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Abstract  

   Introduction/Background: Dementia is a neurocognitive disorder that affects more than 

50 million people each year in the United States. Caregivers of people living with dementia 

(PLWD) are tasked with assisting with activities of daily living (ADLS). The ongoing demands 

of caregiving may negatively impact caregivers’ emotional and physical health. The purpose of 

this study was to examine the efficacy of the DAWN Method on decreasing caregiver burden 

and increasing positive perceptions of caregiving.  

  Methods: Participants were recruited over the course of one month on social media 

platforms. Participants were screened based on inclusion criteria. Participants attended 

educational training sessions for eight weeks via Zoom. Pre-test and post-test data were collected 

via the Zarit Burden Inventory (ZBI) and the Positive Aspects of Caregiving (PAC) Scale. A 

brief demographics survey and four open-ended questions were also administered following the 

completion of the study.  

Results: Twenty-seven participants completed the pre-test surveys. Twenty participants 

completed the post-test surveys. The sample included males (n = 4) and females (n = 16). 

Participants represented four countries including the United States (n = 16), Canada (n = 1), the 

United Kingdom (n = 2), and Brazil (n = 1). The study represented four ethnicities including 

Caucasian (70%), African American (10%), Latino/Hispanic (15%), and two or more (5%). A 

paired, one tailed t-test was used to analyze data. The study found statistical significance in the 

improvement of scores from the Zarit Burden Inventory (<.05) and the Positive Aspects of 

Caregiving Scale (<0.01).  

Discussion: The findings are similar to those of larger studies on caregiver education 

intervention have found. Caregiver support has the potential to improve caregiver burden and 
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perceived positive aspects of caregiving. Although the effect size was small, it contributes to the 

existing body of knowledge that supports the notion that caregiver support is essential. Social 

workers, policy makers, and organizational leaders may use the findings to explore how they can 

further support caregivers in their communities.  

 

Keywords: dementia, caregiving, caregiver burden, attitudes about caregiving 
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Introduction 

 Dementia affects more than 55 million people each year, with nearly 10 million 

receiving a new diagnosis of dementia (World Health Organization, 2022). The current trajectory 

suggests that there will be more than 78 million people living with dementia (PLWD) by 2030 

and more than 139 million in 2050 (World Health Organization, 2022). In light of these numbers, 

it is vital that we examine our current system of caregiving and how it supports – or denies – 

adequate care in the community. More than 17 million caregivers of PLWD provide more than 

18.5 billion hours of care each year (Centers for Disease Control and Prevention, 2022). 

Approximately two-thirds of caregivers of PLWD are female while around 34% of caregivers are 

aged 65 or older (Centers for Disease Control and Prevention, 2022). Caregivers of PLWD have 

poorer personal health outcomes than those who care for individuals without dementia. 

Literature suggests that caregivers of individuals with dementia are at higher risks for chronic 

medical conditions and mental illness. Caregivers may lack the most appropriate information 

about dementia and caregiving (Peterson et al., 2016). This ultimately demonstrates a gap in the 

healthcare continuum. 

Caregivers of PLWD may find resources and support along numerous avenues. Literature 

suggests that support groups, psychoeducation, respite care, and supportive services have a 

positive effect on the mental health and experiences of caregivers. Such interventions may help 

limit the use of psychotropic medications to manage dementia-related symptoms. Although there 

is an increasing emphasis on using psychotropic medications for managing symptoms of 

dementia, the effects vary and may have unintended consequences. Despite many of these 

medications making it easier for caregivers to provide care to loved ones, the poor side effects 

generally outweigh the positive effects. This ultimately increases distress for caregivers of 
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PLWD. 

Among other studies examining the impact of caregiving, this study sought to explore 

how education and support may improve the experiences of people who provide care for PLWD. 

The principal investigator collaborated with the Dementia & Alzheimer’s Wellbeing Network 

(DAWN) to implement an eight-week intervention that consisted of weekly educational training 

sessions on dementia and caregiving. 

Review of the Literature 

 Although many individuals maintain good health and independence as they age, others 

face incurable conditions that negatively impact their psychosocial functioning. One condition 

that commonly affects older adults is dementia. Dementia is a term that describes neurocognitive 

disorders caused by abnormal changes in the brain that affect cognitive functioning and may 

limit independence (Wang et al, 2021). These changes disrupt communication between cells in 

the brain (Rao, Degnan, and Levy, 2014). As the disease progresses, dementia will diminish an 

individual’s quality of life by interfering with social engagement and increasing psychological or 

behavioral distress (Wang et al, 2021). Wang and colleagues (2021) report that dementia affects 

more than 4% of the population aged 60 years or over worldwide. 

The World Health Organization (2020) emphasizes that dementia is not part of the 

normal aging process. It is a chronic illness that derives from multiple causes (WHO, 2020). 

WHO (2020) estimates that an individual is diagnosed with dementia every three seconds. 

Nearly 50 million individuals live with a diagnosis of dementia worldwide (WHO, 2020). With 

more than 10 million individuals diagnosed with dementia each year, it is expected that there will 

be more than 152 million cases of dementia across the globe by 2050 (Wang et al, 2021; WHO, 

2020). Due to the nature of the disease, it is expected that many of these individuals will need 
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increased care in a variety of settings (Wang et al, 2021). 

Despite developments in research and medicine that can aid in the management of the 

symptoms of dementia, it remains a chronic illness that cannot be cured (Nelson & Tabet, 2015). 

Alzheimer’s dementia is the most common form of dementia (Rao, Degnan, and Levy, 2014). 

Authors describe Alzheimer’s dementia as a disease that progressively affects the brain (Wang et 

al, 2021; Nelson & Tabet, 2015). Although there is evidence that the brain is impacted prior to 

the onset of symptoms, it is difficult to detect until the individual begins to experience memory 

deficits or language issues (Nelson & Tabet, 2015). This typically occurs at or beyond the age of 

65 (Nelson & Tabet, 2015).  Symptoms occur when neurons in the brain responsible for memory, 

learning, and thinking are damaged or destroyed due to disease progression (Sato et al., 2018). 

Individuals with Alzheimer’s disease will eventually lose the neurons that aid in managing 

bodily functions, walking, completing ADLS, swallowing, and breathing (Sato et al., 2018). The 

end of the disease cycle results in individuals becoming bed bound and receiving around the 

clock support from family, caregivers, or healthcare providers until death (Thuné-Boyle, 2010). 

Despite mortality rates declining due to increased prevention efforts and scientific developments 

between 2000 and 2019, death due to Alzheimer’s dementia increased by nearly 145% 

(Alzheimer’s Association, 2021; U.S. Department of Health and Human Services, 2019). 

It is estimated that 60% to 80% of cases of dementia are classified as Alzheimer’s disease 

(Sosa Ortiz et al., 2012). Recent studies of autopsies of Alzheimer’s-affected brains reveal that 

more than half of them showed mixed pathologies for cognitive decline (Brenowitz et al., 2017). 

Although this is not uncommon, it is noted to be difficult to detect early in the disease progress 

(Sperling et al., 2011). Early symptoms of Alzheimer’s dementia may include difficulty 

remembering names, events, people, or recent conversations (Sperling et al., 2011). Advanced 
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stage symptoms may include disorientation and confusion, changes in communication and 

comprehension, poor judgement, behavioral changes, and ultimately issues with ADLS (Sperling 

et al., 2011). As the disease finishes its course, individuals forget how to speak, swallow, control 

bodily functions, walk, and breathe (Sperling, 2021). 

