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Abstract: Background: This study aimed to examine the effects of a woodworking program on
psychosocial health in older adults who had mild cognitive impairment (MCI) or mild dementia
(MD) in Korea. Setting: The study was carried out in a dementia center in Seoul in Korea. Popula-
tion: A total of 61 participants who had MCI or MD were allocated into two groups: the experimental
group (EG, n = 35) and the control group (CG, n = 26). Methods: This study was carried out using a
nonequivalent control group pre-test—post-test design. The EG participated in the woodworking
program a total of 10 times for 120 min per session twice a week for 5 weeks, and the CG did not
participate in the woodworking program. Both groups completed the same survey before and after
the intervention. In the survey, demographic characteristics, psychological health (life satisfaction,
depression, self-efficacy, and resilience), and social health (social isolation and social support) were
measured. Results: In the within-group comparison, there was no significant difference between
any factors of the CG before and after the intervention. In contrast, the EG had a significant im-
provement before and after the woodworking program. Participants in the EG with MCI and MD
significantly improved their social support (p < 0.05). Psychological factors (life satisfaction, depres-
sion, and self-efficacy) were positively changed, although not significantly. Conclusions: The wood-
working program promoted psychosocial health, such as life satisfaction, resilience, and social sup-
port, among older adults with mild cognitive impairment and mild dementia.

Keywords: woodworking program; MCI; mild dementia; psychological health; social health; older
adults

1. Introduction

Dementia, which begins with amnesia, progresses to behavioral, cognitive, and neu-
ropsychiatric symptoms and is a serious clinical syndrome; when symptoms worsen, even
incontinence and dysphoria can occur[1]. In 2020, more than 50 million of the world’s
population were diagnosed with dementia, and this number is expected to reach 82 mil-
lion by 2030 and 152 million by 2050, almost doubling every 20 years[2]. Korea is expected
to enter a super-aged society, as 16.5% of the population were aged 65 and over in 2021,
and this is predicted to reach 20.3% in 2025 [3]. In 2021, the prevalence of dementia in the
population aged 65 and over was 10.2%, which implies that 1 in 10 older adults suffered
from dementia[4].

Mild cognitive impairment is a period when mild symptoms appear before the onset
of dementia, and it is a cognitive stage between natural aging and early dementia[5]. Poor
concentration as well as minor speech and short-term memory problems are common first
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symptoms for older adults with mild cognitive impairment, but patients can gradually
deteriorate, and it eventually becomes difficult for them to carry out daily activities on
their own[6]. Mild dementia can be defined as dementia in which recently experienced
and stored memory is reduced due to acquired brain damage and degeneration, but judg-
ment or hygiene can be maintained independently[7-8]. In mild dementia, symptoms can
be less severe, and older adults with mild dementia have higher cognitive ability than
those with severe dementia, so they are able to live independently; their symptoms can be
improved with continuous intervention[9-10].

The number of older adults with impaired cognitive function is increasing, but there
is no cure for dementia[11-13]. Therefore, it is necessary to design intervention programs
that improve the quality of life of older adults living with MCI and MD. Previous studies
have shown that older adults with impaired cognitive function are more likely to have
poor psychological and social health that directly affects their quality of life than normal
older adults[14-15]. The effectiveness of improving psychological factors for older adults
with MCI or MD through music, exercise, computer, and cognitive stimulation programs
has been studied[16-18], but few studies have also examined the social factors. Therefore,
this study aims to observe the effectiveness of a carpentry program to evaluate the effec-
tiveness of handicraft activities in enhancing the psychosocial well-being of both a mild
cognitive impairment group and a mild dementia group, which are high-risk groups for
more severe dementia.

Previous studies have shown that handicraft activities are activities based on partic-
ipation, with positive effects on psychosocial health, such as improved motivation and
reduced social isolation and anxiety[19], as well as reduced depression in older adults;
these activities also use the functions of the left and right brains naturally[14, 20]. In addi-
tion, the materials used in handicraft activities mean that users can express their inner self
[21] and these handicraft activities have a positive effect on the happiness, self-efficacy,
and life satisfaction of older adults[14].

Woodworking creates beautiful patterns and texture, which can give people a warm
feeling, and it is easier to process than metal and plastic, making it suitable for use as a
handicraft teaching tool[22]. Woodworking is closely related to spatial perception, i.e., the
ability to manipulate one’s body or an object skillfully[23]. Studies on infants and adoles-
cents in regard to woodworking activities have shown improved motor coordination, spa-
tial reasoning, recognition of form and foundation, and visual memory and recall in space
[24-29]. In addition, dealing with various kinds of wood through woodwork can enhance
sensory expansion and spatial perception[26-28], and this has a positive effect on the self-
efficacy scales of confidence, resilience, and teamwork[28].

