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Introduction

Dementia is a health problem more commonly 
found in older people. The number of elderly with 
dementia is expected to be 65.7 million in 2030 and 
115.4 million in 2050.1 As Thailand becomes an aging 
society, a current population-based survey pointed out that 
the prevalence of dementia was 12.3%, 8.9% in males and 
15% in females. Furthermore, the prevalence of dementia 
is tripled at 80 years as compared to 60 years.2 

Older people with dementia suffer a progressive 
loss of autonomy in performing basic activities of 
daily living (ADLs).  And they need assistance from 
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caregivers, particularly family members, who can 
provide care for them at home.3 Informal caregivers 
are key to providing care to people with dementia. 
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Caregiving is more difficult and puts strain on the 
caregiver physically and mentally as the disease 
progresses into moderate and severe stages.1 

Actually caregiving may not be a negative 
experience; it can generate positive feelings in family 
members. Understanding the positive aspects of 
caregiving (PAC) may help clinicians and practitioners 
work more effectively with caregivers,4 and their 
enhancing positive aspects of caregiving may help 
protect and enhance caregivers’ well-being.5 Previously, 
interventions for most caregivers were offered with 
the main purpose of reducing the negative impacts of 
caregiving. However, the outcomes do not last long6 
due to sustained and unavoidable difficult caregiving 
experiences.7  Therefore, an intervention focused on 
relieving negative impacts of caregiving may not fit 
in such situations, while an intervention focusing on 
enhancing PAC may be appropriate for those caregivers.

Literature review and theoretical 

framework

Positive aspects of caregiving are positive 
feelings resulting from caregivers’ positive appraisal 
of their caregiving.  Many terms have been used to 
represent positive aspects of caregiving such as gains4 
uplift8, rewards9, life satisfaction9, and finding meaning 
in caregiving.10  In Thailand, the terms fulfillment, 
feeling of closeness with the patients, gaining merit, 
and returning gratitude have been used.11 The positive 
aspects are strong views of caregiving process.  High 
levels of positive aspects of caregiving may help 
maintain quality of life for both caregivers and their 
relatives12.

Kramer’s two-factor adaptation model4 provides 
a set of concepts and propositions exploring positive 
and negative caregiving outcomes. In this model, there 
are three primary domains; background and context, 
intervening processes; and well-being outcomes. 
The intervening process consists of finding resources 
for situational appraisal that can be both positive and 
negative. The caregivers who have adequate resources 

for providing care as needed may evaluate their 
caregiving tasks as positive (challenge).13

From literature reviews, resources of positive 
aspects of caregiving included self-efficacy,5 
spirituality,14 religion,15 familism,16 coping,17 and social 
support.17  Self-efficacy, spirituality, and social support 
were main resources that related to enhanced positive 
outcomes, while other resources were the facilitators for 
positive appraisal4. Self-efficacy refers to caregivers’ 
belief that they can assume personal control over 
caregiving problems and that they are able to 
successfully manage caregiving events.5 Caregivers 
of older people with dementia, who have a sense of 
efficacy, may better control their behavioral problems 
and be better involved in the uncertainty of such care.  
They may perceive caregiving as comfortable care 
and maintain positive views throughout the caregiving 
process. Spirituality, in the context of caregiving, refers 
to the interpretation of caregivers on the caregiving 
experience as the ultimate meaning18 that can be used 
to cope with a stressful event,17 and accept the caregiving 
problem themselves.19  Social support can affect the 
belief and cognitions of caregivers to be able to meet 
the challenges in their lives.20  Having a chance to 
share caregiving experiences helps to relieve the 
pressure of caregiving.20  Caregivers can then cope 
better with stressful events, increase problem solving 
abilities, improve the feeling of personal control, and 
also increase a sense of efficacy in caregiving role.21 
Therefore, all resources can enhance positive appraisal 
and positive well-being of caregivers. 

