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of ten caregivers of older persons with dementia. After that, the residence theory of Davis
(1999) was employed as the conceptual framework. In the end, the six domains of resilience
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CHAPTER 1: INTRODUCTION

1.1 Background and Clinical Significance

At present, advanced in medical technology in Thailand improved medical treatment and, improved
diagnosis. The development of public health services such as health promotion and health care services place its
focus on population in certain age group with the aim to decrease mortality rate and the people’s longevity. As
the result, the change in the Population Pyramid toward and aging society has been expected, and it is estimated
in the year 2027 nearly 17 million people will be the elderly population (University, 2011), which has direct effects
on health care services provision. Therefore, improving health care services is significant and challenging for health
care providers. In general, the majority of elderly people have health problems that come with increasing age
because of the physiological deterioration caused by the process of aging and chronic medical illness that that
make them become highly dependent. Health problems faced by elderly person can be either chronic physical
illnesses or psychiatric illnesses. In face high incidence psychiatric illness that can be seen in elderly people when
people longevity is dementia, which affects both physical and psychological well-being of the elderly population.

Based on a review of related literature and prior research, the prevalence and incidence of dementia is
found increase with age. To explain further, dementia account for 3% to 11 % of elderly persons aged over 65
years old, and the incidence rises to 25% to 47% in those over 86 years of age. In fact the incidence of dementia
increase by two fold ever five years after the age of 65 (Boyle. L. L., 2011). In Thailand, the prevalence and incidence
of dementia are same as those reported in others countries in the world. However, there is not actual data of
prevalence and incidence of dementia despite the prevalence survey of dementia conducted by various
departments of the Ministry of Public Health. Therefore, only a rough estimate of the prevalence and incidence of
dementia is available. According to (Aekplakorn, 2009) a study conducted to survey prevalence of dementia in the
population aged 60 years old and over using the MMSE- Thai version 2002 showed that the prevalence of dementia
was 12.4%, and the prevalence in the elderly males was 9.8% while that in elderly females was 15.1%. Moreover,
it is worth nothing that prevalence rates in females were higher than those in males in ever age group, and the
prevalence rate increased from 7.1% to 32.5% in the elderly persons over 80 years of age (40% in females and
22.1% in males).

Dementia is the most commonly found condition in geriatric psychiatry. However, dementia in elderly
person is frequently ignored because elderly persons, caregivers, and health care professionals tend to believe that
it is normal in elderly persons. In fact, dementia cause distress in elderly persons and increases burdens of caregivers
(Boyle. L. L., 2011). Many studies have reported that the incidence of dementia increase with age. Dementia is a
part of cognitive impairment and global cognitive impairment. It does not result in alteration of consciousness, but
it lead to functional decline in elderly person. In general, dementia progresses over time when the disease progress
the Behavioral and psychological symptom of dementia (BPSD) are common found in older person with dementia.

Including other types of dementia are Dementia Lewy-body (DLB), Fronto-Temporal Dementia (FTD), vascular



dementia, Parkinson’s disease with dementia (PDD), progressive supra-nuclear palsy (PSP) Cortico-Basal
Degeneration (CBD), and Alzheimer’s disease. Moreover, BPSD could found that in mild cognitive impairment (MCI).

In general, the majority of older persons with dementia are likely to have BPSD (Behavioral and
Psychological Symptoms of Dementia). As regards, the prevalence of BPSD (Behavioral and Psychological Symptoms
of Dementia), it is found in as many as 90 percent of patients with mild, moderate and severe stage of dementia,
including those with Mild Cognitive Impairment (MCl) (Boyle. L. L., 2011). Behavioral and Psychological Symptoms
of Dementia (BPSD) are composed of psychological symptoms (delusion, hallucination, misperception, sadness,
apathy, anxiety, and change in sleep pattern), and behavioral symptoms (wandering, agitation, catastrophic reaction,
complaining, disinhibition, intrusiveness, and negativism). According to (Matzumoto N, 2007) when older person
have dementia have behavioral and Psychological Symptoms of Dementia (BPSD), their symptoms can be a cause
of distress and stress in caregivers than when the patients have cognitive and functional decline. According to
(Boyle. L. L., 2011) proposed that dementia have multi-dimensional effects on both physical and psychological
health of not only older persons but also their caregivers. Furthermore, previous studies have shown that effects
of dementia on caregivers burden include chronic stress, depression, distress, decreased quality of life, loss of social
relationship, and impaired immunologic and hormonal functioning However, it is worth nothing that some research
studies have reported positive effects on caregivers of older persons with dementia, which include psychological
well-being, satisfaction, good attitude, perceived good relationship, self-esteem, and self-appreciation.

In conclusion, dementia has effects on both physical and psychological health of caregivers of older
persons with dementia. In particular behavioral and psychological symptoms of dementia (BPSD) have been found
to heavies more effects on caregivers’ burden than cognitive impairment. The factors that are related to caregivers’
burden include levels of Activities of Daily Living (ADL), behavioral and psychological symptoms of dementia (BPSD),
and impaired cognition when dementia progress decrease ADL, poor cognition and increase behavioral and
psychological symptoms of dementia (BPSD) make older persons become highly dependent on their caregivers for
complete assistance. (A. s. Association, 2010a) has reported that most of the elderly persons with dementia (70% -
80%) are cared for at home and caregivers provide care to older persons with dementia 24 hours per day. Also,
such care is a long term care that can continue to as long as 3 t0 15 years. The quality of care in older persons
with dementia depends on caregivers’ competence. Therefore, caregivers’ competence is significant because
caregivers are mainly responsible for providing direct and continuous care to older person with dementia.

Many studies that have been undertaken to investigate the caregivers’ role describe the concepts of care
for demented persons as involving assistance with activities of daily living (ADLs) and instrumental activities of daily
living (IADLs). However, these concepts may not be adequate to encompass the problems of caregiving including
resistance to care, and complicated nature of medication administration. This is because some older persons with
dementia have to take several kinds of drug several times per day including injection, inhalers, and mash tablets.
This can be a major responsibility that is beyond many caregivers’ ability to do so, hence a feeling of increased
burden. A qualitative research study conducted by (Rose JH, 2000) to explored family caregivers’ perceptions of
provision of care to older patients during a period from hospital admission to discharge revealed that family
caregivers often felt unprepared to provide care and had inadequate knowledge to meet the needs of care
recipient. In addition, they received only little information from formal health care providers. As a result, it was
recommended that health care professionals should assist caregivers more so as to help solve their specific

problems and better serve their specific needs in order to maintain caregiver’s health and well-being.



As the caregivers’ role, some caregivers of older persons with dementia have to provide care for 24 hours
per day and the long term care can continue for up to three to 15 years (Landefeld, 2004). When having to live
with long term care giving caregivers are likely to develop stress. Furthermore, a high level of dependence has
impacts both their physiological and their psychological well-being (Pinquart 1., 2007) (Adams K, 2008). In fact, caring
for older persons with dementia involves not only assistance with Activity Daily Living (ADL) and Instrumental
Activity Daily Living (IADL) but also consideration of respect and dignity of older persons with dementia. Daily tasks
of caring for older persons with dementia cause caregivers’ burden and when having to live with a high level of
care and caregiving, burden, caregivers can suffer from social isolation, loss of freedom, and depression (Schulz,
2008). Caregivers’ burden is defined as negative consequence while caring for older persons with dementia.
Caregivers burden both subjective burden, and objective burden, includes psychiatric morbidity, and depression
related to individual caregivers’ personal characteristics, as well as coping techniques to handle with dementia
symptoms (Vugt ME, 2004) (Sink KM, 2006). Objective caregivers’ burden is related to daily tasks and subjective
burden, while caregivers’ role causes physical and psychological strain, as well as, family conflict.

In order to prevent caregivers’ burnout, their physiological and psychological strain needs to be reduced
and their ability to confront caregiving tasks for demented older persons at home needs to be promoted. A review
of previous research associated with caregivers’ burden of caregivers of older persons with dementia has revealed
that resilience is one of the key buffers and protective factors for caregivers burnout and, strain as it, decreases
caregivers burden or caregivers distress. A study done by (B., 2010) to explore caregivers burden and resilience of
caregivers of patients with Alzheimer’s disease showed that as caregivers’ resilience increased, caregivers’ burden
decreased. Moreover, resilience enabled caregivers to return to normal after traumatic psychological events, after
change, after being exposed to serious events, and after a life threatening situation, making caregivers able to better
cope with the demand of caring for elderly persons with dementia. Resilience could also increase caregivers’
competence to perform self-care, handle caregivers’ role, and enhance ability to care for older persons with
dementia. In fact, caregivers’ competence is significant for caregivers to continue providing care and helps prevents
premature institutionalization or caregivers’ negligence of quality of care of older person with dementia (Sink KM,
2006). Furthermore, caregivers’ competence is found to be related to quality of life (QOL) of both caregivers and
care recipients (Rabins, 2007). Many research studies have reported that caring for older persons with dementia is
associated with poor quality of life (QOL) and poor physical and psychological health of caregivers.

Resilience is process of growth and adaption, and it has a multi-dimensional structure. It is also a holistic,
and dynamic, development that encompass the ability to cope with stress, and, serious situation (e.g., family
problems, family relationships, and serious illnesses). Resilience outcomes are balance of mind and effective coping.
In other words resilience causes emotional strength, especially psychological strength of caregivers during
interactions with others who have distress, psychological traumas, or emotion uncertainty. Some caregivers have
more resilience, strength, and resistance to stress than others caregivers. Theses caregivers have a good coping
ability and can develop strength from the stress and trouble them are facing. In addition, caregivers who have
resilience have the ability to seek meaning, goals, and values during complicated situations (Al. Siebert, 2007).
Assessment of individual resilience is commonly with a resilience scale. A review of a previous research has shown
that there are two instruments that are popularly used to assess individual resilience as follows: a) The 25-item
Connor-Davidson Resilience Scale (CD-RISC), and b) The 22-item Response to Stressful Experiences Scale (RSES)
(Connor KM, 2003) (Johnson DC., 2011).



Resilience could strengthen caregivers’ coping ability. There are various ways to enhancing resilience.
Enhancing resilience through program is one of the ways that aim to prevent maladaptation and inappropriate
responses to serious events, traumas, stress, and life threatening situations (Ballenger-Browning, 2010). When
designing such a program, individual caregivers’ characteristics and needs should be taken into careful consideration.
Put another way, health care professionals need to ensure that the resilience promotion program meets caregivers’
specific need. It is significant to establish goals for caregivers of older persons with dementia in order to ensure
that the program is actually direct to caregivers.

Tailoring elements of the program requires consideration of the level of individual caregivers needs’ for
information about dementia process, problem solving skills, coping skills, and support for intervention (R. W.
Toseland, 2004). (Sorensen, 2011) has recommend that program should be composed of multi-intervention and
positive outcomes for both caregivers and older persons with dementia. (MPhill, 2007) has proposed that “the
following interventions may benefit caregivers of persons with dementia and may delay long-term placement. It is
important to address the education and physical and emotional support of family caregivers after making a
diagnosis.” A review of existing research has shown that a multi-component counseling program appears to be
more effective to enhance caregivers’ resilience as it offers a combination of counseling, support, and education.
A Multi-component Counseling Program was tested by (Mittelman, 2006) and the results indicated that the program
not only prevented depression but also enabled caregivers to care for older persons with Alzheimer’s disease at
home for as long as 326 days, hence a delay to nursing home.

It is worth nothing that most studies on caregivers’ resilience have been conducted in western countries
and at present no research has been done on enhancing resilience or an assessment of resilience using a resilience
scale in Thai caregivers of older persons with dementia. Correspondingly, a development of a multi-component
counseling program to enhancing resilience in caregivers of older persons with dementia and a development of a
resilience’ scale for caregivers of older persons with dementia are much needed. An extensive review of existing
research has revealed limitations of studies on a multi-component counseling programs including heterogeneity in
caregivers’ characteristics, relationships, and clinical characteristics of the older persons with dementia. It has been
found that theories on resilience have not been mentioned much.

Moreover, some studies had a control groups; others did not, hence lack of desired outcomes, nor
ignorance of individual caregivers’ needs. It has also been documented that group interventions seemed to be
more effective than individual interventions. At the same time, the literature review has revealed limited use of the
Connor-Davidson Resilience Scale (CD-RISC) to assess resilience in the general population and the Stressful
Experiences Scale (RSES) has been mostly used to assess resilience in the military. Furthermore, before designing
the program factors that are related to enhancing resilience should be considered including Thai caregivers’ socio-
demographic characteristics as well as, clinical characteristics of older persons with dementia, contexts of health
services, and characteristics and settings of healthcare professionals.

The new multi-component counseling program combines health counseling and multi-component
interventions based on the resilience theory of Davis (Davis, 1999). This program is generally conducted with one-
on-one individual sessions for enhancing caregivers’ competence including promoting physical and psychological
health while caring for older persons with dementia. In this study, the multi-component counseling program was
considered culturally, and religiously, tailored enough to serve individual caregivers’ needs and timing so that it
would support individual personal learing and coping skill (Al. Siebert, 2007e). Caregivers of older persons with

dementia received health education and support in the form of information, skill practices, coping strategy, and



individual health counseling, all of which enabled caregivers to handle their caregiver role. Finally, the caregivers’
competence and self- care efficacy were promoted so as to ensure that they were able to continue providing care

to older persons with dementia effectively.

1.2 Research Questions

This study attempted to answer the following four main research questions:

1. What are the domains of the multi-component counseling program for Thai caregivers of older persons with
dementia?

2. What are the short term effects of eight week multi-component counseling program?

3. What are the domains of the Caregiver Resilience Scale (CRS) for Thai caregivers of older persons with dementia?
4. How valid and reliable is the newly developed Caregiver Resilience Scale (CRS) for Thai caregivers of older

persons with dementia?

1.3 Research Objectives

The primary objective of the present study was to enhance resilience in caregivers of older persons with dementia,
with the following secondary objectives:

1. To develop a multi-component counseling program for Thai caregivers of older persons with dementia.

2. To examine the short term effects of eight week multi-component counseling program.

3. To develop the Caregiver Resilience Scale (CRS) for Thai caregivers of older persons with dementia.

4. To examine the validity and reliability of the Caregiver Resilience Scale (CRS).

1.4 Research Hypotheses

This study consisted of two majors hypotheses as follows:

1. The multi-component counseling program which combined health counseling and support with multi-
component interventions could enhance resilience in caregivers of older persons with dementia.

2. The caregivers of older persons with mild to moderate dementia in the intervention group who
participated in the multi-component counseling program would have significantly high scores than baseline score
(pre-test) (T1), at one month (post-test) (T2), and follow up at three months (T3) compared to the caregivers of

older persons with mild to moderate dementia in the control group who received on the routine care as usual.

1.5 Scope of the Study

The purpose of the present Research and Development study was to enhance resilience in caregivers
who provided care to older persons with dementia with the implementation of multi-component counseling
program. The scope of the present study could be described as follows:

1. The study of resilience enhancement in caregivers of older persons with dementia was developed
based on the Resilience’ Theory. The study was congruent with this study on the Resilience Theory of Davis (1999)
who has proposed that characteristics of persons who received resilience enhancement include caregivers’ ability
to maintain positive behaviors and functional competence under critical events or heavy tasks and to continue
their provision of care.

2. The population and sample of this study were caregivers of older persons with mild to moderate
dementia who sought treatment at the Memory Clinic, Neurological Clinic, and Geriatric Clinic at Suratthani Hospital,

Maharaj Nakhorn Srithammarat Hospital, and Vichira Phuket Hospital.



3. The major variables for development of multi-component counseling program were as follows:
Construct Variables: there were on together six domains that comprised: 1) physical competence, 2) relationship
competence, 3) emotional competence, 4) moral competence, 5) cognitive competence, and 6) spiritual
competence.

Indicator Variables, there were nine components that comprising: 1) competence of physical self-care, 2)

competence of communication, 3) competence of stress management, 4) competence of anger management, 5)
competence of physical care (Activities of Daily Living: ADL and Instrument of Activities Daily Living: IADL), 6)
competence of medication administration, 7) competence of behavioral problems management, 8) competence
of psychological problems management for older persons with dementia, and 9) competence of religious support.

4. The program was tried out with primary caregivers of older persons with dementia that received the
resilience enhancement program and completed six domains within nine components through eight sessions of
intervention as follows: 1) engagement, 2) promoting self-care, 3) communication skill training, 4) relaxation
technique, 5) managing physical care, 6) managing skill training, 7) religious support, and 8) termination.

5. Enhancing resilience in caregivers of older persons with dementia was different from enhancing
resilience in the general population, adolescences, children, or military personal.

6. The results of this study reflected sense of power competence of caregivers of older persons with
dementia because sense of power competence occurred when persons received counseling, education, and

support that could be measured with the Caregivers’ Resilience Questionnaire.

1.6 Significance of the Study

This study would be significant to the academic as follows: 1) the knowledge gained in this study,
particularly the knowledge related to the resilience’s theory including the definition of resilience, ways to enhancing
resilience, and related factors to enhance resilience could be applied with, caregiver’ intervention in the
development the multi-component counseling program to enhancing resilience; 2) the process of development of
the resilience scale using the exploratory factor analysis (EFA) would result in a new body of knowledge; 3) there
would be a newly developed instrument: The Caregiver Resilience Scale (CRS) as well as a newly developed
program: The multi-component counseling program.

Furthermore, this study would be significant to health care professionals, especially physicians, nurses,
and other health care professionals, as the findings of the study could be implemented in the Clinical Practice
Guideline for enhancing resilience in caregivers of older persons with dementia in the community, institution, and
hospital. Health care professionals could also employ the Caregiver Resilience Scale (CRS) as a guideline when
assessing resilience of caregivers’ of older persons with dementia or other groups of caregivers who provide care to
elderly persons with other chronic illnesses. Finally, the multi-component counseling program could be applied
with caregivers of other chronically ill elderly persons.

This study would also be significant to caregivers who provide care to older persons with dementia who
could be equipped with the learning skills and, coping strategies that would enable them to provide care effectively.
The present study would also be beneficial for caregivers who can adjust their provision of care in their daily living
so that they could live with older persons with dementia happily. Furthermore, this program could reduce distress
and burden of primary caregivers. Finally, the knowledge gained from this study would provide an example of a
multi-component counseling program that may be useful in the development of a multi-component counseling

program to be implemented with caregivers of patients with other diseases or other groups of caregivers.



1.7 Theoretical Framework

The theoretical frameworks for development of the multi-component counseling program and Caregiver
Resilience Scale in this study was adopted from the theory proposed by (Davis, 1999) concerning development of
education and support content of intervention. The concept of resilience is process of personal support for control
of factors that affect health and quality of life. In general, resilience causes persons to have power, well-being, and
competence awareness. The outcome of enhancing resilience enhancement is sense of success in a situation,
satisfaction, and self- development including the meaning of life. (Davis, 1999) has defined resilience as “the ability
to return to normal, become strong, healthy or successful after exposure to serious or traumatic psychological
events. People who have resilience are able to utilize their coping skills, and resilience can be learned and
developed”. Thus, it can be summarized that resilience may refer to personal competence that makes persons
able to return to their normal condition and proceed with their living as usual after facing a critical event or suffering.
(Adams K, 2008)

According to (Davis, 1999) there are six domains of resilience as follows: First, Physical competence is
the ability to perform self-care, be flexible, decrease reactive violence and maintains  good health. (Polk, 1997)
and (Al Siebert, 2007a) have pointed out that before development of resilience, people should first develop skills
for good health and psychological well -being. Secondly, social and relational competence is the ability to develop
and maintain relationships which results in the feeling of bonding, trust, safety, and empathy. Moreover, it
encompasses the ability to maintain a relationship in the family and continue communication with elderly persons
with dementia, both verbally and nonverbally. According to (Gunnestad, 2006) characteristics of persons who have
resilience include empathy, awareness, and empathic understanding. Thirdly, cognitive competence refers to the
ability to plan for different things such as events, environmental management, problem solving, internal self-control,
emotional control, optimism, belief that people could succeed assessment of cognitive sufficiency, and actual
assessment ability. Likewise, (Reivich, 2002) has mentioned that the ability to solve problems is a characteristic of
persons who have resilience. Fourthly, emotional competence is refers to the ability to have emotional control,
wait, maintain self- esteem in a high level, and build humor. Similarly, emotional control is regarded as one of the
characteristics of persons who have resilience, and the American Psychological Association: (A. P. Association, 2007)
has mentioned that this component of resilience refers to which persons’ ability to manage their emotions and
motivation effectively. Fifth, moral competence is the ability to support others such as in problems solving,
judgment, planning, and goal setting that is meaningful and this involves social responsibility, empathy, and bonding.
According to (Grotberg, 1999) characteristics of persons who have resilience include the willingness to do good
deeds for others and accountability. Congruence with (A. S. a. C. Masten, J. D., 1998b) shares a similar idea, stating
that characteristics of person who have resilience include assistance and devotion to others. Sixth, spiritual
competence is the ability to have faith, meaningful insight into life, morality, honesty, justice, autonomy, and self -
value. According to (M, 2000) spiritual competence is an interpersonal characteristics of persons who have resilience,
and it encompasses happiness, optimism, faith, hope, and motto. Moreover, Masten (1998b) (A. S. a. C. Masten, J.
D., 1998a) has mentioned that having a religious faith causes persons to have resilience.

(Davis, 1999) attempts to identify differences among coping, adaption, and resilience. According to him,
coping is a complex response to a serious or challenging situation, and it is often a protective characteristic, while
adaption is a broad term which explains responses to a protective characteristic appropriated for the environment.

(Davis, 1999) has confirmed that resilience occurs when there is positive change in order to maintain competence
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to cope with problems and that effective adaption can be observed of latent in people with various strategies. By
the same token, (McCubbin, 1999) has pointed out that resilience is a sum of total various factors, both internal
personal factors and environmental factors.

Whenever, caregivers have resilience it means that they could protect themselves and stabilize
interactions to prevent the decline of competence. For example, they might be open-minded to learning caregiving
skills and self-care skills so that and ~ they could maintain positive behavioral patterns and functional
competence under a stressful or adverse event. Therefore, Davis’ Resilience Theory helps explain why caregivers
adjust, adapt, and become competent while caring for older persons with dementia. Long- term care is often filled
with hardship, high demand, maladjustment, and family life cycle change that cause a high level of burden on part
of caregivers. Therefore, education and support must covered physical, psychological, emotional, social, relational,
and spiritual conditions of caregivers. These components cannot be separated, but they have to be in relation
with one another. In this study, resilience referred to caregivers’ sense of power competence. Caregivers who have
resilience have the ability to seek meaning, goal, and value during a complicated situation of providing care to older
persons with dementia. Caregivers have resilience ability to seek meaning, goal, and value during complicated
situation.

Therefore, successful resilience enhancement outcome refer to a balance of physical and psychological,
harmony. Successful caregivers are those who have the ability to balance between individual caregivers’ needs and
caregiving demands of older persons with dementia. A high resilience level and well-being in caregivers suggest
successful caregivers’ competence, whereas a low resilience level in caregivers reflects unsuccessful caregivers’
competence. The framework of the physical competence, relational competence, emotional competence, moral
competence, cognitive competence, and spiritual competence in caregivers of older persons with dementia is

illustrated in Figure 1.
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Physical Competence

Relationship Competence

Emotional Competence

» Resilience

Moral Competence

Cognitive Competence

Spiritual Competence /

Figure 1: The theoretical framework of the study

Theoretical framework of the study
The main concepts of this study were caregivers’ resilience that includes physical competence,
relationship competence, emotional competence, moral competence, cognitive competence, and spiritual

competence.

1.8 Conceptual framework

The theoretical framework of (Davis, 1999) was employed in this study. This framework was used to design
and construct the Multi-component Counseling Program and Caregiver Resilience Scale (CRS).

The conceptual framework of the Multi-component Counseling Program for Thai caregivers of older
persons with dementia consisted of six domains, which included physical competence, relationship competence,
emotional competence, moral competence, cognitive competence, and spiritual competence. The program was
conducted with individual sessions, totaling eight sessions as follows: engagement, promoting self-care,
communication skill training, relaxation technique, managing physical care, managing skill training, religious support,
and termination. The conceptual framework of the multi-component counseling program is summarized in Figure
2.

