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Introduction: Recovery Colleges (RC/RCs) aim to promote personal recovery
through co-produced courses, grounded in the CHIME (Connectedness, Hope,
|dentity, Meaning, Empowerment) framework. The DiISCOVERY research
programme noted that RC dementia courses may offer a person-centred
approach to post-diagnostic dementia care. However, the lack of validated
outcome measures for this context presents a challenge in evaluating RCs’
effectiveness. This scoping review examines the potential outcome measures
for evaluating the impact of RC dementia courses.

Methods: The review followed the Arksey and O'Malley framework, searching for
eligible papers across six databases related to dementia and the CHIME
strengths-based approach. Instruments relating to personal recovery and
positive psychology for people with dementia or their family supporters were
included. Measures of cognition, clinical symptoms, or ‘negative constructs’ (e.g.,
burden) were excluded. DiISCOVERY stakeholder groups (people with dementia
and clinicians) met to collaboratively identify meaningful domains and
relevant measures.

Results: Fourteen instruments relating to hope, resilience, self-efficacy,
empowerment, and coping were identified. Stakeholders of people living with
dementia endorsed domains of empowerment, resilience, and hope. No single
instrument captured the range of outcomes that underlie the concepts of the RC
dementia course.
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Discussion: This study contributes to the limited literature on instruments for the
evaluation of concepts underlying RC dementia courses. Findings suggest a need
for adaptation and further validation of existing measures, to address
responsiveness, interpretability, and the inclusion of domains related to
recovery. Future research on recovery in the context of dementia should
involve developing or adapting new measures, conducting feasibility studies,
and exploring cultural sensitivity for diverse populations.

dementia, outcome measure, personal recovery, recovery college, positive psychology,
hope, resilience, empowerment

Introduction

Recovery Colleges (RC/RCs) are delivered in the UK by the
National Health Services (NHS). They offer courses designed to
support personal recovery and self-management amongst
individuals experiencing mental health challenges. These courses
are co-produced by people with lived experience and mental health
professionals, providing opportunities for collaboration and skill
sharing, aimed at enhancing healthcare outcomes beyond symptom
reduction (1). RCs are inclusive of family supporters, healthcare
staff, and people with lived experience (2). Course attendees are
referred to as ‘students’ and facilitators as ‘tutors.” This is thought to
empower course attendees by fostering a community-based model
that promotes empowerment, learning, and growth. The structure
aims to create equitable relationships between people with ‘lived’
(i.e., people with a ‘diagnosis’/family supporters) and ‘learned’ (i.e.,
professionals working in services) experiences of mental health,
potentially breaking down stigma-related barriers of ‘them’ and ‘us’
(1, 3) or related power imbalances.

The overall aim of RCs is to empower individuals to rebuild
meaningful lives alongside their diagnoses, by focussing on
strengths and promoting hope, identity, and connection (4). The
conceptual framework CHIME (i.e., Connecting with others,
inspiring Hope, maintaining a positive Identity, finding Meaning
in life outside of symptoms, and Empowering control over life)
underpins a strengths-based approach (5). In line with these
principles, assessment tools used in this context should reflect
positive psychological and recovery-oriented outcomes—such as
wellbeing, purpose, and self-efficacy—rather than focussing only on
decline or impairment. People living with a health condition, and
their unpaid supporters, provide unique and inspiring perspectives
derived from their lived experience when participating in RC
courses as ‘peer tutors’ or ‘experts by experience,’ sharing
decision-making during co-production and co-facilitation (4, 6).

Building on established UK NHS infrastructure, RC dementia
courses offer a novel approach to post-diagnostic dementia support,
where co-production is central to delivery (7) thus promoting a
focus on thriving with dementia that promotes an optimistic and
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empowering outlook, following a diagnosis. The DiSCOVERY
research programme (NIHR131676,2022-2024) aimed to
understand what works post-diagnosis, for whom, in what
circumstances, and why, in RC dementia courses (8). Findings of
a realist review, which aimed to develop an initial programme
theory, supported the application of personal recovery principles for
people with dementia, their unpaid supporters, and staff,
emphasising the importance of diverse stakeholder inclusivity
during co-production and co-facilitation (9). A national survey of
RC dementia courses which located 12 NHS-funded courses across
the UK (10) found barriers in delivery such as limited
organisational awareness of RCs, low ethnic diversity in attendees,
and confusion about the term ‘recovery’ in the context of a
progressive and life-limiting illness. Nonetheless, staff endorsed
the value of co-produced dementia courses and suggested
strategies to overcome these barriers (10).

Mental health outcome measures, reported by patients,
clinicians, or sometimes by a proxy like a family member, are
often used to assess an individual’s status in evaluating
interventions. For example, outcome domains may include social
(11) inclusion (12, 13), mood or behavioural symptoms (14),
wellbeing (15), and staff confidence in working with people with
dementia (16). If we are to measure effectiveness, outcome measures
need to be matched to the concept being evaluated (17); in this case,
the CHIME framework may be a useful guide to identifying
outcomes. Self-report outcome measures are also appropriate in
this context, aligning with recovery-oriented practices and
principles of RC, relating to empowering and engaging
individuals in their personal recovery process (5, 18). Positive
psychology, which scientifically studies what makes life most
worth living by focussing on strengths, virtues, and factors that
contribute to human flourishing and wellbeing, closely aligns with
CHIME. CHIME emphasises personal strengths and resilience to
enhance wellbeing (17). For example, the focus on fostering hope
and positivity and finding meaning in the CHIME framework
reflects the concepts of hope and optimism for the future and
building meaningful lives within positive psychology (19, 20). Given
these overlaps, identifying positive psychology outcome measures
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for use in RC dementia courses may be a useful way to measure
aspects of personal recovery. Other reviews have reported on
existing self-report positive psychology measures used (17),
validated or adapted for use by people with dementia or family
supporters (21-23), but little is known about how these relate to the
concept of CHIME that underlies RCs in the context of dementia.
Co-researching with key patient and public involvement groups,
including service users with dementia, ensures research that is being
co-produced is relevant and meaningful for people with dementia
(24, 25). Significantly, their lived expertise can strengthen the
validity of the results and accessibility of the outputs. Co-creating
RC evaluative work is also emerging, but few peer-reviewed articles
can be found (26).

In dementia research, several core outcome sets have been
developed with and for people living with dementia, which
identify outcomes that are highly valued by them (27). This
scoping review aims to build on this work by identifying outcome
measures for people living with dementia and their family
supporters as either attendees or peer tutors of RC dementia
courses. This may help service providers to evaluate the impact of
this type of post-diagnostic service.

The objectives were to

1. Identify domains of outcomes for people with dementia
and their supporters (including friends) attending or co-
facilitating RC dementia courses, guided by the realist
programme theory.

2. Review literature to identify standardised outcome
measures that align with these outcome domains.

3. Evaluate the measurement properties of the instruments.

4. Present stakeholders (people with dementia and clinicians)
with an overview of domains and related instruments to
discuss, refine, and co-produce recommendations for
accessible outcome measures for evaluating RC
dementia courses.

Methods
Study design

The scoping review methodology was employed as such reviews
are useful in areas with emerging or fragmented evidence, as they
provide a comprehensive overview of existing research and
highlight gaps in knowledge (28). The review adhered to the
PRISMA-ScR checklist (29) to ensure rigorous and transparent
reporting of the review process. We followed the six-step framework
proposed by Arksey and O’Malley (30) with an adapted first step.

Step 1: embedded stakeholder engagement

The Arksey and O’Malley (30) framework originally described
‘consultation with relevant stakeholders’ as an optional last stage.
The other authors’” scoping RCs and co-creation modified the first
step reconceptualising this as ‘co-creator’ engagement (26). Our

Frontiers in Psychiatry

10.3389/fpsyt.2025.1591772

study also involved co-researching throughout—renamed
‘embedded stakeholder engagement’—to reflect integrated
processes throughout the entire co-produced DiSCOVERY
research programme. The initial domains for the scoping review
were drawn from the realist programme theory of dementia courses
involving co-researching with DiISCOVERY stakeholders of people
with lived experience of dementia (the Partners in Research group)
which consisted of up to 12 members of people either living with
dementia and family supporters and healthcare professionals (the
Staff Advisory group) to validate the findings (8, 9).

For stakeholder engagement within the scoping review, the
research team first grouped outcome measures into higher-level
domains to guide discussions. Then, the team collaborated with
DiSCOVERY stakeholders to identify the most relevant domains
that would be meaningful for RC dementia courses. This ensured
that the lived experiences of people with dementia and their
supporters were not overlooked and occurred in two group
discussions where higher-level domains of the eligible outcome
measures extracted from the literature search were presented and
participants considered what domains might be meaningful for
them. The domains were broadly related to knowledge of dementia,
coping, hope, stigma, resilience, empowerment, self-efficacy, social
support, and wellbeing. These discussions aided the ranking of the
importance of each domain for both people with dementia and
supporters, as each person was asked to select their top 3 domains
by importance, in which the average ranking was calculated to
identify the most relevant outcome measures for dementia courses.

Step 2: identifying the review question
The following review questions were developed:

a. What existing outcome measures, if any, can be used to
evaluate the experiences of people living with dementia
either attending or co-facilitating Recovery College
dementia courses?

b. What existing outcome measures, if any, can be used to
evaluate the experiences of family/friend supporters of
people living with dementia either attending or co-
facilitating Recovery College dementia courses?

Step 3: identifying relevant studies
Search strategy

The review terms were guided by the outcome domains
identified in the RC realist programme theory (9) and discussions
with stakeholder groups which included ‘lived’” and ‘learned’
experts. To manage the two distinct perspectives, two separate
searches were conducted: one for people living with dementia and
another for family supporters. Members of the DISCOVERY team
(JA, LB, and JW) met to ensure the search terms were consistent
with the results of the realist review. Domains included ‘personal
recovery constructs based on the CHIME recovery framework (5)
and positive psychology constructs.

Comprehensive search strategies were designed with input from
the DiISCOVERY project team, including a librarian (RK). Between
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August 2024 and November 2024, the following academic databases
were searched to identify relevant studies by JA: Cochrane Library,
MEDLINE, PubMed, PsycINFO, CINAHL, and Embase. To capture
a broad spectrum of relevant literature across various disciplines, an
expansive and inclusive search strategy was used (31).

Search terms

To ensure the inclusion of all available and relevant preliminary
studies, this study used Medical Subject Headings (MeSH) terms to
identify studies concerning the measured constructs. The following
key terms were applied to each database for both people living with
dementia and family supporters: dement* or Alzheimer*. Search
terms relevant to outcome measures and psychometric studies were
also included: outcome* OR measur* OR evaluation OR
assessment* OR questionnaire* OR patient-report* OR tool* OR
index OR self-report OR scale OR inventor* OR instrument AND
validation OR develop* OR psychometric.