Mistry and colleagues (2020) examined the progression of dementia by tracking 

healthcare markers associated with patients receiving primary care. Much of the data collected 

from their study focused on the number of admissions to the hospital, admissions to palliative 

care programs, and mortality (Mistry et al, 2020) This study suggested that targeted support and 

better management of patients at the primary care (family medicine, geriatric medicine, internal 

medicine, etc.) level may improve outcomes for individuals with a poorer prognosis (Mistry et 

al. 2020). 

Psychopharmacological Interventions 

Throughout the history of dementia care, psychopharmacological interventions have been 

used to address symptoms of dementia. Although pharmacological management of the disease is 

effective in managing these symptoms, individuals may experience negative side effects 

(Nordgren & Engström, 2013).  In particular, the use of antipsychotics can diminish an 

individual’s quality of life (Nordgren & Engström, 2013). Advocacy organizations have reported 

that antipsychotics may cause an increased risk of sedation, shaking, infections, falls, blood clots, 

ankle swelling, stroke, exacerbation of dementia symptoms, or even death (Alzheimer’s Society, 

n.d.). Due to the increasing need for evidence-based practices in dementia care, researchers and 

clinicians have sought interventions that benefit individuals with minimal side effects. Such 

efforts have increased attention to alternative or complementary interventions (Nordgren & 

Engström, 2013). 
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As of 2021, the U.S. Food and Drug Administration has approved six medications for 

treatment of Alzheimer’s disease: rivastigmine, galantamine, donepezil, memantine, memantine 

combined with donepezil, and aducanumab (U.S. Food and Drug Administration, 2021). 

Although the efficacy of these drugs is up for debate, the most recent drug was approved in June 

of 2021 (U.S. FDA, 2021). Aducanumab is the most recent drug to receive approval from the 

FDA. The approval is significant because it is the first therapy for dementia to be approved since 

2003 (U.S. FDA, 2021). The drug is unique in comparison to the former because it can 

potentially slow down the progression of Alzheimer’s disease (FDA, 2021). One drawback that 

critics highlight is how the drug was only tested on individuals with mild cognitive impairment 

or early-stage Alzheimer’s dementia (Alzheimer’s Association, 2021). 

Levels of Care 

 In Alabama, the projected number of individuals living with Alzheimer’s disease is 

expected to increase by 14.6% this year (Weuve, Herbert, and Scherr, 2015). As the population 

continues to age, caregiving responsibilities are increasingly needed for PLWD (Xian and Xu, 

2019). Individuals have three options for care when it is most needed. First, they may remain at 

home with a caregiver who can assist with ADLS (Rausch, Caliouw, and Ploeg, 2016). Although 

this is the most desirable option for numerous PLWD, many family members are unable to fulfill 

caregiving duties due to their own conflicting roles and responsibilities (Rausch, Caliouw, and 

Ploeg, 2016). Second, patients may choose to live in residential settings such as assisted or 

independent living (Hoe et al., 2018). These settings require some level of support from family 

members or other care providers, but the goal is to allow individuals to remain as independent as 

possible with assistance from healthcare providers (Hoe et al., 2018). According to Genworth, a 

financial management company, the average cost for basic assisted living or similar residential 
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programs is $51,600 per year (Genworth, 2021). Third, transitioning to long-term care in a 

skilled nursing facility is an option that many families pursue (Hoe et al., 2018).  Skilled nursing 

care facilities provide care from registered nurses and trained healthcare staff every day of the 

year (Bowers, Lauring, and Jacobson, 2008). Such facilities can assist with bathing, cooking, 

exercising, socializing, managing medications, and offering a space for end-of-life care (Bowers, 

Lauring, and Jacobson, 2008). In comparison to other residential programs, skilled nursing 

homes are the most comprehensive (Alzheimer’s Association, 2021). This is reflected by data 

obtained by GenWorth (2021). The average cost for a private room in a skilled nursing facility is 

more than $105,000 per year (Genworth, 2021). Semi-private rooms cost approximately $93,000 

(Genworth, 2021). While the cost of care is dependent upon the facility, population, and 

geographic location, it must be noted that comprehensive care for PLWD is expensive 

(Genworth, 2021). 

Role and Impact of Caregiving 

 The population of caregivers serving PLWD is expansive and diverse. According to the 

Alzheimer’s Association (2022), nearly half of all caregivers in the United States (48%) provide 

care for PLWD. Approximately two-thirds of caregivers of PLWD are female and around 34% 

of caregivers are aged 65 or older (Centers for Disease Control and Prevention, 2022).  Data 

indicates that two-thirds of caregivers are Caucasian, 10% are African American, 8% are 

Latino/Hispanic, 5% are Asian American, and the remaining 10% represents caregivers from 

other ethnicities (Alzheimer’s Association, 2022). Many caregivers (40%) are highly educated 

with at least one college degree, 41% have a household income of approximately $50,000 or less, 

and approximately 25% of caregivers of PLWD are categorized as the “sandwich generation,” 

which means that they care for a parent with dementia while also caring for children of their own 
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(Alzheimer’s Association, 2022). As of 2022, the number of caregivers aged 18 to 29 has 

increased by 7% since 2015 (Alzheimer’s Association, 2022). 

The role and impact of caregiving has become the topic of a plethora of research, 

programs, and interventions. Caregivers have a challenging role that has been known to have a 

direct impact on social and physical health (Xian and Xu, 2019). For many caregivers, it is not 

uncommon to experience increased stress, strain, psychological and physical illness, social 

isolation, and financial hardship than those who are not caregivers (Xian and Xu, 2019). 

Financial burden alone is worth noting as more than 90% of patients in the community rely on 

unpaid caregiver support and more than 80% of patients in residential settings rely on unpaid 

caregiver support (Kasper et al., 2015). Among those who accept caregiver roles, (Kasper et al., 

2015) found that caregiving is most intense in community settings when a spouse, child, or 

someone who lives with the patient is the caregiver. Intensity was measured by Kasper and 

colleagues (2015) by calculating the mean hours that someone participated in caregiving 

activities each month. In 2015, researchers examined studies from 2011 that revealed that nearly 

six million caregivers were providing approximately 6 billion hours of care per year to PLWD 

(Kasper et al. 2015). In contrast, the Alzheimer’s Association (2021) found that 11 million 

caregivers provided nearly 15.3 billion hours of unpaid care to PLWD in 2020. Research also 

identified significant increases in both the number of caregivers and the number of unpaid hours 

of caregiving between 2011 and 2020. 

 The ongoing stress and responsibility of caregiving for PLWD has alarmed public health 

experts (Fonareva and Oken, 2014). A systematic review conducted by Fonareva and Oken 

(2014) compared physiological indicators of caregivers of individuals with dementia to those of 

caregivers of persons who did not have dementia. The review found that caregivers of PLWD 



8 

have more biomarkers for chronic diseases than non-dementia caregivers do (Fonareva and 

Oken, 2014). Such biomarkers indicate a higher risk for hypertension, cardiovascular disease, 

hyperglycemia, immune dysfunction, and premature death (Fonareva and Oken, 2014). This 

study also revealed that dementia caregivers experience a more active sympathetic nervous 

system, as demonstrated by changes in blood pressure, catecholamine levels, and adrenergic 

receptors, than do caregivers of persons without dementia (Fonareva and Oken, 2014). In fact, 

Fonareva and Oken (2014) found that dementia caregivers appeared to have higher blood 

pressure levels than non-dementia caregivers, despite taking more medications for hypertension. 