The effectiveness of woodwork activities on improving psychosocial health has been
shown in previous qualitative studies[30-33]. For example, Lee et al. conducted a wood-
working program twice a week for 5 weeks with nine older adults with mild cognitive
impairment and then carried out individual phone interviews. As a result, it was found
that confidence and self-esteem were improved through participation in the woodwork-
ing program, vitality was gained through new experiences and memories, a desire for
learning was identified, and social relationships were formed|[32]. Ballinger conducted in-
terviews with adults who regularly engaged in woodworking activities once per week for
up to four years in a community center woodworking room. The participants reported
that social roles were developed as a result of having a sense of purpose, a job, and some-
where to go, and that social interaction increased[30]. Mee et al. conducted woodwork
activities for adults and it was found that the activities had a positive effect on the moti-
vation generation and self-identity development of participants[33].

Thus, researchers claim that woodworking is effective in improving the psychologi-
cal health and social development of older adults[26-27, 32, 34]. However, the effective-
ness of woodworking on older adults has only been studied by Lee et al.[32], and others
have studied the effectiveness of woodworking on adults[30-31, 33, 35]. This study aims
to verify the effectiveness of woodworking activities on psychosocial health for older
adults with mild cognitive impairment and mild dementia.
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2. Materials and Methods
2.1. Study Design and Procedure

This study was conducted as a nonequivalent control group pre-test-post-test design
to examine the effectiveness of a woodworking program on psychological and social fac-
tors in older adults with mild cognitive impairment and older adults with mild dementia.
The experimental group participated in the woodworking program, the control group did
not participate in the woodworking program, and both the experimental group and the
control group performed the same survey before and after the intervention. In the survey,
demographic characteristics (gender, age, education level, and cohabitation), psychologi-
cal factors (life satisfaction, depression, self-efficacy, and resilience), and social factors (so-
cial isolation and social support) were measured.

The research was conducted for a total of one year from January to December 2021,
and the woodworking program was conducted for a total of six months from June to No-
vember 2021. The experimental group participating in the woodworking program con-
ducted living props-making and play activities using wooden teaching tools a total of 10
times for 120 min per session, twice a week for 5 weeks. The program was conducted with
one main instructor and two assistant instructors, who were woodworking experts who
had completed prior education for working with older adults with dementia, considering
that the study participants were aged 65 and over. For smooth communication and re-
sponse between the instructors and the research participants, there were a maximum of 6
people per group in 6 groups.

The program was divided into three cycles. Cycle 1 consisted of 12 older adults with
mild cognitive impairment, Cycle 2 consisted of 12 older adults with mild dementia, and
Cycle 3 consisted of 6 older adults with mild cognitive impairment and 6 older adults with
mild dementia.

Table 1. Woodworking program research procedure.

Procedure Period Content
IRB submission and approval 2021.03~04 . (masked for pee.r-reV1ew)
Committee research review and approval
Selection of study subjects 2021.04~05 Recruitment and selection of study participants
Cycle 1 2021.06
Pre-Test Cycle 2 2021.07 Introduction to the stgdy ar'1d preparation of consent
for participation; survey
Cycle 3 2021.10
Cycle 1 2021.06~07
Woodworkmg'program Cydle 2 2021.09-10 Twice a week, for 120 min per session; 10 sessions in
progression total
Cycle 3 2021.10~11
Cycle 1 2021.07
Post-Test Cycle 2 2021.10 Survey
Cycle 3 2021.11~12
Statistics and Results Processing 2021.11~12 Analysis of results

2.2. Participants

The subjects of this study were first selected and confirmed their participation at the
Dementia Safety Center in Seoul. This is a research cooperative organization that conducts
the woodworking program. The subjects were adults aged 65 or older who understood
the research purpose and signed the consent form.

The criteria for selecting the study subjects were as follows: communication, hearing,
vision, and motor skills enough to follow basic instructions; not regularly participating in
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other intervention programs within the study period; clinical dementia rating (CDR) of
0.5 to 1 point. The CDR is a screening test to determine the stage of dementia and is meas-
ured by clinicians. The possible outcomes are 0, 0.5, 1, 2, 3, 4, and 5 points, and a higher
score means more severe dementia[36].

The criteria for the exclusion of study subjects were as follows: unable to perform an
experimental task due to emotional instability and physical disability; diagnosed with dis-
eases preventing them from engaging in active handicraft activities; regularly participat-
ing in other programs. Prior to the study, we explained to the participants in detail the
background and purpose of this study, the progress process, and the evaluation contents
before and after the study. In addition, the participants provided opinions on voluntary
consent by signing a written consent form, which explained that they could discontinue
any time during their participation in the study, the confidentiality of the study, and that
information collected would not be used for other purposes. Considering that the subjects
had mild cognitive impairment and mild dementia, the research assistants explained the
purpose and contents of the study in detail to assure each subject’s full understanding.
Older adults who applied for support with their own will were re-confirmed, and addi-
tional protection documents were secured.

This study was conducted after research deliberation by the (masked for peer-re-
view) committee for ethical protection of the study subjects, IRB No. KHGIRB-21-473.

A total of 72 subjects were assigned to 36 experimental groups and 36 control groups,
but 1 in the experimental group and 10 in the control groups were excluded because they
were unable to participate in the program or did not want to participate due to moving to
other regions, which resulted in 35 experimental groups and 26 control groups included
in the final analysis. The research design model of this study is shown in Figure 1.

Inclusion criteria

(1) Those who has sufficient communication skills, hearing, sight, and upper extremity functions to
follow basic instructions.