The conceptual framework of the CRS for Thai caregivers of older persons with dementia consisted of six
domains, which included physical competence, relationship competence, emotional competence, moral
competence, cognitive competence, and spiritual competence. There were altogether nine  components that
comprised: of: 1) competence of physical self-care, 2) competence of communication, 3) competence of stress

management, 4) competence of anger management, 5) competence of physical care (Activity Daily Living: ADL



and Instrument Activity Daily Living: IADL),
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6) competence of medication administration, 7) competence of

behavioral problems management, 8) competence of psychological problems management for older persons with

dementia, and 9) competence of religious support. The conceptual framework of the CRS is illustrated in Figure 3

problem solving.

sleep.

and feedback

techniques to change one’s thinking.

Multi-component Counseling Program
1 Engagement session: giving orientation about the program;
establishing trust, objectives, rules, and individual accountabilities;
and disseminating, education about dementia, its effects on

elderly persons, caregivers, social stigma, and guideline for Resilience

2 Promoting self-care sessions: sharing experience about
promoting self- care, and providing knowledge of good health

including healthy food, exercise, leisure, physical check-up, and

3 Communication skill training session: supporting with provision

of knowledge of communication techniques, role playing, practice,

4 Relaxation techniques session: providing knowledge about five

5 Managing physical care session: providing knowledge about
physical care enhancement for older persons with dementia.

6 Managing skill training session: providing knowledge about
problems solving skill for behavioral and psychological disorder.

7 Religious support session: promoting caregivers’ good insight
and. providing knowledge about balance of mind including loving,

kindness, compassionate, polite, and humanized care.

-Physical competence
-Relationship competence

-Emotional competence

L
-Moral competence
-Cognitive competence

-Spiritual competence

Figure 2: Conceptual framework of multi-component counseling program
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Physical competence

-physical self-care

Relationship competence

-effective communication

Caregiver  Resilience  Scale

(CR9)

Emotional competence

-stress and anger management

AN

Moral competence
- ADL and IADL

-medication administration

Cognitive competence
-behavioral and psychological problems

management

Spiritual competence

- Religious support

Figure 3: Conceptual framework of Caregiver Resilience Scale (CRS)

1.9 Definition of Terms

The definitions of the terms that were used in this study are as follows:

Caregivers is defined as  primary caregivers include spouse, adult child, sibling, and / or significant others
who assistance older person with dementia with Activities Daily Living such as bathing, feeding, dressing, toileting,
transferring, taking medication, and ambulating at home.

Older persons with Dementia were defined as persons who were 60 years old or older who were

diagnosed with mild to moderate dementia. In this study, the severity of dementia was classified based on the
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levels of cognitive impairment and functional disability of older persons with dementia. The MMSE-Thai 2002 was
utilized to assessed cognitive impairment, and the. Barthel Activities of Daily Living, and the Chula IADL Index
bewere employed to assess the older persons’ functional disability including subtypes of dementia such as
Alzheimer’s, Disease (AD), Dementia Lewy-body (DLB), Fronto Temporal Dementia (FTD), vascular dementia, and
Alzheimer’s disease, . Parkinson’s disease with dementia (PDD), Progressive Supranuclear Palsy (PSP), and Cortico
Basal degeneration (CBD) by a neurologist, psychiatrist, or geriatrician.

Multi-component Counseling Program referred to the program which was developed by the researcher
based on an extensive review of literature and related research, the data from an exploration of caregivers’
resilience, and the Resilience Theory of Davis (1999). As regards the structure of the program, it was composed of
six domains as follows: 1) physical competence, 2) relationship competence, 3) emotional competence, 4) moral
competence, 5) cognitive competence, and 6) spiritual competence. This program was conducted with 8eight
individual sessions of the interventions as follows: session one — engagement, session two — promoting self-care,
session three - communication skill training, session four — relaxation techniques, session five — managing physical
care, session six — managing skills training, session seven - religious support, and session eight - termination. Each
session of the program placed its emphasis on sharing experiences, giving support, learning principles of modeling,
role playing, practicing and giving feedback, and doing homework assignments, all of which helped older persons
with dementia to develop skills effectively (Bandura, 1977).

Usual care referred to the regular care that was provided by nurses in a clinical setting. Usual care was
composed of assessment of the patients’ cognition using the MMSE-Thai 2002, Barthel ADL, and Chula IADL, as well
as provision of nursing care to give essential knowledge about caring for Activities of Daily Living (ADL), medication
administration, appointment, and irregular symptoms that necessitated seeing the doctor before the appointment.

Resilience was defined as a sense or perception of power competence after completing the participation
in the Multi-component Counseling Program. It referred to senses of confidence with competence or abilities to
offer care to older persons with dementia as well as to perform self-care including physical competence,
relationship competence, emotional competence, moral competence, cognitive competence, and spiritual
competence. In the present study, caregivers’ resilience was measured using the self-reported Caregiver Resilience

Scale (CRS), with higher scores indicating a higher level of resilience and adaptation ability.
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CHAPTER 2: LITERATURE REVIEW

This chapter presents a review of literature and research related to development of a multi-component
counseling program for caregivers of older persons with dementia in Thailand. The literature review consists of the
following topics: effects of dementia on older persons, caregivers of older persons with dementia, impacts of
dementia caregiving on caregivers, resilience enhancement in caregivers, and a multi-component counseling
program with the details as follows:

1. Effects of dementia on older persons and related research

2. Impacts of dementia caregiving on caregivers and related research

- Negative aspects of caregiving older persons with dementia

- Positive aspects of caregiving older persons with dementia

- Caregivers’ responsibilities for care older persons with dementia

3. Resilience in caregivers of older persons with dementia

- Background of resilience

- Definition of resilience

- Resilience enhancement

- Factors related to resilience enhancement in caregivers of older persons with dementia

- Outcomes of resilience enhancement

a. Multi-component Counseling Program

- Health counseling

- Multicomponent interventions

2.1 Effects of Dementia on Older Persons and Related Research

Dementia is neuropsychiatric syndrome. It is a chronic cognitive disorder which includes memory, aphasia,
apraxia, and acalculia. Moreover, dementia results in impairment of executive functions (planning, judgment, and
abstract thinking), personality changes, and behavioral disorders of individuals, but it does not lead to alteration of
individuals’ consciousness. The impacts of dementia on older persons generally include degeneration of intellectual
functions and others related to behaviors and activities and social impairment caused by dementia includes
reflective Activities of Daily Living (ADLs) and Instrumental Activities of Daily Living (IADLs) impairment. The scope
of intellectual effects which involve higher-order cognitive operations includes problem solving, judgment, and
planning. The profile of intellectual changes caused by brain injury depends on many factors including particular
neuroanatomical structural effects, the type of neuropathology, and premorbid -characteristics. The domains of
cognitive functions include attention, recent and remote memory, language, praxis, visual-spatial relationship,
judgment, and calculations.

The rate of decline caused by dementia varies across individuals. However, the duration of this disease
may range anywhere from three to twenty years, with an average duration of eight to ten years. According to,
(Stanley, 2005) stages of dementia symptoms on older persons are as follows: 1) mild dementia including changes
in mood or personality; impaired judgment and problem solving; confusion about places (e.g., getting lost driving

to the a store) and, time; difficulty with numbers, money, and bills; mild anomia; withdrawal; and depression; 2)
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moderate dementia including impaired recent and remote memory, anomia, agnosia, apraxia, aphasia, severely
impaired judgment and problem solving, worsened confusion about time and place, perceptual disturbances, loss
of impulse control, anxiety, restlessness, wandering, perseveration, hyperorality, possible suspiciousness, delusions,
or hallucinations, confabulation, greatly impaired self-care abilities, beginning of incontinence, and sleep-wake cycle
disturbances; and 3) severe dementia including severe impairment of all cognitive abilities, inability to recognize
family and friends, severely impaired communication (possible grunting, moaning, or mumbling), little capacity for
self-care, bowel and bladder incontinence, possibility of becoming hyper-oral and having active hands, decreased
appetite, dysphasia and risk for aspiration, immune system depression that leads to increased risk for infections,
impaired mobility with loss of ability to walk, rigid muscles, paratonia, sucking and grasp reflexes, withdrawal, and
disturbed sleep-wake cycle, with increased sleeping time.

The memory domain which is retro-intellectual, meaning a broad range of cognitive structures and
operations is composed of: fund of information, vocabulary (attention vital mechanism including perception,
problem solving or consciousness to operate), concentration, verbal and non-verbal abstract reasoning, judgment,
and visuospatial perception and construction.

As regards impacts of dementia when suffering from clinical progression, almost all elderly patients of
dementia suffer from neuropsychiatric symptoms, especially Behavioral and Psychological Symptoms of Dementia
(BPSD) which may be present in as many as 90% of individuals stricken with dementia at some point in the disease
trajectory. BPSD are symptoms of disturbed perception, thought content, mood, and behavior, and they may also
include anxiety, depression, hallucination, delusion, aggression, screaming, restlessness, agitation, and resistance to
care. According to (Dettmore D, 2009) and (Kolanowski, 2010), it has been estimated that 83% of older persons
with dementia have psychopathological symptoms including delusion, affective symptoms, anxiety, verbal
outbursts, hallucination, and physical aggression. In addition, (Kolanowski, 2010) has reported the incidence of

Behavioral and Psychological Symptoms of Dementia (BPSD) as shown in Table 1.

Table 1: The incidence of Behavioral and Psychological Symptoms of Dementia

Signs or symptoms Incidence (%)
Perceptual Delusion 20-73
Misidentification 23-50
Hallucination 15-49
Affective Depression Up to 80
Mania 3-15
Personality Personality change Up to 90
Behavioral change Up to 50
Aggression / hostility Up to 20

Beside this, the classification of Behavioral and Psychological Symptoms of Dementia (BPSD) is shown in

Table 2 below



Table 2: The classification of Behavioral and Psychological Symptoms of Dementia (BPSD)
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BPSD Group 1 Group 2 Group 3
Most common Moderately common Less common
Most distressful Moderately distressful manageable
Psychological Delusions Misidentification
Hallucinations
Depressed mood
Sleeplessness
Anxiety
Behavioral Physical aggression Agitation Crying
Wandering Pacing Cursing
Restlessness Screaming Lack of drive
Culturally inappropriate behavior | Repetitive
questioning
Behavior and disinhibition Shadowing

Signs and Symptoms of Behavioral and Psychological Symptoms of Dementia (BPSD)

Previous studies have reported that signs and symptoms of behavioral and psychological symptoms of
dementia  could occur in the process of the disease and that most of the older persons of dementia have
Behavioral and Psychological Symptoms of Dementia (BPSD) which could be described in detail as follows:
Psychological symptoms

Delusion: It has been documented that delusion is generally found in 20%-73% of older persons with
dementia. A frequently found delusion symptom is paranoid delusion, including committing robbery, having
strange behaviors, disguising, and talking to self, and being promiscuous. The prognosis of delusional symptoms is
aggressiveness.

Hallucination: Hallucination is found in approximately 15% to -49%, with visual hallucination more
common than auditory hallucination. Visual hallucination is found in a moderate stage of dementia. However,
visual hallucination may occur from visual misperception (agnosias).

Depressed mood: This is more commonly found in an early stage of dementia when patients experience
loss of intellectuality. It is generally difficulty to diagnosis depression in moderate to severe stages of dementia
because of impairment of aphasia and communication. Demented older patients have the tendency to talk about
deaths more frequently.

Misperception: Predominant symptom of misidentification in older persons with dementia is
misperception of their own self (not seeing themselves in a mirror), misidentification of other persons, and
misidentification of events seen on the television.

Apathy: This symptom is found in about 50% in patients in the early and middle stages of dementia.
Apathy symptoms include not having interest in Activities of Daily Living and, isolation from others.

Anxiety: This is another symptom that is commonly found in the early stage of dementia when older

persons perceive decreased brain function. Symptoms of anxiety include anxiety about Activities of Daily Living,
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anxiety about financial situations, and anxiety about the future. In some older persons with dementia, they may
develop anxiety due to fear of neglect when they are living alone, among the crowded, or in the darkness.

Sleep disturbance: A common pattern of sleep disturbance is having more daytime sleep and less
nighttime sleep.

Behavioral symptoms

Wandering: Wandering is a symptom that is found in 3% to -53% and is the most problematic behavioral
symptom for caregivers of older persons with dementia. It is often a, cause that leads caregivers to seek medical
treatments for other persons with dementia. Wandering symptoms include trying to work, trying to find something,
and escaping e from the house.

Agitation: Agitation is reported in 16% to - 46% of older persons with dementia, and it includes screaming
and aggressiveness. The Cohen-Manfield Agitation Inventory (CMAI) is used to classify agitation into four 4 groups
as follows:

1. Physically non-aggressive behaviors include general restlessness, repetitive mannerisms, pacing, trying
to get to a different place, handling things inappropriately, hiding things, inappropriate dressing or undressing, and
uttering repetitive sentences.

2. Physically aggressive behaviors are generally found in 14% of older persons with dementia, especially
males, including hitting, pushing, scratching, grabbing things, grabbing people, and kicking, and biting.

3. Verbally non-aggressive behaviors are more common found female older persons with dementia
including negativism, dissatisfaction with things, constant requests for attention, verbal bossiness, complaining or
whining, and relevant and irrelevant interruptions.

4. Verbally aggressive behaviors are found in approximately 28% of older persons with dementia including
screaming, cursing, temper outbursts, and making strange noises.

Catastrophic reaction: Older persons with dementia may have acute bristly behaviors including intense
aggressiveness, shouting, scolding, threatening, and causing harms to others. Catastrophic reaction is found in about
38% of older persons with mild to moderate Alzheimer’s disease. Risk factors of catastrophic reaction are advanced
age, severe cognitive impairment, and premorbid personality. Pre-clinical symptoms before catastrophic reaction
include delirium, severe pain, and infection.

(Hall G, 2009) have examined the conditions precipitating factors of BPSD and identified a total of 22
factors that comprise: 1) communicating deficits, 2) pain or discomfort, 3) acute medical problems, 4) sleep
disturbances, 5) perceptual deficit, 6) depression, 7) need for social contact, 8) hunger need to use the toilet, 9)
loss of control, 10) misinterpretation of the situation or environment, 11) crowded condition, 12) change in
environment or people, 13) noises and, disruption, 14) being forced to do something, 15) fear, 16) loneliness, 17)
psychotic symptoms, 18) fatigue, 19) environmental overstimulation or under-stimulation, 20) depersonalized,
rushed care, 21) restraints, and 22) psychoactive drugs.

Due to various impacts of dementia, older persons with dementia need long- term care and continuation
of care from their caregivers. This means the greater caregiving demands on part of the caregivers, and the caregiving
tasks can become more increasingly burdensome when the patients’ symptoms are life - threatening, are, traumatic

psychological and physiological symptoms, or are disruptive changes.
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2.2 The Impact of Dementia Caregiving on Caregivers and Related Research

Currently, after dementia patients have been discharged from the hospital to receive continuing care at
home, informal caregivers are the heart of care who provide assistance in daily living activities, behavioral and
psychological management, and rehabilitation. The types of caregivers are classified by different researchers and
scholars differently, which can be summarized as follows:

(Schumacher, 2006) has classified caregivers into different types based on the relationship between
caregivers and care recipients. For instance, informal caregivers are persons who provide as unpaid care to care
recipients, and they can be family members, friends, or significant others to patients with a chronic illness, disability,
or physical and psychological impairment at home. Informal caregivers for the patients’ needs in daily living as well
as specific needs for continued of care.

(Susan C, 2012) has defined informal caregivers as unpaid family member, friends, or neighbors who
provide care to an individual who has an acute or chronic condition and needs assistance to manage a variety of
tasks, from bathing, dressing, and taking medication to oral or, tube feeding and ventilator care. On the other hand,
formal caregivers can be persons who provide care in the hospital, institute, or private clinics such as doctors,
nurses, or other health care professionals.

(Young, 2003) has were classified types of caregivers based on responsibility, duration of care, and daily
living activities. According to Young, the types of caregivers are that composed of: 1) primary caregivers who are
major persons who provide direct care to patients such as personal hygiene care and they have to spend more
time on caregiving than others, and. 2) secondary caregivers are those who provide indirect care and their
administration and duration of care are less than those of primary caregivers.

In addition, (H. Brodaty, and Berman, K., 2008) have pointed out that informal caregivers spend an average
of 60 hours per week on caring of the patients. However, in many families, the caregiving task is shared among
family members who take on a secondary caregiving role and providing periodic caregiving to assist primary
caregivers. Families tend to keep the caregiving role within the family, but they may hire outside help. A hierarchical
pattern of caregivers preference exists with older people turning first to a spouse, then to an adult child, then to
another relative, and finally to a friend for care. It has been documented that it generally takes caregivers at least
six months to adopt necessary’ behaviors to provide stable and continuing care after they first take on the
caregivers’ role (Prochaska, 1982). Therefore, the present study was conducted with informal caregivers of older
persons with dementia who had been performing the caregivers’ role for at least six months.

Most studies have reported the impact of dementia caregiving on caregivers in the form of caregivers’
burden. As regards the impacts of caring for older persons with dementia, many caregivers had a higher level of
stress than those caring for patients with a physical illness. The impacts of dementia caregiving are complex because
there are various factors that affect caregiving and a sense of caregivers, which can be both positive and negative
(O’Brien, 2000). A sense of caregivers’ burden caused by caregiving of older persons with dementia can be described
as follows:

1. Objective burden refers to a sense of burden from direct care including e a high level of dependence
due to impaired Activities of Daily Living (ADLs) and Instrumental Activities of Daily Living (IDALs). A previous study

has reported that a sense of objective burden is found in 68.02% of caregivers (Papastavrou, 2007).
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2. Subjective burden refers to a sense of stress, detention, annoyance, and a heavy task from caring for
demented older persons constantly for 24 hours a day. Moreover, some caregivers could not handle the caregivers’
role, problems solving, exhaustion, social isolation, and decreased relationship.

Therefore, it can be concluded that caregiving of older persons with dementia has an impact on caregivers
in the forms of objective burden and subjective burden, which can further be described as the negative aspect and

positive aspect of caregivers’ burden.

2.3 Negative aspects of care of older persons with dementia

Due to the decline in cognitive abilities, the loss of functional capacity, the dwindling companionship,
increasing demands of physical care, and possible behavioral changes in elderly persons with a dementing illness,
caregivers’ stress may be escalating (H. Brodaty, and Berman, K., 2008). In fact, caregivers are often regarded as the
‘second’ or ‘hidden’ patients. The combination of loss, prolonged distress and the physical demands of caregiving
inexperienced by caregivers can increases their risk of physical and psychological health problems. Caregivers of
elderly persons with dementia have lower self-rated health scores, display fewer health promoting behaviors, and
tend to have higher depression and anxiety rates, higher morbidity and mortality rates, sleep problems, and higher
numbers of illness-related symptoms (A. s. Association, 2010a); (Elliott A, 2010) Caregivers provide assistance in all
aspects of daily living activities of patients (ADLs and IADLs) including preparation of meals, household chores,
transportation, medications, bathing, dressing, and feeding (Richardson, 2013).

Physical health: Physical health depends on health status of caregivers. Factors related to health status
include behavioral and psychological problems of demented older persons, perception, knowledge, duration of
care, a mount of task, abuse, weakness, and fatigue (Schulz, 2008). Physical exertions required by care of older
persons with dementia, as well as less time available for - exercise and preparation of healthy meals are also
impacts of caregiving tasks. Moreover, physical health consequences include increased stress hormone,
inflammatory markers, hypertension, metabolic syndrome, and cardiovascular reactivity. Changes in health
behaviors may also be observed (poor diet, reduced exercise, and lack of sleep), and general health can also be
affected (poor self- reported health, increased symptom reports, increased medication use, increased service
utilization, and mortality). A study has been undertaken to investigate the physical effects of caregiving among
male and female caregivers of older persons with dementia by (Pinquart I., 2007) who found that male caregivers
were more susceptible to physical illnesses such as cardiovascular disease from caring for older persons with
dementia.

Psychological health: Caregivers of older persons with dementia are at a high risk of depression and a
sense of burden. Supporting this belief, (Papastavrou, 2007) has reported that 65% of caregivers develop distress
from caring for older persons with dementia. (Touhy, 2012) has explained that older persons with dementia have
symptoms that progress overtime and this could affect caregivers’ psychological health, and the effects vary. First,
grief is a major dimension of caregiving for elderly persons with dementia, beginning on the day of the diagnosis
and continuing for a long period of time until the patients’ death. Secondly, losses are ongoing in caregivers of
older persons with dementia, which include the loss of a relationship, loss of a previous lifestyle, and loss of
independence, etc. Thirdly, depression is a common mood disturbance among dementia caregivers who are at a
higher risk of depression because of social isolation, loneliness, and disturbance in sleep which can contribute to
cognitive decline. Fourthly, guilt is ongoing, sometimes due to poor provision of care, dispute, and physical abuse

when elderly persons with dementia resist care. Fifth, anger is a frequently occurring event during caregiving
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because of symptom progression overtime. As such, caregivers may become angry with  themselves, doctors,
nurses, or other health care providers because they cannot help the elderly to get better. Sixth, embarrassment is
a mini- event which requires behavioral modification during caregiving duties such as sexual disinhibition, aggressive
behavior, and grabbing people, etc. Finally, loneliness can set in after caregivers have to provide care to elderly
persons with dementia for 24 hours a day which result in social isolation and separation from friends.

A study conducted by (Norton MC, 2010) to explore depression in spouse caregivers has shown that
spouses who provided care to demented patients had a six-fold risk to develop dementia themselves, with
associated factors being age, education, socio-economic status, and genotype apolipoprotein E4. Moreover,
(Scholzel-Dorenbos CJ., 2009) examined Quality of Life and burden of spouses of Alzheimer’s disease patients and
found that female caregivers had higher risks of psychological symptoms such as loneliness and depression when
they were compared with male caregivers.

Socio-economic well- being: It was found that caregivers’ socio-economic well-being could be affected
in two ways as follows: relationship problems with older persons with dementia and relationship problems with
other family caregivers due to the progress of the disease. With the progress of the disease, the patients have more
problems with their ADLs. This means that they are more dependent on their caregivers. Long- term caregiving
causes caregivers to feel bored and stressful. Some caregivers even abuse demented older persons by training
them, shouting at them, not giving them the respect they deserve, or being cruel to them. Likewise, (Rabins, 2007)
found that caregivers had emotional expression when they perceived that the symptoms of older persons with
dementia disturbed their caregiving tasks, so caregivers responded, with cruelty in some cases, unfortunately. In a
later study, (Ory, 1999) found that caregivers of older persons with dementia lacked times for individual activities.
In fact, 52% of them lacked time to spend with other family members. Besides this, financial burdens included
direct cost of care such as the costs for medicine, diagnostic test, hospital admission, palliative care in hospital,
institutional care, and nursing home care, as well as indirect costs of care or; opportunity loss costs such as social
isolation, change or leave from work, lower income, debts, and family conflicts.

Spiritual well-being: Caregivers burden cause caregiver distress. However, some caregiver sometime can
develop guilt. Therefore, caregivers must be patient and learn to control their emotions. Moreover, many caregivers
feel that they have lost loved ones from the impact of dementia. According to the values of the Thai culture,
individuals must be grateful to loved ones and pay respect to their senior. When their seniors are stricken with
dementia, caregivers may develop the feelings of frustration, hurt, and guilt, all of which can affect their spiritual
well-being.

In conclusion, the negative effects of caregiving tasks of caregivers of older persons with dementia can
persist up to 12 months after the caregivers have taken on the caregiver role (Grant I, 2002). For this reason, many
research studies have investicated negative effects of caregivers’ burden and development of intervention to

support caregivers to decrease or prevent caregivers’ burnout.

2.4 Positive aspects of care of older persons with dementia

Although many research studies have reported negative impacts of dementia on caregivers, there are also
a number of research studies that have reported positive aspects of care of older persons with dementia. For
instance, a qualitative study conducted by (Wassman, 2012) with caregivers who provided care to demented

persons found that caregivers experienced positive aspects of their caregiving tasks including personal growth and
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meaningful self-reflection in adult- child caregivers and spouses who provided care to their loved ones with
dementia. A similarity study conducted by (Russell, 2001) found that caregivers’ experience contributed to personal
growth of spouses who cared for their loved ones with dementia. Moreover, (Quinn, 2010) explored the experience
in caregivers of Alzheimer’ disease patients and found that older spouse caregivers had ’ experience more marital
satisfaction than younger spouse caregivers. Such findings yielded support to what (Coon, 2012) has proposed, “
the majority of caregivers readily endorse caregiving gain or positive aspect of caregiving including having the
opportunity to serve as a role model, having the chance to give back to care recipients, experiencing and enhanced
sense of purpose, feeling appreciated and helping to maintain the identity and well- being of family.”