Additional search terms of outcomes for people with dementia
included the following: person-cent* OR stigma OR self-stigma OR
motivat* OR belong* OR flourish* OR positive psychol* OR
optimis* OR connect* OR social engage* OR “social relationship”
OR recover* OR accept* OR agency OR control OR empower* OR
self-esteem OR meaning OR purpose OR identity OR strength* OR
resilien* OR self-efficacy OR hope* OR education OR knowledge
OR peer OR autonomy OR “positive affect” OR self-agency OR self-
acceptance OR self.

To see the additional search terms used for family supporter
outcomes and an example of the full search strategy, see
Supplementary File A. For an example of the full search strategy
used for people with dementia, see Supplementary File B. Search
terms were limited to titles and abstracts to allow screening of a
large number of articles and identify those most likely to address the
research question.

Step 4: selection of studies
Screening

After downloading the citations into RefWorks, JA
independently reviewed all titles and abstracts to determine
eligibility based on the criteria outlined below (Figure 1). These
criteria were identified through discussion and refinement with the
research team. Reference lists of key articles and reviews were
manually searched to identify relevant research missing from
database searches (17, 21-23, 32-35). JA independently reviewed
all eligible full-text articles. A second reviewer (EW) assessed a 20%
random sample of the full-text articles for consistency in the
application of the criteria, ensuring the reliability and validity of
the review. Any discrepancies during the screening process were
discussed amongst the research team to determine the inclusion or
exclusion of the literature in question.

Eligibility criteria

The following inclusion criteria were applied: 1) sample:
participants must have a diagnosis of dementia or be a family
member or friend supporting a person with dementia; 2) target user
of outcome measure: the study must explicitly state that the
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outcome measure is either to be completed by people with
dementia or their supporters; 3) study design: primary research
studies within peer-reviewed literature describing the development
and/or validation of outcome measures for research with the target
population; 4) setting: validated for use in community-based
settings; 5) types of outcome measures: self-report questionnaire-
based outcome measures within domains of positive psychology or
personal recovery; 6) year: studies conducted between 1998 and
2024; and 7) language: papers published in English.

The exclusion criteria included the following: 1) studies that
focussed on clinical outcomes such as cognitive function or behaviour
and psychological symptoms of dementia; 2) outcome domains
measuring deficits/negative constructs like caregiver burden or
generic outcome measures of quality of life; 3) studies focussing on
conditions other than dementia; 4) intervention studies unless it
explores development or validation process; and 5) studies using
proxy-reported outcome measures. After screening the literature, an
additional restriction was added to exclude papers that did not use
English-language versions of the outcome measures.

These criteria were selected to ensure that the outcome
measures included were relevant and appropriate for people with
dementia and their supporters and aligned with the ethos of
Recovery Colleges. Prioritising self-report tools, validated in
community settings and grounded in positive psychology or
personal recovery, ensured a focus on strengths-based, person-
centred outcomes rather than clinical or deficit-based constructs.
Limiting studies to those reporting development or validation
processes helped streamline the review by narrowing the scope to
outcome measures with established psychometric properties,
enhancing both the rigour and efficiency of the literature
selection. The timeframe corresponds with the reintroduction of
positive psychology (36), and English-language restrictions were
applied for feasibility. Exclusions further ensured conceptual
alignment by removing studies that addressed unrelated
populations, proxy measures, or outcomes not reflective of the
CHIME framework or positive psychology.

Stage 5: charting the data
Data extraction

JA extracted data using a pre-determined Excel spreadsheet
template extracting the authors, study design, study aim, target user,
age and sample size, and geographical location. Other information
relevant to the outcome measures was collected, including the name
of the measure, domains assessed, number of items, and response
options. Information on psychometric properties (e.g., content
validity, internal consistency, construct validity, reliability,
responsiveness) was also extracted. Measures were grouped into
domains relevant to the CHIME framework and positive
psychology constructs.

Quality appraisal

As the review focussed on development and validation studies,
we ordered the ratings of instruments using Terwee’s criteria and its
tool for quality assessment, covering content validity, internal
consistency, construct validity, reproducibility, responsiveness,
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TABLE 1 Terwee's criteria (2007).

Property

1. Content validity

2. Internal consistency

Definition

The extent to which the domain of interest is comprehensively
sampled by the items in the questionnaire (the extent to which the
measure represents all facets of the construct under question).

The extent to which items in a (sub)scale are inter-correlated, thus
measuring the same construct.

10.3389/fpsyt.2025.1591772

Quality criteria

+ 2 = A clear description of measurement aim, target population,
concept(s) being measured, and item selection AND target population
(investigators OR experts) were involved in item selection.

? 1 = A clear description of the above aspects is lacking OR only the
target population was involved OR doubtful.

— 0 = No target population involvement.

0 0 = No information found on target population involvement.

+ 2 = Factor analyses performed on an adequate sample size (7x
number of items, >100) AND Cronbach’s alpha(s) calculated per
dimension AND Cronbach’s alpha(s) between 0.70 and 0.95.

21 = No factor analysis OR doubtful design or method.

— 0 = Cronbach’s alpha(s) <0.70 or >0.95, despite adequate design and
method.

0 0 = No information found on internal consistency.

3. Criterion validity

4. Construct validity

5. Reproducibility

The extent to which scores on a particular questionnaire relate to a
gold standard.

The extent to which scores on a particular questionnaire relate to
other measures in a manner that is consistent with theoretically
derived hypotheses concerning the concepts being measured.

+ 2 = Convincing arguments that the gold standard is ‘gold” AND
correlation with the gold standard >0.70.

? 1 = No convincing arguments that the gold standard is ‘gold’ OR
doubtful design or method.

— 0 = Correlation with gold standard <0.70, despite adequate design
and method.

0 0 = No information found on criterion validity.

+ 2 = Specific hypotheses were formulated AND at least 75% of the
results are in accordance with these hypotheses.

? 1 = Doubtful design or method (e.g., no hypotheses).

— 0 = Less than 75% of hypotheses confirmed, despite adequate design
and methods.

0 0 = No information found on construct validity.

5.1 Agreement

5.2 Reliability

The extent to which scores on repeated measures are close to each
other (absolute measurement error).

The extent to which patients can be distinguished from each other,
despite measurement errors (relative measurement error).

+ 2 = SDC < MIC OR MIC outside the LOA OR convincing
arguments that agreement is acceptable.

? 1 = Doubtful design or method OR (MIC not defined AND no
convincing arguments that agreement is acceptable).

— 0 =MIC < SDC OR MIC equals or inside LOA despite adequate
design and method.

0 0 = No information found on agreement.

+ 2 = ICC or weighted Kappa >0.70.

? 1 = Doubtful design or method.

— 0 = ICC or weighted Kappa <0.70, despite adequate design and
method.

0 0 = No information found on reliability.

6. Responsiveness

7. Floor and
ceiling effects

The ability of a questionnaire to detect clinically important changes
over time.

The number of respondents who achieved the lowest or highest
possible score.

+ 2 =8SDC or SDC < MIC OR MIC outside the LOA OR RR >1.96
OR AUC 20.70.

? 1 = Doubtful design or method.

— 0 =SDC or SDC > MIC OR MIC equals or inside LOA OR RR
<1.96 OR AUC <0.70, despite adequate design and methods.

0 0 = No information found on responsiveness.

+ 2 = <15% of respondents achieved the highest or lowest possible
scores.

? 1 = Doubtful design or method.

— 0 = >15% of the respondents achieved the highest or lowest possible
scores, despite adequate design and methods.

0 0 = No information found on interpretation.

8. Interpretability

The degree to which one can assign qualitative meaning to
quantitative scores.

+ 2 = Mean and SD scores presented for at least four relevant
subgroups of patients AND MIC defined.

2 1 = Doubtful design or method OR fewer than four subgroups OR
no MIC defined.

0 0 = No information found on interpretation.

a + = positive rating; ? = indeterminate rating; — = negative rating; 0 = no information available. b Doubtful design or method = lacking a clear description of the design or methods of the study,
sample size smaller than 50 subjects (should be at least 50 in every (subgroup) analysis), or any important methodological weakness in the design or execution of the study.
MIC, minimal important change; SDC, smallest detectable change; LOA, limits of agreement; ICC, intraclass correlation; SD, standard deviation.
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floor and ceiling effects, and interpretability (37; Table 1). This tool
has been used in other similar studies (e.g., 21). Each outcome
measure is rated on a scale (0 to 18), with scores categorised as poor
(0-4), moderate (5-9), good (10-14), or very good (15-18) (22). JA
appraised the risk of bias in all eligible studies and LA
independently assessed 25%. Discrepancies in ratings were
discussed and resolved with a third researcher (EW). We viewed
useful measures for evaluating RC courses as those with the highest
quality ratings.

Ethical approval

This scoping review of published literature did not involve
primary data collection from research participants. However, the
scoping review methodology draws on deliberation and shared
decision-making with key stakeholders. The review was
completed with the Partners in Research group and the Staff
Advisory group, who have been involved in every stage of the
study. Informed consent has been obtained for their involvement
(ethics reference numbers DiISCOVERY WP1 22/WM/0215 and
DiSCOVERY WP2-4 22/WM/0021).

Results
Discovery stakeholder discussions

Discovery stakeholders, including those with lived and learned
experience of dementia, collaboratively identified suitable domains
and outcome measures for evaluating RC dementia course
outcomes. This ensured that measures captured relevant domains
for attendees or co-facilitators and highlighted areas for
development. The inclusion of CHIME and positive psychology
domains was shaped by discussions with DiSCOVERY
stakeholders, who emphasised the importance of measuring
personal recovery for both people with dementia and their family
supporters. Hope was recognised as an important outcome for both
groups, along with a strong focus on resilience by people with
dementia. Empowerment, specifically the ability to regain control
over one’s life and maintain independence after the dementia
diagnosis, was also identified as a critical outcome for people with
dementia. In addition to hope, the importance of increasing coping
strategies and increasing confidence in managing the challenges of
supporting someone living with dementia throughout their journey
was identified as essential for caregivers.

Our review of instruments and stakeholder advice led us to
concentrate on outcome measures relevant to the three top ranking
domains which were also aligned with some aspects of the CHIME
framework (see Supplementary File C). Rankings of outcome domains
were also based on discussions with stakeholders, including clinicians
and people with dementia to reflect their collective perspectives on the
importance of each domain for evaluating RC dementia courses.
Therefore, these rankings were grounded in lived experience and
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expert input. Measures assessing social support, stigma, and
dementia knowledge were therefore excluded.

Overview of outcome measures

The top 3 domains for each population, people with dementia
and family supporters, are reported here as they fall within the
domains of the CHIME framework and/or positive psychology. A
total of 14 outcome measures relevant to evaluating Recovery
College dementia courses were identified, focussing on the
domains of hope, resilience, self-efficacy, empowerment, and
coping. Table 2 summarises the 14 outcome measures, providing
key study information and their psychometric properties.