(2) Those who do not regularly participate in other programs within the period

(8) Those with a Clinical Dementia Rating (CDR) score of 0.5 or 1

Exclusion criteria

(1) Those who has is unable to perform an experimental task due to emotional instability and
physical disability.

(2) Those who person diagnosed with diseases preventing him/her from engaging inactive
handicraft activities.

(3) Those who regularly participates in other programs.

Baseline assessment(n=72)

O~

Experimental
Control group(n=36)
group(n=36) Received
No intervention woodworking
Droped out(n=10) L
Moved to another Droped out(n=1)
city(n=1) » < Moved to another
Hospitalized(n=3) city(n=1)
No want(n=6) 2 A 4
Post assessment Post assessment
(n=26) (n=35)

Analyzed(n=61)
Control : 26 /
Experimental : 35

Figure 1. Flowchart of the current study.
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2.3. Woodworking Program

This woodworking program consist of 10 practical stages, and each session involved
an introduction (10 min), deployment (30 min), rest (10 min), extended activities (40 min),
and finishing (10 min). Table 2 shows the outline of the 10th woodworking program. Top-
ics for various purposes were focused on from the start, such as helping the participants
make friends with the people they had met by making a treasure box using photos of the
faces of the study participants.

Table 2. Woodworking program research procedure.

Session Topic Play Activities Tool
Introduction
1 h ’ T lori
(My house sign) Observe the tree’s age ree exploring
Improving your physical health .
2 (Acupressure rod and ball) Figure play (Geoboard) Saw, sandpaper
3 Communicate with your family Reading fairy tales Hammer clamp, wood burnin
(Wood speaker) & tairy b &
4 Improving your physical health Dice game Nail, hammer, wood burning
(Footrest)
5 Taklr;%{c:;ﬁ:holsz:())u rself Colorful stick play Hammer, wood burning, coloring
6 Empathize with the emotions 3D puzzlepcl)ir?tr;mals and Hammer, driver, wood burning
.............................. 7 Decoratlng mYSEIf HOW dO I feel tOdaY? Hammer’. drlver’ WOOCi. t).urning’
(chest of drawers) painting (wood staining)
9 Recalling, remembering . Hammer, driver, wood burning,
................................................................ Wooden ll’lStI'umel‘ltS . ' .
10 (a treasure chest) painting (wood staining)

2.4. Measures
2.4.1. Social Isolation

The Friendship Scale (a tool for measuring social isolation) is brief and simple to use.
It assesses six factors that affect social connection and isolation, with scores rang-ing from
0 to 24 (0-11 for extremely social isolation, 12-15 for isolation, 16-18 for some social sup-
port, 19-21 for social connection, and 22-24 for extremely social connection)[37]. The re-
spondents are asked to reflect on the past four weeks and provide feedback using this
scale. (1) comfortable interacting with others, (2) seclusion from other people, (3) having
someone with whom to express emotions, (4) it's simple to get in touch with people when
you need to, (5) sensing alienation from other people, and (6) having no friends and feel-
ing lonely.

2.4.2. Social Support

The Enhancing Recovery in Coronary Heart Disease (ENRICHD) study team created
the ENRICHD Social Support Instrument (ESSI) to measure social support[38]. The Health
and Retirement Study (HRS) is one long-term longitudinal study that uses the ESSI scale
to measure the social support of older adults of local communities in foreign nations. The
ESSI scale has also been used in Korea to measure the social support of elderly residents
of local communities[39]. Each of the six categories on the ESSI scale —which includes
emotional, instrumental, and informational support—is scored on a 5-point Likert scale
(1 being never, and 5 being always). Higher scores suggest higher levels of social support.
The total score ranges from 6 to 30.
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2.4.3. Life Satisfaction

Life satisfaction was measured using the Satisfaction with Life Scale (SWLS) of
Diener, Emmons, Larsen, and Griffin[40]. This scale consists of 5 items that judge how
satisfied one is with their life overall. Each question is answered on a 7-point Likert scale
ranging from “not at all” (1 point) to “very much” (7 points). The possible scores for the
total score range from 5 to 35 points.

2.4.4. Depression

The Short Form Geriatric Depression Rating Scale (SGDS-K), which has been vali-
dated for senior people in Korea, is a self-reporting scale[41]. The 15 questions in the
SGDS-K can each be answered with “yes” or “no.” It is made to be easily understood and
responsive. These questions can be further broken down into subscales measuring cogni-
tion, hopelessness, and dysphoria. Reverse coding was used for the scale’s inverted ele-
ments, i.e., 1, 5, 7, 11, and 13. There are a total of 15 items and the higher the score, the
more depressed the person is.

2.4.5. Resilience

The Brief Resilience Scale (BRS) consists of six items. There are three positive (1,3,5)
and three negative questions (2,4,6). The range of each score is from 1 to 5, and negative
scores are added in reverse. The more resilient the psychological state, the higher the total
score[42].

2.4.6. Self-Efficacy

The Korean adaptation of the general self-efficacy scale (GSE) used the general self-
efficacy scale developed by Schwarzer and Jerusalem[43] and the Korean version of the
general self-efficacy scale standardized in Korea by Lee et al.[44]. This tool is a 10-item
subjective evaluation for general children, on a 4-point Likert scale ranging from 1 point
for “not at all” to 4 points for “strongly agree”. The total score, which is the sum of the
scores for each question, ranges from 10 to 40, with higher scores indicating higher per-
ceived self-efficacy.