Studies of interventions for dementia family 
caregivers focusing on the main resources for positive 
aspects of caregiving have not been reported in both 
Western22,23 and Asian countries7, including Thailand.  
There is a need for an effective theory-based intervention 
to enhance the PAC among those caregivers. For this 
study we designed a program based on Kramer’s 
model4 to enhance self-efficacy in caregiving, spirituality 
context, and perceived social support which were the 
resources for positive appraisal of caregiving situation.  
It was expected that the positive aspects of caregiving 
program (PEPACP) could enhance the caregiver’s 
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Allocated non-intervention (n=40)

Lost to follow-up (Moved to another town) 
(n=2)
Discontinued intervention (Personal reasons) 
(n=2)

positive aspects of caregiving and subjective well-being. 
Thus the following hypotheses were tested: 

Mean scores of PAC and subjective well-being 
in the experimental group would be significantly higher 
than that of the control group as measured at 8 weeks, 
12 weeks, and 20 weeks, and significantly higher than 
before receiving the PEPACP plus usual practice.

Method

Design: A randomized control trial (RCT) with 
two arms pre-post-test. 

Sample and Setting: The sample size was 
estimated using power analysis method for ANOVA. 
A power of .80, a significance level of .05, and effect 
size of .40 were estimated from a previous study21. 
To enable one-way analysis, 36 participants per group 
were required but an additional 20% participants were 
added to compensate for possible attrition. Therefore, 
a total of 80 participants were recruited from three 
secondary medical care hospitals in the central part of 

Thailand. These settings had similar care services for 
dementia caregivers.  Prospective participants who met 
the inclusion criteria were invited to join the study. 
Inclusion criteria were:  aged at least 20 years; being able 
to speak and read Thai; living with a relative who was 
diagnosed as having mild to moderate dementia according 
to the criteria of Mini Mental State Examination-Thai 
version (MMSE-Thai 2002 score ≤ 22)24; and 
performing caregiving tasks for at least 4 hours per 
day.  The participants were randomly assigned into 
two groups, one receiving the EPACP plus usual care 
and the other receiving only usual care.  The program 
outcomes, PAC and subjective well-being were measured 
at baseline and at 8, 12, and 20 weeks after completing 
the intervention. After 20 weeks of data collection, eight 
participants were excluded from the study, four from 
each group, due to their inability to attend all intervention 
sessions and being out of town. The dropout rate was 
5%. Therefore, 72 participants completed the study, 
36 in both groups (Figure 1).

All ocation

Enrollment

Analysis

Allocated to intervention (n=40)
Received allocated intervention (n= 40)

Lost to follow-up (Moved to another town) 
(n= 2)
Discontinued intervention (Personal reasons) 
(n=2)

Assessed for eligibility (n=90)

Follow-Up

Analysed (n= 36)
Excluded from analysis (n=0)

Analysed (n=36)
Excluded from analysis (n=0)

Excluded  (n= 10)
- Not meeting inclusion criteria (n=10)
- Declined to participate (n= N/A)
- Other reasons (n=N/A)Randomized (n= 80)

Figure 1 The study flow of participants through each stage of randomized controlled trial

CONSORT 2010 Flow Diagram
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Ethical Consideration: This study was approved 
by the Research Ethics Committee of the Faculty of 
Nursing, Chiang Mai University (Full-045-2557). 
All eligible participants were informed about the 
objectives and process of the study, the benefits and 
potential risks, the time required for the study, their 
rights to privacy, confidentiality, study withdrawal 
without losing health care service benefits, and were 
given opportunities to ask questions. All signed a 
consent form beforehand. 

Data Collection: Three instruments were used: 
A Demographic Data Recording Sheet was 

developed by the primary investigator (PI) to collect 
personal data including gender, age, educational 
level, religion, marital status, current occupation, 
sufficiency of family income, level of relationship, 
and duration of care. 