The outcome measures identified are organised by domain to
facilitate comparison of psychometric properties and ratings. The
number of measures identified for each higher-level domain were as
follows: hope (3), resilience (2), coping (1), empowerment (3), and self-
efficacy in caregivers (6). No outcome measures received a ‘very good’
rating from quality appraisal (see Table 3 for quality appraisals).

Hope in people living with dementia and
caregivers

Two outcome measures were identified to assess hope in people
living with dementia: the Hope Herth Index (HHI; 56) and the 16-
item Positive Psychology Outcome Measure (PPOM; 58), an
adapted version of the HHI. The HHI and the 14-item Positive
Psychology Outcome Measure-Carer (PPOM-C; 53) were also
found to assess hope in family supporters. Both PPOM and
PPOM-C contain hope and resilience subscales and have
separately established psychometric properties, so they will be
described within their respective domains.

The PPOM hope subscale was rated as good (11/18),
demonstrating good internal consistency (o = 0.88) and moderate
reproducibility (ICC = 0.88) and construct validity (quality of life, r =
0.60, p < 0.001; depression, r = —0.68, p < 0.001). Factor analysis
indicated that PPOM retains a two-factor structure for hope and
resilience. The PPOM-C, a 14-item adapted measure for family
caregivers, was also rated good (10/18), with factor analysis
confirming an improved two-factor structure after removing two
items—one item was removed from the hope subscale—to address
multicollinearity and improve internal consistency (hope subscale: o
= 0.91). Additionally, PPOM-C showed good test-retest reliability
after 4 weeks (ICC = 0.91) but lacked interpretability. Both measures
had high content validity due to substantial involvement from both
experts and individuals with lived experience.

The HHI was rated moderate (6/18) due to its good internal
consistency (o = 0.90) and construct validity, with a positive
association with social support (r = 0.37, p < 0.05). However,
there was a lack of data for content validity, interpretability, and
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TABLE 2 Overview of outcome measures.

Domain: Coping

Author  Measure Participants; Age Number of items Response Reliability Validity
(Year), option
Country
Cooper Brief COPE Carers of people with dementia 14-item instrument (subscales: emotion- = 4-point Internal consistency: At Time 1, emotion-focused subscale | Construct validity:
et al. (n=125); Mean age = 63.8 (SD = focussed; problem focussed; Likert scale o = 0.72, problem-focused subscale scale o = 0.84, Emotion-focused coping was positively
(38), UK 13.3), range 30 - 90 problem-focussed) dysfunctional coping scale o0 = 0.75. associated with problem-focused coping
Test-retest: (r =0.68, p <.001).
Overall sample: Time 1 correlated with Time 2 (r = 0.67) Dysfunctional coping was predicted by
and Time 3 (r = 0.54), p < 0.001. Stable burden subgroup | higher burden (B = 0.36, p <.001) and
(burden score within 1 SD from Time 1 to Time 3): Time | problem-focused coping (B = 0.31, p =
1 correlated with Time 2 (r = 0.72) and Time 3 (r = 0.57), | .003).
p < 0.001. Problem-focused coping was positively
Subscale reliability: Dysfunctional, Emotion-Focused, and | associated with avoidant attachment (r =
Problem-Focused Coping: T1-T2 (overall sample): r = 0.40, p < .001), ADL impairment (r =
0.64, 0.51, 0.71, p < 0.001. T1-T2 (stable burden group): r | 0.22, p <.01), and social support (B =
=0.68, 0.58, 0.72, p < 0.001. T1-T3 (overall sample): r = 0.10, p = 0.25).
0.59, 0.44, 0.38, p < 0.001. T1-T3 (stable burden group): r Content validity: No target user
=0.59, 0.60, 0.46, p < 0.001. involvement during development (39).
Domain: Empowerment
Stoner et al. | Control, People with dementia 19-item instrument 4-point Internal consistency: Overall o. = .86; Control subscale o Convergent validity:
(23), UK autonomy, (n = 225); Mean age = 77.1 (SD = Likert scale = .645, autonomy subscale o = .505, pleasure subscale o Hope and resilience (r = 0.73, p < 0.01)
self-realisation | 9.4), range 50-99 =718, self-realisation subscale o = .781. Engagement and independence (r = 0.75,
and Test-retest (one week; n = 48): ICC = 0.86 (95%CI = 0.76 | p < 0.01)
pleasure scale -.92) Concurrent validity:
Quality of life (r = 0.71, p < 0.01)
Discriminant validity:
Depression (r = -0.71, p < 0.01).
Content validity: No target user
involvement (39).
Stoner et al. | Engagement People living with dementia (n = 26-item instrument (Subscales: activities = 5-point Internal consistency: Overall EID-Q o = .91, Sense of Convergent validity:
(40), UK and 225); Mean age = 77.1 (SD = 9.4), of daily living; decision-making; activity = Likert scale independence subscale o = .85, and social engagement Quality of life with EID-Q (r =.68,

Independence
in

Dementia
Questionnaire

range 50-99

engagement; support; reciprocity)

subscale o = .85.
Test-retest: ICC = 0.77, (95% CI = 0.61 - 0.87, p < .001)

p<.001), independence subscale (r = .63,
p<.001), engagement subscale (r = .69,
p<.001).

CASP-19 with EID-Q (r = .75, p<.001),
engagement subscale (r = .66, p<.001),
independence subscale (r = .70, p<.001).

Divergent validity:

Depression with EID-Q (r = -.74,
p<.001), independence subscale (r = -.70,
p<.001), engagement subscale (r = -.74,
p<.001).

(Continued)
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TABLE 2 Continued

Domain: Coping

Author Measure
(Year),

Country

Participants; Age

Domain: Empowerment

Number of items

Response
option

Reliability

Validity

Factor analysis: CFA supported 5-factor
second-order model: %*(293) = 694, p <
.001; CFI = 0.83; RMSEA = 0.08; SRMR
=0.07.

Menne Decision- People with dementia (n=217),
et al. Making Mean age = 76 (SD = 9.2)
(41), USA Involvement

Scale

; 15-item instrument (15 dimensions of
the person with dementia’s day-to-day
decision making.)

People with
dementia report
on their
decision-making
involvement on
a 4-point scale:

Internal consistency: o. = 0.85 (person with dementia)
Test-retest: Not reported

Factor Structure: 1-factor solution;
explained variance = 33.74%.
Convergent Validity:

Quality of life (r = 0.30, p < .10).
Divergent Validity:

No significant correlation with
depression scores or relationship strain.
Content validity: Stakeholder
involvement during development (42)
Other: People with dementia reported
moderate involvement in decision-
making (M = 2.29, SD = 0.60).

Note: proxy measure for caregivers has
been excluded for this review.

Domain: Caregiver Self-efficacy

Steffen The Revised Study 1: Female Supporters of 15 items (subscales: obtaining respite; Likert scale 0 to | Internal consistency: Obtaining respite subscale o = 0.85, Factor analysis: a three-factor model fit,
et al. Scale of people with dementia (n=169); responding to disruptive patient 100; Higher Responding to behaviours subscale o = 0.82, controlling was found with a CFI of 0.93.
(43), USA Caregiving Mean age = 63.8 (SD = 8.3) behaviours; controlling upsetting scores reflect upset thoughts subscale o, = .85. Convergent validity: Perceived social
Self-efficacy Study 2: Supporters of people with  thoughts about caregiving) greater Test-retest o = 0.70-0.76 for the three subscales. support (r = 0.47)
dementia (n=145); Study 2: Mean self-efficacy Test-retest reliability in Study 2 (two-weeks later): r =.76 | Divergent validity: Depression (r = 0.38),
age = 60.2 (SD = 13.3) for Obtaining respite self-efficacy, r = .70 for self-efficacy Anger (r = —0.45), and Anxiety (r =

subscale Disruptive patient behaviour self-efficacy, r = .76 | -0.37).

Controlling Upsetting thoughts self-efficacy. Content validity: Some evidence of
stakeholder involvement for
administration format but not item
content (44)

Kuhn and Self- Supporters of people with 15-item instrument 5-point Internal consistency: o = 0.90 Convergent validity: Not reported
Fulton efficacy Scale dementia (n = 45); Mean age = Likert scale Effectiveness: Significant increase in
(45), USA 74.3 (SD = 7.4), range 25 - 83 caregiver self-efficacy scores (Pre: M =

3.0, SD = 0.7; Post: M = 3.3,SD = 0.7) t
(43) = -4.619, p < .0005. Effect size: d =
0.4 (moderate)

(Continued)
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TABLE 2 Continued

Domain: Coping

Author
(Year),
Country

Measure

Participants; Age

Domain: Caregiver Self-efficacy

Number of items

Response
option

Reliability

Validity

Vernooij-
Dassen

et al. (46),
The
Netherlands

Jansen et al
(48),
The
Netherlands

Gottlieb
and Rooney
(49),
Canada

Short Sense of
Competence
Questionnaire

Sense of
competence
questionnaire

RIS eldercare
self-
efficacy scale

Supporters of people with
dementia (n=141); Mean age = 63

Supporters of people with
dementia symptoms (i.e. cognitive
impairment, pre-diagnostic
dementia or dementia in its early
stages; n=93); Mean age = 62.9 (SD
=14.4), range 32.5-91.2

Caregivers of people with dementia
(n=146); Mean age = 61 (SD =
13.4) range 31 - 88

7-item instrument

27 item instrument

(subscales: satisfaction with the care
recipient; satisfaction with one’s own
performance as a caregiver;
consequences of involvement in care for
the personal life of the caregiver)

10-item instrument (subscales:
relational self-efficacy; instrumental self-
efficacy; self-soothing self-efficacy)

5-point
Likert Scale.

5-point scale

5-point
Likert scale

Internal consistency: o = 0.76
Additional reliability testing in three other studies: o. =
0.68 to 0.87

Internal consistency: Satisfaction with care recipient o =
0.83, Satisfaction with own performance o = 0.83,
Consequences of involvement in care: o, = 0.85.

Internal consistency per subscale: o0 = 0.72 relational, o0 =
0.74 instrumental, o = 0.79 self-soothing subscales.
Test-retest reliability (n = 105, 6 months later): r = 0.48-
0.69 (p < 0.0001)

Construct validity:

Sense of competence Questionnaire
(SCQ; 47) (r = 0.88).

Content validity - No involvement of
target population.

Construct validity:

Most hypothesis rejected except for
subscale consequences of involvement in
care with burden (r = -0.69, 95% CI:
1.00 0.62) and mental QOL (r = 0.44,
95% CI:0.14, 0.57).