2.5. Statistical Analysis

For statistical analysis, IBM SPSS Statistics, Version 26.0 (IBM, Armonk, NY, USA),
was utilized. The baseline demographic differences between the two groups were exam-
ined using a one-way analysis of variance and chi-square testing. After examining the
baseline descriptive characteristics of the variables' normal distribution, the means and
standard deviations of the two groups' demographic characteristics were used to express
them (SD).

The differences between the group's behavior before and after the intervention were
confirmed using a paired t-test (t-test for dependent variables). After the intervention, the
mean values of the two groups were compared using an independent sample t-test (95%
confidence interval for t-test for in-dependent variables). The experiments were carried
out to see how the wood working program curriculum affected social and psychological
variables. For the normal evaluation of significant differences, a p-value of 0.05 was used,
and a p-value of - 0.01 was used for obvious significant differences.

3. Results
3.1. Descriptive Statistics of Socio-Demographic Information

A total of 60 participants were included in this study; 34 were selected to be in the
experimental group (MCI: 19, MD: 28), and 26 in the control group (MCI: 13, MD: 13). The
average age of all participants was 78.5 years and the proportion of females was higher
than that of males.
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For MC], there were no significant differences between the EG and the CG regarding
gender, age, education level, or living alone (p > 0.05). However, for MD, there were sig-
nificant differences regarding gender (p < 0.05) and age (p < 0.01). More detailed statistics
of the participants’ characteristics are presented in Table 3.

Table 3. Descriptive statistics of socio-demographic information of MCI and MD; n = 60.

MCI (n = 32) MD (n = 28)
Division EG CG EG CG
X2 X2
n=19  (n=13) NP =19 =1 " P
Gender
Male 8 (42.1) 4 (30.8) 9 (60) 3(23.1)
0423 0.515 3.877 0.049
Female 11 (57.9) 9 (69.2) 6 (40) 10 (76.9)
Age 7831+6.61 79.15+5.61 -0.391 0.698 74.53+8.06 83.30+3.35 -3.650 0.001
Education level
No education 2 (10.5) 1(7.7) 1(6.7) 1(7.7)
Elementary school 9 (47.4) 1(7.7) 5(333)  2(154)
graduate
Middle school graduate 3(15.8) 1(7.7) 9.129  0.104 3 (20) 4 (30.8) 1.771 0.880
High school graduate 2 (10.5) 6 (46.2) 3 (20) 4 (30.8)
College graduate 1(5.3) 1(7.7) 2 (13.3) 1(7.7)
Over university graduate 2 (10.5) 3(23.1) 1(6.7) 1(7.7)
Living alone
Yes 3(15.8) 5 (38.5) 1(6.7) 3(23.1)
2116  0.146 1.532 0.216
No 16 (84.2) 8 (61.5) 14 (93.3) 10 (76.9)

Note. MCI : mild cognitive impairment, MD : Mild Dementia, CG : Control Group, EG : Experi-
mental Group

3.2. Psychological Factors among the Participants of the Study
3.2.1. Psychological Factors of MCI

For participants with MCI, there were no significant differences in the pre-test scores
obtained for life satisfaction, depression, resilience, and self-efficacy between the EG and
the CG (p > 0.05). In the post-test, the levels of life satisfaction, depression, and self-efficacy
decreased slightly in the CG group, whereas the scores increased in the EG group for life
satisfaction and self-efficacy. However, these changes were not statistically significant (p
> 0.05)( Figure 2).
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Life satisfaction Depression Resilience Self efficacy

24.5 20 16.5 25.8

24 16 25.6
3.5 15
o < 25.4

23 15.5

10 25.2

22.5 15

2 5 25
21.5 14.5 24.8

21 0 14 24.6

pre post pre post pre post pre post
CG mEG
Life Satisfaction Depression Resilience Self-Efficacy
Group P P P P
Pre Post Pre Post Pre Post Pre Post

EH(EGIS) 2415738 2361x7.74 0.711 16.15+£825 1538+9.00 0.433 1476 £3.46 14.9213.61 0902 2530+589 25.00+549 0.859

( ECB) 2215722 2257x7.90 0724 12.78+7.53 11.68+7.68 0.151 16.00+x1.91 15.63+4.04 0.689 2530+7.12 25.00x6.81 0878

=

7 0.452 0.715 0.242 0.238 0.206 0.616 0.963 0.793

Note. CG: Control group, EG: Experimental group. pl: Between-group difference. p2: Within-group difference. 7 p
<0.1,* p<0.05, ** p < 0.01, ** p < 0.001.

Figure 2. Change of Psychological factors between two groups of MCI

3.2.2. Psychological Factors of Mild Dementia

For participants with MD, there were no significant differences in the pre-test scores
obtained for life satisfaction, depression, and resilience between the EG and the CG (p >
0.05), but the self-efficacy of the control group was higher than that of the experimental
group (p < 0.01). In the EG, life satisfaction, resilience, depression, and self-efficacy posi-
tively changed after participating in the program, although these results were not signifi-
cant (p > 0.05). For the control group, it was found that self-efficacy significantly changed
in a negative manner (p < 0.05) (Figure 3).