The Positive Aspects of Caregiving Questionnaire 
(PACQ), developed by Tarlow12 measures participants’ 
positive caregiving experience. Because the PACQ 
had never been used in Thailand, it was translated into 
Thai by a bilingual expert after getting permission from 
the authors, then back-translated into English by another 
bilingual expert, compared with the original English 
version and examined for cultural appropriateness. This 
9-item questionnaire consists of two components: 
Self-affirmation (e.g., “Made me feel more useful”) 
and Outlook on Life (e.g., “Enabled me to appreciate 
life more”), concerning the caregiver’s mental and 
affective state regarding their caregiving experience. 
Participants were asked to rate each item on a 5-point 
Likert scale ranging from 1 (totally disagree) to 5 
(totally agree). A higher total score means higher 
positive caregiving experience. The reliability 
coefficient showed an acceptable level of 0.92 and 
the internal consistency reliability was Cronbach’s 
alpha coefficient of 0.76 in this study.

The Thai General Well-being Schedule (TGWS) 
measures subjective well-being. It was developed by 
Dupuy25 and was translated into Thai by Hanucharurnkul.26 

This self-administered questionnaire consists of 18 
items, and is used to evaluate individuals’ general 
well-being in six aspects: anxiety, depression, self-
control, general health, positive well-being, and 
vitality.  The questionnaire has two parts: Part 1 of 7 
positive items (e.g., How have you been feeling in 
general?) and 7 negative items (e.g., Have you been 
bothered by nervousness or your “nerves”?), and 
uses 6-point response scales representing intensity 
or frequency (1 to 6). Part 2 is composed of 4 items: 
two positive and two negative, arranged in a linear 
analog scale ranging from 0 to 10 points (e.g., “How 
relaxed or tense have you been?”). The total scores 
range from 0-110, with higher scores indicating a 
higher level of general well-being: 0-60 refers to 
severe distress; 61-72 means moderate distress; and 
73-110 refers to positive well-being. In this study, 
the Cronbach’s alpha coefficient was 0.88. 

The intervention program: In experimental 
group, they received the EPACP plus usual care. The 
EPACP was developed based on the Kramer’s two-
factor adaptation model4 and designed to increase 
caregiving self-efficacy, spirituality, social support, 
and maintain positive caregiving experiences for 
family caregiver of the person with dementia. Strategies 
used included information provision and skill training; 
exploring spirituality; finding positive events in their 
lives; mindfulness practice; positive reappraisal 
activities; and goal setting practice all conducted through 
group discussions and training.  Individual counseling 
was also given.  A dementia caregiving booklet, role 
model, and video were also used. The program consisted 
of six groups sessions and one individual session. Three 
groups of 15 family members met once a week, for 2 
hours over 6 weeks. At week 7, the PI offered the 
individual sessions (see details in Table 1). For  the 
control group, participants received only usual care 
which included health education or suggestions from 
nurses and other professionals at psychiatric clinics 
of hospital or at home. 
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Before starting data collection and to assure 
data quality, three research assistants (RAs) were 
trained to collect accurate data by following the study 
objective, the procedures manual, and the protocol of 
data collection. At Week 1 (baseline assessment), 
two instruments were administered by the RAs.  At 
Week 2, the intervention groups started the EPACP 
plus usual care and the control group received usual 
care only.  All instruments were administered in 
both groups again at weeks 8, 12, and 20 after the 
intervention.

Data analysis: Descriptive statistics were used 
to analyze the participants’ demographic characteristics. 
The Chi-square test and Fisher’s exact test were used to 
examine the differences in demographic data between 
the participants in the experimental group and the control 
group at baseline. Two-way repeated measures: ANOVA 

was used to examine the difference of positive aspects 
of caregiving and subjective well-being between 
experimental and the control group. One-way repeated 
measures: ANOVA was used to examine the difference 
of positive aspects of caregiving and subjective well-
being in each point measurement in the experimental 
and control group. 