 Increased levels of burden and distress are noted among dementia caregivers 

(Wiegelmann and Speller, 2021). When compared to caregivers of individuals with other chronic 

and terminal illnesses, dementia caregivers’ well-being is at an increased risk (Wiegelmann and 

Speller, 2021). This is likely due to the caregivers offering more hours of care, money for 

medications and supplies, and assistance with ADLS than non-dementia caregivers (Karg and 

Graessel, 2018; Brodaty and Donkin, 2009). Ory and Hoffman (1999) and Hiyoshi-Taniguchi, 

Becker, and Kinoshita (2018) found that negative behavioral changes, particularly aggression 

and irritability, that are associated with dementia may have a substantial impact on the mental 

health of caregivers. It is noted that such behaviors can be associated with an increased risk of 

depression and other mental health issues (Ory and Hoffman, 1999; Hiyoshi-Taniguchi, Becker, 

and Kinoshita, 2018). In fact, an earlier study examined what factors can influence the likelihood 

of depression among dementia caregivers. Truzzi and colleagues (2012) found that three 

dimensions affect caregiver burden -- emotional exhaustion, depersonalization, and reduced 

personal accomplishment. The study ultimately highlighted that caregiver burden and depression 

are strongly correlated with emotional exhaustion (Truzzi et al., 2012).  



9 

 Caregiver distress may lead to caregiver burnout (Hiyoshi-Taniguchi, Becker, and 

Kinoshita, 2018). Despite many dementia-related symptoms precipitate distress and not burnout, 

Hiyoshi-Taniguchi, Becker, and Kinoshita (2018) found that patients’ aggressive behaviors, 

irritability, abnormal motor functioning, and hallucinations caused the most burnout among 

dementia caregivers. Researchers made a clear distinction that distress does not always lead to 

burnout (physical, emotional, and mental exhaustion); however, higher levels of caregiver 

distress increase the risk for burnout (Hiyoshi-Taniguchi, Becker, and Kinoshita, 2018).  

Numerous studies have examined variables that impact mental stress and caregiver 

depression. Wiegelmann and colleagues (2021) conducted a review of studies that examined four 

factors that includes the mental health of caregivers.  First, they highlight how gender, 

relationship, cohabitation, and financial strain had an impact on dementia caregivers’ mental 

health. Second, the researchers examined how health-related variables were related to decreased 

mental health. The patient’s health condition, type of dementia, behavioral issues, inability to 

complete ADLS, and other psychiatric symptoms impacted caregivers. Three, caregiver variables 

were closely examined and how they served as a risk or protective factor. In addition, 

Wiegelmann and colleagues (2021) examined how high levels of neuroticism, increased 

emotional expression, poor attachment styles, low confidence in caregiving role, isolation, and 

poor coping strategies were primary risk factors for the development of depression. Four, 

relationship variable such as quality of relationship and levels of intimacy were explored as risk 

or protective factors associated with caregiver mental health (Wiegelmann et al., 2021). 

Issues and Barriers for Caregivers 

PLWD commonly require assistance from friends and family throughout the disease 

process. Most caregivers have no formal education, training, or experience working with 
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dementia and its progressive trajectory (Peterson et al., 2016). This is an ongoing issue that is 

ultimately rooted in gaps in knowledge rather than a reluctance to learn (Peterson et al., 2016). 

Peterson and colleagues (2016) explored what barriers are in place that affect a caregiver’s 

experience. The data collected highlight that most caregivers receive insufficient information 

about their loved one’s disease, caregiving needs, and resources in the community (Peterson et 

al., 2016). The study further revealed that caregivers are open to obtaining information from 

various sources, but often do not know where to begin (Peterson et al., 2016).  Caregivers 

ultimately expect primary care physicians (PCP) to suggest or recommend sources of 

information that is in the best interest of the patient (Peterson et al., 2016). 

Social isolation and poor support systems are concerns for dementia caregivers (Han et 

al., 2012). Caring for PLWD has social implications that impact how caregivers live, function, 

and cope (Han et al., 2012). Among social supports in the community, Han and colleagues 

(2012) found that positive and affectionate social interaction reduced psychological burden 

through direct and indirect channels. They report that the correlation between caregiver well-

being and social support was significant and could reduce psychological burden by up to 20%. 

The effects of the COVID-19 pandemic on caregivers of PLWD should not go 

unmentioned. Although quarantining and isolating were powerful tools to mitigate the spread of 

the virus, they had unintended consequences for PLWD and their caregivers (Rainero et al, 

2021). Rainero and colleagues (2021) examined how isolation and quarantine affected both 

caregivers and PLWD. Their study found that quarantine was a contributing factor to worsening 

clinical symptoms among patients and worsening symptoms of burden among caregivers 

(Rainero et al., 2021). The study found that caregivers experienced a significant increase in 

psychological stressors due to quarantine (Rainero et al., 2021). Data shows that caregivers 
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experienced an increase in anxiety, depression, irritability, and distress (Rainero et al., 2021). 

Evidence-based Caregiver Interventions 

           A substantial body of research suggests that caring for PLWD may negatively impact the 

physical and mental health of caregivers. When examining caregiver distress and its impact on 

health, it is important to note that education and support interventions have been sought to 

address such issues. This paper reviews interventions that have been developed to reduce 

symptoms of mental and physical health issues. 

Support groups and education programs 

Support groups for caregivers are a widespread intervention that is easily implemented, 

cost efficient, and has a proven record of success. Chien and colleagues (2011) conducted a 

meta-analysis that examined the impact of traditional in-person support groups. The meta-

analysis found that support groups have a substantial impact on caregiver mental health (Chien et 

al., 2011). Support groups were found to have the most significant impact on psychological well-

being, depression, burden, and social outcomes (Chien et al., 2011; Chu et al., 2010). 

With the rise in technology, many researchers and clinicians are offering technology-

based support groups to increase access (Lee, 2015). After closely examining studies that sought 

insight into technology-based support groups, Lee (2015) found that such support groups have a 

modest positive impact on caregiver burden and improving support networks. Lee (2015) found 

that these impacts are comparable to face-to-face support groups. A more recent meta-analysis 

by Armstrong and Alliance (2019) found similar data. Armstrong and Alliance (2019) discuss 

studies that used technology-based support group interventions. Commonalities among the 

studies that they examined included the numbers of participants, duration of support groups, and 

topics covered in support groups (Armstrong and Alliance, 2019). Topics frequently included 
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coping skills, knowledge, caregiving skills, and resources. Caregivers in the studies expressed 

benefits from participating (Armstrong and Alliance, 2019). 

In addition to using support groups as a means of supporting caregivers, dementia 

education programs have been developed to address the impact of caregiving (Devor and 

Renvall, 2008). Devor and Renvall (2008) and Gluekcauf and colleagues (2005) discuss how 

caregivers rarely receive instruction or training about how to be effective caregivers. Devor and 

Renvall (2008) conducted a study that provided an educational intervention to 300 self-identified 

caregivers of PLWD. Data highlights how self-reported caregiver burden decreased and 

perception of competence increased following the intervention. The study also showed that the 

intervention may have slowed the future burden anticipated by caregivers (Devor and Renvall, 

2008). This was assessed at the six-month follow-up. 

Control Trials 

 Two large scale studies that succeeded at supporting caregivers to increase positive 

outcomes were the Resources for Enhancing Alzheimer’s Caregiver Health (REACH) and Care 

of Persons with Dementia in their Environments (COPE). These controlled trials allowed 

researchers to assess how well support services helped the overall well-being of caregivers. 

REACH 

 REACH initially studied 495 caregiver-patient dyads across six cities in the United States 

including Miami, Florida; Boston, Massachusetts; Memphis, Tennessee; Birmingham, Alabama; 

Palo Alto, California; and Philadelphia, Pennsylvania.  (Elliott, Burgio, and DeCoster, 2010). 