Factor Structure: 3-factor model
confirmed

Ceiling Effects: 18% of participants
reached the maximum score on the
"Satisfaction with care recipient" subscale
Overall SCQ Score: Mean = 107.7, SD =
13.7

Content validity: No involvement of
unpaid caregivers during

development (47)

Factor structure: 3-factor model
confirmed

Convergent validity:

Instrumental self-efficacy and optimism:
r=0.41, p <0.001

Self-sooth self-efficacy and social
support: r = 0.30, p < 0.001

Relational self-efficacy and coping
efficacy = r = 0.32, p < 0.001

Divergent validity:

Instrumental self-efficacy and anger: r =
-0.35, p < 0.001

Ritter et al.
(50), USA

Eight-item
caregiver self-
efficacy scale
(CSES-8)

Intervention caregiver sample (n =
158); Mean age = 65.4 (SD = 10.6),
range 23

-89

Online survey sample

8-item instrument (caregiving content
areas: obtaining respite, controlling
negative thoughts, coping with new
situations, stress management, self-care,

10-point
Likert scale

Internal consistency:
In person: o = .89
Online: o0 = .88

Factor structure: PCA identified a single-
factor structure.

Construct validity:

Online study sample with RSCESE (43)
subscales:

(Continued)
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TABLE 2 Continued

Domain: Coping

Author  Measure Participants; Age Number of items Response
(Year), option
Country

Domain: Caregiver Self-efficacy

Reliability

Validity

(n = 138); Mean age = 78 finding resources, and preventing
Supporters of people with cognitive = disruptive behaviours)

disabilities e.g., stroke, age-related

dementia, traumatic brain injury (n

of carers of people with dementia

not reported)

Test-retest in online sample (n=47, 2-3 weeks later): r =
0.75 (p < .001)

Obtaining respite scale 0.68, p<.001
Responding to disruptive patient
behaviour .51, p<.001 Controlling
upsetting thoughts .83, p<.001
Construct validity via in person
intervention study: Burden: r = -0.66 (p
<.001) Depression: r = -0.53 (p < .001)
Caregiver strain: r = -0.46 (p < .001)
6-month changes in person sample (n =
117): Burden: r = -0.39 (p < .001)
Depression: r = -0.43 (p < .001)
Caregiver strain: r = -0.24 (p < .01)

Domain: Resilience and/or Hope

McGee Resilience People with early-stage dementia 14 items Adapted 3-point
et al. Scale 14 (52) (n=36); Mean age = 74.39 (SD = Likert scale
(51), USA 10.70), range 56 - 93
Pione et al. | Positive Family supporters of people living 14 item measure (subscales: hope five-point
(53), UK Psychology with dementia (n=267); Mean age and resilience) Likert scale
Qutcome =60.51 (SD = 14.37) range 20 - 92
Measure
- Carer

Internal consistency: o. = 0.81

Improved internal consistency for revised PPOM-C: o0 =
0.948. Hope subscale: o0 = 0.912; Resilience subscale: oL =
0.918 respectively.

Test-Retest Reliability: ICC = 0.91 (95% CI = 0.85 - 0.95)
over 4 weeks. Hope subscale ICC = 0.891 (95%CI = 0.82 -
0.94). Resilience subscale ICC = 0.874 (95%CI = 0.79

- 0.93).

Convergent validity:

Presence of meaning of life: r = 0.48 (p
<.01)

Optimism: r = 0.38 (p < .05)

Life Satisfaction: r = 0.30 (p < .05)
Gratitude: r = 0.39 (p < .05)
Discriminant validity:

Search of meaning life: r = -0.32 (p <
.01)

Depression: r = -0.54 (p < .01)
Anxiety: r = -0.72 (p < .01)

Content validity: Only stakeholder
engagement with scoring system and
administration instructions.

Convergent validity: Hope subscale: r =
0.67 (p < .001) Resilience subscale: r =
0.58 (p < .001) SF-12 Mental
Component: r = 0.63 (p < .001) SF-12
Physical Component: r = 0.19 (p = .002)
Social support: r = 0.39 (p < .001)
Divergent validity: Hospital anxiety and
depression: r = -0.66 (p < .001)

Fit Indices (CFA): CFI = 0.904; SRMR =
0.057; RMSEA = 0.114, * (340.95, p <
0.001)

(Continued)
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TABLE 2 Continued

Domain: Coping

Author
(Year),
Country

Measure

Participants; Age

Domain: Resilience and/or Hope

Number of items Response

option

Reliability

Validity

Content validity: Stakeholder
engagement during development (54)

Stoner et al.
(55), UK

Positive
Psychology
Outcome
Measure

People living with dementia
(n=225); Mean age = 77.1 (SD =
9.4) range 50-99

five-point
Likert scale

16 item measure (subscales: hope
and resilience)

Internal consistency: Overall PPOM o= .94; hope subscale
o=. 88; resilience subscale o =. 92.

Test-retest reliability: ICC = .69; after removing two
outliers ICC = .88

Convergent validity:

QOL (QOL AD; r = .627) and wellbeing
(CASP-19; r = .73).

Divergent validity: Depression (GDS; r =
-.699).

EFA indicated a 2-factor model (Hope &
Resilience), EFA Eigenvalues: 8.57, 1.14;
CFA Fit Indices: Acceptable fit, R* = .55
(Hope), R* = .61 (Resilience)

Content validity: Good stakeholder
engagement with target user (54)

Hunsaker
et al.
(56), USA

Hope
Herth index

Supporters of people with early
cognitive impairment (n=51);
Mean age = 74.27 years (SD =
10.15), range 43 - 91

People with cognitive impairment
(n=45); Mean age = 70.14 years
(SD = 11.49), range 40 - 88

12-item scale (domains measuring: Four-point scale
temporality and future; positive
readiness and expectanc;

and interconnectedness)

Internal consistency: o = 0.90; Reliability coefficient for
Factors 1 and 2 was o = 0.86 and o, = 0.83.

Construct validity:

Social support: r = .37 (p < .05)
Divergent validity: No significant
correlation between hope and MMSE,
critical illness insight (CIR), or
depression in individuals with cognitive
impairment.

Factor Structure: 2-factor model; EFA
Eigenvalues: 5.45, 0.73; Variance
Explained: 51.44%

Content validity: No stakeholder
engagement (57)
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TABLE 3 Quality ratings for the identified outcome measures.

Content Internal Criterion Construct Reproducibility Reproducibility . Floor/ .
Measure " ) o o T Responsiveness T Interpretability Total
validity consistency validity validity agreement reliability ceiling effect
PPOM.C 2 2 0 2 0 2 0 2 0 10
+ + 0 + 0 + 0 + 0
2 2 0 2 0 2 0 2 1
PPOM 11
+ + 0 + 0 + 0 + ?
0 2 0 2 0 2 0 0 0
HHI 0 + 0 + 0 + 0 0 0 6
0 1 0 1 0 0 0 0 0
14 2
RS 0 ? 0 ? 0 0 0 0 0
2 2 2 2 2 1
EID-Q 0 0 0 11
+ + 0 + 0 + 0 + ?
CASP19 0 1 0 2 0 2 0 2 0 ;
- ? 0 + 0 + 0 + 0
2 2 0 1 0 0 0 0 1
DMI + + 0 ? 0 0 0 0 ? 6
. 0 1 0 1 0 1 1 0 1
Brief COPE B ? 0 ) 0 2 ) 0 ) 5
RSCSE 2 2 0 2 1 0 0 0 1 g
+ + 0 + ? 0 0 0 ?
SES 0 0 0 0 0 0 1 0 1 5
0 0 0 0 0 0 ? 0 ?
0 1 0 1 0 1 0 0 0
$5€Q 0 ? 0 ? 0 ? 0 0 0 }
1 1 0 2 0 0 0 0 0
1 4
G ? ? 0 + 0 0 0 0 0
0 1 0 0 0 0 0 1 1
scQ - ? 0 - 0 0 0 ? ? 3
Ris 0 2 0 2 0 0 0 0 0
Eldercare 0 . 0 . o 0 0 0 o 4
SES
1 2 0 2 0 1 1 2 1
CSES-8 ? + - + 0 ? ? + ? 10
Rating: + = positive; 0 = intermediate; — = poor; ? = no information available.

PPOM-C = Positive Psychology Outcome Measure-Carer; PPOM, Positive Psychology Outcome Measure; HHI, Hope Hearth Index; RS14, Resilience Scale 14; EID-Q, Engagement and Independence Questionnaire; CASP-19, Control Autonomy Self-Realisation
Pleasure Scale; DMI, Decision-Making Involvement Scale; Brief COPE, Coping Orientation to Problems Experienced; RSCSE, The Revised Scale of Caregiving Self-Efficacy; SES, Self-Efficacy Scale; SSCQ, Short Sense of Competence Questionnaire; CGI, The Caregiver
Inventory; SCQ, Sense of Competence Questionnaire; RIS Eldercare SES, RIS Eldercare Self-Efficacy Scale; CSES-8, Eight-Item Caregiver Self-Efficacy Scale.
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FIGURE 1

summarises each stage of the screening process.

floor and ceiling effects when used by people with dementia and
family supporters.

Resilience in people living with dementia

Two measures of resilience for people living with dementia were
identified: The Resilience Scale (RS-14), was used with people with
dementia in a study providing preliminary psychometric validation
of positive psychology measures (51). The PPOM includes a
resilience subscale, adapted from established theories and scales
such as the Connor Davidson Resilience Scale (59, 60).

The RS-14, a 14-item measure of resilience, showed adequate
internal consistency (o = 0.81) but was appraised as poor (2/18)
due to limited involvement of people with dementia in item

selection, small sample size (n = 36), and insufficient data on

reliability and validity. Factor analysis showed a single dominant

resilience factor, confirming unidimensionality and preliminary
evidence of convergent (optimism, r = 0.38, p < 0.05; life
0.39, p < 0.05) and
discriminant validity (depression r = 0.54, p < 0.01; anxiety r =

satisfaction » = 0.30; gratitude r

-0.72, p < 0.01). Internal consistency was found to be good for the

Frontiers in Psychiatry
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8-item PPOM resilience subscale (o = 0.92) when used by people
with dementia, demonstrating good convergent validity and
discriminant validity (quality of life, r = -0.55, p < 0.001;
depression r = —0.70, p < 0.001).

The PPOM and PPOM-C received the highest quality ratings
(11/18 and 10/18, respectively) for their psychometric properties
within the domains of hope and resilience for people with dementia
and family supporters.

Empowerment in people with dementia

Three measures were identified for assessing empowerment: the
Engagement and Independence in Dementia Questionnaire (EID-
Q; 58), the Decision-Making Involvement Scale (DMI Scale; 41),
and the Control, Autonomy, Self-Realisation, Pleasure-19 (CASP-
19; 23). All measures were validated for use by people living with
dementia and measured various dimensions of empowerment.
These include daily decision-making, level of independence, and
control of one’s life and environment.