(Hilgeman, 2010) has documented that most caregivers report some satisfaction with providing care
including feeling needed and useful, feeling good about oneself, learning new skills, developing a positive attitude

and appreciation for life, and strengthening relationships with others.

2.5 Caregivers’ responsibilities for care of older persons with dementia

This literature review has focused only on care of older persons with mild to moderate dementia. In
fact, the progress of dementia involves continuing decline in both memory and behaviors that takes place over a
long period of time. Individual symptoms caused by progression of mild to moderate dementia vary across older
persons with dementia. The decline in patients requires caregivers to spend more time on interacting with older
persons with dementia while providing care to them. Caregiving tasks generally start during hospitalization and
continue to after hospital discharge and until the death of the patients. According to (Susan C, 2012) more than
half of primary caregivers provide eight hours of care or more every week, and one in five of them provides more
than 40 hours of care per week. Therefore, the caregivers’ burden in dementia care is enormous. For this reason,
much of the treatment of dementia is directed not only toward the older persons with dementia but also toward
the caregivers. (O’Brien, 2000) has proposed areas in which the caregivers can assist older persons with dementia
as follows: 1) memory aids (reminders, signage, computer-based reminder systems, etc.); 2) reminiscence enabling
satisfying access to retained brain function using photos, videos, audios, and mementos; 3) accessing medications
for cognitive enhancement while avoiding unproven or unsafe medications; 4) compliance with both drug and
nondrug therapies; 5) reducing apathy (e.g., by helping to initiate activities); 6) mood disorders (recognition and
management of depression); 7) psychotic symptoms (reducing delusional thinking, coping with hallucinations, etc.);
8) orientation to person, place, and time; 9) sleep phase disorders (early recognition and intervention); 10)
concurrent illness, including alcoholism; 11) environment (familiar, visuospatially friendly, and reassuring
environment); 12) safety maintenance (driving, cooking, fires, guns, etc.); 13) nutrition (reducing choices, spoon-
feeding techniques, etc.); 14) exercises (preventing deconditioning, mobility maintenance, etc.); 15) facilitating
socialization; 16) relocation (including appropriate level of care and fiscal planning); 17) ethical decision making
(such as appropriate intensity of treatment); and 18) palliative care (recognizing terminality, avoiding inappropriate
life support, etc.).

In addition to the aforementioned caregiving tasks, (Papastavrou, 2007) has recommended that general
environmental should include an enclosed court and safe wandering paths. Many environmental factors can make
a large difference in maintaining the older persons’ orientation awareness of self in relation to one’s surroundings.
One primary goal of treatment of dementia is to minimize disorientation including confusion about time, location,

and personal information. Disorientation often leads to disruptive behaviors, from verbal repetition to violent
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outbreaks, wandering, and getting lost. One concrete and now very common technique to facilitate orientation to
self and location in residential facilities is to mark older persons’ room with memory boxes that contain photos of
themselves and family and other identifying memorabilia. Moreover, physical and mental exercises within a regular
schedule of structured activities can be utilized as a way to combat apathy, depression, wandering, physical
deconditioning, sleep disturbance, and eating disorders. Regularly scheduled activities help the older persons due
to general stimulation and help the caregivers by allowing them access to social contacts and the good health and

behavior of older persons with dementia.

2.6 Interventions to reduce behavioral problems were as follows:

Depression

Enjoyable activities (e.g., being outside, listening to music, exercising, riding in the car, etc.) of older persons
with dementia should be identified and promoted. Redirecting and promoting a focus of the patients can be done
by encouraging them to at familiar pictures and having a pleasant conversation with them. Furthermore, Increase
social activities should be increased, particularly ones that the older persons once enjoyed but are no longer able
to do alone. Sources of conflicts (e.g., do not ask them to do things that they can no longer do successfully) should
be eliminated, and caregivers’ mood should be improved in whatever way possible. A previous study has reported
that a high prevalence rate of depression is found in that approximately 83% of caregivers of older persons with
dementia (Aggar C, 2010).
Agitation

Early interference can help prevent escalation and catastrophic reactions. Caregivers should stay calm,
use a gentle voice, avoid arguing with patients, and use touch only if the patients find it reassuring. Caregivers
should not startle an agitated person. The older persons with dementia should be approached slowly from the
front, and they should be talked to in a reassuring manner. Moreover, caregivers should clearly tell the patients
what they are going to do. They should stand or sit at their eye level, and they should. Redirect and refocus the
patients by discussing something other than what is troubling the patients. They can, change activities or location
if possible. Finally, they should get help if they feel that it is necessary.
Wandering

To prevent wandering, bathrooms should be clearly labeled, and visual barriers (e.g., stop signs) should
be used to direct patients to prevent their entry into particular areas. Hats, coats, exit signs, and so on that suggest
leaving should be removed. Enjoyable seating areas that are inviting should be arranged, and meaningful activities
and social interactions should be prepared to prevent boredom and loneliness. In addition, electronic alarms and
transmitters should be used to alert caregivers that someone is wandering. Finally, identification bracelets that
provide contact information and state that the older persons are memory impaired should be used in case older

persons with dementia wander and get lost.

Sleep Disturbance

To eliminate problems with sleep disturbance, regular sleep time routines should be encouraged and
daytime napping should be limited, as well as alcohol and caffeine intake. Light levels and nighttime noises should
also be reduced. Finally, compensate for changes in daily routine should be done by having “quiet time” after

unusual activities.
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Communication

Older persons with dementia are often hard to follow in conversation and tend to repeat themselves, or
ask the same questions over and over again. The interventions generally rely on external cues such as memory
books, calendars, printed schedules, and index cards that contain the answers to frequently asked questions. In
fact, communication with older persons with dementia can be improved by using hearing aids and glasses when
appropriate; maintaining eye contact; speaking in a simple, distinct, and calm manner; asking direct yes/no questions
and avoiding open-ended WH-questions; orienting the older person regularly; and knowing when it is important to

haggle over details and when not (Kuller, 2011), for example.

2.7 Resilience in Caregivers of Older Persons with Dementia

2.7.1 Background of resilience

The concept of resilience has been studied for longer than 50 years. Initially, in 1950s and 1960s, (Rutter,
1985) (A. S. a. C. Masten, J. D., 1998b) explored psychological characteristics and social relationships of children
who had good adaptation even though they had faced poverty, violence, abandonment, family violence, and
community violence, or had parents with a mental illness. It has been documented that, children who had
connection with adults in the family and community had more cognitive skills, self- control, and optimism in life
(Coon, 2012). Another research examined experience of resilience when facing acute and chronic stress and found
that resilience was significant in life as it enabled individuals to return to normal life after having acute danger. Later
on, research literature has identified other factors that are related with return to normalcy when facing with
unfortunate events in life. Attention to the concept of resilience continues to receive support as it is considered
positive psychology which enables individuals to overcome stress or psychological traumas. In other words, it is
believed that resilience enables individuals to adapt themselves after encountering unpleasant events or
psychological traumas. It enables individuals to express positive behaviors and act with sympathy and
understanding. In general, psychological traumas obstruct individuals’ development and growth, but if individuals
have resilience, they would be able to regain their well-being, good health, and intellectual capacity. Results from
various research studies may yield understanding about resilience which can be an alternative in helping people to

overcome effects of stress and psychological traumas.

2.7.2 Definition of Resilience

Resilience refers to the capability of individuals to adapt themselves to a new or unpleasant environment
and return to their normal condition. The term ‘resilience’ comes from the root ‘resile’ which was formally used
for more than thousand years, after the Latin word “ resilire ” meaning ‘return to normal rapidly.” ‘Resilience’ or
‘Resiliency’ is a noun which means competence to rapidly recover from distress. It also means competence to
return to normal after facing a changing and, pressing event, or an event that is beyond one’s control. In other
words, resilience is human competence to rapid recover from complicated changes, illness, or distress rapidly
without any defects on their ability to carry out their regular duties.

There are various definitions of resilience given by different researchers and scholars as follows: First of
all, (Al. Siebert, 2007c) has defined the term resilience as people individuals’ ability to effectively cope with
problems, changing situations, or uncertainty without suffering from negative impacts. Secondly, the American

Psychological Association (A. P. Association, 2007) has explained that resilience refers to a good adaption process
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when individuals are facing unfortunate events such as family and relationship problems, severe health problems,
work place problems, and financial problems. Thirdly, (A. S. Masten, 2009) definition of the term resilience
emphasizes that the term is deep cultural context, development and past background, and it has a time frame
which may become clear when individuals follow the time frame, both short-term and long-term.

In Thailand, the Department of Mental Health, Ministry of Public Health (Health, 2009) has defined
resilience as individual competence to awareness, adaptation, self-positivism, recovery, and balance after being
exposed to critical or serious events, both physically and psychologically.

In conclusion, based on the literature review, the term ‘resilience’ is defined as individuals’ adaptation
and competence, depending on their culture, context, and time frame when facing with serious events in life,

both physically and psychologically.

2.7.3 Resilience enhancement

Enhancing resilience in caregivers of older persons with dementia can be done by enhancing their sense
of power competence (Davis, 1999). According, to (Al. Siebert, 2007) the ways to enhance caregivers’ resilience are
as follows: 1) promoting expectancy as study results have shown that individuals who have optimism and good
health are more able to resist stress, be patient, and have higher individual success; 2) maintaining enjoyment and
humor in life and, having a good time in all places since research findings have pointed out that positive feelings
increased cognitive skills and effective resilience; 3) having curiosity, pose asking questions, wanting to know how
someone can become thing successful, and trying to seek for such experiences; 4) continuing learning experiences,
and posing a question how such an experience has occurred and how it will occur again in the future; 5)
developing emotion resilience such as; strength reasoning intuition, etc.; 6) having satisfaction with self- confidence
and continuing to see value in self; 7) developing self- concept, internal standards, values, and references for
practice and to protect self from harm; 8) permitting one’s performance to guide one when selecting alternatives,
practices, and arrangement from other persons who try to give support without wanting any benefit in return; 9)
maintaining good friendships and relationships with loved ones to increase resistance to stress and illnesses; 10)
having sincere expressions and emotions, both positive and negative; 11) developing empathy such as; accepting
others’ opinions even if those persons often give criticisms; 12) having confidence in one’s competence; and 13)
keeping in mind that special competence can help discover something by chance. Learning life experience causes
individuals to change in a dominate situation by others while maintaining their strength. An example of a high level
of resilience in caregivers is a, speech about a troubled situation, “I do not wish to have that kind of experience
again, but is still the best life experience.”

Furthermore, (Al. Siebert, 2007g) has mentioned that resilience enhancement can be divided into five
levels as follows: a) the first level has a good health and well- being that is composed of emotion control such as
coping with emotional reactions with appropriate methods; b) the second level involves development of problem-
solving skills to prepare oneself using analytic intelligence such as; logical thinking and abstract thinking; c) the
third level refers to development of strength to protect oneself with a focus on three internal dimensions of
confidence in oneself, seeing value in oneself, and having a positive self- concept; d) the fourth level refers to
development of a high level of resilience by developing competence and skill found in with a high level of resilience
person such as; learning by oneself, and having curiosity, hope, optimism, and trust in oneself; and e) the fifth level
is the highest level of resilience possible, and it is a special competence that enables individuals to change from

an unfortunate situation to a fortunate one.
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The American Psychological Association (A. P. Association, 2010) has mentioned that the component of
resilience which individuals can enhance by themselves comprise the following: 1) taking care of and maintaining
relationships with family; 2) having relationships that lead to love and understanding; 3) having a role model
relationship; 4) having moral support and confidence in relationships; 5) having the ability to actually develop plans
and implement successes; 6) maintaining positivism, confidence, hardiness, and performance in oneself; 7)
promoting communication and problem-solving skills; and 8) having the ability to manage emotions al and
motivation effectively.

According to the American Psychological Association (A. P. Association, 2013) the methods for resilience
enhancement are as follows: 1) building a good relationship with family members, friends, or others, as well as
having acceptance and willingness to , listening to them; 2) avoiding negative thinking and stress during critical
events that make individuals feel like giving up even though individuals cannot change actual events that cause a
high level of stress but they still have the ability to think about how to respond to and interpret the events; 3)
accepting that change is a part of life as well as accepting that some situations cannot be changed; 4) having a
purposeful and goal- directed action and having satisfaction even if the success is a minor one; 5) continuing
practices within a bad situation as one possibly can and hope that the problems and stress will eventually be
finished; 6) seeking the opportunity to discover oneself through experiential learning to find out growth may stem
from effects of fighting or loss, as many persons who are able to cope with grief and distress have better relationship,
self-values, spiritual development, and satisfaction with life; 7) maintaining self- positive support, self- confidence,
problem-solving ability, and intuition for resilience enhancement; 8) keeping a story when being exposed to
distressful events and trying to consider stressful events in a global context; 9) maintaining hopeful attitudes and
optimism instead of anxiety and fear; and 10) having self-care and self-awareness such as group activity, relaxation,
exercise, etc.

(Luthar, 2006) has an established observation of resilience as follows: 1) resilience is a concept about
complexity and family often needs operational definition and concept; 2) resilience is not only a characteristic or
process but it is also related to a great number of characteristics and other processes; 3) have many trails could
lead to resilience; it is hypothesized that resilience occurs from internal competence; 4) evidence- based research
has shown clearly the process of communication and adaption of competence from an external state that has an
impact on resilience; and 5) actual methods should be used to enhance resilience.

Summary

Resilience enhancement can be done based on the resilience theory of Davis (Davis, 1999) which is one
of the resilience enhancement methods that support individuals’ self-control with various factors that have an
effect on health and Quality of Life (QOL). Resilience enhancement could make individuals develop a sense of
power competence, well-being, and awareness of health so as to maintain the balance between physical health
and psychological health when facing a life- threatening or, life- changing event. Resilience enhancement enables
individuals’ access to available resources of health in order to benefit both the caregivers’ health and the care

recipients’ health.

2.8 Factors related to resilience enhancement in caregivers of older persons with

dementia

Factors influencing resilience enhancement in caregivers of older persons with dementia is significant for

development of multi-component counseling program. An extensive review of previous research has revealed that
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caregivers’ burden has an influence on resilience enhancement. According to (Scholzel-Dorenbos CJ., 2009) “ a
level of burden experienced by the caregivers of patients with Alzheimer’s disease depends on both caregivers and
patients factors.” Caregiver factors include age, duration of caregiving, workload, gender, educational background,
income, employment status, sleep disturbance, coping style, understanding of disease, psychological state, and
relationship with patients (MG Cherry, 2013). On the other hand, patient factors include duration of disease, severity
of disease, presence of psychiatric symptoms, severity of cognitive impairment, functional abilities, poor Quality of
Life, and educational background. These factors could explain why some caregivers adapt and become competent
when facing critical or life-threatening events, whereas others could not adapt and become weak and powerless.
Therefore, in this study, in the phase of testing the program, these factors were included in both the experiment
group and the control group.
Summary

Factors related to resilience enhancement in caregivers of older persons with dementia are as follows: 1)
intrapersonal factors include beliefs that extremely influence individuals’ ability to manage problems, threats, and
distress. Individuals who have good beliefs tend to also have the ability to perform self-care, maintain hope, and
utilize the resources and values to ensure self-respect, self-control, meaning of life, hardiness, and motivation. 2)
Interpersonal factors such as social support from the spouse, relatives, children, grandchildren, and professional
healthcare team members, as well as education, advice, support, and self-confidence are considered influential
interpersonal factors. Moreover, support from other caregivers who share experiences and exchange ideas and

information could enhance caregivers’ resilience as well.

2.9 Outcomes of resilience enhancement

According to the resilience theory of Davis (Davis, 1999) the outcome of resilience enhancement is
participatory competence. Competence is an interpersonal process that is composed of the following: 1) self-
development which refers to improvement and change; 2) sense of mastery which refers to a sense of competency
and ability to be exposed to serious situations, learning, and problem solving to achieves goals;. 3) a sense of
satisfaction which refers to a good sense, self-confidence, and spirit; and. 4) purposes and meaning of life which
refer to a sense of self-respect, self-value, and self-esteem. Furthermore, the outcome of resilience enhancement
is competence or a sense of power competence, a sense of success in a critical situation, satisfaction, self-
development, goal-setting, and meaning of life. Caregivers’ competence should be promoted so as to enable
them to handle the caregiver role in order to maintain health, prevent further problems, and take care of caring
physical health, psychological health, social condition, and spiritual well-being of older persons with dementia. In
the present study, the process of enhancing resilience enhancement of Davis (Davis, 1999) The intervention focused
on promoting caregivers’ competence to control various situations while caring for older persons with dementia.
The program contents included the, knowledge about caring for older persons with dementia, as well as a sense
of power competence that could help make caregiving of older persons with dementia successful. It was believed
that the positive and desirable outcomes of enhancement of caregivers’ resilience could be promoted with

caregiver support interventions (multi-component counseling program developed in the present study).

2.10 Multi-component Counseling Program

A multi-component counseling program is one of caregiver interventions which are not only tailored to

support caregivers and make them become more competent and self-confident but also provides appropriate
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care to older persons with dementia to ensure their reception of effective care and safety. In general,

primary caregivers spend an average of 60 hours per week caring for people with dementia (H. Brodaty,
and Berman, K., 2008). However, in many families, the caregiving duty is shared among family members who take
on a secondary caregiving role and provide periodic caregiving. Moreover, Brodaty and Berman (2008) have pointed
out that “the caregivers are often regarded as the second or hidden patient.” For this reason, prevention of the
negative effects of caregiving of older persons with dementia on both physical and psychological health is needed.
In the present study, the literature review has s provided research evidence on interventions for caregivers of older
persons with dementia. Interventions can directly support directed to caregivers to reduce their caregivers burden,
and distress. Overall efficacy of interventions is directed toward caregivers’ health and well-being. In the process
of participation in the intervention program, caregivers are considered clients who directly need to receive the first
benefit, while the second benefit goes to older persons with dementia. Furthermore, interventions can make
caregivers more competent and confident. Providing interventions, information, and support that focus on what
individual caregivers need in a clinical practice guideline is one goals of an intervention program in general. The

newly developed program combined health counseling and multi-component interventions as described below:

2.10.1 Health counseling

Being new caregivers may make individuals feel they need individual health counseling for this reasons.
They may want to talk about their problems, seek emotional support, learn how to manage their stress, develop
new coping skills, and practice problem-solving techniques. Moreover, they may need to gain knowledge for
adaptation while caring for older persons with dementia. (Patterson, 2003) found that individual health counseling
which focuses on problem-s solving and emotional expression could reduce psychiatric symptoms in caregivers
and improve the relationship between the caregivers and care recipients. Furthermore, (Bowlby Sifton, 2004) have
pointed out that “knowledge is a great source of power”. It could increase confidence, capability, and competence
in caregiving.”  Similarly, (Gallaghter-Thompson, 2000) have explained that “knowledge also fasters realistic
expectations and can increase self- efficacy, personal mastery, and lower levels of depression.”

In a study undertaken by Blonna, Loschiavo, and Watter (Blonna, 2011) health counseling was used as
guideline for program implementation. Health counseling has become a central area of practice for a variety of
professionals including health educators, nurses, psychologists, psychiatrists, and social workers. Health counseling
refers to a psycho-educational process that revolves around two primary functions: 1) helping clients to understand
and cope with the feelings and emotions associated with their health problems, and 2) helping clients to develop
and adhere to regimens designed therapeutic to treat, cure, or manage these problems. The educational part of
health counseling is related to the teaching and learning of information and skills necessary to manage health
problems. The process focuses on an intensive, interactive relationship between a health counselor and a client
that centers on the health problems that is the basis of the person’s need for counseling. The concept of health
counseling is combines of health and well-being, and it is composed of six dimensions as follows:

1. Physical well-being is reflected in how well the body performs its intended functions. The absence of
diseases, although it is an important influence, is not the sole criterion for health. The physical domain is influenced
by individuals’ genetic inheritance, nutrition status, fitness level, body composition, and immune status.

2. Intellectual well-being is the ability to process information effectively. It involves the capability to use

information in a rational way to solve problems and grow. This dimension includes issues such as creativity,
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spontaneity, and openness to new ways of viewing a situation. To maintain a high level of intellectual well-being,
individuals must seek knowledge and learn from their experiences.

3. Emotional well-being means being in touch with own feelings, having the ability to express them, and
being able to control them when necessary. Optimal functioning involves the understanding that the emotions
are the mirror of the soul. Emotions help individuals to get in touch with what is important in their life. In other
words, individuals” emotions make them feel alive and provide them with a richness of experience that is uniquely
human.

4. Social well-being involves being connected to others through various types of relationship. Individuals
who function optimally in this domain are able to establish and maintain friendships, have intimate relationships,
give and receive love, and affection, and accept others unconditionally. They are able to of themselves and share
in the joys and sorrow being part of a community.

5. Environmental well-being involves a high- level functioning. The environment greatly affects your
individuals’ overall health and personal safety by influencing whether they are at risk for and fear issues such as
theft, crime, and violence. The quality of air, water, and noise pollution;, crowdedness; and others issues that
affect individuals” stress level are also included. Finally, individuals” social support system is also part of this
environment.

6. Spiritual well-being is a belief in or relationship with some higher power, creative force, divine being,
or infinite source of energy. This belief is manifested in a sense of interconnectedness, as well as a feeling that
somehow, someway, we are all in this together. For individuals whose spirituality is religion- based, it is ecumenical
in scope. It is part of but transcends individual religion. Those whose spirituality is religion-based believe in a
Supreme Being or higher supernatural force and subscribe to a formalized code of conduct. On the other hand,
for individuals whose spirituality is secular, it is universal or even extraterrestrial. In a secular sense, spirituality
could manifest itself through connection to something greater than oneself.

Spirituality is a two- dimensional concept. The first dimension relates to a connection with a higher being
or power. The second dimension is connected to one’s relationship with the self, others, and the environment. A
continual interrelationship links the two dimensions. Feeling connected with a higher power or being gives
individuals faith and hope and helps us believe that they can do things to make life meaningful. Those with a high

level of spiritual health behave in an interconnected way.

2.10.2 Philosophy of health counseling

The philosophy of health counseling is based on the nature of human beings and their relationship,
sincerity, and empathy, for support of clients and is also based on ethics. A counselor believes that human beings
have dignity, value, competence, self-efficacy, and deliberation.

Ethics of health counselor

Ethics of health educators are as follows: respect for clients, adherence to confidentiality, consideration
before using data, avoidance of disclosure of the name and surname of clients, seeking signed informed consent
before tape- recording or conducting other kinds of observation, offering support to clients for self-development,

referring to experts in case of the counselor’s being unable to support the clients, and having morality.
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2.10.3 Principles of health counseling

1. Health counseling is focused on relationship, education, and skills of counselors in order to support
clients based on individual situations and competence. Clients’ self-competence and problem-coping should be
promoted effectively by a health counselor.

2. Health counseling does not focus on advice, guidance, advocate or judgments for clients because
health counseling believes that human beings all have competence.

3. Health counselors believe that all human beings have dignity and ability to conduct self-care, and self-
support for individual is done to enable them to achieve the goals. Health counselors also believe that human
beings have the, rights to think and make judgments in their lives.

4. Health counselors must take factors that have an effect on health into careful consideration including

individuals, their environment, and health service systems.

2.10.4 Process of health counseling

The process of health counseling is intensive, and it involves an interactive relationship between the
health counselor and clients that revolves around the health problems that are the basis for individuals need for
counseling in the first place.

Health counseling is, in fact, an intensive and, exhaustive, process because it involves identifying,
understanding, and managing clients’ complex emotions so as to be able to teach them detailed instructions so
that they will be able to for manage their health problems. There are three steps of health counseling in each
session as follows:

1) Building a relationship between the counselor and the client is an initial step of the process counseling.
In particular, first counseling may consume more time than the following session because good relationship needs
to be established to make the client feel warm and trust the counselor. Relationship building must be practiced in
every session of counseling to ensure maintenance of the good relationship between the two parties.

2) Need assessment is done in order to provide techniques, concepts, education, counseling, and support
to serve individual caregivers’ needs. Then, the technique taught in the session should emphasize the social
learning theory of Bandura (Bandura, 1977) which includes sharing experience, support, modeling, role playing,
practice, feedback, case study, and homework assignments.