Participants were recruited in June 2004 and were followed until August of 2004 (Elliott, Burgio, 

and DeCoster, 2010). The intervention group completed a comprehensive assessment that 

allowed trained interventionists to identify needs and then implement tailored interventions for 
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each dyad (Elliott, Burgio, and DeCoster, 2010). After completing the assessment and 

identifying needs, researchers developed interventions to be implemented over nine home visits 

and three telephone calls (Elliott, Burgio, and DeCoster, 2010). Lykens and colleagues (2014) 

reported that interventions were primarily counseling-based and covered topics including home 

safety, emotions, stress, behavioral issues, and community resources. Caregivers also received 

supportive material that was tailored to their individual needs (Lykens et al., 2014). Supportive 

material included a notebook that was individualized for each caregiver (Lykens et al., 2014). 

The notebook helped caregivers track their interactions with counselors and consisted of items 

that reflected quality of life indicators (Lykens et al., 2014). To increase access to REACH 

services, a professionally printed notebook was translated to Spanish (Lykens et al., 2014). 

Elliott, Burgio, and DeCoster (2010) used numerous assessment tools to measure 

caregiver health and burden. Their study ultimately found that caregivers reported improved 

health, sleep, physical and emotional health, and felt less burdened/stressed with caregiver 

responsibilities after receiving the intervention (Elliott, Burgio, and DeCoster, 2010). The 

primary measure included health status prior to the intervention and following the intervention 

(Elliott, Burgio, and DeCoster, 2010). The secondary measure was caregiver burden at baseline 

versus after intervention (Elliott, Burgio, and DeCoster, 2010). Both primary and secondary 

measures indicated improvements (Elliott, Burgio, and DeCoster, 2010). 

 The current author is from Alabama and found it appropriate to discuss specific 

interventions and outcomes from the site in Birmingham. The location in Birmingham was only 

one of two sites that served the South. This is significant due to the study’s goal of offering 

education and support interventions to rural, low-income, and racially diverse communities (Pisu 

et al., 2021; Schulz et al., 2003). Birmingham (42.9%) was second to Philadelphia (47.8%) in 
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terms of African American participants (Schulz et al., 2003). These percentages were 

substantially higher than the overall sample size of African Americans in the study (24.2%) 

(Schulz et al., 2003). While other cities had participants from Hispanic backgrounds, data 

collected in Birmingham were vital for understanding the efficacy of REACH among African 

Americans (Schulz et al., 2003). In addition, Birmingham’s sample was diverse in terms of 

income, as 34.6% of participants reported making <$20,000, 35.3% made between $20,000 and 

$39,999, and 30.1% made more than $40,000 (Schulz et al., 2003). 

Per Schulz and colleagues (2003), interventions at this site were tailored towards 

caregiving skills. The interventions included primarily of supportive and skill-training activities 

that helped the caregivers manage behavioral issues demonstrated by individuals with dementia 

(Schulz et al., 2003). It also appears that these interventions helped caregivers manage and cope 

with daily stressors associated with caregiving (Schulz et al., 2003). Schulz and colleagues 

(2003) report that the intervention had different effects on African American and non-spouse 

caregivers when compared to white and spousal caregivers. The control group received 

telephone-based interventions with minimal active listening and empathy components (Schulz et 

al., 2003). Data collected at pre-test and post-test did not indicate statistical significance (Schulz 

et al., 2003). 

COPE 

 A second study, Care of Persons with Dementia in their Environments (COPE), was 

conducted in Pennsylvania. Recruitment lasted from 2006-2008. After screening measures were 

completed, 270 dyads were determined to be eligible for the study. COPE was designed to 

reduce environmental stressors and to enhance caregiving skills and patient capabilities (Gitlin et 

al., 2010).  The study focused on numerous measures including functional dependence, quality of 
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life, agitation or behavioral issues, engagement with patients, well-being, confidence in caregiver 

activities, and caregivers’ perceptions of participation (Gitlin et al., 2010).  

Participants in the intervention group received in-depth support as demonstrated by 

receiving 10 home visits from an occupational therapist and one visit from an advanced practice 

nurse. The support from occupational therapy helped caregivers learn how to adapt the 

environment for patients to live as independently and safely as possible. The support also helped 

caregivers learn how to communicate with loved ones more effectively and reduce overall stress 

(Gitlin et al., 2010). In conjunction to occupational therapy support, nursing services were 

provided to aid in medication management, providing education to caregivers, and managing 

care plans (Gitlin et al., 2010). In comparison, the control group received three telephone calls 

and educational materials. 

Gitlin and colleagues (2010) found that each outcome measure had improved 

significantly for the intervention group. In contrast, the control group had relatively poor 

outcome measures (Gitlin et al., 2010). Gitlin and colleagues (2010) ultimately validated that 

living with dementia can be managed by non-pharmacologic interventions such as caregiver 

support and education, home modifications and safety planning, and routine support. 

 REACH and COPE were effective due to the increases support experienced by caregivers 

and patients. They received individualized interventions, in-home support, telephonic support, 

and appropriate education. Both studies addressed issues that have been noted in literature about 

dementia. One, both studies avoided pharmacological interventions. As Nordgren & Engström 

(2013) highlighted, many pharmacological interventions to manage dementia have harmful side 

effects and can negatively impact quality of life. This ultimately impacts both the patient and 

caregiver. Two, Peterson and colleagues (2016) report that most caregivers are untrained and 
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lack education about dementia and caregiving. COPE and REACH addressed this issue by 

incorporating both written and verbal education to patients and caregivers. Third, the studies 

addressed isolation that is experienced by many caregivers (Xian and Xu, 2019). Both studies 

incorporated home visits and telephone calls. Both of which increased human interaction. 

The DAWN Method 

 To help educate and support caregivers and families, Judy Cornish developed the 

Dementia and Alzheimer’s Well-Being Network (DAWN) in 2010. Through her own 

experiences of working with PLWD, Cornish developed the DAWN Method program to help 

patients and caregivers develop a sense of security and well-being. The Method is a strengths-

based model for providing person-centered dementia care. Cornish hypothesized that caregivers 

cannot provide person-centered care if they only understand PLWD as they once were, instead of 

as they are now. Cornish concludes that care for PLWD can improve by understanding what 

skills they have retained while also being aware of the skills that they have lost. The DAWN 

Method is simple and can be used by caregivers in the home. By gaining a sense of security and 

well-being, PLWD may experience less negative behaviors. This ultimately limits caregiver 

stress.   

 A full description of the DAWN Method training can be found on the DAWN Method’s 

website (DAWN, 2021). DAWN offers two options for participating in its training sessions. One, 

families can register to take an online course. This typically takes caregivers about eight weeks 

to complete. There are eight lessons divided into three areas: introduction, security tools, and 

wellbeing tools. Each lesson has videos and a quiz. A second option is being trained by the 

creator or a certified trainer. This option takes the same length of time but is more interactive and 

offers families ample opportunities for questions and discussion. Identical to the online course, 
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quizzes are required after each live session. After taking the online course or being trained via 

live instruction, families are ready to utilize the DAWN Method at home. 

 The DAWN Method has similarities to other dementia-related care programs. It focuses 

on educating caregivers about the experiences and barriers that PLWD have. The researchers 

hypothesize that, by educating caregivers about aspects of dementia, they can better care for their 

loved ones. This improves the lives of PLWD and it minimizes the stress of caregiving. 

Three Modules of the Dawn Method 

 The DAWN Method was designed with the idea that one topic will be covered each week 

for a total of eight weeks and eight hours. This allows participants to learn, retain, and practice 

what they have learned in between topics. To organize the eight topics, the trainings are 

separated into three modules including introduction, security tools, and well-being tools. 

 The first category captures a broad overview of dementia and the DAWN Method. 