The EID-Q, a 26-item measure with five subscales evaluating
activities of daily living, decision-making, activity engagement,
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support, and reciprocity, was rated good (11/18). It demonstrated good
internal consistency (o = 0.91) and adequate reproducibility (ICC =
0.79), with high content validity utilising strong stakeholder
engagement during its development. The EID-Q significantly
correlated with quality of life (r = 0.68, p < 0.001) and negatively
correlated with depression (r = —0.74, p < 0.001). Factor analysis
indicated a two-factor structure capturing both personal and external
aspects of empowerment.

The DMI scale measuring different aspects of involvement in
decision-making for people with dementia, such as deciding when
to get up or financial decision-making, was rated within the
moderate quality range (6/18). A separate proxy caregiver
measure is available but was excluded from this review. The scale
used by people with dementia showed good evidence of internal
consistency (o = 0.85) and content validity; however, it had weak
evidence of construct validity and no evidence of reproducibility.

The CASP-19 contains four subscales assessing control, autonomy,
self-realisation, and pleasure and was also rated within the moderate
quality range (7/18), with good test-retest reliability (ICC = 0.86). The
CASP-19 had poor content validity as it was originally developed with a
different population and not adapted before use with people with
dementia. The overall internal consistency for CASP-19 was good (o =
0.86); however, poor internal consistency was found for key subscales
measuring control (¢ = 0.65) and autonomy (& = 0.51). There was
evidence of adequate convergent validity, being positively correlated
with hope and resilience (PPOM; r = 0.73), engagement and
independence (EID-Q; r = 0.75), and quality of life (r = 0.71) and
negatively correlated with depression (r = -0.71).

The EID-Q received the highest rating in the domain
of empowerment.

Coping in caregivers

The Brief COPE (38) was the only identified measure assessing
coping strategies in caregivers, evaluating emotion-focussed coping,
problem-focussed coping, and dysfunctional coping. It demonstrated
moderate psychometric quality (5/18). It also demonstrated moderate
construct validity, with emotion-focussed coping significantly associated
with problem-focussed coping (8= 0.68, p < 0.001), whilst dysfunctional
coping was significantly predicted by higher caregiver burden (8= 0.36, p
< 0.001). Problem-focussed coping was positively predicted by emotion-
focussed coping (8= 0.53, p < 0.001), dysfunctional coping (8= 0.25, p =
0.006), and social support (= 0.10, p = 0.25). Test-retest reliability was
also moderate with total coping scores at time 1 correlating with time 2
and time 3 (r = 0.67, 0.54; p < 0.001), improving when caregiver burden
remained stable (r = 0.72, 0.57; p < 0.001). However, content validity was
poor, lacking involvement from family supporters. Its internal
consistency for the three subscales (¢ = 0.72-0.84) was questionable
due to a lack of factor analysis. No information was provided regarding
floor/ceiling effects and there was minimal important change for
measuring clinical significance.

Whilst the Brief COPE was the only coping measure identified,
it has poor validity and reliability when used to assess coping in
supporters of people with dementia.
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Self-efficacy in family supporters

Six self-efficacy eligible measures were identified: the Revised
Scale of Caregiving Self-Efficacy (RSCSE; 43), the Self-Efficacy Scale
(SES; 45), the Sense of Competence Questionnaire (SSQ; 48), the
Short Sense of Competence Questionnaire (SSCQ; 46), the RIS
Eldercare Self-Efficacy Scale (RIS Eldercare; 49), and the Caregiver
Self-Efficacy Scale (CSES-8; 50).

General dementia caregiving self-efficacy
measures

The RSCSE (43), rated moderate (8/18), was developed with
family supporters of people with dementia to assess caregivers’
confidence in obtaining respite, managing disruptive behaviours,
and controlling upsetting thoughts. Factor analysis confirmed a
three-factor model fit. It demonstrated good internal consistency
(0r=0.82-0.85) and test-retest reliability (r = 0.70-0.76). Construct
validity was adequate, with strong negative correlations with
depression (r = -0.38) and anger (r = —0.45) and a positive
correlation with perceived social support (r = 0.47).

The CSES-8 (50) was the only self-efficacy measure rated as
good (10/18), with subscales evaluating self-efficacy areas such as
self-care, obtaining respite, managing stress, and coping with new
situations. Adequate internal consistency was demonstrated (o =
0.88-0.89). The CSES-8 demonstrated significant negative
-0.66, p < 0.001),
depression (r = —0.53, p < 0.001), and caregiver strain (r = —0.46,
P <0.001). Over 6 months, CSES-8 scores remained associated with
reductions in burden (r = —0.39, p < 0.001), depression (r = —0.43,
p < 0.001), and strain (r = —-0.24, p < 0.01). However, content
validity was poor as the sample included caregivers of people with

correlations with caregiver burden (r

dementia along with other various cognitive disabilities such as
stroke, with no expert involvement during scale development,
limiting its specificity to dementia caregiving. Although the CSES-
8 demonstrated criterion validity, it did not correlate strongly with
the gold standard RSCSE measure for all subscales (obtaining
respite scale 0.68, p < 0.001; responding to disruptive patient
behaviour 0.51, p < 0.001; controlling upsetting thoughts 0.83, p <
0.001). Additionally, test-retest reliability was methodologically
inadequate with no data found on ICC (r = 0.75, p < 0.001).

The RIS Eldercare (49), rated poor (4/18), consists of 10 items
across three subscales: relational, instrumental, and self-soothing self-
efficacy. It demonstrated moderate internal consistency (o = 0.72-
0.79) and test-retest reliability (r = 0.48-0.69, p < 0.0001). Construct
validity was supported by moderate correlations with optimism (r =
0.41, p < 0.001) and anger expression (r = —0.35, p < 0.001).

The SSCQ (46) received a poor quality rating (3/18). There was
a good correlation between scores on the SCQ and SSCQ (r = 0.88),
with good internal consistency (a = 0.76). The SSCQ lacked
interpretability, responsiveness, floor/ceiling effects, and content
validity due to no involvement of informal caregivers
during development.
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The SES (45), rated 2/18, was developed to assess self-efficacy in
a 5-week educational intervention study for family supporters of
45). The scale demonstrated high
internal consistency (o = 0.90) but was limited by a lack of factor

people with dementia (n
analysis and inadequate sample size. Although convergent validity
data were not available, intervention effectiveness was supported by
a significant increase in mean caregiver self-efficacy scores from
pre- (M = 3.0, SD = 0.7) to post-intervention (M = 3.3, SD = 0.7),
1(43) = —4.619, p < 0.0005, with a moderate effect size (d = 0.4),
demonstrating some responsiveness. However, interpretability

remains limited due to a lack of subgroup comparisons and
minimum important change (MIC) definitions.

The SSQ (48), evaluated in a sample of caregivers of people with
dementia symptoms, was rated 3/18. Though internal consistency
was adequate (o = 0.83-0.85), the sample size utilised was

inadequate for factor analysis (n = 93). Construct validity was
poor with most a-priori hypotheses rejected, and there was presence

of ceiling effects.

Summary of caregiver self-efficacy
measures

The CSES-8 demonstrated the highest psychometric quality
(good quality; 10/18), with the majority of self-efficacy measures
with moderate quality range, and the SES scored the lowest (2/18).
The CSES-8 had high reliability and predictive validity over time
but has potential limitations in specificity to dementia caregiving
due to the mixed caregiver sample and weak criterion validity
against the RSCSE. The RSCSE was the only self-efficacy measure
with adequate content validity during item selection, and all the
other measures either had limited or no involvement by the family
supporters or experts. Internal consistency was adequate in all
studies, with the RIS Eldercare having the lowest, and the SES
having the highest. The SES had no factor analysis performed, so it
had questionable internal consistency. Test-retest reliability was
performed by only the RIS Eldercare, CSES-8, and RSCSE, but was
poorly demonstrated across all measures due to issues regarding the
methodology used in studies. Nearly all studies (excluding the SES
and SSCQ) had good construct validity, demonstrating significant
correlations with constructs like social support, burden, depression,
optimism, sense of competence, anxiety, and stress. Data on
instrument responsiveness were lacking in all but one study, and
all studies failed to provide data for agreement and the value for
minimal important change for interpretability. Floor/ceiling effects
were not reported for four measures, except for the CSES-8, where
information was adequate, and the SSQ, which showed poor effects.

Discussion
Key findings

This scoping review highlights the significant gaps in the
literature regarding validated outcome measures for evaluating
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RC dementia courses. Whilst several measures, including the
PPOM, PPOM-C, EID-Q (for people with dementia), and CSES-8
(for caregivers) showed promise, these do not address the range of
concepts underlying the RC courses in the context of dementia. Our
findings highlight the lack of suitable, psychometrically rigorous
measures for assessing the impact of these courses for both people
with dementia and their family supporters. The review also
emphasises the importance of capturing personal recovery
through domains such as hope, self-efficacy, resilience, coping,
and empowerment, which emerged as key themes from
stakeholder discussions. Stakeholders emphasised that the process
of regaining control of their lives and maintaining independence
and their identities post-diagnosis is an essential recovery outcome
for people with dementia. Additionally, self-efficacy and coping
were identified as an important domain for supporters of people
with dementia, where these strengths were seen as helping to
maintain confidence in their caregiving role and support their
loved ones appropriately.

Despite the promising findings, none of the reviewed measures
received a ‘very good’ rating according to Terwee’s psychometric
criteria, with most measures scoring in the poor to moderate range.
The only ‘good quality’ rated measures were the PPOM, PPOM-C,
EIQ-Q, and CSES-8, which can therefore be tentatively suggested
for further psychometric improvement, adaptation, and use (or
part-use) to align with endorsements of domains such as hope and
empowerment. This further reinforces the need for the
development of a high-quality outcome measure for RC
dementia courses.

Strengths

The general mental health RC literature notes challenges in the
operational definition of RCs, idiosyncratic practice across
organisations delivering RCs, and associated challenges in
evaluating success (61). Nonetheless, a strength of this study is
our preliminary work to scope strengths-based psychometrically
sound instruments for the evaluation of RCs in the UK dementia
context. Whilst other similar reviews have addressed the use of
evaluating dementia interventions using positive psychology
measures (17, 21, 22, 32), this scoping review is the first to
explicitly link the positive psychology overlap with the CHIME
framework and notions of personal recovery to identify measures
for use with post-diagnostic RC dementia courses. Additionally, this
was achieved through collaboration with experts and individuals
with lived experience. However, the scoping review only offers
preliminary answers to the issue of systematically evaluating
dementia courses as more development and validation work is
required. For example, the content validity for CSES-8 (50) for
dementia-family supporters was poor, so it may be unsuitable for
the RC dementia course setting. Additionally, although personal
recovery and positive psychology tend to focus on personal
strengths (as noted also by Stansfield et al., 2017 who examined
caregiver instruments), we found that some measures were worded
negatively. This is demonstrated by item 13 in the RSCSE (43),
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“How confident are you that you can control thinking about what a
good life you had before ::’s illness and how much you've lost?”.