3) The end of counseling in this step is divided into two cases that comprise: 1) finishing each case when
the client feels that the problems have already been solved and they do not need further counseling, and 2) finish
each session with the counselor raising the client’s awareness before the end of counseling sessions, emphasizing
what to practice before receiving counseling in the next session, and making an include appointment for the next

session.

2.10.5 Characteristics of effective health counselors

In brief, in order to perform their tasks effectively, health counselors need to possess the following characteristics:
1. Self- knowledge and development: Effective counselors are introspective. They are committed to
understanding themselves as well as their clients. They also respect the insights gleaned through maturity and

value the wisdom that comes with experience and maturity.
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2. Human’s psychology:  Effective counselors understand the psychological theory of human
development and abnormalities. They also understand how the reality of the human condition influences
development and how easily problems can occur.

3. Understanding of cultural conditioning: Effective counselors understand the effects of culture on
psychological development and have a respect for cross- cultural differences. Furthermore, they value and respect
cultural and diversity, avoid stereotyping clients based on age, race, gender, ethnicity, sexual orientation, and other
variables.

4. The ability to see through situations: Effective counselors realize that things are rarely the way they are
initially presented. They can tolerate ambiguity as they work through issues so as to uncover their thorough
meaning. They can synthesize diverse factors and use their intuition to make sense of clients’ stories as well.

5. A tolerance for messiness: Effective counselors realize that people and their problems are rarely tidy
or well- organized. Rather, people and their problems are usually messy, filled with contradictions, and
disorganization.

6. Openness and approachability: Effective counselors are open to new ideas and new things to view
things.  They do not let their experience become a liability by creating blind spot. They remain open-minded
about nontraditional or seemingly illogical views and behavior presented by clients. They listen,; reframe situations,
and present options in a nonjudgmental way.

7. Holistic framework: Effective counselors understand the many dimensions of life and health that
influence their clients. They respect issues such as spirituality that can serve as a source of strength for clients.

8. An ability to blend seemingly antithetical roles: Effective counselors realize that to help their clients
they sometimes have to get clients to explore painful, troubling issues. Effective counselors, moreover, accept the
responsibility to confront clients and frustrate them so as to assist clients in getting better.

9. A willingness to take risks: Effective counselors are willing to take risks and leave themselves open to
criticisms and challenges from clients. They realize that they will make mistakes, have the gut to admit them, and
have the sense to learn from their errors.

10. Genuineness: Effective counselors are real. They are comfortable with themselves and their personal
style. They are not pretentious and do not need to be anything but themselves to be effective. They realize that
their style may not fit every client and are willing to help clients find another counselor who better fits their stylistic
needs if necessary The types of health counseling can occur in a single session or multiple sessions depending on
the nature and context of problems. Health counseling such as health promotion and health education may target
any of the three levels of prevention: primary, secondary, and tertiary.

The types of health counseling can occur in a single session or multiple sessions depending on the nature
and context of problems. Health counseling such as health promotion and health education may target any of
the three levels of prevention: primary, secondary, and tertiary.

Primary prevention counseling seeks to teach clients the information, skills, and behaviors they need to
eliminate their risk of ever developing the health problems.

Secondary prevention counseling tries to prevent the progression of health problems through early
detection and prompt treatment. Health counseling associated with a screening program is an integral part of
secondary prevention.

Tertiary prevention counseling focuses on helping clients cope with disabilities and complications

associated with a variety of health problems.
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In summary, the goal of health counseling is to help all types of clients understand and work through
their feelings and emotions surrounding their health problems so that they can adhere to their therapeutic regimens,
gain more control over their lives, and eventually get better.

The practice of health counseling

Health counseling is a practice that is not distinguished with a recognized professionals credential or
specialty. Licensed professional counselors, psychologists and psychiatrists, health educators, nurses, physicians,
nurses-practitioners, midwives, and physical therapists are among the many helping professionals who engage in

health counseling.

2.10.6 Goal of health counseling

Generally, the goal of health counseling is to help clients understand and work through their feelings and
emotions surrounding their health problems so as to enable them to adhere to their therapeutic regimens, gain
more control over their lives, and get better.

Health counseling techniques for caregivers

Dementia has an impact on caregivers including emotional well-being, psychological condition, and
feelings. Caregivers can avoid distress through three stages of disease and health counseling which focus on helping
them accept the situation, solve both physical and psychological problems appropriately, and cope with the
caregivers’ role effectively. Health counseling can be described as follows:

1. Building relationship is done in order to build trust and rapport, with a focus on acceptance technique
even though the client has expressed inappropriate behaviors such as impolite speech, aggressiveness, etc.
Counselors should give the clients the opportunity to express frustration, with empathy, and support. Moreover,
(Lueboonthavatchai, 2010) has proposed that a mutual relationship between the counselor and the client is was
significant for health counseling, including rapport, acceptance, understanding, empathy, attentiveness, and beliefs.

2. Understanding refers to giving the clients the opportunity to express distress and, sufferings, with the
health counselor giving advice on appropriate choices.

3. Recognition refers to use of speech that includes compliments and praises, especially with the use of
the pronoun “you” and without any insulting speech.

4. Acceptance means support provided to the clients with understanding of their problems and, guidance
for appropriate problems management.

5. Assurance refers to praises when the client has conducted appropriate practices or, done the right
things.

6. Adjustment refers to support given to the clients to help them cope with problems appropriately,
which can be in the forms of simulated situations, rehearsals, and hardiness.

Outcomes

1. Clients are safe from abuse of elderly persons.

2. Clients understand and accept problematic situations.

3. Clients have acceptance and cooperate with care of older persons with dementia.

4. Clients can have needed adaptation and accept the caregivers’ role.

5. Clients develop a sense of power competence and self-value.



33

2.11 Multi-component interventions

According to previous meta-analyses of research and systematic reviews of research on caregiver
interventions, it has been discovered that multi-component interventions rather than single interventions, including
individual support education, can significantly to reduced caregivers’ burden and distress. Such a conclusion is
supported by the results of the study conducted by Sorenson and colleagues (Sorensen S, 2002) who explored
effectiveness of multi-component interventions among caregivers of older persons with dementia and found that
individual multi-component interventions are more effective than group intervention to improve caregivers’ well-
being. Multi-component interventions also significantly to improve caregivers’ knowledge and delayed nursing home
admission. Multi-component counseling programs are generally composed of multi-component interventions which
include combining components from different interventions involving emotional- focused and problem-focused
coping strategies. Such a program provides information regarding specialized behavioral and psychological
techniques. As caregivers gradually become socially isolated due to their caregivers’ role, their physiological and
psychological well-being tends to decline, so interventions are needed to provide social contact and support that
can help improve well-being of caregivers (R. W. Toseland, 2004).

Such interventions aim at preventing abuse and neglect of older persons with dementia, while and
improving caregivers’ knowledge and skills. Such interventions also supporting caregivers with early detection of
patient problems and management of patient care, as well as; disseminate education for medication administration,
equip caregivers with coping skills for stress and anxiety management, and problem solving skills for behavioral and
psychological well-being of caregivers of older persons with dementia. In these events, interventions, such as
demonstration and, rehearsal are designed to support the caregiver to make them understand how to communicate
with older persons with dementia and manage negative reactions, or prevent older persons with dementia from
abusing the e caregiving situation. On the overall, multi-component interventions can enhance caregivers’
competence and reduce possible abuse to older persons with dementia.

Previous research has reviewed factors related to successful interventions. Studies have also looked into
provision of care to satisfy the needs of individual clients and address of issues in individual caregivers and care
recipients. Interventions to reduce caregivers’ distress and burden in both the short-term and the long- terms
should consist of at least six sessions (H. Brodaty, 2009). Moreover, (Zarit. S., 2008) has proposed that “effective
interventions for caregivers have four characteristics: a psychological rather than purely educational approach,
multidimensionality, flexibility, and sufficiency in the amount or dosage of treatment.” Multi-component counseling
programs are individually tailored to suit the needs of clients that are related to individual caregivers’ goal and
specific caregivers’ needs. By the same token, (Gitlin, 2003) has proposed that programs that are designed for
individuals with specific needs appear more effective than generic programs In this study, the multi-component
counseling program which involves both caregivers and older persons with dementia, is considered more intensive
and are consequently modified to suit the caregivers’ needs. It is worth noting that this kind of programs appears
to be more successful than provision of counseling alone. (H. Brodaty, Green, A. and Koschera, A., 2003) examined
comparative effectiveness of individual and group interventions to support family caregivers and the results
suggested that daughters and daughters-in-law of frail elderly parents have been found to make greater gains in
psychological functioning and well-being when receiving individual counseling than group counseling. Besides, types

of problems and issues specific to individual caregivers might be the most appropriate intervention
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Finally, this the multi-component counseling program developed in the present study was composed of
eight sessions of interventions: engagement session,; promoting self-care session,; communication skill training
session,; relaxation technique session,; managing physical care session,; managing skill training session,; religious
support session,; and termination session. All of the intervention sessions included in the program could be
described as follows:

(1) Engagement session: This session aimed at establishing trust, goals, objectives, time, activities, and
supportive relationships. The contents of this session were composed of: orientation of individual health counseling,
establishment of trust and, mutual acceptance, achievement of goals, and accountability. Moreover, there was
dissemination of education and overview of dementia, progression of the disease, effects of dementia on both
caregivers and elderly patients, social stigma, caregivers’ attitude towards the illness, and activities during
participation in the program.

(2) Promoting self-care session: The individual health counseling focused on promoting physical self-care
by sharing experiences based on individual life styles. Furthermore, provision of knowledge was conducted
regarding intake of healthy food including low fat food, low sodium food, and  low sugar food; avoidance of
excess caffeine intake, drinking water, physical check- up, regular exercise, sufficient amount of sleep, and respite.

(3) Communication skill session: The individual health counseling focused on effective communication by
sharing experience and providing support with knowledge about the communication practices including ineffective
and effective listening, verbal and non -verbal language, and the skill of communication skills, based on a guideline
on communication techniques proposed by (Weiner, 1996) as follows:

®  Maintaining eye contact and placing your hand on their shoulder

®  Avoiding memory questions because this kind of questions cause frustration

®  Speaking at the same physical level as the person spoken to

®  Using the person’s first name that is easier to be remembered.

®  Use photos to remind the person of family members

® \When engaging in a new activity, calling the person’s name and placing your hand on their arm

with eye contact to get their attention

® Asking one question at a time and speaking slowly

(4) Relaxation technique session: This session was conducted with Thai characteristics, cultures, contexts,
and implementation feasibility taken into consideration. The five techniques to change one’s thinking that were
not time- consuming, costly, or exhaustive was utilized. It was emphasized in the session that it was better to trying
to do something that could lead to pleasure every day, even for only a short time. There were ways to change
one’s thinking while caring for older persons with dementia as follows:

®  To do one thing, tomorrow is better than yesterday.

®  You are not a perfect caregiver
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®  Be forgiving of your own mistakes and learn from them.

®  Learn to laugh with yourself and with your loved ones.
®  Think about somebody who can do something for you.

(5) Managing physical care session: This individual health counseling session focused on care of Activities
of Daily Living (ADLs) and Instrumental Activities of Daily Living (IADLs). Support was given in the form of with
knowledge about ADLs including: dressing, toileting, bathing, preparing meals, transferring, and handling the
environment. In addition, supporting knowledge about IADLs included: preparing meals, driving, paying bills, and
managing finances. Support was also offered in the form of knowledge about the disease, its causes, necessity of
take medication intake, and drug medication adherence.

(6) Managing skill training session: This individual health counseling session placed its focus on problem
solving to manage Behavioral and Psychological Disorder (BPSD). The ABC model was used to deal with behaviors
in the following manner:

A = Antecedents (Did anything trigger the behavior?)

B = Behavior of concern

C = Consequence of the behavior

This was referred to as the ‘ABC Approach,” and it had an effect on behavioral changes by manipulating
triggers in physical, social, and environmental conditions. The behaviors and their probable causes were identified,
and individualized care plans were formulated to reduce the burden of care. Observation and understanding of
the reason behind the behaviors of older persons with dementia should ensure that proper management could be
developed (Holroyd, 2004).

(7) Religious support session: This individual health counseling focused on individual preferences and
beliefs when they felt hopeless, upset, and exhausted. In this study, most caregivers were Buddhists and who
believed in the Law of Karma. Buddhism in fact provided directions for a happy life that could be achieved by
practicing mindfulness or positive concentration, meditation, prayer, peace, and forgiveness. The contents in this
session were composed of empowerment and sharing intense feelings about caregiving and illnesses, as well as
discussion of ways to deal with negative feelings, sharing religious beliefs, and exploration of values and beliefs
that may affect to care older persons with dementia.

(8) Termination session: the final individual health counseling session focused on reviews of previous
sessions and planning of follow-ups with compassionate relationships and, polite human interactions. The contents
of this session consisted of: evaluation of learning experiences, goal achievement, continue of individual support
after completion of the intervention, and discussion of utilization of available resources in caring for older persons

with dementia.

2.12 Summary of literature review

To summarize the literature review, the literature review has shed light on the impact of dementia on
both older persons with dementia and their caregivers who could suffer from behavioral and psychological
symptoms of older persons with dementia with a prolonged period of the disease. In order to enhance resilience
and prepare caregivers, it is vital to help them handle with the caregivers’ role at home. The literature review has

clearly provided evidence that the multi-component counseling program is effective as it is developed with the
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theoretical support of the resilience theory of Davis (1999) that is based on the six components of resilience.
Therefore, the multi-component counseling program is considered a pattern of individual health counseling that
can lead to enhancement of caregivers’ competence. However, the literature review related to studies of the
development of multi-component counseling programs with a specific focus on caregivers of older persons with
dementia has indicated that there is limited research literature available. Therefore, this study was conducted in
order to develop and examine the short- term effects of a multi-component counseling program for caregivers of

older persons with dementia in the Thai context.
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CHAPTER 3: METHODOLOGY

This present study was a research and development study which aimed to investigate resilience
enhancement in caregivers of older persons with dementia. The methodology of this study was divided into four
phases. The first phase was program development: the multi-component counseling program included a review
of literature and research, establishment of the domains structure of the program, evaluation of the quality of the
program, and program revision. The second phase was the examination of the short- term effects of the eight weeks
multi-component counseling program on resilience of the participants in the intervention group who were primary
caregivers of older persons with dementia. The third phase was scale development: The Caregivers Resilience Scale
(CRS) including thee exploration of the concepts of resilience and specification of the domains of caregivers’
resilience, formatting the Caregivers Resilience Scale (CRS), and psychometric evaluation. Finally, the fourth phase
focused on evaluation of validity and reliability of the Caregiver Resilience Scale (CRS). Ethical considerations were

also addressed in Phases 1-4 of the study.

3.1 Phase 1: Program development: The multi-component counseling program

The procedures of program development is illustrated in Figure 4.

Review of literature and research

l

Establishment of the domains structure of the program

Evaluation of quality of the program and program revision

Figure 4: Procedures of program development
The first phase of the study was program development for caregivers of older persons with dementia.
There were four steps involved in program development: review of literature and research, establishment of the
domains structure of the program, evaluation of the quality of the program, and evaluation of the short- term effect

of the program, which can be described as follows:

3.1.1 Step 1: Review of literature and research

The literature review in this step was done with online search of the medical databases including

MEDLINE (http://www.ncbi.nlm.nih.gov/pubmed), CINAHL, ProQuest, ScienceDirect, MedConsult, and PsycINFO. The



39

keywords used in the search for clinical significance were a combination of technical terms or their synonyms

” o« ” o« ” o«

including “caregiver,” “dementia, caregiving, caregivers burden,” “caregivers intervention,” and “effects of

dementia,” which were combined with terms related to caregivers interventions including “psycho-educational

» o«

support,” “individual counseling,” and “training.” The literature selected in the

» o« » o«

interventions,” “education,
search was published between 2008 and 2013 or previously. The search excluded respite care, and only the
literature published in English was included.

According to the synthesis of the selected research literature, the Multi-component Counseling Programs
were more effective than other caregivers’ interventions. Therefore, the Multi-component Counseling Program was

developed by the researcher of the present study.

3.1.2 Step2: Establishment of the domains structure of the Multi-component

Counseling Program

The aim of this step was to specify the domains structure of the multi-component counseling program.
The Resilience theory of (Davis, 1999) and the data collected from an exploration of caregivers’ resilience were
used as a guideline for establishing the domains structure of the program. The domains structure of the program
consisted of six domains as follows: physical competence, relationship competence, emotional competence, moral
competence, cognitive competence, and spiritual competence. Moreover, the program was structured based on
Semantic Model which uses language to describe and show association of multi-component interventions (Keeves,
1997). In brief, the structure of the program was composed of the title, duration, objectives, contents, procedures,
and evaluation.

Program intervention was considered a multi-component intervention with an aim to enhance resilience
in caregivers of older persons with dementia. The program was composed of eight sessions which presented
information, education, and support, and the interventions topics were as follows: session one: — engagement,
session two: — promoting self-care, session three: - communication skill training, session four: — relaxation technique,
session five: — managing physical care, session six: — managing skill training, session seven: - religious support, and
session eight: — termination. Each of the sessions lasted approximately, 45 minutes to lone hour. These sessions
provided necessary interventions to enable caregivers to successfully cope with their caregivers’ role. The Multi-
component Counseling Program was conducted eight sessions which 45 minutes to one hour per session. Each
session of the program emphasized sharing experiences, support, learing principles of modeling, role playing,
practice and feedback, and homework assignments, all of which were believed to help develop skills effectively
skills effectively skills effectively (Bandura, 1977). The intervention of each session is described as follows:

Session 1: Engagement

The engagement session was composed of establishing trust and rapport based on the goals and
objectives previously specified. The activities of the engagement session were the following:

a. Orientation about the program and establishment of trust, acceptance, objectives, rules, and
individual accountabilities.

b. Education about dementia and, its effects on elderly persons, caregivers, and family caregivers,
as well as its social stigma, and a guideline on problem-s solving.

C. Evaluation with the Intervention Record Form (Appendix G) and end of the individual sessions

Session 2: Promoting self-care
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The session on promoting self-care focused on self-care enhancement based on the context of individual
caregivers’ usual life style. The activities of the self-care enhancement session were the following:

a. Sharing experiences about self-care promotion for usual life style

b. Provision of knowledge of good health including healthy food, exercise, physical check-up,
sleep, and health behavioral adaptation.

C. Evaluation with the Intervention Record Form (Appendix G) and end of the individual session

Session 3: Communication skill training

The communication skill training session focused on using speech and body language by sharing
experiences, giving support by providing knowledge of communication techniques, role- playing, practice, and
feedback. The activities of the communication skill training session were as follows:

a. Promoting caregivers’ insights by sharing experiences with communication for usual care.

b. Promoting caregivers’ insight by sharing experiences with communication with older persons

with dementia.

c. Provision of support in the form of knowledge about speech and body language communication
techniques.
d. Discussion of case studies and role- plays on speech and body language communication with

older persons with dementia.
e. Evaluation with the Intervention Record Form (Appendix G) and end of the individual session
Session 4: Relaxation technique
The relaxation technique session focused on the use of five techniques to changes one’ thinking by
sharing experiences, giving support with provision of knowledge, and homework assignments. The activities of the

relaxation technique session were as follows:

a. Promoting caregivers’ insight by sharing experiences with relaxation techniques.

b. Providing knowledge about five techniques to changes one’s thinking

C. Giving homework assignments for practice of the five techniques to changes one’s thinking

d. Evaluation with the Intervention Record Form (Appendix G) and end of the individual session.

Session 5: Managing physical care

The managing physical care session was related to physical care enhancement for older persons with
dementia. The session emphasized Activities of Daily Living (ADL) and Instrumental Activities of Daily Living (IADL)
and involved sharing experiences, giving support with provision of knowledge, and giving homework assignments.
The activities of the managing physical care session were the following:

a. Promoting caregivers’ insight by sharing experiences with practice of care of ADL and IADL

b. Providing knowledge about care of Activities of Daily Living (ADL) and Instrumental Activities of

Daily Living (IADL).

C. Using case studies and role- plays to exemplify how appropriate care could be implemented.
d. Giving homework assignments for practice of care on a daily basis.
e. Evaluation with the Intervention Record Form (Appendix G) and end of the individual session.

Session 6: Managing skills training
The managing skills training session focused on problem solving skills to manage Behavioral and
Psychological Disorder (BPSD) by sharing experiences, providing knowledge, using case studies, and giving homework

assignments. The activities of the managing skill training session were as follows:
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a. Promoting caregivers’ insight by sharing experiences with problem solving skills to manage

Behavioral and Psychological Disorder (BPSD).

b. Providing knowledge about problem-s solving skills to manage Behavioral and Psychological
Disorder (BPSD).

C. Using case studies and role- plays to exemplify how appropriate care could be implemented

d. Giving homework assignments for practice of care on a daily basis

e. Evaluation with the Intervention Record Form (Appendix G) and end of the individual session.

Session 7: Religious support

The religious support session focused on restoring and maintaining balance of the mind by sharing
experiences, providing knowledge, using case studies, and giving homework assignments. The activities of the
religious support session were as follows:

a. Promoting caregivers’ insight by sharing experiences based on personal beliefs in  fate, power
of praying, merit making, and forgiveness depend on individual belief.

b. Providing knowledge about balance of the mind including loving, kindness, compassion,

politeness, and humanized care.

C. Giving support for participation in religious activities or ceremonies.
d. Giving homework assignments for practice
e. Evaluation with the Intervention Record Form (Appendix G) and end of the individual session.

Session 8: Termination session
The termination session consisted of review, plan for follow-ups, and ability to cope with the caregivers’

role and continuation of care. The activities of the termination session were as follows:

a. Review of the knowledge learned from every session previously conducted
b. Discussion of the feelings, and benefits of continuation of care in the future.
C. Evaluation of knowledge and giving support in the form of health counseling after completion

of the intervention
d. Explanation of post- intervention and follow-up at one month and , three months.
e. Evaluation with the Intervention Record Form (Appendix G), end of the individual session, and

making appointments for a one month, and a three-month follow up.

3.1.3 Step 3: Evaluation of the quality of the program

Validity

The evaluation criteria determine the quality of the program included congruence between six domains
for resilience enhancement interventions support; correlation between concepts, objectives, procedures, and
evaluation; and appropriateness and feasibility of program implementation. The quality of the program was
validated by three experts. All three’ experts had expertise working with psychiatric patients. Two were,
psychiatrists who had specialization in geriatric psychiatry, and one was a psychologist with specialization in
psychology and with experience related to program counseling. These experts examined the program in terms of
accuracy, language use, and internal consistency with definitions of terms. The validation form for content validity
required the three experts to give their opinions and comments on the relevancy and clarity of the contents by

giving professional scores using a three- point rating scale (-1 = not relevant, 0 = somewhat relevant, and 1 = quite
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relevant). The three experts were contacted through administrative staffs at the Department of Psychiatry, Faculty
of Medicine, Chulalongkorn University, after which the program was sent directly to each of the experts. After, the
three experts had examined the multi-component counseling program, they analyzed the program and completed
the Content Validity Index (CVI). The CVI of = 0.5 or higher indicated that the program was valid. Subsequently, the
program was revised and improved by the researcher based on the comments and recommendations of the experts.

In the revision process, the engagement session included an overview about dementia, and the promoting
self-care session shifted its focus to prevention of non-communicable diseases (NCD). In addition, in the
communication skill session, the contents of selected case studies were revised for a role- play activity ensure
effective communication skill development. Furthermore, in the relaxation technique session, the interventions
were revised, and the focus was shifted from traditional or basic interventions to rethinking or changing one’ ideas.
Also, the managing physical care session was revised using the usual guideline on care of ADL and IADL, and the
contents of the managing skill training session were changed, with an addition of a guideline on problem-solving
and a revision of the contents of a case study to suit were revised for the role- playing and to ensure effective
management. Finally, in the religious support session, the interventions were revised and the focus was instead
placed on flexible and individual beliefs.
Reliability

The pilot study of the program was conducted with three primary caregivers of older persons with
dementia in order to confirm that the program was feasible to implement in an actual clinical setting. The results
of the pilot study revealed that sessions 5 and 6 of the program were rather time- consuming, taking more than
one hour as planned. As a result, session 5 and session 6 were revised and the session contents were re-organized,
particularly specific significant symptoms that caregivers felt that they caused more hardship, problems, or burden

to them. After the revision was completed, the program was tried out in Phase 2.