Whether learning through live instruction or online modules, the introduction category provides 

surface-level knowledge to participants. Following the completion of the introduction, 

participants move forward to the second category in the program. The second category, security 

tools, focuses on topics that interfere with an individual’s sense of self and safety. As dementia 

progresses, individuals often lose their ability to regulate their mood, maintain a sense of safety 

due to ongoing confusion, and manage their personal security because of changes in care. The 

DAWN Method teaches that if an individual feels secure in three domains (mood, confusion, 

care) they are likely to have better lived experiences. The third category, well-being tools, 

focuses on increasing well-being by ensuring an individual has a sense of social success, control, 

value, and the future. Each of these topics are thoroughly taught and explored throughout the 

DAWN Method training program. 
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The Dawn Method in Eight Topics 

Introduction 

1. Introduction to Dementia Care (1 hour) 

The first lesson of the DAWN Method training program helps caregivers and families 

learn how to understand dementia. Throughout the lesson, caregivers learn how many skills, such 

as intuitive thinking or ability to experience the present, are not lost as dementia progresses.  The 

first lesson helps caregivers obtain the knowledge they need to amplify their loved one’s 

strengths as well as improve their experiences.  The education component of this lesson 

resonates with findings from Terayama and colleagues (2018), who report that education about 

dementia helps improve experiences of caregivers by decreasing depressive symptoms. 

 

Security Tools 

  

2. Mood Management (1 hour).  

 The second lesson explores how individuals with dementia oftentimes lose the ability to 

manage their moods.  Caregivers learn about their role in establishing and maintaining a positive 

mood and environment for the individual with dementia. Desai, Schwartz, and Grossberg (2012) 

report that issues with mood and mental health lead to behavioral disturbances in almost all cases 

of dementia. In fact, they group behavioral disturbances into four categories including mood 

disorders, sleep disorders, psychotic disorders, and agitation (Desai, Schwartz, and Grossberg, 

2012). Utilizing the second training session to focus on mood management is vital to long-term 

success. 

3. Security in Confusion (1 hour) 

Caregivers learn throughout the third lesson that individuals with dementia become 

increasingly confused and rely heavily on those around them. The lesson focuses on how many 
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individuals find security in confusion as it is the only thing that may seem familiar to them. It 

appears that individuals with dementia often get confused (Walker et al., 2000). It is essential 

that individuals and families participating in the DAWN Method trainings learn about the role of 

confusion in dementia and how to mitigate its effects. 

4. Security in Care (1 hour) 

Throughout the fourth lesson, caregivers learn about the importance of the caregiver-care 

recipient relationship as the individual is increasingly unable to care for themselves.  As the 

lesson indicates, there is a sense of security when one knows that they are loved and accepted by 

those caring for them. Heard and Lake (1997, 2019) found that strong support from caregivers is 

needed despite the strength of attachment. Past and present attachments have been noted to be a 

protective factor for older adults living with dementia (Brown and Shlosberg, 2006). By 

acknowledging the importance and role of attachment in care delivery, the DAWN Method helps 

caregivers have an awareness of how security in care is vital to the care recipient’s well-being. 

Wellbeing Tools 

5. Social Success (1 hour) 

Despite losing cognitive functioning, individuals with dementia continue to experience 

feelings of uncertainty and embarrassment.  Lesson five guides caregivers through the 

importance of helping individuals with dementia feel successful in social situations. Improving 

social communication and interpersonal interactions ultimately improves well-being and quality 

of life for PLWD (Acton et al., 2007). 

6. Sense of Control (1 hour) 

The sixth lesson exposes caregivers to issues that arise when one feels that they do not 

have control over their bodies, minds, or lives.  The lesson focuses on the importance of 
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enhancing the decision-making ability of individuals with dementia. Despite individuals with 

dementia experiencing cognitive decline, decision-making and a safe level of autonomy is 

warranted by the UN Convention on the Rights of Persons with Disabilities (Wied et al., 2019). 

This lesson is supported by the idea that decision-making strategies are needed to ensure this 

human right is honored (Wied et al., 2019). 

7. Sense of Value (1 hour) 

The seventh lesson provides an overview of the importance of feeling valued. The 

DAWN Method discusses numerous techniques for caregivers to use with individuals to increase 

feelings of dignity and worth. Steeman and colleagues (2011) discuss how PLWD have difficulty 

maintaining their identities beginning in early-stage dementia. It was determined that many 

individuals with dementia struggle to feel valued (Steeman et al., 2011). This lesson provides an 

in-depth review of the importance of feeling valued by both loved ones and communities. 

8. Secure Future (1 hour) 

 The final lesson teaches caregivers how an individual’s inability to plan for the future can 

cause distress in individuals with dementia. This lesson prepares caregivers for assisting 

individuals throughout the disease’s progression. Despite limited data or literature, securing a 

plan for the future is becoming increasingly popular around the world (Dickinson et al., 2013). 

To reduce personal and familial stress, it is important to discuss advance care planning with 

loved ones (Dickinson et al., 2013). Although many people have heard about advance care 

planning, they commonly do not have anything formal in place. Dickson and colleagues (2013) 

found five barriers to discussing advance care planning: lack of knowledge and awareness, 

difficulty in finding the most appropriate time and place, preferences for informal versus formal 

plans for the future, constraints about future care needs and settings, and lack of support to make 
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choices about future health-related needs. This lesson allows families to understand how vital it 

is to provide a sense of a secure  lzheie to those they are caring for. 

Theoretical Framework 

To help understand the interaction between older adults and their environments, Lawton 

and colleagues (Lawton, Brody, and Turner-Massey 1978, and Lawton 1983, Lawton 1985) 

developed the environmental press model. This model explains how interaction between persons 

and stimuli in their environments can impact behavior and mental health. Lawton described that 

an individual’s behavior is a result of their competence and environmental press. When stimuli in 

an individual’s environment changes, their behavior and experiences are dependent on their level 

of competence to adapt or cope with that change (Hans-Werner et al, 2012). When an 

individual’s level of competence (abilities) is congruent with stimuli (press), it can cause positive 

behaviors and experiences for the individual (Lawton, 1989; Ruggiano, 2011). In contrast, when 

stimuli is incongruent with an individual’s competence, it may cause negative behaviors or 

experiences (Lawton, 1989; Ruggiano, 2011). In addition to his initial model, Lawton described 

three elements that influences behaviors in older adults based on their environments. These 

elements include maintenance, stimulation, and support. While Lawton’s model was developed 

for the gerontology community, it can be applied to caregivers of PLWD. 

While caregiving itself does not always result in poor outcomes for caregivers, the 

ongoing demands has the potential to cause burden and distort attitudes about caregiving among 

individuals serving in that role. These individuals must learn to adapt to such challenges. This 

study examined how the DAWN Method increased competency among caregivers by providing 

them with the knowledge and skills to improve care delivery in the PLWD’s environment. 

Through an environmental press model lens, increasing a caregiver’s competency ultimately 
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helps them take better care of loved ones and more effectively address challenges. 

Project Rationale and Aims 

Caregivers of PLWD experience numerous stressors that impact psychosocial 

functioning. One of the primary concerns found in the literature is how caregiving impacts 

mental health. Literature suggests that mental health is negatively impacted by caregiving. 

Studies have found that interventions to support caregivers alleviate mental health symptoms and 

improve quality of life. This study sought to utilize the DAWN Method and measure its efficacy. 

The purpose of the present study is to assess the efficacy of the DAWN Method in 

reducing caregiver stress. The greater purpose is to contribute to existing literature about issues 

that dementia caregivers face and evidence-based interventions for helping address such issues. 

The study aimed to achieve three objectives including examining the efficacy of the 

DAWN Method, educating caregivers about dementia, and providing exposure to another option 

for caregiver support. The results of the study will ultimately inform helping professionals and 

beyond about the impact support had on dementia caregivers. 

Hypotheses 

           I.   Caregivers who participate in the DAWN Method training program will report lower 

levels of caregiver burden at the end of the training. 