Life satisfaction Depression Resilience Self efficacy
25 20 16.5 35
24 16 30 --..3.30%
I 15 / =
23 N 15.5 . v 25
,,;»J," - £ 20
22 o 10 15 P
s y 15
2 4 14.5 4
21 5 10
20 14 5
19 0 13.5 0
pre post pre post pre post pre post
CG mEG
Life Satisfaction Depression Resilience Self-Efficacy
Group P p* P P
Pre Post Pre Post Pre Post Pre Post
. C?a) 2361730 2361575 100 13.15:863 1238+7.95 0247 1453361 1561+2.63 0210 29.61:599 2660626 0.042%
"=
; Ecr) 20.87£7.68 2443399 00831 1460816 1513:239 0546 14.46£333 1626+3.55 0099+ 23.26£5.02 2553%519 0.165
n=12
P 0518 0.602 0.653 0411 0.957 0.591 0.005 ** 0723
Note. CG: Control group, EG: Experimental group. p1: Between-group difference. p2: Within-group difference. ¥ p
<0.1, * p<0.05, ** p < 0.01, *** p< 0.001.

Figure 3. Change of Psychological factors between two groups of MD
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3.3. Social Factors among the Participants of the Study
3.3.1. Social Factors of MCI

For participants with MCI, there were no significant differences in the pre-test scores
obtained for social isolation between the EG and the CG (p > 0.05), but the social support
of the control group was higher than that of the experimental group, so there was a dif-
ference between the groups (p < 0.05). For the CG, all social factors changed negatively
after the intervention, whereas in the EG, the social support score significantly increased
(p < 0.05) after participating in the program, and the social isolation score decreased, alt-
hough it was not significant (p > 0.05) (Figure 4).

Social isolation Social support
16 30
N | 25
15 - 51“ —326% -
0
14
15
3
! 10
12 5
11 0
pre post pre post
CG mEG
Social Isolation Social Support
Group r P
Pre Post Pre Post
CcG - -
(n=13) 1292+3.12 14.38 = 3.64 0.191 25.15+4.75 24.84 £ 5.50 0.868
EC
1531 +4.35 14.26 +4.72 0.081t 20.15+7.47 2342+ 6.44 0.037 "
(n=19)
r 0.100 0.935 0.042* 0.508
Note. CG: Control group, EG: Experimental group. pl: Between-group difference. p2: Within-group
difference. T p<0.1, * p < 0.05, ** p < 0.01, *** p < 0.001.

Figure 4. Change of Social factors between two groups of MCl.

3.3.2. Social Factors of Mild Dementia

For participants with MD, there were no significant differences in the pre-test scores
obtained in social isolation and social support between the EG and the CG (p > 0.05). After
the intervention, in the case of social isolation, the score of the EG was similar and the
score of the control group decreased, although this was not significant. In the case of social
support, the score of the CG decreased, while the score of the EG increased significantly
(p <0.05) (Figure 5).
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Social isolation Social support
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Group Pt i
Pre Post Pre Post
cG . - - -
(n=13) 1453 +3.17 15.15 + 3.60 0.653 22.00 540 21.69 + 6.51 0.897
EC _ - o - - J—
1593 +3.49 15.87 £ 2.77 0.947 19.35£7.57 23.68 +5.38 0.026"
(n=15)
P 0.314 0.593 0.288 0.886
Note. CG: Control group, EG: Experimental group. pl: Between-group difference. p2: Within-group
difference. 7 p<0.1, * p <0.05, ** p < 0.01, *** p < 0.001.

Figure 5. Change of Social factors between two groups of MD.

4. Discussion

In this study, the possibility of using a woodworking program as an intervention to
improve the psychological health of older adults with MCI and/or MD was explored
through quantitative analysis, and its effectiveness on certain psychosocial factors was
confirmed. Positive changes were observed in the social health and psychological health
in both a MCI group and a MD group participating in a total of 10 woodworking lessons
over 5 weeks. On the other hand, no improvement was observed in the control group.

Thus, the woodworking program was found to have a positive effect on the social
factors of older adults with MCI and MD. The control group showed a decrease in the
degree of social support, while older adults with MCI and MD who participated in the
woodworking program showed a significant increase in the degree of social support,
which was the most significant component. After participating in the woodworking pro-
gram, the degree of social isolation in both groups decreased, although this was not sig-
nificant; in the group that did not participate in the program, the degree of social isolation
increased remarkably. This woodworking program showed similar results to those of the
studies[31-32], which qualitatively examined the effectiveness of a woodworking pro-
gram for adults who had experienced surgery, accidents, and diseases, and older adults
with mild cognitive impairment, respectively. In these studies it was found that partici-
pation reduced the subjects’ social isolation and had a positive effect on the formation of
social relationships.