Results

Most of the participants in both groups were 
female and all were Buddhists.  Both groups were also 
similar in all demographic data at baseline in terms of 
age, marital status, educational level, occupation, 
family income, duration for providing care with their 
relative, and the level of relationship to the person 
they cared for (see detail in Table 2). 

Table 1	 The Protocol of Enhancing Positive Aspects of Caregiving Program

Time Activities
1st- 2nd group session
(2 hours in each session).

Two lessons were offered by group teaching with a dementia care booklet 
and group discussions. The contents included 1) knowledge of dementia, 
2) assisting the dementia with activities of daily living, and 3) behavioral 
problem management. Additionally, sharing caregiving experiences, showing 
role modeling, video, and verbal reinforcement to enhance self-efficacy was 
provided to the group. 

3rd group session (2 hours). Group training and discussion were done to enhance the spirituality of caregiver. 
Meditation training was also offered using strategies such as focusing on the 
breathing, listening to sermons, sharing Dhamma with a Dhamma specialist, 
self-evaluation and reflection.

4th group session (2 hours). This included continuing meditation training using focused walking, focused 
breathing techniques, and case studies used to change the interpretation of 
stressful events. The activities aimed to help caregivers find the good thing 
out of the bad while providing care.

5th and 6th group session 
(2 hours in each session).

Researcher conducted group training using techniques such as role modeling 
and selecting the proper strategy for goal setting. Verbal reinforcements to 
enhance self-efficacy were also given. 

7th individual session  Researcher made telephone calls to provide individual counseling to participants 
who needed help.
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Table 2	 Demographic Characteristics of the Experimental Group and Control Group

Demographic data Experimental group Control group p-value
n % n %

Gender .257a

Male 6 16.7 10 27.8
Female 30 83.3 26 72.2

Age .187c

M±SD 55.11±13.15 55.66±10.89
(Range) (27-83) (35-76)

Marital status .099a

Single 4 11.1 5 13.9
Married 27 75 30 83.3
Widowed 5 13.9 - -
Divorced - - 1 2.8
Separated - - - -

Religion 1.00b

Buddhist 36 100 36 100
Christian - - - -
Muslim - - - -

Educational level .109a

Primary school 13 36.1 21 58.3
High school 7 19.4 5 13.9
Diploma 4 11.1 - -
Bachelor degree 7 19.4 9 22.2
Others (Master degree; Doctorate) 5 13.9 2 5.6

Occupation .503a

Unemployed 12 33.3 8 22.2
Farmer/Gardener 7 19.4 12 33.3
Merchant /Business 5 13.9 4 11.1
Laborer 3 8.3 5 13.9
State enterprise employee - - 1 2.8
Others 9 25 6 16.7

Family income/month .166a

<1,000 baht (< 30 USD) - - - -
1,000-5,000 baht (30-150 USD) 4 11.1 7 19.4
5,001-10,000 bath (151-300 USD) 9 25 14 38.9
>10,000 baht (>301 USD)  23 63.9 15 41.7

Duration for providing care with their relative .339a

<6 months 6 16.7 2 5.6
6 months-1 year 2 5.6 3 8.3
1 to 3 years 16 44.4 15 41.7
3 to 5 years 7 19.4 13 36.1
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Positive aspects of caregiving of sample: The 
mean score of positive aspects of caregiving in the 
experimental group showed a slight increase from the 
baseline to weeks 8, 12, and 20. The mean score of 
control group increased from baseline to week 8, then 
declined at both weeks 12 and 20. Two-way repeated 
measures ANOVA showed that the positive aspects of 
caregiving scores of experimental group were significantly 
higher than that of the control group (F=33.13, p<.05). 
There was also a significant interaction between group 
and time (F=10.21, p<.05) (Table 3) (Figure 2).