II. Caregivers who participate in the DAWN Method training program will report 

improved attitudes about caregiving at the end of the training.  

Research Question 

U. What are caregivers’ perceptions of the DAWN Method training classes? 
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Methodology 

Project Design 

Recruitment 

            Recruitment took place during August 2021. Participants voluntarily inquired about the 

study online. Digital posters were posted on multiple social media platforms, including 

Facebook, Instagram, and LinkedIn, and e-mail/newsletters accessible to the DAWN Method and 

the principal investigator. The digital flyer directed participants to visit a webpage on the DAWN 

Method’s website about the study’s purpose, risks and benefits, and how to inquire about 

participating. Inclusion criteria included participants being at least eighteen years old, being an 

active caregiver for someone living with dementia, and be willing to commit to the eight-week 

educational trainings.  

Screening 

            The digital poster had a link attached that allowed potential participants to read about the 

study and directions on how to inquire about participating. An e-mail address was requested 

during this phase in the event the participant did not meet inclusion criteria and must be 

contacted. The investigator examined each potential participants’ screening questions to ensure 

that they met inclusion criteria. Those that did not meet inclusion criteria were contacted via e-

mail. 

Consent 

Eligible participants were contacted utilizing the e-mail addresses requested during the 

screening process. To protect participants’ identities, the “blind carbon copy” feature was used 

when e-mailing all eligible participants simultaneously. Participants received emails that outlined 

the study, its risks and benefits, confidentiality, and the measurement tools being used for data 
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collection. They were informed that by completing the pre-test survey they were giving consent 

to participate in the study.   

Training 

            The training/intervention phase lasted for eight weeks. The DAWN Method was 

implemented by Judy Cornish via Zoom. Passwords were provided and required to access the 

trainings. There were eight lessons divided into three areas: introduction, security tools, and 

wellbeing tools. The trainings included educational lectures and required quizzes. After receiving 

live instruction, participants were instructed to implement the DAWN method as part of their 

daily caregiving. Participants were encouraged to review information provided in the training 

materials and in the DAWN Method’s library. 

Measurement Instruments 

 

 The study sought to measure two variables including caregiver burden and positive 

attitudes towards caregiving. Level of burden was measured using the 22-item Zarit Burden 

Inventory (ZBI). Items are rated on a four-point scale from zero (never) to four (nearly always), 

which are ultimately summed for data analysis purposes. Scores for the ZBI range from 0-88, 

with a score of 17 indicating high level of burden (Al-Rawashdeh, Lennie, Chung, 2016). Lower 

scores indicate a lower burden. Attitudes towards caregiving were measured using the 9-items 

Positive Aspects of Caregiving (PAC) Scale. These items are rated on a five-point scale from one 

(disagree a lot) to five (agree a lot), with a higher score indicating more positive attitude about 

caregiving. Scores for the PAC range from 9-45. Both instruments have demonstrated reliability 

and validity with samples of caregivers of older adults with dementia and other issues impacting 

older adults (Seng et al. 2010; Siow et al, 2017). 

  A brief demographics survey was administered at the end of the study. It collected data 
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about age, gender, ethnicity, country of origin, education l, relationship to loved one with 

dementia, length of time as a caregiver, housing, community setting, and employment.  

In addition to demographic data, participants were asked to answer four open-ended 

questions about their experiences, observations, or opinions about the DAWN Method trainings. 

Questions focused on what participants liked about the trainings, what they disliked about the 

trainings, how it impacted them as caregivers, and how it impacted their loved ones with 

dementia. 

Data Collection Procedures 

 

Data collection was conducted at pre- and post-test intervals via Qualtrics prior to the 

first training (week 1) and following the last training (week 8). Data were collected via Qualtrics 

by e-mailing a link to the surveys to participants. To protect the identities of participants among 

each other, e-mail addresses were used to distribute the survey utilizing the “blind carbon copy” 

function. In addition, participants were asked to provide their favorite movie title in the pre- and 

post- survey so that survey data could be matched without identifying the participants. 

 

Data Analysis 

 Data collected from Qualtrics were coded and imported to Microsoft Excel for analysis. 

Two columns were created to list the pre-test and post-test scores. A paired, one tailed t-test was 

conducted by using the data analysis feature.  

Protection of Human Subjects 

 The study was approved by the institutional review board (IRB) at the University of 

Alabama. The study had minimal risks for participants. Due to the study taking place virtually, 

additional precautions were taken to ensure confidentiality. First, participant e-mail addresses 

were securely stored with no identifiable information. When using e-mail to communicate with 
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participants, the “blind carbon copy” feature was used on Microsoft Outlook. Second, 

participants were asked to use their favorite movie titles in lieu of their names when completing 

the pre-test, post-test, and demographic surveys. This provided an additional layer of protection. 

Third, passwords were required to access the Zoom sessions for each of the training sessions. 

The passwords were provided to participants prior to each session. Fourth, participants were 

encouraged to keep all comments and information about peers confidential. 

Results 

A total of 20 caregivers consented and enrolled in the study. A summary of the sample’s 

demographics can be found in Table 1. The sample included males (n = 4) and females (n = 16). 

Participants represented four countries including the United States (n = 16), Canada (n = 1), the 

United Kingdom (n = 2), and Brazil (n = 1). The study represented four ethnicities including 

Caucasian (70%), African American (10%), Latino/Hispanic (15%), and two or more (5%). 

Twenty-seven (N = 27) participants completed the pre-test surveys for the ZBI and the 

PACS. At post-test measurement, eighteen (N = 18) participants completed the ZBI while 20 (N 

= 20) participants completed the PAC Scale. Data that did not have matching movie titles or 

internet protocol (IP) addresses were excluded from data analysis. 

Caregiver Burden 

The findings indicated that there was a reduction in burden at the post-test follow-up. 

Participants’ scores for burden improved from pre-test (M = 28.14, SD = 14.02) to post-test (M = 

18.38, SD = 5.32). In the pre-test assessment, participants’ scores for caregiver burden ranged 

from 2 – 74. A total of 23 caregivers had scores greater than 17, which indicates high levels of 

burden. At post-test assessment, participants scores ranged from 11-31. A total of 11 caregivers 

had scores great than 17, which indicates a reduction from high burden from pre-test to post-test 
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measurement. Findings from the t-test demonstrated that this improvement was statistically 

significant, t(17) = 2.14, p < .05. 

Sociodemographic Characteristics of Participants 

Table 1 

Sociodemographic Characteristics of Participants 

Sample 

Characteristics 

      N           % M SD 

Gender 

 Male   4  20 

 Female   16  80 

Age         59.5       13.85 

Ethnicity 

Caucasian  14  70  

 African American 2  10 

Latino/Hispanic  3  15 

Two or more  1  5 

Education 

      Some College  4  20 

      Associates   1  5 

      Undergraduate  6  30 

       Graduate    9  45 

Country 

      United States  16  80 

Canada   1  5 

United Kingdom 2  10 

Brazil   1  5 

Home Setting 

 Urban   9  45 

 Suburban  9  45 

 Rural   2  10 

Employment 

 Full-time  6  30 

 Part-time  5  25 

 Retired   7  35 

 Disabled   2  10 

Relationship  

 Wife   3  15 

 Husband   4  20 

 Parent   8  40 

 Daughter/in-law  2  10 

 Other   2  10 

 Other non-relative 1  5 

Years as Caregiver 

 0 to 1 year  4  20 
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 1 to 5 years  8  40 

 5 to 10 years  3  15 

 10 to 15 years  3  15 

 More than 15  2  10 

 

Positive Aspects of Caregiving  

Scores referring to the attitudes about caregiving also improved. Scores improved from 

pre-test (M =28.84, SD = 8.44) to post-test (M = 35.5, SD = 6.28). In the pre-test assessment, 

participants’ scores for attitudes about caregiving ranged from 10 – 45. At post-test assessment, 

participants scores ranged from 22-45. A total of 14 caregivers had scores increase, which 

indicates an improvement in attitudes about caregiving from pre-test to post-test measurement. 