Furthermore, the woodworking program was found to have a positive effect on the
psychological factors of older adults with MCI and MD and there was a difference be-
tween the two groups. The older adults with MCI showed positive changes in life satis-
faction, depression, and self-efficacy. In the case of older adults with MD, positive changes
were observed in life satisfaction, depression, resilience, and self-efficacy, although these
were not significant. For the control group, self-efficacy was noticeably decreased. These
results are the same as those from previous studies that showed that the woodworking
experience of adults and older adults gave a sense of accomplishment and satisfaction
through project completion, and that they boosted their skills and increased their self-
esteem. It was found that the participants in the woodworking program gained a sense of
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accomplishment from creating their own products and felt great satisfaction as they or
their family members used the finished product[30, 32-33].

These results confirm that participating in the woodworking program had a positive
impact on the psychosocial health of older adults with MCI and MD. It has been said that
new learning in old age enhances the desire and curiosity of older adults, thereby promot-
ing the growth of an active and independent attitude[45]. As such, in order to widen the
opportunities for beneficial experiences for older adults, it is necessary to prepare a public
support plan for disseminating programs such as these to local communities, thereby re-
ducing the difficulties in operating programs such as this woodworking program due to
high material and equipment costs. In addition, it is necessary to develop high-quality
handicraft programs in which participants can feel the joy of learning and psychological
satisfaction and that strengthens the accessibility of older adults to a wider community.
Second, for the participants with mild cognitive impairment, the woodworking program
was not just about woodcraft work, but was also a place to participate in society. In par-
ticular, the positive attitude of the instructors, who were of different generations, was
found to be a factor that maximized the positive experience of the program. Therefore,
instructors need not only technical competency but also the ability to interact with the
participants based on their understanding of older adults with dementia.

4.2. Limitations

This study has two limitations in terms of data. It was conducted for the purpose of
improving the psychosocial health of older adults with mild cognitive impairment and
older adults with mild dementia, but it was difficult to collect a large-scale sample due to
the characteristics of the subjects. Therefore, since this cross-sectional study was con-
ducted on a small number of older adults with mild cognitive impairment and mild de-
mentia using a single institution, there is a limit to its generalization due to the small num-
ber of samples. A longitudinal study is required to confirm the lasting effect of the wood-
working program.

5. Conclusions

This study verified the psychosocial effectiveness of a woodworking program by ap-
plying a quantitative research method to older adults with mild cognitive impairment and
older adults with MCI and MD.

Looking at previous studies, most studies on woodworking programs have been con-
ducted on children and adolescents, and there have been few studies on adults and older
adults. There have been some studies targeting older adults, but only to the extent of con-
ducting interviews with adults, including older adults who have attended carpentry
workshops. Our study was significant in that it presented results through data collected
after developing and implementing a customized program for older adults with mild cog-
nitive impairment and mild dementia.

In future work, it will be necessary to conduct a study targeting older adults with
mild cognitive impairment and mild dementia using related institutions in various com-
munities, and in order to confirm the continuous effectiveness of a woodworking pro-
gram, it is necessary to extend the program participation period and to increase the num-
ber of participants.

Author Contributions: Conceptualization, Y.S.K; methodology, H.R.S; software, D.H.C and
U.D.H; validation, H.J.L; formal analysis, H.J.L; investigation, H.J.L, SW.B, H.Y.C, M.O.] and K.Y K;
resources, ].E.K, KW.L and C.I.C; data curation, H.J.L, S.W.B and H.Y.C; writing —original draft
preparation, H.J.L and S.W.B; writing —review and editing, H.J.L and S.W.B; visualization, H.J.L;
supervision, W.C.5, H.R.S and Y.S.K; project administration, H.].L; funding acquisition, Y.S.K; All
authors have read and agreed to the published version of the manuscript.

Funding: This study was carried out with the support of 'R&D Program for Forest Science Tech-
nology (Project No.  2020220C10-2222-AC02)" provided by Korea Forest Service(Korea Forestry
Promotion Institute).


https://doi.org/10.20944/preprints202211.0341.v1

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 17 November 2022 d0i:10.20944/preprints202211.0341.v1

Institutional Review Board Statement: The study was conducted in accordance with the Declara-
tion of Helsinki, and approved by the Institutional Review Board of Kyunghee University (IRB No.
KHGIRB-21-473).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the
study.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Valenzuela, M.; Duncan, T.; Abey, A.; Johnson, A.; Boulamatsis, C.; Dalton, M.A.; Jacobson, E.; Brunel, L.; Child, G.; Simpson,
D.; et al. Autologous skin-derived neural precursor cell therapy reverses canine Alzheimer dementia-like syndrome in a proof
of concept veterinary trial. Stem Cell Res. Ther. 2022, 13, 261. https://doi.org/10.1186/s13287-022-02933-w.

2. Gauthier, S.; Rosa-Neto, P.; Morais, ].A.; Webster, C. World Alzheimer Report 2021: Journey through the diagnosis of dementia.
2021. Available online: https://www.alzint.org/about/dementia-facts-figures/dementia-statistics/ (accessed on 8 June 2022).

3.  Statistics Korea. 2019-2065: Estimated Future Population; Statistics Korea: Seoul, Korea, 2019. Available online:
http://kostat.go.kr/portal/korea/kor_nw/1/2/6/index.board?bmode=read &aSeq=373873 (accessed on 15 September 2021).