The review also emphasises the importance of stakeholder
engagement with people with lived experience in defining
meaningful recovery outcomes. People with dementia in the
DiSCOVERY Partners in Research stakeholder group identified
domains that generic wellbeing measures often overlook, such as
empowerment, resilience, and hope. This aligns with the findings
from studies using CASP-19 (23), which integrate constructs of
control, autonomy, self-realisation, and pleasure into a
comprehensive assessment tool of wellbeing; however, this may
lack content validity due to the development of the measure with a
sample of older people without dementia. A literature review of
mental health RCs found very little quantitative evaluation of
courses and no outcomes pertaining to empowerment (62). If
evaluations are to focus on the important notion of post-
diagnosis RC empowerment, we note that the EID-Q (58) as an
instrument of ‘good’ quality (albeit requiring more validation work)
may have scope for use with people with dementia in RC
dementia courses.

Furthermore, stakeholder discussions on hope, self-efficacy, and
resilience mirror existing literature within positive psychology in
dementia, emphasising psychological and emotional domains (17,
32). This suggests that recovery-oriented frameworks could take
precedence in dementia research, moving beyond symptom
reduction to focus on holistic outcomes that promote thriving
and flourishing despite a dementia diagnosis. Such scales exist in
positive psychology, but many have not been used in dementia
intervention studies.

Of interest is the notion of stigma in the context of RCs, where
this is seen as important in overcoming the psychological and social
aspects of a diagnosis (1, 3). In our study, the issue of stigma was
noted by stakeholders but did not make the high-level domains for
RC dementia outcome measurement. A review by Mast et al. (32)
notes one stigma impact instrument with relatively good internal
consistency and correlations with high levels of depression and low
self-esteem in people with dementia. In terms of measurement for
RC dementia courses, stigma may be a mechanism by which people
may recover from the shock of their diagnosis (63) and may
therefore be relevant as a process rather than an outcome measure.

Limitations

Previous research has suggested clinical staff attending or co-
producing RC courses has been beneficial in shaping their clinical
practice and gaining positive attitudes towards recovery-oriented
practices (16). This was not addressed in our study which was
focussed on the impact for people with dementia or family
supporters, since studies referencing co-design/co-production
have few co-created evaluations (26). Professional knowledge and
related involvement will remain important since many appeared
unaware of RCs in the dementia context (10) and links between
clinicians who diagnose dementia and an empowerment group for
diagnosed people appeared weak (64). Work to capture staff
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outcomes and the impact of RC dementia courses within
organisations and associated practice is indeed warranted.

Limited resources for this review resulted in us not being able to
meet one of our objectives, that is, to share the final set of measures
identified and fully reflect on the specific content of instruments
with DiSCOVERY stakeholders who have lived and learned
experience. Therefore, definitive recommendations for use of
outcome measures on dementia courses could not be met.
Moreover, no one measure received the highest (i.e., very good)
rating possible, with only four measures receiving a ‘good’ rating of
10/18 or higher. The measures need further psychometric work,
conducted with people with lived experience as co-researchers to
ensure content is relevant. Additionally, stakeholders highlighted
other important domains for dementia courses to address,
including social support, knowledge of dementia, public stigma,
and negative attitudes, but relevant outcome measures were not
included so as to focus our review on key high-level domains
associated with the CHIME framework. Finally, no measure can
be considered with regard to family supporter coping as no good
quality measures were located.

Another key limitation of this review is the lack of
responsiveness data for the identified outcome measures as we
did not include intervention studies, unless it included a
development or validation process. Responsiveness assesses the
ability of a measure to detect meaningful changes over time
which is crucial for assessing the long-term effectiveness of RC
dementia courses. RC courses are designed to promote recovery and
self-management in people with dementia, and responsive measures
are necessary to capture how these courses impact attendees over
time. Unfortunately, many of the reviewed measures lacked these
data, potentially limiting their ability to assess meaningful changes
of RC dementia courses. The issue of responsiveness remains a
challenge for psychosocial intervention dementia research. For
example, in a self-management study, the authors note a small
but significant effect of their intervention on an instrument
purporting to measure ‘flourishing’ in people with dementia (65).
Whilst this could be seen as showing some sensitivity to the
intervention, responsiveness (described as longitudinal validity)
could not be assumed since Terwee et al. (37) note that detection
of an apparent intervention effect on its own does not constitute
evidence of responsiveness of a psychometric instrument.

Time limitation did not allow for searching of grey literature.
This may have therefore overlooked recent developments in co-
produced outcome measures. Many of the measures reviewed were
over 10 years old, and it is possible that newer, more relevant tools
have emerged since the completion of this review.

The majority of the measures reviewed were developed for broader
populations, rather than for attendees of Recovery College courses,
suggesting content validity may be lacking. This gap suggests that
existing measures may not be fully relevant or sensitive to the specific
experiences of people with dementia and their family supporters in an
RC context. Therefore, there is a clear need for an adapted measure
that accurately reflects domains pertinent to personal recovery in
dementia. Three of the four ‘good quality’ outcome measures
tentatively suggested have not been translated into alternative
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languages or validated for use in non-English-speaking countries;
therefore, they may lack transcultural relevance. Only the CSES-8
has been translated to Spanish and utilised in a study of Spanish
speakers in Latin America (66). There may be very good quality
measures of personal recovery developed in other countries and
languages which have not been considered in the review due to the
exclusion of measures with no English-language versions.

Implications for practice

Whilst no measure reviewed in this study is currently validated for
use in Recovery College dementia courses immediately, some
measures, including the PPOM (58), PPOM-C (53), CSES-8 (50),
and EID-Q (58), hold promise for further adaptation and validation.
These tools could serve as starting points for the development of
outcome measures that are more suited to the context of RC dementia
courses. However, further psychometric testing is needed to ensure that
these measures are sensitive to the changes in personal recovery that
occur as a result of attending or co-facilitating dementia courses.

Future research

Future research should focus on developing recovery-oriented
outcome measures that are more in line with the concepts of RC
dementia courses. These measures must be sensitive to the personal
recovery process pertinent to dementia and the long-term effects of
attending these courses for people with dementia and their supporters.
Additionally, research should prioritise the development of tools that
can capture responsiveness and meaningful changes experienced by
people with dementia and their supporters.

There is also a clear need to explore the applicability and
feasibility of existing measures, such as the PPOM (58), EID-Q
(58), and CSES-8 (50), in the context of RC courses. These measures
could potentially be adapted to better reflect the specific outcomes
of interest in the context of personal recovery in dementia in
collaboration with people with lived experience and their expertise.

Conclusion

This scoping review highlights the lack of validated outcome
measures for evaluating Recovery College dementia courses. Whilst
several measures assessing personal recovery and positive
psychology domains, such as the PPOM, PPOM-C, EID-Q, and
CSES-8 show potential, further psychometric testing and adaptation
are required before these tools can be recommended for use in
evaluating Recovery College dementia courses. The findings
emphasise the need for the development of personal recovery-
oriented measures that specifically capture the experiences of
people with dementia and their family supporters. Future
research should focus on adapting and validating these measures
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for use on dementia courses to effectively evaluate the impact
for attendees.

Author contributions

JA: Conceptualization, Data curation, Formal Analysis,
Investigation, Methodology, Project administration, Writing -
original draft, Writing — review & editing. JW: Conceptualization,
Funding acquisition, Investigation, Supervision, Validation, Writing —
original draft. EM-C: Conceptualization, Supervision, Writing — review
& editing. EW: Conceptualization, Supervision, Writing — review &
editing, Data curation, Formal analysis, Investigation, Validation. MH:
Conceptualization, Writing — review & editing. LB: Conceptualization,
Investigation, Supervision, Validation, Writing - original draft. CF:
Conceptualization, Supervision, Writing - review & editing,
Funding acquisition.

Funding

The author(s) declare that financial support was received for the
research and/or publication of this article. This study was funded by
the National Institute for Health Research (NIHR) (NIHR Health
and Social Care Delivery Research NIHR131676,2022-2024). Chris
Fox was part-funded by the National Institute for Health and Care
Research (NIHR) Health Tech Research Centre (NIHR 2052082 +
207556) and is an NIHR Senior Investigator (NIHR 305887). This
project is affiliated with the Inclusive Involvement in Research for
Practice-led Health and Social Care within the NIHR East of
England, which has supported Linda Birt’s time on this study. It
develops work undertaken by West in her Collaboration for
Leadership in Applied Health Research & Care (CLAHRC) East
of England Research Fellowship (2019).

Acknowledgments

We would like to thank Robert Kelly, Library Manager from
Norfolk and Suffolk NHS Foundation Trust Library Services, for his
support in planning the searches. Thanks are also extended to Ruby
Pease and Leanne Hague, research assistant psychologists, for their
support in writing the initial protocol and to the wider DiISCOVERY
team for their contribution towards conceptualisation of the review:
Kathryn Sams, Corinna Hackman, and Bonnie Teague. Thanks are
also extended to Laiba Ahmad, Research Associate at the University
of West London, for her support with quality appraisals. Our
warmest thanks go to the Partners in Research group for their
dedication to the project, to Rachael Litherland from Innovations
in Dementia for supporting the Partners in Research group in their
work, and to the frontline mental health practitioners from memory
services and Recovery Colleges who joined the Staft Advisory group.

frontiersin.org


https://doi.org/10.3389/fpsyt.2025.1591772
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Alam et al.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Generative Al statement

The author(s) declare that no Generative Al was used in the
creation of this manuscript.

Publisher’s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated

References

1. Perkins R, Meddings S, Williams S, Repper J. Recovery Colleges 10 Years On.
Implementing Recovery through Organisational Change (ImROC (2018). Available
online at: https://imroc.org/wp-content/uploads/2022/04/ImROC-Recovery-Colleges-
10-Years-On.pdf (Accessed March 3, 2025).

2. Crowther A, Taylor A, Toney R, Meddings S, Whale T, Jennings H, et al. The
impact of recovery colleges on mental health staff, services and society. Epidemiol
Psychiatr Sci. (2018) 28:481-8. doi: 10.1017/5204579601800063X

3. Bowness B, Hayes D, Stepanian K, Anfossi A, Taylor A, Crowther A, et al. Who
uses recovery colleges? Casemix analysis of sociodemographic and clinical
characteristics and representativeness of recovery college students. Psychiatr Rehabil
J. (2023) 46:211. doi: 10.1037/prj0000532

4. Perkins R, Repper J, Rinaldi M, Brown H. Briefing paper 1. Recovery colleges.
Nottingham: ImROC (2012). Available at: https://imroc.org/wp-content/uploads/2022/
04/1.Recovery-Colleges.pdf (Accessed March 3, 2025).