Findings from the t-test demonstrated that this improvement was statistically significant, t(19) = 

-4.84, p < 0.01 

Participant Perceptions of the DAWN Method 

 Participants answered four qualitative questions at the end of the demographics survey 

that pertained to the DAWN Method trainings. Eighteen participants completed the qualitative 

questions. Themes were identified and linked to the correlating question.  

 Satisfaction. Feedback was overwhelmingly positive as it pertained to the DAWN 

Method trainings. Participants expressed their gratitude for Judy Cornish, complimented the 

clarity and delivery of information, and spoke highly about having a deeper understanding of 

how dementia care can be person-centered rather than disease centered. Participants highlighted 

the DAWN Method’s “philosophy and approach in care,” “conceptual clarity,” and how it helped 

them “learn new ways of living life with a loved one with dementia.” Participants also expressed 

the value in obtaining and practicing new skills, learning better ways to communicate with 

PLWD, and disease-specific information about dementia and its progression.  

 Data included three recommendations for future DAWN Method trainings. One 
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participant found the pace of the trainings could have been improved to allow more time for 

questions and discussion. The participant indicated that they were often “unable to stay after the 

time allotted to ask questions.” The second participant noted that it would be most helpful if the 

PowerPoint presentations were provided before each training in lieu of receiving it afterwards. 

This would allow caregivers time to review the content before each session. The final 

recommendation highlighted the desire for more role-playing opportunities to help obtain, 

strengthen, and practice new skills. 

 Perceived Impact on Caregiving. Participants’ responses varied in content spanning 

from increased competency to a change in their perspectives about caregiving. The feedback 

included comments such as it gave participants “hope,” “had a positive impact,” “have more 

patience,” and “helped me have more compassion.” One participant felt that their “lifespan has 

been prolonged by the reduction of acute stress and lowering of index of chronic stress that a 

caregiver has when caring for a loved one.”  

 Perceived Impact on Care-recipient. Participants provided clear feedback that entailed 

themes of positive impacts, patience, and compassion It appears that many participants felt that 

their loved ones already reaped the benefits of the DAWN Method trainings. One participant 

commented that “without a doubt my wife is feeling better understood and less embarrassed.” 

Additionally, one participant reported that their loved one “feels more secure and less stressed 

and confused about the routine.” Many comments closely aligned with the content of the 

trainings including emotional and physical security.  

 

Discussion 

With more than 58 million individuals living with dementia in the United States (CDC, 

2022), research on the impacts of caregiving is valuable to service providers and the populations 
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they serve. While ample research has been conducted over the last two decades, additional 

research is warranted as the number of dementia diagnoses increases. This study provides a 

foundation for future research on the DAWN Method and other caregiver support programs.  

By contributing to existing literature, this study serves a purpose by providing knowledge to 

social workers across the practice setting continuum. 

The DAWN Method uses an experiential care model rather than the medical or treatment 

model for working with PLWD. As noted by Nordgren and Engström (2013), the medical model 

– particularly the use of antipsychotics to manage behaviors associated with dementia – can have 

detrimental effects to the well-being of PLWD. The experiential care model helps define specific 

problems and provides a range of solutions. Furthermore, the DAWN Method identifies a pattern 

in the cognitive skills lost and the cognitive skills retained throughout the progression of 

dementia. It focuses on psychological aspects of dementia rather than medical perspectives 

(Cornish, 2022). This allows caregivers to learn how to anticipate, recognize, and meet the 

emotional needs before they result in maladaptive behaviors. This helps reduce caregiver burden 

and improves attitudes about caregiving.  

 This study found that participants experienced a statistically significant reduction in 

burden and an improvement in attitudes about caregiving following the completion of the 

DAWN Method trainings. These findings indicate that support and education can positively 

influence caregivers’ perceptions and experiences. The findings align with existing literature that 

validate the efficacy of dementia caregiver support provided in group or individual settings in the 

community (Schulz et al., 2003; Devor and Renvall, 2008; Elliott, Burgio, and DeCoster, 2010; 

Gitlin et al., 2010). 

Notable studies that indicate the efficacy of caregiver support include the REACH and 
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COPE studies. As previously discussed, Peterson and colleagues (2016) highlight how most 

caregivers lack training and education about caring for someone living with dementia. The 

DAWN Method, much like COPE and REACH, addressed this issue by providing dementia-

specific support and education to caregivers over an extended period.   

Implications for Social Work 

 Over the next several decades, social workers’ roles in gerontology will likely increase 

due to the needs of the aging population. Kunik and colleagues (2017) report a shortage in 

geriatric mental health providers, especially geriatric psychiatrists. Due to the shortage of 

geriatric mental health service providers, social workers must learn about the needs of caregivers 

and PLWD. In lieu of seeing a geriatric psychiatrist, many older adults and their caregivers may 

see PCPs and social workers for mental health needs. It is vital that social workers are aware of 

support and education programs that will help alleviate issues that impact mental health. The 

DAWN Method uses a strengths-based model that is focused on helping caregivers create 

environments that are aligned with the remaining abilities of their loved ones. The findings of 

this study highlight how the trainings have decreased burden, increased positive attitudes about 

caregiving, and how both caregivers and PLWD have benefited.  

 The findings also allow social workers to contemplate their role in the advocacy process. 

It is evident that caregiver support programs can be effective in improving the lives of caregivers 

and PLWD; however, such programs and services are still difficult to locate for many. As 

advocates at all levels of practice, social workers can advocate for the creation and 

implementation of caregiver support services in their practice settings. With approximately 60% 

of the mental health workforce being clinically trained social workers, it is an opportunity for 

social workers to lead the efforts in person-centered dementia care (College of St. Scholastica, 



32 

2017). 

Implications for Policy 

The findings of this study should help inform public policy and advocacy that impacts 

caregiving. In 2021, the RAISE Family Caregiving Advisory Council released its preliminary 

report to Congress about how the federal government can assist Recognize, Assist, Include, 

Support, and Engage (RAISE) family caregivers (Administration for Community Living, 2021). 

After conducting a thorough needs assessment about the state of caregiving, the initial report 

discusses 26 recommendations for enacting change. There are five primary priorities for the 

RAISE Family Caregiving Advisory Council. These priorities include increasing awareness 

about caregiving, increasing the integration of caregivers into processes that they have 

traditionally been excluded from, increasing access to services and support for caregivers, 

increasing protections for caregivers in financial and workplace settings, and improving research 

and data collection about issues impacting family caregiving (Administration for Community 

Living, 2021). As the National Association of Social Workers (NASW) Code of Ethics calls for 

social and political action, social workers should have knowledge about PLWD and the impacts 

on caregiving. This knowledge allows social workers to advocate for public policy, such as the 

RAISE Act, that will have a positive impact on family caregivers.  

By advocating for legislation (i.e., RAISE Act), communities and organizations may 

potentially have access to funding for caregiver support programs in the future. With the number 

of social workers projected to increase to 790,000 by 2026, advocating for public policy should 

be a priority at all levels of practice (U.S. Bureau of Labor Statistics, 2022). It is an opportunity 

for the profession to make significant contributions to the field of gerontology. 
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Implications for Research 

This study specifically examined two variables for a small-scale education program. It 

was similar to other studies in that it examined burden and attitudes toward caregiving. Future 

research may examine the extent to which and how caregivers apply what they learn, impact on 

self-efficacy, and how to effectively implement technology-based interventions for caregiver 

education. In addition, one variable that was not assessed in this study was outcomes for care 

recipients. Despite not assessing this variable, qualitative data indicate that the trainings had a 

positive impact on PLWD as described in the results section.  