3.2 Phase 2: Try-out and evaluation of the program

In this phase, the study design, participants and setting, instruments, data collection, and data analysis
are described as follows:
Study design

The study design in this phase was a quasi-experiment, with a two- group pre-test, post-test, and repeated
measures design. The participants were purposively assigned into the intervention and control groups. The Caregiver
Resilience Scale (CRS) was used to measure caregivers’ resilience before the intervention (T1), at one month after

the intervention (T2), and at the three- month follow-up (T3). The study design is illustrated below.
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Intervention Oy X Oy Oj
PA
Control Oy X Oy Osc

PA = purposive assignment to allocate participants in intervention and control group
X = the multi-component counseling program

Oy Oy = resilience scores before treatment

O, 0O, = resilience scores before treatment and one month after treatment

O3 Osc = resilience scores at three month follow-up

3.2.1 Variables

The study variables were composed of the independent, dependent, and controlled variables. The
independent variable of this study was the multi-component counseling program. The dependent variable was

resilience scores.

3.2.2 Research setting

The research setting was the Memory Clinic and Neurological Clinic at the Out-Patient Department of
Suratthani Hospital located in, Suratthani Province, Thailand, which has the responsibility of taking care of dementia
patients in the upper southern area of Thailand. Suratthani Hospital is 800 beds tertiary hospital and it is a teaching
hospital and central referral hospital in the upper southern region of Thailand. It is full of in service hospital
treatments include surgical, medical, orthopedic, pediatric, obstetric, gynecologic, oncologic, neurology,
cardiovascular and Thoracic, and neurological.

In 2011, 2012, and 2013 the total number of older persons with dementia at Memory clinic and
Neurological Clinic in Out-Patient Department were 907, 945, and 972 respectively (Suratthani Hospital Statistics,
2013).

3.2.3 Population and sample

The target population consisted of primary caregivers of older persons who had been diagnosed with
mild to moderate dementia or any subtypes of dementia and who had sought treatment at the Memory Clinic and,
Neurological Clinic of Suratthani Hospital from February 2014 to August 1014. The participants were approached
and informed of the study. Written informed consent was obtained from those who verbally agreed to participate

in the study (Appendix C).

3.2.4 Sampling technique

The participants were recruited by means of purposive sampling of purposive sampling based on the
inclusion criteria previously set as follows: 1) they were a primary caregivers who provided the majority of care to
older persons with dementia for at least eight hours per day; 2) they were between 20 and 60 years of age; 3) they
were primary caregivers of older persons with mild to moderate dementia who had been diagnosed by a

neurologists; 4) they were able to speak and understand the Thai language; 5) they agreed to participate in the
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study; 6) they were able to completely participate all eight sessions of the program; 7) they had their first experience
of their caregivers’ role; 8) they had been providing care to older persons with dementia for at least six months; 9)
they had been living with older persons with dementia for at least six months; and 10) they were living in Suratthani
Province. On the other hand, the exclusion criterion was the following: 1) they received some kinds of treatment

to control their mental illnesses including mood disorder and anxiety; 2) they had been hire caregivers.

3.2.5 Sample size estimation

The study was a hypothesis testing, using the repeated measures statistics. In this study, the power
analysis was used to determine the sample size needed to confirm the power to ensure validity with statistical
conclusion. The sample size calculation was based on the power analysis for experimental research (Bausell R B,
2006) with the desired standard power of 0.80 as the minimum acceptable power for the study. The level of
significance was used to determine whether the findings rejected or supported the hypotheses. The minimum level
of significance (L) was set at 0.05 in order to reduce the risk of Type I error, and the effect size was equal to 0.5
(medium effect size), with an additional 20% for attrition. Therefore, the final sample size was 30 participants in
each group, and the total number of participants of the study was 60.

Instruments
The instruments used in this study could be divided into two categories: 1) intervention instruments and;

2) data collection instruments, which could be described as follows:

3.2.6 Intervention instruments

The multi-component counseling program was developed by the researcher. The program  was
composed of eight sessions of the intervention: session one: - engagement, session two: —promoting
physical health, session three: —communication skill training, session four: — relaxation technique, session five: -
managing physical care, session six: — managing skill training, session seven: - religious support, and session eight:
- termination, each of which lasted approximately 45 minutes to one hour.

The caregivers’ handbook for care of older persons with mild to moderate dementia was another
intervention instrument. The contents of this handbook consisted of an overview of knowledge about dementia,
care of ADL and IADL, and care of behavioral and psychological problems.

Data collection instruments

The instruments utilized in data collection included the following: 1) The demographic data questionnaire;
2) The clinical record form for demented elderly persons; and 3) The caregiver resilience scale (CRS), each of which
could be explained below.

1. demographic data questionnaire (DDQ)

The DDQ was developed by the researcher (Appendix B) for assessment of baseline demographic
information of primary caregivers of older persons with dementia. This DDQ was composed of 12 items that elicited
information regarding gender, age, education, occupation, religion, average family income, marital status, duration
of caregiving per day, (hours), relationship with demented elderly persons, duration of the caregivers role (months),
responsibility for care, and vacation.

2. The clinical record from (CRF)
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The CRF was developed by the researcher (Appendix B) to record baseline clinical characteristics of older
persons with dementia. The CRF was composed of 11 items that recorded information including gender, age,
religion, marital status, diagnosis, duration of diagnosis with dementia or subtypes of dementia (months),
comorbidity, psychological problems, behavioral problems, ADL, and IADL.

3. The caregiver resilience scale (CRS)

The CRS was a self-administered scale that was developed by the researcher (Appendix D) to measure
resilience in caregivers of older persons with dementia. There were 30 items arranged in a four-point 4 points Likert’
scale ranging from 0 to 3. The scoring criteria for positive statements were as follows: 0 = not true, 1 = sometimes
true, 2 = frequently true, and 3 = mostly true. On the contrary, the criteria for negative statements were as follows:
0 = mostly true, 1 = frequently true, 2 = sometimes true, and 3 = not true. The possible total scores ranged from
0 to -90 points. The rating on the CRS scale was based on caregivers’ perception as verbally reported by them.
The periods of time for clinical interview was 20-30 minutes. A high score on the CRS indicated a greater level of
resilience.

4.  The Mini-Mental State Examination Thai 2002 (MMSE - Thai 2002)

The MMSE-Thai 2002 was developed by the Institute of Geriatric Medicine, Department of Medical
Services, Ministry of Public Health (Appendix E). The validity and reliability of the instrument when used with the
Thai population had already been identified. The MMSE-Thai 2002 is used to assess severity of dementia, and the
MMSE- Thai 2002 has to be administered by clinical nurses, clinical nurse managers, or clinical registered nurses.
The MMSE- Thai 2002 is recognized as a standard tool to measure memory and cognitive ability in clinical practice.

The cut-off points of the MMSE-Thai 2002 were described as follows: 1) when used with the elderly
persons who were illiterate, the cut-off score was < 14, 2) when used with the elderly persons who completed
primary education, the cut-off score was < 17, and 3) when used with the elderly persons who had higher than
primary education, the cut-off score was <22

A cut-off point of MMSE-Thai 2002 were described as follows: 1) elderly who had illiteracy a cut-off score
< 14, 2) elderly who had education in primary school a cut-off score < 17, and 3) elderly who had education
higher than primary school a cut-off score < 22. Criterion for mild to moderate dementia considers MMSE score 14
- 25. The criteria for diagnosis of mild to moderate dementia using the MMSE were the scores of 14 to -25 points.

5. Activities of Daily Living (Barthel ADL)

The Barthel ADL is generally recognized as a standard tool to assess functional ability of activities of daily
living in older persons with dementia (Appendix E). It is usually administered by clinical nurses, clinical nurse
managers, or clinical registered nurses. It is used to determine the severity of dementia, and the information is
generally reported by primary caregivers of the patients. In this study, the ADL was composed of ten domains
totaling 30 items, and the scores for each item ranged from 0 to — 3 points. As for interpretation of total scores,
the scores of 0 to -4 points referred to totally dependence, the scores of 5 -8 points referred to severe dependence,
the scores of 9-11 points referred to moderately severe dependence, and the scores of 12+ points referred to
mildly severe dependence.

6. The Chula IADL Index
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The Chula IADL Index is used to assess functional ability of instrumental activities of daily living in older
persons with dementia (Appendix E). The instrument generally helps determine the severity of dementia based on
the information reported by primary caregivers of the patients. The IADL was composed of five domains, totaling
14 items. The scores for each item ranged from 0 —to 3 points. As for interpretation of scores, the scores of 0 -2
points referred to very low initial scores and total dependence, the scores of 3 -5 points referred to low initial
scores and severe dependence, the scores of 6 -8 points referred to intermediate initial score and moderately

severe independence, and the scores of 9+ points referred to initial high and mildly severe dependence.

3.2.7 Data collection procedure

The data collection procedure could be divided into the preparation phase and the intervention phase
as described as follows:
Preparation phase

After approval was granted by the Institutional Review Board on Research Involving Human Research
Subjects, Health Science Group, Chulalongkorn University (COA No. 063/2557) and the Ethics Committee of
Suratthani Hospital (Appendix A and Appendix B) the pilot study was conducted with three 3 caregivers of older
persons with dementia. The aim of the pilot study was to evaluate the feasibility. The aim of the pilot study was
to evaluate the feasibility of implementation, reliability, and validity of the program. The participants who met the
inclusion criteria were requested to participate in the program from 8: am. to 03:30 pm. Before, data collection
commenced, the research assistants were oriented and receiving training on how to use the program with the
researcher in order to ensure their understanding and ability to implement the program. The research assistants
were geriatric nurses who had been trained in Gerontological Nursing and had experience providing nursing care to
demented elderly persons. The instructions for the nurses who were research assistants included the process of
participant recruitment, administration of the instruments, and acquisition of the participants’ informed consent.
Then, the researcher approached the head nurse of the Out-patient Clinic of the Internal Medicine Department,

Suratthani Hospital, in order to explain the objectives and the process of the study.

3.2.8 Intervention phase

The procedures involved in the intervention phase were as follows:
1. AUl participants who met the inclusion criteria (n = 60) were asked to participate in this study. The study objectives
and, data collection procedures were explained to them, and they were given the opportunity to ask questions in
order to clarify their doubts.
2. After that 60 participants agreed to participate in this study, they were asked to sign the informed consent form
before participating in the study. They were assured that they had the rights to withdraw from the study at any
time if they wished without any effects on the treatments and care the patients would receive from the hospital.
3. To avoid the intervention (exposure) bias such as contamination and co-intervention effect that may have
occurred when the participants intervention group and control groups shared the information, the participants in
the control group (n = 30) were asked to complete the Caregiver Resilience Scale (CRS) to obtain the baseline data
(T1) before data collection was conducted with the participants in the intervention group (n = 30). The participants
in the control group received only usual care from the hospital.
4. The CRS was administered by the research assistants to measure resilience in caregivers. Data were collected at
three points of times: before to interventions (T1), within one month after completion of the eight-week individual

sessions (T2), and at the three-month follow up (T3).
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The intervention group
1. The intervention group participated in the multi- component counseling program which consisted of eight
sessions, each of which lasted and approximately 45 minutes to lone hour per session. The program was
conducted with six to eight individual health counseling participants per day on Friday and Saturday, from 08:00
a.m. to 12:00 p.m. and 01:00 p.m. to 04:00 p.m.
2. The post-test (T2) was conducted at about one month later. The participants in the intervention group
were asked to do the post-test after completion of the eight-week sessions, and the participants in the control
group were asked to complete the Caregiver Resilience Scale (CRS).
3. The follow- up (T3) was carried out three months after the end of the program. All participants in the
intervention group and the control group were asked to complete the Caregiver Resilience Scale (CRS), lasting
approximately 30 to — 40 minutes.
The control group

The participants in the control group received usual care by nurses working at the Neurological and
Memory Clinic. The usual care providing was were composed of health education about nursing care to promote
the daily living care, environment care, sign and symptom progression, and follow- up. The CRS was administered
to measure the control participants’ resilience at base line (T1), post-test (T2), and follow- up (T3) after they

completed their participation in the study.

3.2.9 Data Analysis

Descriptive statistics including frequency distribution, percentage, range, mean, and standard deviation
were used to describe the socio-demographics data. In addition, the independent t-test and Chi-square were used
to analyze continuous and categorical variables to compare baseline (pre-test) data between the intervention group
and the control group.

Data of caregivers’ resilience were analyzed using repeated-measures analysis of variance (Repeated-
measures ANOVA). Repeated-measures ANOVA were employed to examine the effects of the treatment by time
and the patterns of change. Univariate assumption of the dependent variable was analyzed for normality and
homogeneity of variance. The mean scores of resilience of caregivers obtained during the pre-test, post-test, and
follow- up were compared with the F-test with Two-way Repeated Measure ANOVA. In addition, the mean scores
of each component of resilience of caregivers in the experiment group and the control group were compared with
three- factor mixed ANOVA.  Finally, the mean scores of resilience of the caregivers in the intervention group
obtained from the pre-test, post-test, and follow- up were compared with One-way Repeated Measure ANOVA.
Summary

A quasi experiment was conducted to test and evaluate the short- term effects of multi-component
counseling program. The participants were recruited in this study by means of purposive sampling based on the
inclusion criteria. The intervention group received the program which consisted of eight individual sessions, whereas
the control group received usual care by clinical nurses. All of the data collected in this study were analyzed using

Repeated Measure ANOVA to analyze the resilience scores in each domain in the intervention group and the control

group.
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3.3 Phase 3: Scale development: The Caregiver Resilience Scale (CRS)

This phase was the development of the resilience scale for caregivers of older persons with dementia.
There were two steps in the development of the resilience scale: exploring the resilience concept and specifying
the domains of caregivers’ resilience, formatting the Caregiver Resilience Scale (CRS), including psychometric

evaluation, all of which are described below:
3.3.1 Step 1: Exploring the resilience concept and specifying the domains of

caregivers’ resilience

At present, the concept of resilience of caregivers has not been comprehensively explored in Thailand.
Therefore, the pre-specific domain of the Caregiver Resilience Scale (CRS) was determined by using the method of
concept analysis from the literature review and exploration of caregivers’ resilience (Davis, 1999); (Grotberg, 1999);
(Reivich, 2002); (Gunnestad, 2006); (Lester, 2006); (Roland, 2006); (Al. Siebert, 2007e); (AL. Siebert, 2007f). In the end,
the Resilience Theory of (Davis, 1999) was used as a guideline in this study. Then, a qualitative approach was
conducted by means of a semi-structured interview in order to confirm the pre-specified structure of caregivers’
resilience and congruence with Thai caregivers’ context. The study design, sample and setting, instrumentation,
data collection, and data analysis are described as follows:

Study design

A cross- sectional survey was used to explore the resilience situation among primary caregivers of older
persons with dementia.
Sample and setting

The participants of the study were caregivers of older persons with dementia who sought treatment at
the Memory Clinic and Neurological Clinic of Suratthani Hospital. The sample was purposively selected based on
the specified inclusion criteria: 1) they were primary caregivers of older persons who were diagnosed with mild
to moderate dementia or any subtype of dementia; 2) they were between 20 and -60 years old; 3) they were able
to communicate in the Thai language; and 4) they were willing to participate in this study. Sample size estimation
was conducted based on the formula proposed by (Polit, 1999) that at least ten participants were needed to collect
qualitative data.

Instrumentation

The instrument was developed by the researcher. According to (Wassman, 2012) conducted with
qualitative research is undertaken to examine the experiences of caregivers caring for loved ones with dementia.
The aim of this stage was to construct interview questions that were appropriate for investigation of caregivers’
resilience.

In the end, the open-ended questionnaire for the semi-structured interview was composed of three
questions: 1) What are the impacts from caring for older persons with dementia and how do you do it?, 2) Please
explain activities that you do when you are caring for older persons with dementia, and 3) What are the problems
that you face while caring for older persons with dementia and what do you do with these problems?

Data collection

The researcher contacted the prospective participants directly at the Memory Clinic and Neurological

Clinic to determine if they met the inclusion criteria. The prospective participant who met the inclusion criteria was

received information before they were asked to sign the informed consent form, and then the face-to-face interview



50

was conducted. The participants were asked were asked to respond to three open-ended questions, which took
approximately 20-30 minutes. In cases there were distractions such as loud noises in the environment or there was
no private space for interviews, a room would be reserved at the Medical Library. The data were recorded by
means of note- taking and tape- recording.
Data analysis

All data gathered from the semi-structured interview were analyzed using content analysis (Kriffendorff,
1986); (Waltz, 2005). The contents of the tape- recordings were categorized, identified for main ideas, and arranged
into themes. In the end, the pre-specified caregivers’ resilience domains from a survey of caregivers’ resilience and
from extraction from literature reviews resulted in six caregivers’ resilience domains as follows: physical
competence, relationship competence, emotional competence, moral competence, cognitive competence, and
spiritual competence, which were further subdivided into nine components of- physical self-care, communication
with demented older persons, anger management, stress management, physical care (Activities of Daily Living: ADL
and Instrument Activities of Daily Living: IADL) for older persons with dementia, medication administration for older
persons with dementia, behavioral problems management, psychological problems management, and religious

support.

3.3.2 Step 2: Formatting the Caregiver Resilience Scale (CRS)

The aim of this step was to create items to specify each domain derived in the first step, exploring the
resilience concept and specifying the domains of caregivers’ resilience. The format of the Caregivers Resilience
Scale (CRS) was drawn from existing medical data bases, which were searched for development of the resilience
scale for caregivers of older persons with dementia including Cochrane database of systematic reviews, MEDLINE
(http://www.ncbi.nlm.nih.gov/pubmed), ProQuest, ScienceDirect, MedConsult, and PsycINFO. When searching for
clinical significance, a combination and synonyms of the following technical terms were used “caregiver,”

“dementia,” and “resilience scale,” which were combined to the terms related to the resilience scale including

» o« ” o« ” o« » o«

“scale development, resilience questionnaire, resilience assessment, resilience instrument,” “elderly,
older adult,” and “adult.” All of the literature selected was published between 2008 and 2013 or previously. The
search involved only the research literature published in the English language only.

The domains and items of the Caregiver Resilience Scale developed by (Neil, 2001) was composed of
one domain and 15 items, another one constructed by (Wagnild, 1993) was composed of 5five domains and 25
items, and (Connor KM, 2003) called Connor-Davidson Resilience Scale (CD-RISE) was composed  of five domains
and 25 items. All of these aforementioned scales were a five- point rating scale, with the response choices ranging
from 0 to -4, as follows: 0 (not true at all), 1 (rarely true), 2 (sometimes true), 3 (often true), and 4 (true nearly all
of the time). Based on the data from an exploration of the concept of caregivers’ resilience and the Resilience
Theory of Davis (1999), the first draft of the Caregivers Resilience Scale (CRS) developed in the present study was
composed of six domains and 36 items, which were as follows: physical competence (items 1- 6), relationship
competence (items 7-12), emotional competence (items 13-18), moral competence (items 19 -25), cognitive
competence (items 26 -31), and spiritual competence (items 32-36). These 36 — items which were arranged in a
dfour-point Likert” Scale, with the response choices ranging from 0 (not true) to 3 (mostly true). The scoring criteria
for positive items were described as follows: 0 (not true), 1 (sometimes true), 2 (frequently True), and 3 (mostly

true), while the scoring criteria for negative items were as follows: 0 (mostly true), 1 (frequently true), 2 (sometimes
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true), and 3 (not true). Possible total scores ranged from 0 to— 108 points, with higher scores indicating higher levels
of caregivers’ resilience.

According to Jones and Kay (Jones, 1992) the 4 — four-point rating scale format can be used to avoid a
neutral and ambivalent midpoint. Therefore, the four choices could decrease bias of answers because the mid-
point of odd numeric choices was frequently chosen. Finally, the first draft of the Caregiver Resilience Scale was
formatted to measure the level of a sense of caregivers’ competence in caregiving of older persons with dementia.

The first draft consisted of 36 items, all of which were completely developed in the first step.

3.4 Phase 4: Examining validity and reliability of the Caregiver Resilience Scale (CRS)

In this phase, the psychometric evaluation was adopted to evaluate the validity and reliability of the
Caregiver Resilience Scale (CRS). This phase could be divided into three steps as follows: 1) content validity, 2) pre-

test, and 3) field test, which could be described as follows:

3.4.1 Step 1: Psychometric evaluation

The aim of this step was to evaluate the validity and reliability of the Caregiver Resilience Scale. There
were three steps which consisted of: 1) content validity, 2) pre-test, and 3) field test, all of which are described as
follows:

Content validity

3.4.1.1 Participants and setting

The content validity was validated by three professionals who gave expert opinions related to internal
consistency with definitions of terms. The three experts were responsible for psychiatric care services at the
Department of Psychiatry, Faculty of Medicine, Chulalongkorn University. Two were a psychiatrists, and one was

a psychologist.

3.4.1.2 Instrumentation

The content validity evaluation form was used so that the three experts could give their opinions on the
relevancy and clarity of each item in the instrument. The contents validity evaluation from which were created for
the experts to give their opinion on the relevancy and clarity of each item which was a three- point rating scale (-

1 = not relevant, 0 = somewhat relevant, and 1 = quite relevant) was used.

3.4.1.3 Data collection

The three experts were contacted through the administrative staffs at the Department of Psychiatry,
Faculty of Medicine, Chulalongkorn University. Then, the instrument was sent directly to each of the experts who
had agreed to participate in Step 1: content validity.
Data analysis

After the three experts examined the 36-items Caregiver Resilience Scale (CRS) (Draft 1), the redundant
items were deleted based on the experts’ recommendation. The calculation of the content validity index (CVI) of
the remaining 30 items of the Caregiver Resilience Scale (CRS) was 0.78. The criterion for selection of items was
IOC = 0.5 or higher. Therefore, the second draft of the Caregiver Resilience Scale (CRS) was considered valid.

Pre-test
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The procedures in this step are described including participants and setting, instrumentation, data
collection, and data analysis as follows:
Participants and setting

According to (Polit, 1999) at least 30 subjects were needed to ensure appropriateness of pre-test.
Therefore, 30 caregivers of older persons with dementia were recruited. The participants were primary caregivers of
older persons who had been diagnosed with mild to moderate dementia or any subtype of dementia who had an

appointment at the Neurological Clinic of Vachira Phuket Hospital.

3.4.1.4 Instrumentation

The instrument in the pre-test stage was the second draft of the Caregiver Resilience Scale (CRS).

3.4.1.5 Data collection

The researcher sent a letter issued by the College of Public Health Sciences to the Medical Director of
Vachira Phuket Hospital, to ask for permission to conduct the pre-test. After permission was granted, the researcher
recruited primary caregivers of older persons with dementia who met the inclusion criteria. All participants who
met the inclusion criteria received explanation on objectives and, procedures of data collection, and were asked
to sign the informed consent form before participating in this study. Finally, the 30-item Caregiver Resilience Scale
(CRS) were administered by the researcher.
Data analysis

The data analysis was conducted to analyze internal consistency and item total correlations, as described

below:

Internal consistency

According to (DeVellis, 1991), the relationship between items are logically connected to the relationship
of items to the latent variables and high inter -item correlations means the item are measuring the same things.
For this reason, internal consistency considers homogeneity of the items within the scale. Chronbach’s alpha
coefficient is generally used to determine internal consistency reliability. In this study, alpha coefficient of the
Caregivers Resilience Scale (CRS) was 0.87. The criterion for accepting the Chronbach’s alpha coefficient which
considered only Q. -— Coefficient is = 0.7 or higher. Therefore, the third draft of the Caregiver Resilience Scale (CRS)
was considered acceptable.
Item correlation analysis

ltem correlation was the statistical method that examines each item of an instrument for revision. In this
step, the items were re-examined so that they could be revised, retained, or deleted as deemed appropriate. The
item correlation was analyzed by means of alpha correlation. The correlations between items, and total items were
considered so as to decide which items should be revised, retained, or deleted. ltem correlation ranging from 0.56
to — 0.87was considered acceptable.
Field test

The field test involved the use of factor analysis to evaluate the construct validity and to re-evaluate
internal consistency and item correlation analysis. In this step, participants and setting, instrumentation, data
collection, and data analysis are described as follows:

Participants and setting
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The participants were primary caregivers of older persons diagnosed with mild to moderate dementia or
any subtypes of dementia. The primary caregivers could be the spouse, adult child, sibling, and / or relatives of
the older persons with dementia who had an appointment at the Memory Clinic, Neurological Clinic, or Geriatric
Clinic at Maharaj Nakhon Sri Thammarat Hospital. The participants were selected by means of purposive sampling
according to the following inclusion criteria: 1) they were primary caregivers who provided the majority of care of
older persons with dementia, 2) they were between aged 20 and -60 years of age, 3) they were able to speak and
understand the Thai language, and 4) they agreed to participate in this study.