The result of one-way repeated measures ANOVA 
showed that positive aspects of caregiving scores of 

the groups were significantly different (F=33.13, 
p<.000), as were the scores at each point of measurement 
(F=13.46, p<.000).  There was also a significant 
interaction between group and time. Independent 
t-test showed that the mean of positive aspects of 
caregiving scores were statistically significant difference 
between experimental and control groups at weeks 
8, 12, and 20 (Table 3). The multiple pairwise 
comparisons using the Bonferroni test between each 
point of measurement showed that the PAC scores in 
the experimental group increased significantly from 
baseline to week 8, baseline to week 12, and baseline 
to week 20 (p<.05) (Table 3).

Demographic data Experimental group Control group p-value
n % n %

>5 years 5 13.9 3 8.3
Relationship to person cared for: .667a

Spouse 4 11.1 4 11.1
Daughter/son 13 39.1 18 50
Daughter-in-law/Son-in-law 12 33.3 9 25
Other relatives 7 19.4 5 13.9

a = Chi-Square, b = Fisher’s Exact test, c= Independent t-test

Table 2	 Demographic Characteristics of the Experimental Group and Control Group (continued)

Table 3	 Comparisons of Positive Aspects of Caregiving and Subjective Well-Being between  Control Group 
and the Experimental Group before and after Intervention 

Independent 
variables

Group

Mean (SD) Effect

Baseline
M

(SD)

8 weeks
M

(SD)

12 weeks
M

(SD)

20 weeks
M

(SD)

Time Time x group

Fr p-value Fr p-value

Positive aspects 
of caregiving 

Experimental 37.11
(5.80)

42.58
(3.20)

43.27
(2.47)

44.08
(1.13)

15.18 .000*b 10.21 .000*

Control 37.19
(6.03)

39.19
(4.52)

37.36
(5.89)

37.75
(3.86)

Subjective 
well-being

Experimental 79.44
(11.19)

98.61
(10.8)

98.91
(10.05)

100.27
(9.56)

59.33 .000*b .23 .88

Control 79.77
(11.02)

100.11
(10.49)

99.80
(11.25)

98.91
(11.23)

Note. r = Two-way repeated measure ANOVA.  b = Bonferroni.  * p < .05.
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Subjective well-being of sample: At baseline, 
the scores of subjective well-being in both groups were 
high with means of 79.44 and 79.77, respectively. 
In the experimental group the scores increased from 
baseline at weeks 8, 12, and 20, while the scores of 
control group increased at week 8, then decreased at 
weeks 12 and 20. Furthermore, the experimental group 
had higher scores than the control group at week 20 

(Table 3). Two-way repeated measures ANOVA 
showed that subjective well-being scores of experimental 
group were not significantly higher than that the control 
group. However, there was a significant change of 
subjective well-being scores over time (F=59.333, 
p<.05). It was also noted that the interaction between time 
and groups was not statistically significant (Table 3) 
(Figure 3).

Figure 2 Positive aspects of caregiving

Figure 3 Subjective well-being
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Independent t-test showed that the mean of 
subjective well-being scores was not statistically 
significant difference between experimental and 
control groups at weeks 8, 12, and 20 (Table 3). 
Multiple pairwise comparisons using Bonferroni test 
between each point of measurement showed that 
subjective well-being scores of experimental group 
significantly increased from baseline to 8 weeks, 
baseline to week 12 but slightly declined at  week 20 
(Table 3).

Discussion

The result of the EPACP was that caregivers 
of older persons with dementia in the experimental 
group had more PAC than those in the control group 
while subjective well-being score higher than control 
group at week 20. Furthermore, the experimental group 
had more positive aspects of caregiving and subjective 
well-being than before receiving the program. All 
results indicated that all hypotheses were supported.