5. Leamy M, Bird V, Le Boutillier C, Williams J, Slade M. Conceptual framework for
personal recovery in mental health: systematic review and narrative synthesis. Br J
Psychiatry: ] Ment Sci. (2011) 199:445-52. doi: 10.1192/bjp.bp.110.083733

6. Sommer J, Gill K, Stein-Parbury J. Walking side-by-side: Recovery Colleges
revolutionising mental health care. Ment Health Soc Inclusion. (2018) 22:18-26.
doi: 10.1108/MHSI-11-2017-0050

7. West ], Birt L, Wilson D, Mathie E, Poland F. A case study of co-production
within a mental health Recovery College dementia course: perspectives of a person with
dementia, their family supporter and mental health staff. Front Rehabil Sci. (2022)
3:920496. doi: 10.3389/fresc.2022.920496

8. Birt L, West J, Poland F, Wong G, Handley M, Litherland R, et al. Protocol for a
realist evaluation of Recovery College dementia courses: understanding coproduction
through ethnography. BM] Open. (2023) 13:¢078248. doi: 10.1136/bmjopen-2023-
078248

9. Handley M, Wheeler C, Duddy C, Wong G, Birt L, Fox C, et al. Operationalising
the Recovery College model with people living with dementia: a realist review. Aging
Ment Health. (2024) 28:1078-89. doi: 10.1080/13607863.2024.2356878

10. Wolverson E, Hague L, West ], Teague B, Fox C, Birt L, et al. Building an initial
understanding of UK Recovery College dementia courses: a national survey of Recovery
College and memory services staff. Working Older People. (2023) 28:108-19.
doi: 10.1108/WWOP-02-2023-0003

11. Baumgartner JN, Burns JK. Measuring social inclusion - a key outcome in global
mental health. Int ] Epidemiol. (2014) 43:354-64. doi: 10.1093/ije/dyt224

12. Baumgartner JN, Burns JK. Measuring social inclusion - a key outcome in global
mental health. Int ] Epidemiol. (2014) 43:354-64. doi: 10.1093/ije/dyt224

13. Meddings S, McGregor ], Roeg W, Shepherd G. Recovery Colleges: quality and
outcomes. Ment Health Soc Inclusion. (2015) 19:212-21. doi: 10.1108/ MHSI-08-2015-0035

14. Moniz-Cook E, Vernooij-Dassen M, Woods R, Verhey F, Chattat R, Vugt MD,
et al. A European consensus on outcome measures for psychosocial intervention
research in dementia care. Aging Ment Health. (2008) 12:14-29. doi: 10.1080/
13607860801919850

Frontiers in Psychiatry

18

10.3389/fpsyt.2025.1591772

organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Author disclaimer

The views expressed are those of the authors and not necessarily
those of the NIHR or the Department of Health and Social Care.

Supplementary material

The Supplementary Material for this article can be found online
at: https://www.frontiersin.org/articles/10.3389/fpsyt.2025.1591772/
full#supplementary-material

15. Sadak T, Korpak A, Wright J,D, Lee M,K, Noel M, Buckwalter K, et al.
Psychometric evaluation of kingston caregiver stress scale. Clin Gerontologist. (2017)
40:268-80. doi: 10.1080/07317115.2017.13113349

16. Elvish R, Burrow S, Cawley R, Harney K, Graham P, Pilling M, et al. ‘Getting to
know me’: the development and evaluation of a training programme for enhancing
skills in the care of people with dementia in general hospital settings. Aging Ment
Health. (2014) 18:481-8. doi: 10.1080/13607863.2013.856860

17. Clarke C, Woods B, Moniz-Cook E, Mountain G, @ksnebjerg L, Chattat R, et al.
Measuring the well-being of people with dementia: a conceptual scoping review. Health
Qual Life Outcomes. (2020) 18:249. doi: 10.1186/s12955-020-01440-x

18. Le Boutillier C, Leamy M, Bird VJ, Davidson L, Williams J, Slade M. What does
recovery mean in practice? A qualitative analysis of international recovery-oriented
practice guidance. Psychiatr Serv. (2011) 62:1470-6. doi: 10.1176/appi.ps.001312011

19. Slade M. Mental illness and well-being: the central importance of positive
psychology and recovery approaches. BMC Health Serv Res. (2010) 10:26.
doi: 10.1186/1472-6963-10-26

20. Seligman ME, Csikszentmihalyi M. Positive psychology. An introduction. Am
Psychol. (2000) 55(1):5-14.

21. Pione RD, Spector A, Cartwright AV, Stoner CR. A psychometric appraisal of
positive psychology outcome measures in use with carers of people living with
dementia: a systematic review. Int Psychogeriatrics. (2021) 33:385-404. doi: 10.1017/
$1041610220003464

22. Stansfeld J, Stoner CR, Wenborn J, Vernooij-Dassen M, Moniz-Cook E, Orrell
M. Positive psychology outcome measures for family caregivers of people living with
dementia: A systematic review. Int psychogeriatrics. (2017) 29:1281-96. doi: 10.1017/
$1041610217000655

23. Stoner CR, Stansfeld J, Orrell M, Spector A. The development of positive
psychology outcome measures and their uses in dementia research: A systematic
review. Dementia. (2019) 18:2085-106. doi: 10.1177/1471301217740288

24. Patel NK, Masoud SS, Meyer K, Davila AV, Rivette S, Glassner AA, et al.
Engaging multi-stakeholder perspectives to identify dementia care research priorities.
Patient-Reported Outcomes. (2021) 5:46. doi: 10.1186/s41687-021-00325-x

25. Maurer M, Mangrum R, Hilliard-Boone T, Amolegbe A, Carman KL, Forsythe L,
et al. Understanding the influence and impact of stakeholder engagement in patient-
centered outcomes research: a qualitative study. ] Gen Internal Med. (2022) 37:6-13.
doi: 10.1007/s11606-021-07104-w

26. Lin E, Harris H, Black G, Bellissimo G, Di Giandomenico A, Rodak T, et al.
Evaluating recovery colleges: a co-created scoping review. | Ment Health. (2023)
32:813-34. doi: 10.1080/09638237.2022.2140788

27. Reilly ST, Harding AJ, Morbey H, Ahmed F, Williamson PR, Swarbrick C, et al.
What is important to people with dementia living at home? A set of core outcome items
for use in the evaluation of non-pharmacological community-based health and social
care interventions. Age Ageing. (2020) 49:664-71. doi: 10.1093/ageing/afaa015

28. Munn Z, Peters MD]J, Stern C, Tufanaru C, McArthur A, Aromataris E.
Systematic review or scoping review? Guidance for authors when choosing between

frontiersin.org


https://www.frontiersin.org/articles/10.3389/fpsyt.2025.1591772/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fpsyt.2025.1591772/full#supplementary-material
https://imroc.org/wp-content/uploads/2022/04/ImROC-Recovery-Colleges-10-Years-On.pdf
https://imroc.org/wp-content/uploads/2022/04/ImROC-Recovery-Colleges-10-Years-On.pdf
https://doi.org/10.1017/S204579601800063X
https://doi.org/10.1037/prj0000532
https://imroc.org/wp-content/uploads/2022/04/1.Recovery-Colleges.pdf
https://imroc.org/wp-content/uploads/2022/04/1.Recovery-Colleges.pdf
https://doi.org/10.1192/bjp.bp.110.083733
https://doi.org/10.1108/MHSI-11-2017-0050
https://doi.org/10.3389/fresc.2022.920496
https://doi.org/10.1136/bmjopen-2023-078248
https://doi.org/10.1136/bmjopen-2023-078248
https://doi.org/10.1080/13607863.2024.2356878
https://doi.org/10.1108/WWOP-02-2023-0003
https://doi.org/10.1093/ije/dyt224
https://doi.org/10.1093/ije/dyt224
https://doi.org/10.1108/MHSI-08-2015-0035
https://doi.org/10.1080/13607860801919850
https://doi.org/10.1080/13607860801919850
https://doi.org/10.1080/07317115.2017.13113349
https://doi.org/10.1080/13607863.2013.856860
https://doi.org/10.1186/s12955-020-01440-x
https://doi.org/10.1176/appi.ps.001312011
https://doi.org/10.1186/1472-6963-10-26
https://doi.org/10.1017/S1041610220003464
https://doi.org/10.1017/S1041610220003464
https://doi.org/10.1017/S1041610217000655
https://doi.org/10.1017/S1041610217000655
https://doi.org/10.1177/1471301217740288
https://doi.org/10.1186/s41687-021-00325-x
https://doi.org/10.1007/s11606-021-07104-w
https://doi.org/10.1080/09638237.2022.2140788
https://doi.org/10.1093/ageing/afaa015
https://doi.org/10.3389/fpsyt.2025.1591772
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Alam et al.

a systematic or scoping review approach. BMC Med Res Method. (2018) 18:143.
doi: 10.1186/s12874-018-0611-x

29. Tricco AG, Lillie E, Zarin W, O’Brien KK, Colquhoun H, Levac D, et al. PRISMA
extension for scoping reviews (PRISMA-scR): checklist and explanation. Ann Internal
Med. (2018) 169:467-73. doi: 10.7326/M18-0850

30. Arksey H, O’Malley L. Scoping studies: towards a methodological framework. Int
J Soc Res Method. (2005) 8:19-32. doi: 10.1080/1364557032000119616

31. Levac D, Colquhoun H, O’brien KK. Scoping studies: advancing the
methodology. Implementation Sci. (2010) 5:1-9. doi: 10.1186/1748-5908-5-69

32. Mast BT, Molony SL, Nicholson N, Kate Keefe C, DiGasbarro D. Person-
centered assessment of people living with dementia: Review of existing measures.
Alzheimer’s Dement. (2021) 7:e12138. doi: 10.1002/trc2.12138

33. Windle G, MacLeod C, Algar-Skaife K, Stott J, Waddington C, Camic PM, et al.
A systematic review and psychometric evaluation of resilience measurement scales for
people living with dementia and their carers. BMC Med Res Method. (2022) 22:298.
doi: 10.1186/s12874-022-01747-x

34. Spector A, Orrell M, Schepers A, Shanahan N. A systematic review of ‘knowledge of
dementia’ outcome measures. Ageing Res Rev. (2012) 11:67-77. doi: 10.1016/j.arr.2011.09.002

35. Resciniti NV, Tang W, Tabassum M, Pearson JL, Spencer SM, Lohman MC, et al.
Knowledge evaluation instruments for dementia caregiver education programs: A
scoping review. Geriatrics gerontology Int. (2020) 20:397-413. doi: 10.1111/ggi.13901

36. Seligman ME. The president’s address. Am Psychol. (1999) 54:559-62.

37. Terwee CB, Bot SD, de Boer MR, van der Windt DA, Knol DL, Dekker J, et al.
Quality criteria were proposed for measurement properties of health status
questionnaires. J Clin Epidemiol. (2007) 60:34-42. doi: 10.1016/j.jclinepi.2006.03.012

38. Cooper C, Katona C, Livingston G. Validity and reliability of the brief COPE in
carers of people with dementia: The LASER-AD study. ] Nervous Mental Dis. (2008)
196(11):838-43. doi: 10.1097/NMD.0b013e31818b504c

39. Hyde M, Wiggins RD, Higgs P, Blane DB. A measure of quality of life in early old
age: the theory, development and properties of a needs satisfaction model (CASP-19).
Aging Ment Health. (2003) 7:186-94. doi: 10.1080/1360786031000101157

40. Stoner CR, Orrell M, Spector A. Psychometric properties and factor analysis of
the engagement and independence in dementia questionnaire (EID-Q). Dementia
Geriatric Cogn Disord. (2018) 46:119-27. doi: 10.1159/000488484

41. Menne HL, Tucke SS, Whitlatch CJ, Feinberg LF. Decision-making involvement
scale for individuals with dementia and family caregivers. Am ] Alzheimer’s Dis other
dementias. (2008) 23:23-9. doi: 10.1177/1533317507308312

42. Feinberg LF, Whitlatch CJ, Tucke S. Making hard choices: Respecting both voices.
San Francisco: Family Caregiver Alliance (2000). Available online at: https://www.
caregiver.org/uploads/legacy/media/making-hard-choices-print-scan-final.pdf
(Accessed March 3, 2025).