The sample size was calculated based on the sample criteria of factor analysis. According to (DeVellis,
1991) “using a large sample size for the factor analysis method was more stable than using a small sample size.”
In addition, (BH., 2005) indicated that the ratio of about five to ten subjects per item was adequate for a new
psychometric evaluation of a newly developed instrument. Finally, there adequate for this step were 150

participants in this step, which were considered adequate for this step.

Instrumentation
The instruments for the field test were composed of two parts as follows: 1) the Demographic Data
Questionnaire (DDQ) and 2) the third draft of the Caregivers Resilience Scale (CRS).

Data collection procedure

3.4.1.6 Preparation of the research assistants

After approval was granted by the Ethics Review Committee for Research Involving Human Research
Subjects, Health Science Group, Chulalongkorn University (COA No. 063/2557), a letter was submitted to the Medical
Director of Maharaj Nakhon Si Thammarat Hospital to request for co-operation in data collection. After that, the
head nurse of the Internal Medicine Department was approached by the researcher in order to explain the study
objectives and the process of data collection. Before data collection commenced, the research assistants were
trained to ensure they had clear understanding of the method of individual semi-structured interviews required in
the use of the Caregiver Resilience Scale. Two research assistants at the Neurological clinic and Geriatric clinic were
identified. They were a geriatric nurses who had previous training in Gerontological Nursing and had experience in

dementia care.

3.4.1.7 Data collection

All eligible subjects were approached individually by the principle investigator to explain the study
objectives, the data collection procedures, and human right protection. After the participants agreed to participate
in the study, they were asked to sign the informed consent from (Appendix C). Then a semi-structured interview
was conducted by research assistants to completely collect the participants’ responses to each of the items in the
instrument. During this process, the research assistants provided more information and clarification to the
participants, if needed. Each individual semi-structured interview took approximately 30 to 40 minutes per case in
order to obtain data from primary caregivers. Although the researcher visited the participants more than once, all

data were collected by the research assistants.
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3.4.1.8 Data analysis

In the field test, the data on caregiver resilience collected from all 150 primary caregivers were analyzed.
The data analysis of primary caregivers’ demographic data, item analysis, internal consistency and Exploratory Factor

Analysis (EFA) are described as follows:

Primary caregivers’ demographic characteristics data

The demographic characteristics data elicited from the participants included their gender, age, educational
level, occupation, marital status, financial support, relationship with older persons with dementia, duration as a
caregivers (months), duration of caregiving per day, responsibility for care and vacation from caregiving. The
descriptive statistics of frequency, percentage, range, mean, and standard deviation were used to analyze primary
caregivers’ demographic characteristics data.

Internal consistency

Cronbach’s alpha coefficient was used to estimate the internal consistency of the Caregiver Resilience
Scale (CRS). An alpha coefficient of 0.7 or higher was considered acceptable for the newly developed instrument
(Nunnally, 1994).

Item correlation analysis

ltem correlation was analyzed in the second round of evaluation of factor analysis. In this step, 30 items
of the Caregiver Resilience Scale (CRS) were retained because the items with a correlation of 0.3 were considered
acceptable (Nunnally, 1994).

Exploratory Factor Analysis (EFA)

Exploratory Factor Analysis (EFA) was used to examine the number of domains and indicators of the
Caregiver Resilience Scale (CRS) item set. Principle components and varimax methods were conducted to extract
and rotate the components. According to (Waltz, 2005) “ a priori set criterion of items loading at 0.30 is the minimum
that will be considered.” The rotate factors were interpreted by testing the items load at 0.30. The criteria in
evaluating items were eigenvalues, scree plot, and percentage of variance, factor loading, and theoretical
interpretability. Therefore, the scores from the participants were considered to extract and specify factors of the
Caregiver Resilience Scale (CRS). Finally, the final draft of the Caregivers Resilience Scale (CRS) consisted of 30 items

which could be categorized into six factors.

3.5 Protection of Human Subjects

Protection of human subjects was sought from the Institutional Review Board (IRB), the Ethics Review
Committee for Research Involving Human Research Subjects, Health Science Group, Chulalongkorn University (COA
No. 063/2557), and the Ethics Committee of the two regional hospitals include Suratthani Hospital and, Maraj
Nakhorn Srithammarat Hospital. The researcher contacted the directors of Suratthani Hospital, Maraj Nakhorn
Srithammarat Hospital, and Vachira Phuket Hospital and heads nurses of the Out-Patient Departments at each
hospital in order to obtain their permission to collect data in this study. Protections of human subjects was assured
by the use of two consent forms.

The first Informed Consent Form (ICF) was used in the scale development phase to ensure the
participants’ willingness to participate in the semi-structure interview and psychometric evaluation (pre-test and,

field test).
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The second Informed Consent Form (ICF) was used in the program development phase to ensure the
participants’ willingness to participate in the program.

The human rights of the study participants were respected in this study, and the participants’ freedom
to withdraw from the study at any times was clearly stated. Moreover, Patients Information Sheet (PIS) was included
in an overview of each phase of the study. The name and address as well as the title of the researcher, the research
objectives, the methodology, the respect of the participants’ autonomy, and the assurance of voluntary
participation were clarified. The participants who were willing to participate in the study were asked to signs the
Informed Consent Form (ICF). The participants were assured that the data collected from them would be kept

strictly confidential and would be reported only as group data.

Summary

The CRS was developed from the domains based on resilience framework of Davis (1999), a literature
review and explored caregivers resilience in Thai primary caregivers. The psychometric evaluation was conducted
to confirm reliability and validity of the CRS. The content validity was evaluated and the reliability was tested. The

item analysis and EFA testing were evaluated for construct validity.
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CHAPTER 4: RESULTS

This chapter presents the results of the study which aimed to examine 1) the short-term term effects of
the eight-week multi-component counseling program, and 2) validity and reliability of the Caregivers Resilience

Scale (CRS). The results of this study are presented as follows:

4.1 Results of examination of the short- term effects of the program

4.1.1 Part 1: Feeling, thoughts, and behaviors in each session of the participants in

the intervention group

Session one: engagement

After the researcher finished building the relationship with program participants, the overview of the
disease, goals, time, place, benefits, and activities during participation in the program was given. The researcher
gave the participants the opportunity to express their feelings from caring for older persons with dementia in order
to raise their awareness and offer support to help them for handle their caregivers’ role.

Evaluation: All of the participants have correct understanding and ideas, and they accepted and agreed
to participate in the program, as one of them stated:

Mrs. A “when my relatives said that | had to care for my mother because | was the one who lived with

her, I felt that it was a hardship and | had fear because | was not experienced. However, | thought, |

could do it for my mother even though sometimes | felt it was hard.”

Another daughter caregiver described her fear and uncertainty related to caregiving of older persons with
dementia:

The fear of the unknown and uncertainty about what was’ going to happen next was great. | had to

learn to pick up on it quickly enough so she's not in danger or she won’t wander from home and get

lost. No, but I'm worried about it. And then it terms of health it's just like when you have little kids and

you're the mom who is trying to keep everybody alive. Well, I'm still doing that.”

Similarly, another caregiver described the confusion she felt when trying to understand how AD had
affected her mother:

So, sometimes | do think that she knows what she’s doing or where she is or what’s going on with her.

And then by the same token, something else will happen and then I’ll realize that, oh no! So, it’s a

little bit confusing. You don’t really know where the truth begins and where something else ends, or

whatever.

A similar sentiment was expressed by one daughter who added:

I just felt like | didn’t handle that very well, so that was a real bad thing. That kind of bothered me.

And when she first came home from the hospital, not knowing that the head wasn’t allowing the bodly

to get up, she sat in that bathroom all night long.
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This daughter, possibly experiencing compassion fatigue, expressed her hopelessness, anger, and
frustration saying:

It upset me, the disease the horrible disease. | don’t know. When I’m bathing her, | don’t have time to

think about anything else, to tell you the truth. But when | do think about it, | hate it. | hate that

disease. And normally | don’t hate things or people easily, but | hate that disease. | hate it. And I would

do anything if | could help to find a cure for it.

Session two: promoting self-care

Thirty primary caregivers are not eating healthy food because they were preparing meals not only for
themselves but also for others. They said that “Low fat, low sodium, and low sugar dishes are not delicious and
other people in my family do not want to eat them. When | drink these drinks, | also feel refreshed.”

Moreover, these caregivers tended to drink more soft drinks, iced milk coffee, iced milk tea, iced tea, iced
black coffee, and coffee than water, and they usually exercised by doing household chores, and gardening. They
slept less than six to eight hours per day. For example, Mrs. A said that, “the elderly person sleep less at night and
sleep a lot during the day.” It is also worth noting that all of the caregivers did not have regular physical check-
ups because they thought they were healthy. Another reason was the time it required, as one of them explained,
“It is very difficult and time-consuming when going to the hospital.”

Evaluation: After the researcher’s give knowledge dissemination, the caregivers were able to develop
correct understanding and ideas, and they also shared their experiences giving care to older persons with dementia.

Recommendation: It was a benefit session, but it required some practices.

Session three: communication skill training

All of the caregivers shared their experience about communication problems including repetitive
sentences, and verbal bossiness. They tried to make use of different communication strategies with older persons
with dementia including use of verbal language and body language. After the caregivers received teaching on
communication techniques from the researcher and research assistant, role- playing was conducted with caregivers.
Moreover, homework assignment was used to give them a chance to have extra practice at home. The caregivers
were informed that they should note problems that occurred while they were practicing these communication
techniques so that training and practice could be subsequently organized to ensure effective communication.

Evaluation: All of the caregivers developed correct understanding and ideas, and they had commitment
to practice communication techniques. They explained that “initial practice was very difficult, but after | had
practiced them frequently, it became easier to learn and apply.”

Recommendation: There should be less time for participate in program as the participants only needed

to practice specific skills for effective communication in the program.

Session four: relaxation technique

All of the caregivers discussed the effects of caring for older persons with dementia. They experienced
anxiety, stress, and anger. Furthermore, they were worried about their caregiving, especially the possibility that
they might die before the elderly person. One of them expressed their concern, “I think my mother is not better.
Sometimes when | am angry | abuse her or I isolate myself.” It was discovered that some caregivers sought advice

for the problems from their relatives or neighbors, but they thought that these people could not support them.
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However, after they had practiced the five techniques for changing one’s thinking, they felt that their anger, stress,
and anxiety decreased.

Evaluation: The caregivers were able to develop the right thinking and understanding. For example, one
of them stated that, “it is easy to practice and it is different from the previous technique. | practice it when I feel
angry, anxious, or stressed, for three to four times per day.” As a result, the abuse or violence between the

caregivers and the older persons with dementia subsided.

Session five: managing physical care

Nearly all of the caregivers provided complete assistance for Activities of Daily Living (ADLs) and
Instrumental Activities of Daily Living (IADLs) including bathing, preparing meals, and taking care of financial issues.
One of the caregivers described that “it is time- consuming, unsafe, and full of mistakes. | do not take the elderly
person outside the house because | am afraid that they may get lost.” In addition, the caregiver had to prepare
the medication for older persons with dementia, including daily doses and medication meals. It was possible that
doing this could be problematic. For instance, older persons with dementia did not cooperate. They kept the
medication pills in mouth and spit them out later. Besides this, the caregivers had to take older persons with
dementia to see the doctor when they had a follow-up appointment because they were afraid that they disease
may progress. The study results showed that in this study there were six caregivers who allowed the older persons
with dementia to perform ADLs and IADLs by themselves under the supervision of the caregivers who provided
only partial assistance. Also, there were five caregivers who took older persons with dementia out for a walk in the
park so that they could meet their friends.

Evaluation: All of the caregivers developed correct understanding, thinking, and practices of care of ADLs
and IADLs for older persons with dementia.

Recommendation: The session could be conducted with more time because there were many problems
from care of ADLs and IADLs of elderly persons with dementia, particularly medication administration because
many elderly persons had to take multiple drugs. In addition, a specific program session on care of ADLs and IADLs,

including medication administration, should be organized.

Session six: managing skill training

All of the caregivers discussed psychological problems of older persons with dementia including
misperception, paranoid delusion, depression, apathy, restlessness, and moodiness. Psychological problems also
included wandering, general restlessness, repetitive mannerisms, hiding things, pacing, negativism, constant requests
for attention, screaming, cursing, and making strange noises. The caregivers’ solutions to behavioral problems were
shouting back, scolding, occasion use of violence or abuse, leaving theme alone, and closing the door, while the
common solutions to psychological problems were leaving older persons with dementia alone and shouting back
at them. The researcher gave the caregivers the opportunity to share their experiences and provided training to
identify and practice ways to manage behavioral and psychological problems using role- playing, case studies, and
the ABC technique. All of the caregivers agreed to practice these techniques at home. The results from the
caregivers’ report included the following, “/t occurred immediately and | was unable to observe this behavior or
emotion cause of the stimulation. It occurred one to two times per day and three to four days per week, but with
a varying time and duration. However, | think it depends on time and experience, but | am now confident that |

can handle it.”
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Evaluation: All of the caregivers were able to develop correct understanding, and thinking concerning
behavioral and psychological problems of older persons with dementia.

Recommendation: There should be less time and a special program session on managing skill training.

Session seven: religious support

Caregivers of older persons with dementia usually had religious practices based on their religion,
Buddhism and Islam, including worship of the Allah’s, kindness, praying, making, merit, and belief fate. For example,
one shared their religious belief stating, “/ feel secure, patient, mindful, and concentrated. After | have participated
in the program, | think the prosram  supported my religious practices and my belief in doing good deeds.”
Moreover, the caregivers explained that it was easy to practice and flexible. Sometimes, they could even do it with
the older persons with dementia.

Evaluation: All of the caregivers were satisfied with the program session. The session could be finished

with less time than earlier planned.

Session eight: termination

All of the caregivers had a chance to review the previous sessions, as well as contemplate the
understanding, ideas, and practices they had developed. One caregiver confirmed the benefits of the program,
pointing out, “the goals of the program were achieved the benefits of the program could be perceived.”

Evaluation: The caregivers were satisfied with their participation in the program and cooperated
with the follow-ups conducted at one month and three months after completing the eight sessions of the program.
They were informed that if they had any problems, they should feel free to contact the researcher by telephone

or emails.

4.1.2 Part2: Demographic characteristics of the participants in the intervention group

and the control group

There were 60 participants, who were met inclusion criteria. They were assigned into the intervention
and control groups. The results revealed that there were no statistical differences between the intervention and
control groups in terms of gender, age, educational background, average family income, relationships with older
persons with dementia, duration of caregiving, responsibility for caregiving, and vacations (p > .05). The majority of
the participants were females in both the intervention group (n = 29, 99.67%) and control group (n = 28, 93.33).
Their mean age was 48.56 years old (SD = 8.56) in the intervention group and 49.60 years old (SD = 10.13) in the
control group. As regards education, they had the same education level, which was lower than a Bachelor’s degree
in both groups. Moreover, the largest groups of the participants in the intervention group and the control group
had an average income between 10,000 and -25,000 Baht per month (n = 20, 66.67% and n = 21, 70%, respectively).
The majority of the caregivers were daughters in the intervention group (n = 27, 90%) and the control group (n =
26, 86.66). They had been providing care for six to 12 hours per day in the intervention group (n = 18, 60%) and
the control group (n = 17, 56.67%). The duration of the caregivers’ role was 24-36 months for the largest group of
participants in the intervention group and the control group (n = 19, 30% and, n = 17, 56.67%, respectively). Finally,

a large number of caregivers in both groups had other persons who assisted them in caregiving tasks and they were
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able to take a vacation. The results regarding demographic characteristics of the caregivers’ are summarized in

Table 3 below.

Table 3: bemographics characteristics of participants in the intervention group and the control groups (n=60)

Demographics characteristics of participants in the intervention group and the control group (n=60)

Variables Intervention Control group T-test X 2- test P-value
group (n=30) (n=30)
n (%) n (%)
Gender 49 .58
Male 1(3.33) 2(6.67)
Female 29(99.67) 28(93.33)
Age (yrs.) .68 56
<40 6(20.00) 5(16.67)
41-50 15(50.00) 14(46.67)
51- 60 9(30.00) 11(36.66)
Mean (SD) 48.56(8.56) 49.60(10.13)
Education 5.06 .08
Lower than Bachelor 25(83.33) 26(86.67)
Bachelor’s degree 5(16.67) 4(13.33)
Occupation .16 .92
Agriculturist 24(80.00) 25(83.30)
Trader 4(13.30) 3(10.00)
Government official 2(6.70) 2(6.70)
Religion 13 12
Buddhism 25(83.30) 26(86.70)
Islam 5(16.70) 4(13.30)
Average family income 237 a7

(baht per month)

10,000-25,000 20(66.67) 21(70.00)
25,001- 40,000 10(33.33) 9(30.00)
Table 3:

Demographics characteristics of participants in the intervention group and the control group (n=60) (continued)

Variables Intervention Control group T-test ¥ 2- test P-value
group (n=30) (n=30)
n (%) n (%)
Marital status 2.35 .50
Single 1(3.30) -

Married 28(93.40) 27 (90.00)
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Widowed 1(3.30) 3(10.00)
Number of hours of caregiving 4.96 .20
(per day)
6-12 18(60.00) 17(56.67)
13-18 9(30.00) 11(36.66)
19 - 24 3(10.00) 2(6.67)
Relationship with older 4.16 .82

persons with dementia

Spouse 2(6.70) 2(6.70)
Son 9(30.00) 10(33.30)
Daughter 2(6.67) 3(10.00)
Duration of caregiving (months) 1.45 .35
24 - 36 19(63.30) 17(56.70)
37 -48 9(30.00) 10(33.30)
49 - 60 2(6.67) 3(10.00)
Responsibility for care 5.30 .88
Alone 5(16.67) 4(13.33)
Having assistance from others 25(83.33) 26(86.67)

Table 3:

Demographics characteristics of participants in the intervention group and the control group (n=60) (continued)

Variables Intervention Control group T-test X 2- test P-value
group (n=30) (n=30)
n (%) n (%)
Vacation NA NA
Yes 30(100.00) 30(100.00)
No - -

NA = Not applicable

4.1.3 Part 3: Clinical characteristics of older persons with dementia in the intervention
group and the control group
According to the study results, the majority of older persons with dementia were female in the

intervention group (n = 20, 66.7%) and the control group (n = 25, 83.3%). The participants had an average age of
75.03 years old (SD = 6.950) in the intervention group and 77.93 years old (SD = 9.03) in the control group. Almost
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all of the participants in the intervention group (n = 27, 90%) and the control group (n = 26, 86.67%) were Buddhists,
and when it came to marital status, had the largest groups of the participants in the intervention group (n = 18,
60.0%) and the control group (n = 24, 80.0%) were widowed. With regard to diagnosis, the largest group of the
participants in the intervention group (n = 9, 30%) and the control group (n = 11, 36.7%) were diagnosed with
Alzheimer’s disease. Furthermore, the participants had an average time duration since being diagnosed with mild
to moderate dementia and a subtypes of dementia in the intervention group (Mean = 52.57, SD = 7.34) and the
control group (Mean = 51.93, SD = 11.420). As regards co-morbidity, the majority of the participants in the
intervention group had Hypertension (HT) (20, 66.7%), while the majority of the participants in the control group
had Dyslipidemia (DLP) (17, 56.7%). It was also found that all of the participants in both the intervention group and
the control group had psychological and behavioral problems, with the same low level of ADLs (12+) in intervention
group (28, 93.3%) and the control group (29, 96.7%). Finally, they had the same high level of IADLs in the
intervention group (26, 86.7%) and the control group (28, 93.3%). The results regarding demographic characteristics

of older persons with dementia are presented in Table 4.

Table 4: Clinical characteristics of older person with dementia in the intervention group and the control group

(n=60)

Table 4:

Clinical characteristics of older person with dementia in the intervention group and the control group (n=60)

Variables Intervention Control group T-test X 2- test P-value
group (n=30) (n=30)
n (%) n (%)
Gender 14 42
Male 10(33.30) 5(16.70)
Female 20(66.70) 25(83.30)
Age (yrs.) A7 .20
50-59 1(3.33) 4(13.33)
60-69 4(13.33) 10(33.33)
70-79 16(53.33) 14(46.67)
80-89 6(20.00) 2(6.67)
Mean (SD) 75.03 (6.95) 77.93(9.03)
Religion .69 .76
Buddhism 27 (90.00) 26 (86.70)
Istam 3(10.00) 4(13.30)
Marital status 19 .35
Single 1(3.33) -
Married 11(36.67) 6(20.00)
Widowed 18(60.00) 24(80.00)
Diagnosis .39 27

Mild dementia

1(3.33)
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Moderate dementia 3(10.00) 1(3.33)
VD 9(30.00) 11(3.67)
Table 4:

Clinical characteristics of older person with dementia in the intervention group and the control group (n=60)

(continued)
Variables Intervention Control group T-test X 2- test P-value
group (n=30) (n=30)
n (%) n (%)
Diagnosis
Mixed (VD+AD) 2(6.67) 4(13.33)
AD 8(26.67) 11(36.67)
PDD 5(16.67) 1(3.33)
CBD 2(6.67) 1(3.33)
FTD g 1(3.33)
Duration of diagnosed of .80 .85
dementia (months)
12-24 - 2(6.67)
25-36 1(3.33) 2(6.67)
37-48 13(43.33) 7(23.33)
49-60 13(43.33) 15(50.00)
61-72 3(10.00) 4(13.33)
Mean (SD) 52.57 (7.34) 51.93(11.42)
Comorbidity .08 43
DM 1(3.33) -
HT 20(66.67) 13(43.33)
DLP 9(30.00) 17(56.67)
Psychological problems NA
Yes 30(100.0) 30(100.0)

No -

NA = Not applicable

Table 4:

Clinical characteristics of older person with dementia in the intervention group and the control group (n=60)

(continued)

Variables Intervention

group (n=30)
n (%)

Control group

(n=30)
n (%)

T-test ¥ 2- test P-value

Behavioral problems

NA
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Yes 30(100.00) 30 (100.00)
No - -
Level of ADL .75 47
0-4 - -
5-8 - -
9-11 2(6.67) 1(3.33)
12+ 28(93.33) 29(96.67)
Level of IADL .35 91
0-2 26(86.67) 28(93.33)
3-5 2(6.67) 2(6.67)
6-8
9+ 2(6.67) -

NA = Not applicable

4.1.4 Part 4: The comparison of resilience scores among caregivers of older persons
with dementia at baseline, one month, and three months within the intervention and

control groups

The results obtained after comparing of resilience scores in each the six domains in the intervention
group at one month and three months after entering the program and in the control group after receiving usual
care could be described as follows:

Domain 1: physical competence (promoting self-care): The mean scores were decreased at one month
and three months from 3.07 to 3.03 in the intervention group. However, the mean scores increased at baseline
to lone month from 3.67 to 4.17 and with the constant of 4.17 from one month to three months in the control
group.

Domain 2: relationship competence (communication skill training): The mean scores increased at baseline,
one month, and three months from 2.93, to 3.17 and 3.27 in the intervention group. Similarly, the mean scores
were increased at baseline to onel month from 3.13 to 3.37 and with the constant of 3.37 at one month to three
months in the control group.

Domain 3: emotional competence (relaxation technique): The mean scores increased at baseline and one
month from 3.00 to 3.40 but and the mean scores decreased at one month to three months from 3.40 to 3.33 in
the intervention group. On the other hand, the mean scores were increased at baseline to 1one month from 3.37
to 3.70 and with the constant of 3.70 at 1one month to 3three months in the control group.

Domain 4: moral competence (managing physical care): The mean scores increased at baseline, one
month, and three months in both the intervention and control groups from 5.23, to 5.97, and 6.67 and from, 5.40
to, 5.73, and 5.77, respectively.

Domain 5: cognitive competence (managing skill training): The mean scores increased at baseline, one
month, and three months from 2.67 to, 2.87, and 5.03 in the intervention group. Also, the mean scores slightly
increased at baseline to one month from 2.90 to 3.00 and with the constant of 3.00 at one month to three months

in the control group.
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Domain 6: spiritual competence (religious support): The mean scores increased at onel month to three
months in both the intervention and control groups from 6.53 to 7.77 and from 6.20 to 6.27, respectively. The
results of mean scores of in each of the six domains are presented in Table 5 below.