4. National Institute of Dementia. Today of dementia. 12 August 2020. 2020. Available online:
https://www.nid.or.kr/info/today_list,aspx (accessed on 21 November).

5. Ryu, HJ. The Comparison on SNSB Performance among Normal Aged Persons, Mild Cognitive Impairment and Early
Dementia. Master’s Thesis, Deagu University, Deagu, Korea, 2011.

6. Cummings, J.L.; Vinters, H.V.; Cole, G.M.; Khachaturian, Z. Alzheimer’s disease: Etiologies, pathophysiology, cognitive reserve,
and treatment opportunities. Neurology 1998, 51, 2-17. https://doi.org/10.1212/WNL.

7. Korean Association for Geriatric Psychiatry. Psychiatry for the Elderly; Jungangprint: Seoul, Korea, 2004.

8. American Psychiatric Association. American Psychiatric Mispronunciation Diagnostic and Statistical. In Manual of Mental
Disorders, 4th ed. (DSM-1V); Washington, DC, USA, 1994; pp. 133-155.

9.  Kim, Y.S. An Integrated Approach to Dementia; History of Education and Science: Seoul, Korea, 2002.

10. Talassi, E.; Guerreschi, M.; Feriani, M.; Fedi, V.; Bianchetti, A.; Trabucchi, M. Effectiveness of a cognitive rehabilitation program
in mild dementia (MD) and mild cognitive impairment (MCI): A case control study. Arch. Gerontol. Geriatr. 2007, 44, 391-399.

11. Anderson, N.D. State of the science on mild cognitive impairment (MCI). CNS Spectr. 2019, 24, 78-87.
https://doi.org/10.1017/51092852918001347.

12.  Nicola TLautenschlager Kay, L.C.0.x.; Kathryn, A. Ellis Physical activity for cognitive health: What advice can we give to older
adults with subjective cognitive decline and mild cognitive impairment? Dialogues Clin. Neurosci. 2019, 1, 61-68.
https://doi.org/10.31887/DCNS.2019.21.1/nlautenschlager.

13. Prince, M,; Ali, G.C.; Guerchet, M,; Prina, A.M.; Albanese, E.; Wu, Y.T. Recent global trends in the prevalence and incidence of
dementia, and survival with dementia. Alzheimers Res. Ther. 2016, 8, 23. https://doi.org/10.1186/s13195-016-0188-8.

14. Kim, S.; Choe, K;; Lee, K. Depression, loneliness, social support, activities of daily living, and life satisfaction in older adults at
high-risk of dementia. Int. . Environ. Res. Public Health 2020, 17, 9448.

15. Hill, N.; McDermott, C.; Mogle, J.; Munoz, E.; DePasquale, N.; Wion, R.; Whitaker, E. Subjective cognitive impairment and
quality of life: A systematic review. Int. Psychogeriatr. 2017, 29, 1965-1977. https://doi.org/10.1017/S1041610217001636.

16. Siu, M.Y.; Lee, D.T. Is Tai Chi an effective intervention for enhancing health-related quality of life in older people with mild
cognitive impairment? An interventional study. Int. |. Older People Nurs. 2021, 16, €12400.

17. Cheung, D.SK,; Lai, D.L.L.; Ho, L.Y.W,; Lai, C.K. Music-with-movement intervention for people with mild/early cognitive
impairment: An effectiveness-implementation hybrid cluster randomized controlled trial: Dementia care research: Behavioral
interventions. Alzheimer’s Dement. 2020, 16, €039313.

18. Djabelkhir, L.; Wu, Y.H.; Vidal, ].S.; Cristancho-Lacroix, V.; Marlats, F.; Lenoir, H.; Carno, A.; Rigaud, A.S. Computerized
cognitive stimulation and engagement programs in older adults with mild cognitive impairment: Comparing feasibility,
acceptability, and cognitive and  psychosocial effects.  Clin.  Interv.  Aging. 2017, 12,  1967-1975.
https://doi.org/10.2147/CIA.S145769.

19. Huxley, P.; Thornicroft, G. Social inclusion, social quality and mental illness. The British Journal of Psychiatry. 2003, 182(4), 289-
290.

20. Bang, Y.S.; Kim, H.Y. The Changes of Depression and Cognition in elderly at Institution According to Craft Activity Program.
J. Occup. Ther. Aged Dement. 2010, 4, 1-9.

21. ChunS.M.; LeeY.S,; Park M. S.; Lee D. H.; Ham K. A. Theory and Practice of Counseling Psychology.;Hakjisa: Seoul, Korea, 2006

22. Leavill, J. Easy Carpenting Projects for Children. Dover publishing: Mineola, NY, USA, 1986.

23. Campbell, L.; Campbell, B.; Dickinson, D. Teaching & Learning Through Multiple Intelligences; Allyn & Bacon: Boston, MA, USA,
1996.

24. Lee, Y.H.; Won, E.S. Development of a Stepby-step Woodcraft Activity Teaching Model for Toddlers and Its Effects. ]. Future
Early Child. Educ. 2010, 17, 1-19.