The EPACP could significantly increase positive 
aspects of caregiving. The findings are consistent with 
the study framework that states the relationship between 
the intervention and the PAC. Increased PAC resulted 
from increasing positive appraisal of the caregiving 
situation.  And the EPACP aimed to enhance resources 
of PAC, self-efficacy of caregiving, spirituality, and 
social support. These resources were enhanced by 
using six strategies of the program. For self-efficacy 
of caregiving, the PI utilized two strategies including 
information provision and goal setting training. These 
strategies were conducted by group teaching and 
discussion. Recent research suggested that information 
provision could enhance the self-efficacy of caregivers.27 
Goal setting training was another strategy that used to 
enhance caregiving self-efficacy. The goal setting 
was done through training together with role modeling.  
Participants learnt about the characteristics of caregiving 
goals and viewed a video demonstration of this. This 
strategy encouraged the participants’ ability to evaluate 

the assisting resources and to categorize caregiving 
tasks to accomplish their caregiving goals.  The result 
of this intervention could enhance perceived success 
and role confidence of caregivers and included four 
sources of self-efficacy: mastery experience, vicarious 
experience, verbal persuasion, and somatic and emotional 
states. Caregivers who believe in their own ability, 
take control over caregiving problems to carry out 
different activities related to perceive self-efficacy of 
caregiving12. Therefore, they could appraise their 
caregiving tasks as a positive experience.  

The EPACP also enhanced the spirituality of 
caregivers through supporting three strategies:  finding 
positive events in life, positive reappraisal, and 
mindfulness practice, and these were used to increase 
positive emotion and confidence in managing daily 
caregiving problems. The first strategy was developed 
through group discussion. Participants were asked to 
share their past and current positive experiences that 
improved grateful feelings and appreciation for 
something about themselves. In the second strategy, 
the participants were motivated to appraise their 
caregiving tasks, and a video case study encouraged 
them to think of their own situation positively.  The 
benefits of caregiving tasks, based on Buddhist beliefs, 
were explained out to the group. In individual  discussion, 
the participants mentioned that they had appraised 
caregiving tasks positively. The findings of this study 
were congruent with previous studies that finding 
spiritual support and benevolent religious appraisal 
could facilitate the positive reappraisals of care.5 
Moreover, mindfulness practice was also used to 
facilitate PAC. The participants were trained to pay 
attention to the activities of daily living and practice 
meditation by focusing on breathing. They were also 
advised to listen to sermons and share Dhamma with the 
Dhamma expert. Also they had to do self-evaluation 
and reflection. They could find meaning in life and 
understand their life through finding out positive 
reframing every day. Moreover, gratitude was essential 
feeling to motivate positive views in caregivers. 
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In Thailand, gratitude is a positive belief11 that 
strengthens the positive perception of person. This 
feeling could help participants cope with caregiving 
tasks.28 They reflected on their feelings towards 
caregiving, such as the fact that caregiving provides them 
an opportunity to give something back to their loved 
ones, made them feel close to the person being cared 
for, and to feel good. The reflection of the participants 
showed obvious positive effects on caregiving. Previous 
studies found that positive cognitive reappraisal is based 
on family tradition, religious principles, and a desire 
to require an obligation.29 Moreover, expressing gratitude 
and blessings can increase positive emotions; and 
were positively related to positive caregiving.29,30

In this study, perceived social support of the 
caregivers was also enhanced through information 
support, instrumental support, emotional support and 
self-esteem support. Participants received dementia 
information, individual counseling and telephone call 
when they were having caregiving problems. All 
supporting techniques could help participants have 
confidence to manage their caregiving tasks leading 
toward a greater caregiving role satisfaction. This 
perception influenced the participants’ positive appraisal 
that could affect the positive aspects of caregiving28. 

For subjective well-being, the experimental 
group demonstrated significant changes over time from 
baseline, and we argue resulted from enhancing positive 
views through all the strategies used. However, a 
difference between groups was not evident. We found 
that the control group also demonstrated a higher 
increase in subjective well-being from baseline to 
week 12 after program implementation and higher 
than the experimental group. This finding may be due 
to an historical effect. During program implementation, 
the Dementia and Disability Project (DDP) was 
launched for Thai older people.31 The aim of this 
project was to develop educational strategies and 
community service programs for nurses to care older 
persons with dementia and disability. The control 
group received assistance from nurses and other 

providers who gave similar support to that of the PA.  
A longtime relationship between the caregivers and 
the nurses made them have higher subjective well-
being through getting support. However subjective 
well-being score of the control group dropped at week 
20, while that of experimental group was still increasing. 
This trend supported the effect of the program that 
could enhance positive aspects of caregiving, and 
could also enhance subjective well-being.  Most previous 
studies presented the effectiveness of program for 
enhancing PAC regarding negative outcomes.23, 32 
However many studies have not been demonstrated 
the positive outcomes  that this study achieved. 