As regards the comparison of total resilience scores at baseline, one month, and three months - after
entering the program, the mean scores of the participants in. In the intervention group increased at baseline, one
month, and three months (Mean = 23.30, SD = 2.82; Mean = 25.00, SD = 3.10;, and Mean = 29.10, SD = 2.46,
respectively). As for the control group, the results showed that there was a slight increase in resilience scores at
one month and three months (Mean = 26.17, SD = 3.02, Mean = 26.27, SD = 3.02, respectively) when they were
compared to the baseline (Mean = 24.67, SD = 2.56) (See Table 6 and Figure5).

Table 5: Mean and standard deviation of resilience scores in each six domains at baseline, one month, and three

months after entering the program in the intervention group (n=30) and the control group (n=30)

Intervention group Control group
Domain Mean (SD) Mean (SD)
Baseline 1 month 3 months Baseline 1 month 3 months
Physical 2.93(1.23) 3.07(1.26) 3.03(1.22) 3.67(.922) 4.17(1.18) 4.17(1.18)
Relation 2.93(1.23) 3.17(1.18) 3.27(1.26) 3.13(1.07) 3.37(1.22) 3.37(1.22)
Emotional 3.00(1.08) 3.40(1.10) 3.33(1.16) 3.37(.928) 3.70(.837) 3.70(.837)
Moral 5.23(1.10) 5.97(1.10) 6.67(1.09) 5.40(1.42) 5.73(1.50) 5.77(1.54)

Cognitive  2.67(1.21)  287(1.28)  5.03(1.19)  290(1.42)  3.00(1.50)  3.00(1.50)
Spiritual 653(157)  653(157)  777(108)  620(1.58)  620(1.58)  6.27(1.64)

Table 6 Mean and standard deviation of resilience scores at baseline, one month, and
three months after entering the program in the intervention group (n=30) and the

control group (n=30)

Intervention group Control group Total
Time point Mean (SD) Mean (SD) Mean (SD)
Baseline 23.30 (2.82) 24.67 (2.56) 23.98 (2.76)
1 Month 25.00 (3.10) 26.17 (3.02) 25.58 (3.06)

3 Months 29.10 (2.46) 26.27 (3.02) 27.68 (3.09)
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Figure 6: The mean scores of resilience between the intervention group and the control group at baseline (T1),

one month (T2), and three months (T3)

According to Hypothesis One, the resilience scores of the participants in the intervention group increased
after their participation in the multi-component intervention program. To examine the short- term effects of the
program by time for the intervention group and the control group, a repeated measured ANOVA was used.

When comparing resilience scores at baseline, one month, and three months in the intervention and
control groups, the results showed that there was a statistically significant difference at the 0.01 level in resilience
scores obtained at different times and there was also an interaction between times and groups (F = 156.570, p <

0.001) (Table7).

Table 7: Comparison of resilience scores at baseline, one month, and three months after entering the

program by time between the intervention group (n=30) and the control group (n=30)Test of within-groups)

Source SS df MS F p-value

Time 413.200 2 206.600 156.570 <.001
Time* group 168.400 2 84.200 63.810 <.001
Error (Time) 153.067 116 1.320

When comparing of resilience scores between participants in the intervention and control groups at one
month and three months after entering the program, the results revealed that they were not statistically significantly

different by group alone at the level of significance of 0.05. (Table 8)
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Table s: Comparison of resilience scores between participants in the intervention group and the control

group at one month and three months after entering the program (n=60) (Tests of between groups)

Source SS df MS F p-value
Intercept 119351.25 1 119351.25 5526.26 <.001
Group .450 1 .450 .021 .88

Error 1252.63 58 21.60

Pairwise comparisons at baseline, one month, and three months between the in intervention and control
groups revealed that on the overall the intervention group’s mean scores of resilience obtained at baseline and
one month and obtained at one month and three months were, statistically significantly different. As for the control
group, the results showed that there were no statistically significant differences between the resilience mean scores

obtained at one month and three months (mean difference = 0.100, p = 0.056) (Table 9).

Table 9: pairwise comparison of resilience scores obtained at baseline, one month, and three months within

the intervention group and the control groups (n=60)

Group (1) Time (J) Time Mean difference Std. Error p-value
(-)
Intervention Baseline 1 month -1.700% .296 <.001
3 months -5.800* .399 <.001
1 month baseline 1.700* .296 <.001
3 month -4.100* 372 <.001
3 months 1 month 5.800* .399 <.001
3 months 4.100% 372 <001
Control Baseline 1 month -1.500% 262 <.001
3 months -1.600* 265 <.001
1 month baseline 1.500* 262 <.001
3 months -.100 .056 <.001
3 months baseline 1.600* .265 <.001
1 month .100 .056 <.001

*The mean difference is significant at .05 level

In conclusion, the results of the program development phase indicated that the program which was
established based on an exploration of caregivers’ resilience data and the Resilience Theory of Davis (1999) was
effective. The tests conducted confirmed the validity of the program, hence indicating that the program could be
used to enhance resilience among Thai caregivers of older persons with dementia.

The domains structures of the program were composed of six domains as follows:; 1) physical

competence, 2) relationship competence, 3) emotional competence, 4) moral competence, 5) cognitive
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competence, and 6) spiritual competence. This program was conducted within eight sessions of the interventions
as follows: session one — engagement, session two —  self-care enhancement, session three — communication skill
training, session four — relaxation techniques, session five — managing physical care, session six — managing skills
training, session seven - religious support, and session eight — termination.

The results indicated that resilience scores at T2 and T3 of the caregivers who participated in the program
had significantly increased when they were compared with those of the caregivers in the control group who received
only usual care. Therefore, hypothesis one of this study was supported. In addition, the results of this examination
in this phase confirmed that there were statistically as significant differences in resilience’ scores obtained at one
month after program completion (T2) and at the three-month, follow-up (T3). The participants in the intervention
group had higher resilience scores than those in the control group who received usual care depending on time (See

Table 6, Figure 5).

4.2 Result of Examining validity and reliability of the Caregiver Resilience Scale (CRS)

4.2.1 Results of scale development

The results of scale development were could be described as the follows:

4.2.1.1 Step 1: Exploring thee resilience concept and specifying the domains of

caregivers’ resilience

In this step, the domain structures of the concept and definitions of the Caregivers Resilience Scale (CRS)
were identified. The pre-specified domains were synthesized from concept analysis of the literature reviews related
to caregivers’ resilience. There were a total of six domains as follows: physical competence, relationship
competence, emotional competence, moral competence, cognitive competence, and spiritual competence. There
were nine components of the six domains: 1) physical competence indicated by physical self-care, 2) relationship
competence indicated by communication with older persons with dementia, 3) emotional competence indicated
by anger management and, stress management, 4) moral competence indicated by physical care for older persons
with dementia (Activities of Daily Living: ADLs and Instrumental Activities of Daily Living: IADLs), and medication
administration, 5) cognitive competence indicated by behavioral and psychological problems management for older
persons with dementia, and 6) spiritual competence indicated by religious support.

The results from the interview of ten participants who represented primary caregivers led to development
of six themes. The first theme was physical self-care, which identified the component of the physical domain. The
second theme was communication problems which identified the component of the relationship domain. The
third theme was psychological problems which identified the component of the emotional domain. The fourth
theme was assisted Activities of Daily Living: ADLs, Instrumental Activities of Daily Living: IADLs, and medication
administration which identified the component of the moral domain. The fifth theme was behavioral and
psychological problems which identified the component of the cognitive domain. Finally, the sixth theme was
religious support which identified the component of the spiritual domain.

In summary, six domains of resilience of Thai caregivers were retained with nine specified components.
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4.2.1.2 Step 2: Formatting the Caregiver Resilience Scale (CRS)

After the conceptual structure of resilience for Thai caregivers was developed, items of the Caregiver
Resilience Scale (CRS) were drafted using six domains, composed of physical competence, relationship competence,
emotional competence, moral competence, cognitive competence, and spiritual competence. Finally, the first
draft of the CRS consisted of 36 items which were as follows: the physical competence domain consisted of six
items, the relationship competence domain consisted of six items, the emotional competence domain consisted
of six items, the moral competence domain consisted of six items, the cognitive competence domain consisted of
6six items, and the spiritual competence domain consisted of six items.

With regard to the scale format, a four- point Likert scale was selected to measure the caregivers’
resilience. The four- point rating scale format was specifically used to avoid a neutral and ambivalent midpoint.
The response choices of each item of the CRS ranged from 0 to 3. The meaning of the scale could be described
as follows:

Scoring criteria for positive statements

0 = not true 2 = frequently true

1 = sometime true 3 = mostly true
Scoring criteria for positive statements

0 = mostly true 2 = sometime true

1 = frequently true 3 = not true

In summary, the first draft of the CRS with preliminary 36 items were divided into six items of physical
competence, six items of relationship competence, six items of, emotional competence, six items of, moral
competence, six items of, cognitive competence, and six items of, spiritual competence. Then, the first draft of

the CRS was to be further examined to ensure its validity and reliability in the second phase.

4.3 Result of Examining validity and reliability of CRS

The results are presented in three steps: 1) content validity evaluation, 2) pre-test (item analysis and
internal consistency assessment), and 3) field test (item analysis, internal consistency, and Exploratory Factor

Analysis: EFA).

4.3.1 Step 1: Content validity evaluation

The first draft of the CRS consisted of 36 items, and it was examined by three experts. The
recommendation from three experts was to delete 6six items which were redundant. After omitting the six items,
the content validity index was equal to 0.84, which was acceptable relevancy of the construct of caregivers’
competence. Therefore, a total of 30 items were retained in the second draft of the CRS. After that, the second

draft was further evaluated for the internal consistency, and an item analysis was conducted the pre-test in step 2.

4.3.2 Step 2: Pre-test

In the pre-test step, the item analysis and internal consistency evaluation were conducted with 30
participants from the Neurological Clinic at Vachira Phuket Hospital. The results of the item analysis and internal

consistency evaluation are described in the following section.
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Internal consistency assessment: Cronbach’s alpha coefficient was used to examine reliability of the 30-
item second draft 30 CRS. Alpha coefficient of the 30- item scale was 0.87.

ltem analysis: Cronbach’s alpha coefficient was employed examine correlation between item and item,
item and subscale, and item and total. The results of the pre-test step was a level at 0.3 (Table 10). Therefore,

the correlation between item and total scores was accepted as adequate.

Table 10: Correlation coefficient of items, Item-item, ltem-subscale and item-total of the 30- item second draft

of the CRS (n=30)

Scale ltem-item [tem-subscale [tem-total
Physical competence 0.34-0.84 0.68-0.89 0.65-0.76
Relationship competence 0.30-0.86 0.52-0.83 0.57-0.84
Emotional competence 0.38-0.84 0.54-0.82 0.46-0.78
Moral competence 0.30-0.88 0.62-0.82 0.52-0.90
Cognitive competence 0.44-0.94 0.63-0.92 0.56-0.87
Spiritual competence 0.30-0.87 0.59-0.92 0.46-0.77

The results of the pre-test indicated that the correlation of the 30- items of the CRS was accepted.
Therefore, the third draft of the 30- items CRS was to be further examined in the field test.

4.3.3 Step 3: Field test

The field test of the CRS was conducted with internal consistency evaluation, item analysis, and
exploratory factor analysis among 150 Thai primary caregivers who met the inclusion criteria recruited at the Memory
Clinic, Neurologiical Clinic, and Geriatric Clinic at Maharaj Nakhon Srithammarat Regional Hospital. The results of

this step was presented as follows:

Internal  consistency

The third draft of the 30-items CRS was examined to ensure internal consistency using Cronbach’s alpha
coefficients. The alpha of each subscale and the total scale was evaluated. An Alpha coefficient of the total CRS
was 0.87, while the alpha coefficients of the subscales of the physical competence domain, relationship
competence domain, emotional competence domain, moral competence domain, cognitive competence domain,

and spiritual competence domain ranged from 0.52 to -0.87, as shown in Table 11.
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Table 11: Alpha coefficient of the 30-item second draft of CRS (n = 150)

Domain Number of items Mean SD Alpha
Physical competence 5 2.3170 4645 0.6169
Relationship competence 5 2.1743 5134 0.7230
Emotional competence 5 2.2421 .5054 0.6366
Moral competence 5 2.6210 4014 0.7231
Cognitive competence 5 2.0416 5661 0.5204
Spiritual competence 5 24113 4748 0.8725
Total 30 2.317 .3360 0.8720

ltem analysis: The results of correlations between item and item, item and subscale, item and total,
subscale and subscale, and scale and entire scale are presented in (Table 12). The results indicated that

correlations of items and their subscale ranged from 0.32 to - 0.83.

Table 12- Correlation coefficient of item, item-item, item-subscale, and item- entire scale of the 30-item second

draft of CRS (n = 150)

Domain ltem - item [tem - subscale [tem - total
Physical competence 0.32-0.83 0.59-0.81 0.55-0.84
Relationship competence 0.47-0.72 0.68-0.3 0.51-0.79
Emotional competence 0.38-0.82 0.55-0.74 0.46-0.75
Moral competence 0.40-0.75 0.63-0.72 0.61-0.82
Cognitive competence 0.30-0.85 0.67-0.80 0.45-0.77
Spiritual competence 0.37-0.90 0.56-0.83 0.61-0.81

According to (Munro, 2005), the alpha coefficient of 0.7 is minimally accepted for a newly developed
instrument. The criterion for item analysis is an average correlation between 0.3 and 0.7 which is considered
desirable. Therefore, the correlations between items and total scores were accepted as generally adequate in the
present study. The scores of the 30-item third draft of the CRS were further calculated in the exploratory factor
analysis.

The Exploratory Factor Analysis (EFA) was conducted with the third draft of the 30-item CRS. The EFA
was used to support the internal structure of the CRS item set. A principle component and varimax methods were
conducted to exact and rotate the components. The results of the EFA are presented below.

1. Descriptive factor analysis: Bartlett’s test of sphericity and Kaiser-Meyer-Olkin (KMO) were used in this
step. The results of Bartlett’s test of sphericity showed a significant high inter - item correlation (¥ 2 = 17124.13, p
< 0.01). The KMO reported the sampling adequate at 0.91 which was an excellent indicator of factorability.
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2. Factor extraction: In this step, the communalities of the 30 items of factor extraction ranged from 0.40
to -0.78. The six components with initial eigenvalues greater than 1 ranged from 1.43 to 21.34, and the total
variances at 63.67 were reported.

3. Varimax rotation: The rotation using the orthogonal varimax method was calculated in this step. The
result was considered a low level in the hierarchy of factors. The low level factor seemed less meaningful to the
overall analysis (Comrey, 1992). Factor rotation was used to improve interpretation. After rotation, the six
components showed a total percentage variance of 63.67% as presented in Table 13. The items statements and

communality of each item in the CRS with all factors are presented in Table 14.

Table 13Table: Total loading, percent of variance, and cumulative percentage of the second draft 30-item CRS

classified by factor loading (Eigen values equal or greater than 1)

Extraction sums of square loadings Rotation extraction sums of squared loading
Eigenvalues Percent of Cumulative Eigenvalue Percent of Cumulative
Factor Variances (%) Variances (%)
1 1.43 3.44 64.15 10.15 24.23 24.23
2 3.24 8.27 60.31 9.18 24.21 49.46
3 18.17 50.09 59.68 7.77 25.95 35.34
a4 1.52 2.84 65.07 5.32 15.70 65.07
5 21.34 52.73 52.73 10.22 25.05 25.05
6 8.67 48.23 63.67 9.81 21.36 63.67

Table 14: item statements and communalities of the third draft 30-item CRS classified by item numbers

(N=150)
[tem [tem statement Communality
Physical competence

1 While caring for the older person with dementia, | get to sleep for at 0.57
least six to eight hours per day.

2 | have a physical check-up once a year

3 | have time to do the activities that | like such as going to a movie, 0.61
listening to music, seeing my friends, and exercising.

4 I drink six to eight glasses of water a day, which is more than drinking 0.68
soft drinks, tea, coffee, or energy drinks.

5 | am concerned with what | eat, and | eat only food that has low 0.64
sodium, low fat and low sugar content.

Relationship competence

6 While the older person with dementia is talking, | listen to him/her 0.48

attentively and do not disrupt him/her.
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7 While engaging in a conversation with the older person with 0.77
dementia, | have eye contact; facial expression and body language

easy to make it easier to talk with him/her.

8 Sometimes | feel bored and argue with the older person with 0.78

dementia because it is difficult to make him/her understand me.

9 When | talk to the older person with dementia, | reduce disturbing 0.74
noises in the environment such as by turning of the television or radio,

or trying to find a quiet place with no disturbance to talk.

10 When the older person with dementia asks the same question 0.66

repeatedly, sometimes | feel annoyed.

Table 14:
Item statements and communalities of the third draft 30-item CRS classified by item numbers (N=150) (continued)

[tem [tem statement Communality

Emotional competence

11 | feel happy and | sometimes laugh while giving care to the older person 0.71

with dementia.

12 | feel that | am not alone because there are still other people who are 0.66

ready to help me.

13 While giving care to the older person with dementia, | sometimes shout 0.77

and scream at them because | cannot control my emotion.

14 I sometimes use violence with the older person with dementia when | 0.67

am very angry.

15 I have mentally prepared myself for a new situation and think of only 0.60

one thing at a time.

Moral competence

16 I am able to make the older person with dementia to take the 0.40
medication as prescribed by the doctor and take him/her to see the

doctor on the day of the appointment.

17 I am able to prepare meals and take care of food intake of the older 0.68

person with dementia, and | even let the older person with dementia

18 | take the older person with dementia watch the television or listen to 0.56
music, and | take him/her to go for walk outside, seeing his/her friends,

and going to a temple.

19 I arrange the environment to ensure safety such as making sure the floor 0.69

is not slippery, having adequate lighting, and putting up signs.

20 | take care of personal hygiene of the older person with dementia such 0.76

as bathing, taking care of oral hygiene, and getting dressed.
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Item statements and communalities of the third draft 30-item CRS classified by item numbers (N=150) (continued)

[tem [tem statement Communality
Cognitive competence

21 When the older person with dementia is restless, disobedient, or 0.69
repetitive, | understand him/her and am able to calm him/her down.

22 When the older person with dementia is wandering or trying to get 0.71
out of the house, | am able to make him/her stop wandering.

23 When the older person with dementia loses self-perception or talks 0.50
to himself/herself, | am able to make him/her regain self-perception.

24 When the older person with dementia tries to hurt himself / herself 0.40
other people, or me, | tend to be frightened and do not know what
to do.

25 When the older person with dementia is sleepless at night, | am able 0.57
to make him/her go to sleep.

Spiritual competence

26 | accept the changes that have come into my life. 0.70

27 When | do good deeds, | think that the sacred being knows what | am 0.73
doing.

28 I am able to forgive others who do not give care to the older person 0.61
with dementia as much as | do.

29 I 'am able to seek something to hold on to spiritually such as beliefs 0.59
and faith in my own religion.

30 I have a chance to do religious activities such as praying, meditating, 0.64
going to the temple or mosque, depending on my own religious
beliefs.

Summary

The Caregivers Resilience Scale (CRS) was found valid and reliable. The final version of the CRS for Thai

caregivers was composed of 30 items within six domains (physical competence, relationship competence, emotional

competence, cognitive competence, moral competence, and spiritual competence) (Appendix D). Finally, the CRS

was considered appropriate as a newly developed instrument that could be used to assess resilience in Thai

caregivers of older persons with dementia.
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CHAPTER 5: DISCUSSION, CONCLUSION, AND RECCOMMENDATIONS

This chapter presents the discussion, conclusion, and recommendations, which are divided into two parts.
The first part presents the discussion of the program development including the conclusion, strengths, limitations,
and recommendations. The second part describes scale development including the strengths, limitations, and

recommendations.

5.1 Discussion of the program development

The Multi-component Counseling Program was composed of eight sessions, each of which lasting 45
minutes to one hour. The results of the study confirmed that caregivers’ resilience was in congruence with the
Resilience Theory of (Davis, 1999) that is composed of six components of resilience: physical competence,
relationship competence, emotional competence, moral competence, cognitive competence, and spiritual
competence. The results of the study can be discussed as follows:

As regards the results of the program development phase, the program was established based on a review
of caregivers’ resilience data and the Resilience Theory of (Davis, 1999). The validity of the program was confirmed,
meaning that the program could enhance resilience in Thai caregivers of older persons with dementia. The results
of program development thus yielded support to the research hypotheses 1 and 2 of this study. The significant
increase in resilience scores overtime in the intervention group meant that the program could be used to effectively
enable caregivers to cope with the effects of dementia in the elderly persons and could enhance resilience within
them. Besides this, resilience could increase caregivers’ competence in self-care, handling of the caregivers’ role,
and their ability to care for older persons with dementia. At the three-month follow-up, there was a significant
difference in resilience scores between the control group and the intervention group. This could be explained that
the control group received only usual care and sometimes they lacked adequate of information about the disease
as well as, the guideline on caring for older persons with dementia. Moreover, the program was specially tailored
and was flexible for individual caregivers to directly serve their needs.

The results of this study were congruent with previous studies which examined the effective of a resilience
enhancement program. In 2010 a study was conducted by (Scott, 2010) to explore resilience among caregivers of
patients with Alzheimer’s disease (N=111) and found moderate effects of resilience on the relationship, stressors,
and caregiver burden predictors. In other words, the results showed that there was a relationship between resilience
and caregiver burden. Specifically, as resilience increased caregiver burden decreased. Such findings highlight the
importance of resilience in caregivers of patients with Alzheimer’s disease and the necessity to implement a support
and intervention programs that will increase their resilience. Furthermore, (Wilk, 2008) examined social support that
functioned as a protective, resilience factor among caregivers of patients with Alzheimer’s disease (AD) using a cross-
sectional analysis of self- reports. The results indicated that stress negatively influenced resilience and accounted
for most variation in resilience. On the contrary, social support positively influenced resilience, and caregivers with
high family support had the highest probability of elevated resilience. In addition, moderation was observed among
all support factors, and no social support fulfilled the complete mediation criteria. In conclusion, evidence of social

support as a protective and moderating factor yields implications for health care practitioners who deliver services



76

to assist AD caregivers, particularly the promotion of identification and utilization of supportive familial and peer
relations.

(Battle, 2010) compared resilience in African-American and Caucasian caregivers of family members with
ADRD by examining resilience when caregiver strain, memory, and functional status of the family member were
statistically controlled. Moreover, differences in selected socio-demographic variables and caregiver strain were
compared. The study also aimed to describe study variables that were predictive of resilience. The sample included
52 African-American and 30 Caucasian caregivers of family members with ADRD from a large metropolitan area. The
results indicated that African-American caregivers had higher resilience scores than Caucasians. It was also found
that resilience scores were not influenced by caregiver strain or functional status of the family members with ADRD.
In addition, African-American female caregivers scored much higher than Caucasian male caregivers; thus, it was
concluded that gender was a significant socio-demographic variable in examining caregiver strain. Furthermore, age,
ethnicity, and gender were predictors of resilience in caregivers of family members with ADRD. It was concluded
that resilience in African-American caregivers of family members with ADRD may be attributed to cultural values
and the gender role theory. The results of this study support further investigation of perceptions of resilience in
caregivers of ADRD family members.

Even though there were only two caregivers who were spouses of older persons with dementia, the study
results also revealed that the resilience could support spouse caregivers. Likewise, (Fitzpatrick, 2010) explored the
relationship between resilience and marital satisfaction in caregivers of spouses with dementia. The results
indicated that when spouses perceived greater caregiver burden, they reported less marital satisfaction. The
opposite relationship was found with age, as older caregivers reported more marital satisfaction. In brief, resiliency,
gender, and stage of cognitive impairment were not related to marital satisfaction.

(Harmell, 2011) reviewed eleven total of 11 studies on the psychobiology of dementia caregiving with a
focus on resilience factors by examining the relationship between one of the three broad resilience domains
(personal mastery, self-efficacy, and coping style) and caregiver health outcomes. The results reported that higher
levels of personal mastery and self-efficacy, and increased use of positive coping strategies, appeared to have a
protective effect on various health outcomes in dementia caregivers. However, further research is warranted to
help guide prospective directions for caregiver interventions focusing on increasing caregiver resilience and the
corresponding impact on caregiver health.