25. Kim, ]J.H .; Chi, S. A. A comparis on of the effects between woodworking and a drawing activity on young children’s space

perceptual and language ability. Journal of Children s Literature and Education, 2017, 18(3), 205-231. doi:10.22154/JCLE.18.3
26. Skeen, P.; Anita, P.G. Woodworking for Young Children; NAEYC: Washington, DC, USA, 1984



https://doi.org/10.1186/s13287-022-02933-w
https://doi.org/10.1017/S1092852918001347
https://doi.org/10.20944/preprints202211.0341.v1

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 17 November 2022 d0i:10.20944/preprints202211.0341.v1

27. Sosna, D. More about woodworking for children. Young Child. 2000, 55, 39-39.

28. Go, S.O.; Shin, L.H. The Effect of Nature Experiencing Woodwork on Childrens’ Scientific Problemsolving Abilities. Korea .
Child Care Educ. 2011, 66, 109-125.

29. Weber, R. P. Basic Content Analysis. Newburry Park, London, New Delhi: Sage Publications. 1990

30. Ballinger, M.L.; Talbot, L.A.; Verrinder, G.K. More than a place to do woodwork: A case study of a community-based Men’s
Shed. . Men’s Health 2009, 6, 20-27. https://doi.org/10.1016/j.jomh.2008.09.006.

31. Fulton, S.; Clohesy, D.; Wise, F.M.; Woolley, K.; Lannin, N. A goal directed woodwork group for men in community
rehabilitation A pilot project. Aust. Occup. Ther. . 2016, 63, 29-36. https://doi.org/10.11 11/1440-1630.12242.

32. Lee, HJ.; Kim, S.H.; Ban, SW.; Jeon, M.O.; Kim, Y.S. A study on experiences of participation in woodworking healing programs
in the elderly with mild cognitive impairment. ]. Occup. Ther. Elder. 2021, 15, 21-33.

33. Mee, ]J.; Sumsion, T.; Craik, C. Mental health clients confirm the value of occupation in building competence and self-identity.
Br. J. Occup. Ther. 2004, 67, 225-233. https://doi.org/10.1177/030802260406700506.

34. Park, ]J.G. A Study on the Wood-Craft Lesson Plans for Sensibility Purification: Focusing on Maladjusted Students. Master’s
Thesis, Dong-A University, Busan, Korea, 2010.

35. Lee, HJ,; Kim, S.K,; Shin, HR,; Kim, Y.S. A Systematic Review of Woodworking Programs: Implications for the Woodworking
Culture Industry. Korean Soc. Cult. Ind. 2020, 20, 97-107.

36. Choi, S.H.;Na, D.L,; Lee, B.H.; Hahm, D.S.; Jeong, ].H.; Yoon, S.J.; Yoo, KH.; Ha, C.K.; Han, LW. Estimating the validity of the
Korean version of expanded Clinical Dementia Rating (CDR) scale. ]. Korean Neurol. Assoc. 2001, 19, 585-591.

37. Hawthorne, G. Perceived social isolation in a community sample: Its prevalence and correlates with aspects of peoples’ lives.
Soc. Psychiatry Psychiatr. Epidemiol. 2008, 43, 140-150.

38. Mitchell, P.H.; Powell, L.; Blumenthal, J.; Norten, J.; Ironson, G.; Pitula, C.R.; Froelicher, E.S.; Czajkowski, S.; Youngblood, M.;
Huber, M.; et al. A short social support measure for patients recovering from myocardial infarction: The ENRICHD Social
Support Inventory. J. Cardiopulm. Rehabil. Prev. 2003, 23, 398—-403.

39. Jeon, G.S.; Jang, S.N.; Park, S. Social support, social network, and frailty in Korean elderly. |. Korean Geriatr. Soc. 2012, 16, 84-94.

40. Diener, E.; Emmons, R.A.; Larsen, R.J.; Griffin, S. Satisfaction with life scale (SWLS). J. Personal. Assess. 1985, 49, 71-75.

41. Cho, M.J; Bae, ].N.; Suh, G.H.; Hahm, B.J.; Kim, ].K.; Lee, D.W.; Kang, M.H. Validation of geriatric depression scale, Korean
version (GDS) in the assessment of DSM-III-R major depression. J. Korean Neuropsychiatr. Assoc. 1999, 38, 48-63.

42. Smith, BW.; Dalen, ]J.; Wiggins, K.; Tooley, E.; Christopher, P.; Bernard, ]. The brief resilience scale: Assessing the ability to
bounce back. Int. |. Behav. Med. 2008, 15, 194-200.

43. Jerusalem, M.; Schwarzer, R. Self-efficacy as a resource factor in stress appraisal processes. Self Effic. Thought Control. Action
1992, 195213.

44. LEE, Young-Min; SCHWARZER, R.; JERUSALEM, M. Korean adaptation of the general self-efficacy scale. Retrieved April, 1994,
2:2008.

45. Kim, M. J.; Chae, M. S. The effect of lifelong education in old age on self-esteem and self-integration -the mediating effect of
empowerment. The Journal of the Korean Content Association, 2019, 19(9), 601-613. doi: 10.5392/JKCA.2019.19.09.601


https://doi.org/10.20944/preprints202211.0341.v1