43. Steffen AM, McKibbin C, Zeiss AM, Gallagher-Thompson D, Bandura A. The
revised scale for caregiving self-efficacy reliability and validity studies. Journals
Gerontology Ser B: psychol Sci Soc Sci. (2002) 57:74-86. doi: 10.1093/geronb/57.1.P74

44. Zeiss AM, Gallagher-Thompson D, Lovett S, Rose J, McKibbin C. Self-Efficacy as
a mediator of caregiver coping: development and testing of an assessment model. J Clin
Geropsychology. (1999) 5:221-30. doi: 10.1023/A:1022955817074

45. Kuhn D, Fulton MA. Efficacy of an educational program for relatives of persons
in the early stages of Alzheimer’s disease. ] Gerontological Soc Work. (2004) 42:109-30.
doi: 10.1300/J083v42n03_07

46. Vernooij-Dassen MJ, Felling AJ, Brummelkamp E, Dauzenberg MG, Bos GA,
Grol R. Assessment of caregiver’s competence in dealing with the burden of caregiving
for a dementia patient: a Short Sense of Competence Questionnaire (SSCQ) suitabl e for
clinical practice. ] Am Geriatrics Soc. (1999) 47:256-7. doi: 10.1111/j.1532-
5415.1999.tb04588.x

47. Vernooij-Dassen MJF]. in dutch: dementia and home-care. PhD thesis University
of Nijmegen (1993).

Frontiers in Psychiatry

19

10.3389/fpsyt.2025.1591772

48. Jansen AP, van Hout HP, van Marwijk HW, Nijpels G, Gundy C, Vernooij-
Dassen MJ, et al. Sense of competence questionnaire among informal caregivers of
older adults with dementia symptoms: a psychometric evaluation. Clin Pract Epidemiol
Ment Health. (2007) 3:1-11. doi: 10.1186/1745-0179-3-11

49. Gottlieb BH, Rooney JA. Validation of the RIS eldercare self-efficacy scale. Can |
Aging. (2003) 22:95-107. doi: 10.1017/S0714980800003767

50. Ritter PL, Sheth K, Stewart AL, Gallagher-Thompson D, Lorig K. Development
and Evaluation of the Eight-Item Caregiver Self-Efficacy Scale (CSES-8). Gerontologist.
(2022) 62(3):e140-€149. doi: 10.1093/geront/gnaal74

51. McGee JS, Zhao HC, Myers DR, Kim SM. Positive psychological assessment and
early-stage dementia. Clin Gerontologist. (2017) 40:307-19. doi: 10.1080/
07317115.2017.1305032

52. Wagnild GM, Young HM. Development and psychometric evaluation of the
Resilience Scale. ] Nurs Measure. (1993) 1(2):165-78.

53. Pione RD, Stoner CR, Cartwright AV, Spector A. Measuring hope and resilience
in carers of people living with dementia: The positive psychology outcome measure for
carers (PPOM-C). Dementia (London). (2023) 22(5):978-94. doi: 10.1177/
14713012231165113

54. Stoner CR, Orrell M, Long M, Csipke E, Spector A. The development and
preliminary psychometric properties of two positive psychology outcome measures for
people with dementia: The PPOM and the EID-Q. BMC Geriatrics. (2017) 17:1-11.
doi: 10.1186/s12877-017-0468-6

55. Stoner CR, Orrell M, Spector A. The psychometric properties of the control,
autonomy, self-realisation and pleasure scale (CASP-19) for older adults with dementia.
Aging Ment Health. (2019) 23:643-9. doi: 10.1080/13607863.2018.1428940

56. Hunsaker AE, Terhorst L, Gentry A, Lingler JH. Measuring hope among families
impacted by cognitive impairment. Dementia. (2016) 15:596-608. doi: 10.1177/
1471301214531590

57. Herth K. Abbreviated instrument to measure hope: development and psychometric
evaluation. ] advanced Nurs. (1992) 17:1251-9. doi: 10.1111/j.1365-2648.1992.tb01843 x

58. Stoner CR, Orrell M, Spector A. The Positive Psychology Outcome Measure
(PPOM) for people with dementia: psychometric properties and factor structure. Arch
gerontology geriatrics. (2018) 76:182-7. doi: 10.1016/j.archger.2018.03.001

59. Connor KM, Davidson JR. Development of a new resilience scale: The Connor-
Davidson resilience scale (CD-RISC). Depression Anxiety. (2003) 18:76-82.
doi: 10.1002/da.10113

60. Wagnild G. A review of the resilience scale. ] Nurs measurement. (2009) 17:105—
13. doi: 10.1891/1061-3749.17.2.105

61. Jones K, Crawford G, Mahboub L, Jancey J. The operationalisation of recovery
colleges: A scoping review. Health Promotion ] Aust. (2024) 35:936-46. doi: 10.1002/
hpja.867

62. Theriault J, Lord MM, Briand C, Piat M, Meddings S. Recovery colleges after a
decade of research: A literature review. Psychiatr Serv (Washington D.C.). (2020)
71:928-40. doi: 10.1176/appi.ps.201900352

63. Moniz-Cook E, Mountain G. The memory clinic and psychosocial intervention:
Translating past promise into current practices. Front Rehabil Sci. (2023) 4:1052244.
doi: 10.3389/fresc.2023.1052244

64. Hagan RJ. What next? Experiences of social support and signposting after a diagnosis of
dementia. Health Soc Care Community. (2020) 28:1170-9. doi: 10.1111/hsc.12949

65. Mountain GA, Cooper CL, Wright ], Walters SJ, Lee E, Craig C, et al. The
Journeying through Dementia psychosocial intervention versus usual care study: a
single-blind, parallel group, phase 3 trial. Lancet Healthy Longevity. (2022) 3:e276-85.
doi: 10.1016/S2666-7568(22)00059-9

66. Sheth K, Lorig K, Stewart A, Parodi JF, Ritter PL. Effects of COVID-19 on
informal caregivers and the development and validation of a scale in English and
Spanish to measure the impact of COVID-19 on caregivers. ] Appl Gerontology. (2021)
40:235-43. doi: 10.1177/0733464820971511

frontiersin.org


https://doi.org/10.1186/s12874-018-0611-x
https://doi.org/10.7326/M18-0850
https://doi.org/10.1080/1364557032000119616
https://doi.org/10.1186/1748-5908-5-69
https://doi.org/10.1002/trc2.12138
https://doi.org/10.1186/s12874-022-01747-x
https://doi.org/10.1016/j.arr.2011.09.002
https://doi.org/10.1111/ggi.13901
https://doi.org/10.1016/j.jclinepi.2006.03.012
https://doi.org/10.1097/NMD.0b013e31818b504c
https://doi.org/10.1080/1360786031000101157
https://doi.org/10.1159/000488484
https://doi.org/10.1177/1533317507308312
https://www.caregiver.org/uploads/legacy/media/making-hard-choices-print-scan-final.pdf
https://www.caregiver.org/uploads/legacy/media/making-hard-choices-print-scan-final.pdf
https://doi.org/10.1093/geronb/57.1.P74
https://doi.org/10.1023/A:1022955817074
https://doi.org/10.1300/J083v42n03_07
https://doi.org/10.1111/j.1532-5415.1999.tb04588.x
https://doi.org/10.1111/j.1532-5415.1999.tb04588.x
https://doi.org/10.1186/1745-0179-3-11
https://doi.org/10.1017/S0714980800003767
https://doi.org/10.1093/geront/gnaa174
https://doi.org/10.1080/07317115.2017.1305032
https://doi.org/10.1080/07317115.2017.1305032
https://doi.org/10.1177/14713012231165113
https://doi.org/10.1177/14713012231165113
https://doi.org/10.1186/s12877-017-0468-6
https://doi.org/10.1080/13607863.2018.1428940
https://doi.org/10.1177/1471301214531590
https://doi.org/10.1177/1471301214531590
https://doi.org/10.1111/j.1365-2648.1992.tb01843.x
https://doi.org/10.1016/j.archger.2018.03.001
https://doi.org/10.1002/da.10113
https://doi.org/10.1891/1061-3749.17.2.105
https://doi.org/10.1002/hpja.867
https://doi.org/10.1002/hpja.867
https://doi.org/10.1176/appi.ps.201900352
https://doi.org/10.3389/fresc.2023.1052244
https://doi.org/10.1111/hsc.12949
https://doi.org/10.1016/S2666-7568(22)00059-9
https://doi.org/10.1177/0733464820971511
https://doi.org/10.3389/fpsyt.2025.1591772
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

	A scoping review of outcome measures for people living with dementia and family supporters to evaluate Recovery College dementia courses
	Introduction
	Methods
	Study design
	Step 1: embedded stakeholder engagement
	Step 2: identifying the review question
	Step 3: identifying relevant studies
	Search strategy
	Search terms

	Step 4: selection of studies
	Screening
	Eligibility criteria

	Stage 5: charting the data
	Data extraction
	Quality appraisal
	Ethical approval



	Results
	Discovery stakeholder discussions
	Overview of outcome measures
	Hope in people living with dementia and caregivers
	Resilience in people living with dementia
	Empowerment in people with dementia
	Coping in caregivers
	Self-efficacy in family supporters
	General dementia caregiving self-efficacy measures
	Summary of caregiver self-efficacy measures

	Discussion
	Key findings
	Strengths
	Limitations
	Implications for practice
	Future research

	Conclusion
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Generative AI statement
	Publisher’s note
	Author disclaimer
	Supplementary material
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /sRGB
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