Conclusion and Implications for    

Nursing Practice

This study demonstrated the EPACP could 
enhance the PAC and subjective well-being among 
caregivers of older persons with dementia. Nurses 
who work in the geriatric clinics and psychiatric clinics 
can apply the EPACP to Buddhist caregivers by blending 
participants’ beliefs, values, and culture in the program 
because those factors were found to be related to the 
individual’s positive aspects of caregiving and subjective 
well-being. For different caregivers, especially those 
from other religious groups, the program should be 
tested before applying widely.
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การวิจัยเชิงทดลองแบบสุ่มของการส่งเสริมมุมมองด้านบวกในการดูแลของ
ผู้ดูแลผู้สูงอายุภาวะสมองเสื่อมไทย

อรวรรณ แผนคง*  ลินจง โปธิบาล  กนกพร สุค�ำวัง  ทศพร ค�ำผลศิริ 

บทคดัย่อ: การส่งเสรมิมมุมองด้านบวกในการดแูลมคีวามจ�ำเป็นส�ำหรบัผูด้แูลผูส้งูอายภุาวะสมองเสือ่ม 

การวิจัยเชิงทดลองนี้มุ่งที่จะทดสอบประสิทธิผลของโปรแกรมส�ำหรับส่งเสริมมุมมองด้านบวกต่อการ

ดูแลและความผาสุกในชีวิตในผู้ดูแลผู้สูงอายุภาวะสมองเสื่อม กลุ่มตัวอย่างจ�ำนวน 72 คน ถูกสุ่มเข้า

กลุม่ทดลองและกลุม่ควบคมุในจ�ำนวนเท่ากัน กลุม่ทดลองได้รบัโปรแกรมการเสรมิสร้างมมุมองด้านบวก  

กลุ่มควบคุมได้รับการดูแลตามปกติ โปรแกรมประกอบด้วย การเพิ่มสมรรถนะแห่งตน การค้นหาภาวะ

ทางจิตวิญญาณ และการส่งเสริมการรับรู้การสนับสนุนทางสังคม เก็บข้อมูลโดยใช้แบบวัดมุมมองด้าน

บวกในการดูแล และแบบประเมินความผาสุกในชีวิตโดยทั่วไป วิเคราะห์ข้อมูลโดยใช้สถิติเชิงพรรณนา 

การวิเคราะห์ความแปรปรวนแบบทางเดียวและการวิเคราะห์ความแปรปรวนแบบสองทาง

	 ผลการทดลองพบว่า โปรแกรมการส่งเสริมมุมมองด้านบวกเพ่ิมมุมมองด้านบวกของผู้ดูแล

ผู้สูงอายุภาวะสมองเสื่อมอย่างมีนัยส�ำคัญทางสถิติที่สัปดาห์ที่ 8, 12 และ20 ภายหลังได้รับโปรแกรม 

โปรแกรมสามารถเพิ่มความผาสุกในชีวิตของกลุ่มทดลองอย่างมีนัยส�ำคัญทางสถิติทุกระยะเวลาของ

การวัด ผลการศึกษานี้ชี้ให้เห็นว่า พยาบาลสามารถใช้โปรแกรมนี้เพื่อเพิ่มมุมมองด้านบวกในการดูแล

และความผาสุกในชีวิตของผู้ดูแลผู้สูงอายุที่มีภาวะสมองเสื่อม
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