For a short period of time, there was a significant difference in resilience scores between the intervention
group and the control group. It might be explained that the effects of the intervention program could develop
caregivers’ resilience from six major components of resilience, with adequate reinforcement, and clear instruction.
Moreover, the effect of the eight interventions included 1) engagement, 2) promoting self-care, 3) communication
skill training, 4) relaxation technique, 5) managing physical care, 6) managing skill training, 7) religious support, and
8) termination. All of the interventions involved the use of techniques including sharing experiences, support, role
play, practice, feedback, and homework assignments (Bandura, 1977) to improve skills effectively. Besides this, each
individual health counseling session allowed the participants to ask questions about caregiving problems and
provided individual education, discussion, and training which were related to their specific problems of caring for
older persons with dementia. Such interventions made the participants able to increased knowledge, which, in turn,
promoted their ability to cope with their caregiver role.

These six resilience components represented a developing process of caregivers’ competence to dealing

with caregiving problems in Thai caregivers as well as appropriate practices of daily caregiving tasks. They were also
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related to relaxation technique, behavioral management, problem solving skills, communication skills, and cognitive
skills which were the components of the program that could enhance resilience. Therefore, it could be summarized
that the Multi-component Counseling Program was effective to enhance resilience in Thai caregivers of older
persons with dementia and could subsequently be implemented with other groups of Thai caregivers.

An important point in regard to the study was that the study was done with Thai caregivers and each
session of the intervention was developed with consideration of the Thai context, in particular the relaxation
technique, problem solving skill, and effective communication skill training. For this reason, it might be able to
encourage caregivers to change their attitude and to continue taking care of themselves as well as the older persons
with dementia. Particularity, in session 3, which was a session on effective communication, the intervention
integrated the Thai values of being less assertive, more polite, and more humanized, in support of the knowledge
of effective communication skill and seeking social support to change the caregivers’ attitude. As a result, the
caregivers were able to develop good communication that could enhance personal and social relationship.

The effectiveness of the programs in the Thai context was supported by the study of (Noimuenwai, 2012)
who investigated the effectiveness of the Adult Day Care Program on health outcomes of Thai family caregivers of
persons with dementia. The results of the repeated measures ANOVA indicated that only mean physical
component scores (PCS) of the SF-12v2 and mean physical domain scores on the WHO QOL-BREF-THAI were
significantly higher than baseline after using ADC for one and three months.

The effectiveness of the program may have been due to the fact that the program was a combination of
individual counseling and multi-component interventions. Many studies have examined the effectiveness of various
programs for resilience enhancement. As regards individual counseling, for example, (Bourgeois, 1996) carried out a
comprehensive review of over 100 Alzheimer’s disease caregiver intervention studies. The results showed that
individual counseling interventions have yielded positive outcomes especially in caregivers who were daughters of
the patients. Such result was consistent with the result of this study that the participants who were daughters of
the older persons with dementia (n = 27, 90%) might be the group of caregivers that the intervention was most
appropriate (R. Toseland, Rossiter, C., Peak, T., and Smith, G., 1990). Furthermore, provision of specific knowledge
and caregiver skills that are clearly operationalized, practiced, and used to resolve real-life problem has been found
to produce significant changes in outcomes of the intervention that could be directly measured.

The program was developed by integrating Thai context for education and training interventions, with
support from previous research studies conducted by (D. Gallagher-Thompson, Arean, P., Rivera, P., and Thompson,
L., 2001), Gallagher-Thompson and, Coon, et al. (under review), and Gallagher-Thompson and, Solano, et al. (under
review) (D. Gallagher-Thompson, Coon, D., Solano, N., Amber, C., Rabinowitz, R., and Thompson, L. (under review).
2013) which suggested that culturally-tailored skills programs could be more effective with Latinas and Caucasian
women than a traditional support group in reducing caregiver depression, increasing positive coping, and fostering
aspects of social support. Another multi-component psycho-educational intervention that included education,
skills training, and family support was also found to significantly reduce caregivers’ negative reactions to disruptive
behaviors and caregiver burden over time (Ostwald, 1999).

In summary, multi-component counseling programs have been found to have positive effects on
caregivers in areas such as subjective burden, caregiver depression, service utilization, stress levels, and perceived
quality of life (Selzer, 1987), (Montgomery, 1989), (Zarit, 1998), (M. S. Mittelman, Ferris, S.H., Shulman, E., Steinberg,
G., and Levin, B. , 1996), (Ostwald, 1999), (Kolanowski, 2010).
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5.2 Conclusion of program development

This part is divided into four sections: conclusion of the study, strengths, limitations, and

recommendations.

5.2.1 Conclusion

The program was developed from based on a synthesis of previous research studies, as well as the data
from an exploration of e caregivers’ resilience, with an integration of the resilience theory of Davis (1999). The
program was composed of health counseling and support with multi-component interventions. The six major
domains included the following: 1) physical competence, 2) relationship competence, 3) emotional competence,
4) moral competence, 5) cognitive competence, and 6) spiritual competence. The program was provided eight
sessions including session one: - engagement, session two: - self-care enhancement, session three: - communication
skills training, session four: - relaxation techniques, session five: — managing physical care, session six: — managing
skills training, session seven: — religious support, and session eight: — termination. The content validity index was
equal to 0.87, and the program could be implemented with Thai caregivers in an OPD setting.

The quasi-experimental research design was used to examine the short- terms effects of the program.
The program was conducted during period of six months. The 60 participants were recruited based on the inclusion
criteria, with 30 in the intervention group, and the other 30 in the control group. The instruments used for data
collection were as follows: (1) The demographic data questionnaire, and (2) The Caregiver Resilience Scale (CRS).
The majority of the participants were female and there were no statistically significant differences in base line
demographics data between the participants in the intervention and control groups in terms of gender, age,
education, average family income, relationships with older persons with dementia, duration of caregiving,
responsibility for caregiving, and vacations (p > 0.05).

Strengths
The strength of program development can be presented in relation to the theoretical framework and the

methodology as follows:

5.2.2 Theoretical framework

The program was developed based on a synthesis of previous research studies, data from an exploration
of e caregivers’ resilience, and the Resilience Theory of Davis (1999). The program also incorporated the learning
theory of Bandura, so that each concept was guided with theoretical explanation of difference aspects modified
for the present study. The theoretical framework of the program was strong and appropriate for Thai caregivers.
The results confirmed that the program could enhance resilience in caregivers of older persons with dementia.
The methodology

Firstly, to avoid the intervention (exposure) bias such as contamination and co-intervention effects that
may have occurred from information sharing between the intervention group and control group, the Caregiver
Resilience Scale was administered with the participants in the control group before it was administered with the
participants in the intervention group.

Secondly, different pre-test, post-test, and follow-up instrument were used as a measurement
administered with Thai caregivers. The scores obtained from the selected instruments were believed to reflect the

actual scores of interventions in the intervention group. The repeated measures at three points of times were
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evaluated to reflect the trends of the outcome variables. The interventions were given and measured in a total of
eight sessions.

Lastly, the F — test and a Two- Way Repeated Measure ANOVA were employed to test the study
hypotheses. The selected statistical measures provided assessment of overall differences between the two groups

of participants and reduced inflated Type 1 errors.

5.2.3 Limitations

Firstly, the study was conducted at only one tertiary hospital in an upper southern area, so it may not
represent a tertiary hospital in others regions which have different health services and where the patients have
different cultural traits.

Secondly, the program was implemented with Thai caregivers who were able to read and understand the
Thai language. At present, there are a large number of Burmese, Cambodian, and Laotian caregivers and patients in
the Thai health care service system and their numbers continue to rise. The study results would not be generalized
to these foreign caregivers and patients involved in the present-day Thai healthcare service system.

Thirdly, the Caregiver Resilience Scale required clinical judgment from experts in specific areas. Therefore,
it was suitable for use by healthcare professional who have undergone training.

Fourthly, this study was a short- term program, and the duration of the study was not long enough for a
comprehensive evaluation of the effectiveness of the program in such areas as prevention of depression or decrease

in caregiver burden.

5.2.4 Recommendations

According to the limitations of the study, the following recommendations for further research could be
made:
1. Resilience enhancement programs should be designed with specific emphases such as communication skill,
management of physical care, and management of skill training.
2. Further research should involve a long- term study, with a longitudinal support group intervention program
designed to evaluate the effectiveness of the program as well as its long- term effects of resilience enhancement
on depression, and caregiver burden.
3. A randomized controlled trial should be conducted to examine the effectiveness of the program intervention
on depression and burden over a long period of time (e.g., 12, 18, and 24 months).
4. A longitudinal study using a mixed- method research design should also be undertaken. For example, a study
may combine a controlled trail with a longitudinal study with a long period of follow-up. Also, a qualitative research
approach is recommended to examine the long- term effects of an individual program, not only on improvement

of resilience but also on prevention of depression and decrease in burden of primary caregivers of chronic patients.

5.3 Discussion of Scale Development

As regards the result of the scale development phase, the CRS was constructed based on an exploration
of caregivers’ data and the Resilience Theory of Davis (1999). Then, the validity and reliability of the Caregiver
Resilience Scale (CRS) were examined, and the results confirmed that the CRS was the newly developed scale that
was quantifiable to measure resilience in primary caregivers. The results regarding scale development are discussed

based on the research questions as follows:
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The Caregivers Resilience Scale (CRS) consisted of six domains: (1) physical competence, (2) relationship
competence, (3) emotional competence, (4) moral competence, (5) cognitive competence, and (6) spiritual
competence. The existing theoretical structures of the CRS are described as follows:

1. Physical competence

The physical competence domain for caregivers consisted of five items, including sleeping for at least six
to eight hours per days, undergoing a physical check-up once a year, having time for activities, drinking more water
than caffeine, and eating healthy food. This domain was a strong contributing factor to caregivers resilience in Thai
primary caregivers (% of variance = 13.10). The study findings indicated that Thai primary caregivers did not perform
self-care by using physical competence. This was simply because Thai primary caregivers were mainly blood
relatives of the patients, so they tended to devote their time for the care of their loved one. Therefore, they
overlooked their own health, while they had to suffer the direct effects of caring for older persons with dementia.
As reported by  (Ritteeveerakul, 2005), strain from direct care was a predictor of health status of family caregivers
(R2=27.4, P < .05). As a result, healthcare professionals should promote physical health of caregivers and encourage

them to perform self-care so as to maintain their health status.

2. Relationship competence

The relationship competence domain for caring for older persons with dementia consisted of five items,
such as listening, body language, argument, reducing the noise, and annoyance. This domain was also a strong
contributing factor to resilience in Thai primary caregivers (% of variance = 15.60). All items reflected communication
skill. From a literature review communication with older persons with dementia is important because it has effects
on the outcome of caring for older persons with dementia.

3. Emotional competence

The emotional competence domain for caregivers consisted of five items, such as being happy and
laughing, having other person provide care, shouting and roaring, abusing the elderly persons, and doing only one
thing. This domain was a strong contributing factor to resilience in Thai primary caregivers (% of variance = 18.31).
The findings indicated that Thai primary caregivers had to bear the direct effect of caring for older persons with
dementia. Similarly, previous research has reported that the direct strain from caring for older persons with
dementia on health status include depression, anxiety, stress, headache, sleeplessness, and exhaustion.

a. Moral competence

The moral competence domain for caring for older persons with dementia consisted of five items,
including ability to take medication, preparing meals, relaxation, managing the environment, performing hygiene
care. This domain was found to be a strong contributing factor to resilience in Thai primary caregivers (% of variance
= 22.31). All items in this domain reflected caring for older persons with dementia. According to the Resilience
Theory of Davis (1999) and a literature reviews, moral competence is important because moral competence enables
caregivers to provide complete care that can control or delay progression of the disease.

5. Cognitive competence

The cognitive competence domain for caring for older persons with dementia consisted of five items as
follows: managing agitation, wandering, psychological disorders, abusing oneself or others, and sleeplessness. This
domain was a strong contributing factor to resilience in Thai primary caregivers (% of variance = 15.70). All items in

this domain reflected caregivers’ competence. It is worth noting that behavioral and psychological management
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was frequently found in mild to moderate demented elderly persons. Therefore, cognitive competences is
important for primary caregivers as it equips them with the’ ability to properly carry out behavioral and
psychological management.

6. Spiritual competence

The spiritual competence domain for caregivers consisted of five items, including accepting the new
situation, offering religious support, forgiveness, seeking hope, and having beliefs and faith. This domain was a strong
contributing factor to resilience in Thai primary caregivers (% of variance = 25.10). The findings of this study indicated
that Thai primary caregivers cared for older persons with dementia by using religious teaching and maintaining,
belief hope, and faith for spiritual support.

The CRS has been examined to ensure content validity by a panel of three experts who were specialists
in psychiatry, especially in dementia. Using a panel of experts to reviews and specify each items, the content validity
of the instrument could be improved (Lynn, 1986). The experts should be able to give comments to each of the
items that covered and represented the resilience domains. The Content Validity Index (CVI) of CRS was found to
be 0.85 which means that the CRS was a highly representative of resilience for in Thai primary caregivers (Gill and
Jackson, 2002). Factor analysis was used in this study to evaluate construct validity of the CRS. The final draft of
the 30-items CRS consisted of six factors with communality ranging from 0.40 to 0.78. Therefore, all items were
considered presenting high accept communalities with value of greater than 0.20 and the total percentage of
variance of 62.15% (Tabachnic, 2001). Therefore, it was concluded that the CRS was appropriate to assess resilience
in Thai primary caregivers.

The results of the reliability evaluation of the 30-items CRS showed that the instrument was stable, had
internal consistency, and had correlational value of 0.81. As regards internal consistency, the reported Cronbach’s
alpha coefficient of each domain ranged from 0.83 to 0.87 which indicated a high degree of homogeneity

(Burns, 2005).

5.3.1 Summary

The CRS was presented found to be both valid and reliable. The final draft of the CRS for Thai primary
caregivers consisted of 30 items within six domains (physical competence, relationship competence, emotional
competence, moral competence, cognitive competence, and spiritual competence). Finally, the CRS was
considered a newly developed instrument that could be appropriately implemented with Thai primary caregivers

who cared for older persons with dementia.

5.4 Conclusions of scale development

The Caregivers Resilience Scale (CRS) was developed for use with Thai caregivers. The validity and
reliability of the Caregiver Resilience Scale (CRS) had been examined. The conclusion of scale development is
presented as follows:

In the first phase, the scale development was conducted by using the literature review and exploration
of caregivers’ data. The conceptual structure of resilience was constructed from the Resilience Theory of (Davis,
1999). A semi-structured interview was undertaken with ten Thai caregivers so as to establish the domain
conceptual structure of resilience. The results of resilience were composed of six domains with 9nine components
as follows: 1) the physical competence domain was indicated by physical self-care; 2) the relationship competence
domain was indicated by communication with demented elderly persons; 3) the emotional competence domain

was indicated by anger management and, stress management; 4) the moral competence domain was indicated by
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physical care for demented elderly persons (Activities of Daily Living: ADL and Instrumental Activities of Daily Living:
IADL), and medication administration; 5) the cognitive competence domain was indicated by behavioral and
psychological problems management for demented elderly persons; and 6) the spiritual competence domain was
indicated by religious support.

In the second phase, the psychometric evaluation of the CRS was conducted including content validity,
reliability, construct validity, and field test. The first draft of the 36- item CRS was confirmed by three experts. The
second draft with 30 items was accepted with the Content Validity Index (CVI) of 0.87. Then, in the step of pre-test,
the second draft of the 30-item CRS was tried out with 30 caregivers who met the inclusion criteria so as to evaluate
its internal consistency. The results indicated that alpha coefficient was equal to 0.87, which was acceptable.
Therefore, the 30-item third draft was examined in the step of the field test.

In the step of the field test, the 30-item third draft of the CRS was tried out in 150 participants to examine
the internal consistency and the existing alpha coefficient of 0.87. The Exploratory Factor Analysis (EFA) was used
for construct validity. The final draft with 30 items was composed of six domains as follows: 1) physical competence,
2) relationship competence, 3) emotional competence, 4) moral competence, 5) cognitive competence, and 6)
spiritual competence.

In summary, the final draft of the CRS was composed of 6six domains, which wcould be used to measures
resilience of Thai caregivers. The reliability and validity of the 30-item CRS were also found to be high.

Strengths

The strengths of the scale development are presented in terms of the conceptual structure and

methodology as follows:

1. The conceptual structure

The conceptual structure of the Caregiver Resilience Scale (CRS) was constructed based on the Resilience
Theory, a synthesis of previous research, a literature review on the concept of resilience, and qualitative data from
an exploration of resilience in Thai primary caregivers in a Neurological and Memory Clinic in an Out-Patient
Department (OPD) setting. The resilience theory presented a resilience structure which was in congruence with Thai
primary caregivers. The knowledge from the literature review and the synthesis of previous research provided the
evidence- based practice which was related to evaluation of resilience in caregivers. Therefore, the domain
structure of resilience has strong evidence and theoretical support. Moreover, in the step of qualitative approach,
the actual data that were in congruence with Thai primary caregivers were provided. In summary, the specified
domain of CRS has strong conceptual structure.

2. The methodology

The process of psychometric evaluation was conducted because for the present study was the first study in
the field test using an Exploratory Factor Analysis (EFA). The sample size estimation was done based on sample
criteria for factor analysis for verification of the construct of the CRS. It was considered a strong scale because the

items were arranged in a four-point Likert scale to avoid the neutral and ambivalent midpoint.

5.4.1 Limitations

The limitations of scale development are presented in terms of threats to external validity as follows:
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1. The sample was selected from one setting to examine the construct validity, so the sample only represented
Thai primary caregivers living in the upper southern region. In other words, the result may not present strong
evidence to support resilience of caregivers living in other regions.

2. The CRS was developed only for caregivers who were caring for older persons with dementia at the Out-Patient
Department (OPD) in a tertiary care setting. It may not be used to measure resilience in caregivers of patients in

primary and secondary care settings.

5.4.2 Recommendations

1. The new conceptual structure of resilience in caregivers of older persons with dementia is significant for
healthcare professionals to use to measure resilience. Therefore, it may be used as a framework for further
development of CRS in Thailand.

2. In the process of psychometric evaluation, the construct validity of the CRS when it is used in others regions of

Thailand or in other kinds of healthcare settings should also be carried out.
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Demographic Data Questionnaire

Directions: Please respond to each of the following statements by selecting the most appropriate response choices

given. The response to each statement will be ticked (\/) by the researcher or research assistants. Thank you.

1. Gender

2. Age

y Male

Years

3. Educational level

4. Occupation

5. Religious

(

6. Your average month income

) No formal education
) High school

) Bachelor’s degree

) Agriculturist
) Trade r

) Government official

) Buddhism
) Christianity
) Islam

) Other (please specify)

7. Marital status
(
(
(

8. Numbers of hours per day giving care to the older person with dementia

9. Relationship with the Relationship with the older person with dementia

(
(
(
(

10. Duration of care of the older person with dementia

) Single
) Widowed
) Separated

) Husband
) Brother / sister
) Daughter

) Son-in-law

(

( yFemale

) Elementary school
( ) College

) Graduate school

) Wage earner
) State enterprises employee

) Unemployed

) Married

) Divorced

) Wife
) Son
) Grandchild

) Daughter in-law



11. Responsibility for care of the older person with dementia

12. Vacation

( ) Sole primary caregiver

( ) Primary caregiver with assistance from other family members
( ) Primary caregiver with an occasionally hired helper

( ) Having ( ) No Having

Clinical Record Form of Older Person with Dementia

Directions: The, researcher or research assistants chooses the best response choice with a tick (\/)

1. Gender ( ) Male ( ) Female
2. Age Years
3. Religious
( ) Buddhism
( ) Christianity
( ) Islam
( ) Others (please SPecify).......cccvrrncenerenereernnne
4. Marital status  ( ) Single ( ) Married
( ) Widowed ( ) Divorced
( ) Separated
5. Diagnosis
( ) Mild dementia
( ) Moderate dementia
( ) Vascular dementia (VD)
( ) VD + AD
( ) Alzheimer’s disease (AD)
( ) Dementia Lewey-body (DLB)
( ) FrontoTemporal Dementia (FTD)
( ) Parkinson’ s Disease with Dementia (PDD)
( ) Progressive Supranuclear Palsy (PSP)
( ) Corticobasal Degeneration (CBD)

6. Duration of diagnosis of dementia or a subtype of dementia. .......ccccocvernernerinee Months

109
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7. Comorbidity

( ) No
( Yes
(o] o1l )

8. Psychological symptoms

( ) No
( ) YES (PlEASE SPECIY) . - et ettt et et ettt e et

9. Behavioral symptoms

( ) No
( ) Yes
(PlBASE SPECITY ). et ettt ettt et e ettt

10. Capability of Activities of Daily Living
( ) 0-4 ( ) 5-8
( ) 9-11 ( ) 12+
11. Chula IADL Index

( ) 0-2
( ) 3-5
( ) 6-8
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Caregiver Resilience Scale (CRS)
Directions: The objective of this instrument is to assess the level of perceived ability to adapt while caring for the
older person with dementia. The data will be recorded by the researcher or research assistant. Please listen to
each of the following statements and select the response choice that best reflects your true feeling. Please respond

to all of the statements by choosing one of the following response choices:

Responses 0 = not true 2 = frequently true
1 = sometimes true 3 = mostly true
No Statements 0 1 2 3

1 While caring for the older person with
dementia, | get to sleep for at least six to eight

hours per day.

2 I have a physical check-up once a year.

3 I have time to do the activities that | like such
as going to a movie, listening to music, seeing

my friends, and exercising.

4 I drink six to eight glasses of water a day, which
is more than drinking soft drinks, tea, coffee, or

energy drinks.

5 I am concerned with what | eat, and | eat only
food that has low sodium, low fat and low

sugar content.

6 While the older person with dementia is
talking, I listen to him/her attentively and do
not disrupt him/her.

7 While engaging in a conversation with the older
person with dementia, | have eye contact;
facial expression and body language easyto

make it easier to talk with him/her.

No Statements 0 1 2 3

8 Sometimes | feel bored and argue with the older person
with dementia because it is difficult to make him/her

understand me.

9 When | talk to the older person with dementia, | reduce

disturbing noises in the environment such as by turning
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of the television or radio, or trying to find a quiet place

with no disturbance to talk.

10 When the older person with dementia asks the same
question repeatedly, sometimes | feel annoyed.

11 | feel happy and | sometimes laugh while giving care to
the older person with dementia.

12 | feel that | am not alonel because there are still other
people who are ready to help me.

13 While giving care to the older person with dementia, |
sometimes shout and scream at them because | cannot
control my emotion.

14 I sometimes use violence with the older person with
dementia when | am very angry.

15 I have mentally prepared myself for a new situation and
think of only one thing at a time.

16 I am able to make the older person with dementia to
take the medication as prescribed by the doctor and
take him/her to see the doctor on the day of the
appointment.

17 I am able to prepare meals and take care of food intake
of the older person with dementia, and | even let the
older person with dementia

No Statements

18 | take the older person with dementia watch the
television or listen to music, and | take him/her to go for
walk outside, seeing his/her friends, and going to a
temple.

19 | arrange the environment to ensure safety such as
making sure the floor is not slippery, having adequate
lighting, and putting up signs.

20 | take care of personal hygiene of the older person with

dementia such as bathing, taking care of oral hygiene,

and getting dressed.
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21 When the older person with dementia is restless,
disobedient, or repetitive, | understand him/her and am
able to calm him/her down.

22 When the older person with dementia is wandering or
trying to get out of the house, | am able to make him/her
stop wandering.

23 When the older person with dementia loses self-
perception or talks to himself/herself, | am able to make
him/her regain self-perception.

24 When the older person with dementia tries to hurt
himself / herself other people, or me, | tend to be
frightened and do not know what to do.

25 When the older person with dementia is sleepless at
night, | am able to make him/her go to sleep.

26 | accept the changes that have come into my life.

No Statements 0

27 When | do good deeds, | think that the sacred
being knows what | am doing.

28 I am able to forgive others who do not give
care to the older person with dementia as
much as | do.

29 I am able to seek something to hold on to
spiritually such as beliefs and faith in my own
religion.

30 | have a chance to do religious activities such

as praying, meditating, going to the temple or
mosque, depending on my own religious

beliefs.
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APPEXDIX E: HANDBOOK FOR CAREING OLDERS PERSONS WITH MILD TO MODERATE
DEMENTIA
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