/10.1093/geronb/gbv070
https://doi.org/10.1080/08870446.2019.1634200
https://doi.org/10.1080/08870446.2019.1634200
https://doi.org/10.1177/0146167208330856
https://doi.org/10.1037/0022-3514.80.5.736
https://doi.org/10.1186/s12877-016-0338-7
https://doi.org/10.1037/0893-3200.9.2.161
https://doi.org/10.1146/annurev-psych-010419-050754
https://doi.org/10.1146/annurev-psych-010419-050754
https://doi.org/10.1093/geront/gnq033
https://doi.org/10.1093/geront/gnq033
https://doi.org/10.3389/fpsyg.2018.01838
https://doi.org/10.1016/j.amepre.2008.09.021
https://doi.org/10.1037/a0018644
https://doi.org/10.1080/08870446.2019.1652753
https://doi.org/10.1111/j.1532-5415.2011.03368.x
https://doi.org/10.1037/0022-3514.54.6.1063
https://doi.org/10.1037/mot0000140