Future research on the DAWN Method should pay close attention to recruitment efforts 

that represent a more diverse sample. The study did not measure how the DAWN Method 

impacted emotional and physical well-being. These elements naturally align with caregiver 

burden; however, it was not included in the study’s design. 

Study Limitations 

 The study had limitations and therefore the findings should be reviewed with caution. 

First, the sample size was small and a larger sample size is needed to generalize the findings of 

the study. Second, the sample primarily consisted of Caucasian individuals with high education 

attainment. The sample does not accurately represent communities of lower education attainment 

or socioeconomic status.  

Another significant limitation was that the study took place during the COVID-19 

pandemic. This caused the trainings to take place virtually in place of a traditional setting. This 

was complicated by having 20 participants each time. Cornish traditionally offers trainings to 

individual caregivers. It was the first time that the Method had been taught in a group format.  
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Study Strengths  

 Despite the COVID-19 pandemic creating limitations for the project, it was found that 

there were some advantages to using Zoom as a platform for the DAWN Method, such as 

increasing accessibility to participants. Zoom provides a safe, reliable, and confidential virtual 

meeting room that can be accessed on most electronic devices. Participants were provided a link 

to the meetings via e-mail. Participants simply clicked the link, entered the password, and were 

admitted to the virtual meeting room. While the study did not assess the efficacy of utilizing 

technology as a means for caregiver support, the findings suggest that virtual support had a 

positive impact on burden and attitudes about caregiving. Many studies have explored 

interventions to support caregivers; however, most of those studies have occurred in-person. The 

principal investigator and founder of the DAWN Method chose to utilize a virtual platform 

because of COVID-19 and accessibility. Zheng and Phillips (2021) found that providing support 

via an online format was helpful for participants that were isolated or lacked access to support 

due to COVID-19. They also found that meeting on a virtual platform allowed participants to 

problem solve common issues that impact each other and normalize feelings that the community 

may have (Zheng and Phillips, 2021). The use of technology allowed caregivers in this study to 

access the trainings from the comfort of their own environments. By completing the real-time 

trainings on Zoom, participants could remain in the home with their loved ones. Technology also 

allowed caregivers from across the world to participate. Four countries were represented in the 

study including the United States, United Kingdom, Brazil, and Canada.  

 In addition to the use of technology, the DAWN Method provides education and support 

about the dementia experience. It presents information that helps caregivers understand complex 

concepts that impact PLWD including an introduction to dementia care (Terayama et al., 2018), 
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mood management (Desai, Schwartz, and Grossberg, 2012), security in confusion (Walker et al., 

2000), security in care (Brown and Shlosberg, 2006; Heard and Lake, 1997 & 2019), social 

success (Acton et al., 2007), sense of control (Wied et al., 2019), sense of value (Steeman et al, 

2011), and sense of the future (Dicksinson et al, 2013). Literature suggests that elements of these 

topics are vital for understanding the dementia experience and providing quality care. 

  The study’s design had three primary strengths. One, the researcher was not the 

interventionist, which can minimize bias. While the researcher helped with recruitment efforts 

and collected all data, Cornish interacted with participants and taught each of the eight training 

sessions. Two, the project had low attrition. Most of the participants completed the intervention 

and took the post-survey. This provided ample data for a small-scale study. Three, the 

measurement tools that were used for data collection have strong reliability and validity. This 

ensured that that the data collected were consistent and that it captured data that the researchers 

aimed to collect. 

Conclusion 

 This study reinforced what is already known about dementia caregiving. It can be a 

challenging task that generally receives minimal support. The lack of support can cause 

caregivers to feel burdened and may distort any positive aspects of the caregiver role. The study 

found that the DAWN Method decreased caregiver burden and improved attitudes about 

caregiving among participants. The statistical significance observed in both measurement tools is 

a testament to the positive impact of caregiver support programs. The findings provide the field 

of social work with additional literature about interventions to help individuals navigate roles as 

caregivers. The study provides a foundation for future research on the DAWN Method. 



   

 

36 

References 

Acton, G. J., Yauk, S., Hopkins, B. A., & Mayhew, P. A. (2007). Increasing Social 

Communication in persons with dementia. Research and Theory for Nursing Practice, 

21(1), 32–44. https://doi.org/10.1891/rtnpij-v21i1a005  

Alzheimer’s Disease Facts and figures. (2021). Retrieved October 15, 2021, from 

https://www.alz.org/media/Documents/alzheimers-facts-and-figures.pdf.  

Al-Rawashdeh, S. Y., Lennie, T. A., & Chung, M. L. (2016). Psychometrics of the Zarit burden 

interview in caregivers of patients with heart failure. Journal of Cardiovascular Nursing, 

31(6). https://doi.org/10.1097/jcn.0000000000000348  

Armstrong, M. J., & Alliance, S. (2019). Virtual support groups for informal caregivers of 

individuals with dementia. Alzheimer Disease & Associated Disorders, 33(4), 362–369. 

https://doi.org/10.1097/wad.0000000000000349  

Bowers, B. J., Lauring, C., & Jacobson, N. (2008). How nurses manage time and work in long-

term care. Journal of Advanced Nursing, 33(4), 484–491. https://doi.org/10.1046/j.1365-

2648.2001.01686.x  

Brodaty, H., Donkin, M. (2009). Alzheimer’s Disease and Mild Cognitive Impairment. 

Dialogues in Clinical Neuroscience, 11(2). https://doi.org/10.31887/dcns.2009.11.2  

Browne, C. J., & Shlosberg, E. (2006). Attachment theory, ageing and dementia: A review of the 

literature. Aging & Mental Health, 10(2), 134–142. 

https://doi.org/10.1080/13607860500312118  

https://doi/
https://www/
https://doi/
https://doi/
https://doi/
https://doi/
https://doi/


   

 

37 

Center for Drug Evaluation and Research. (n.d.). FDA’s decision to approve new treatment for 

 alzheimer’s disease. U.S. Food and Drug Administration. Retrieved October 16, 2021, 

 from https://www.fda.gov/drugs/news-events-human-drugs/fdas-decision-approve-new-

 treatment-alzheimers-disease.  

Chien, L.-Y., Chu, H., Guo, J.-L., Liao, Y.-M., Chang, L.-I., Chen, C.-H. and Chou, K.-R.   

   (2011), Caregiver support groups in patients with dementia: a meta-analysis. Int. J. 

  Geriat. Psychiatry, 26: 1089-1098. https://doi.org/10.1002/gps.2660 

Cost of long term care by state: Cost of care report. Genworth. (2021). Retrieved October 14, 

2021, from https://www.genworth.com/aging-and-you/finances/cost-of-care.html.  

DAWN Strength-Based Dementia Care. The DAWN Method. (2021, July 16). 

https://thedawnmethod.com/.  

Desai, A. K., Schwartz, L., & Grossberg, G. T. (2012). Behavioral disturbance in dementia. 

Current Psychiatry Reports, 14(4), 298–309. https://doi.org/10.1007/s11920-012-0288-5  

Devor, M., & Renvall, M. (2008). An educational intervention to support caregivers of elders 

with dementia. American Journal of Alzheimer’s Disease & Other Dementiasr, 23(3), 233–

241. https://doi.org/10.1177/1533317508315336  

Elliott, A. F., Burgio, L. D., & DeCoster, J. (2010). Enhancing Caregiver Health: Findings from 

the Resources for Enhancing Alzheimer’s Caregiver Health II Intervention. Journal of the 

American Geriatrics Society, 58(1), 30–37. https://doi.org/10.1111/j.1532-

5415.2009.02631.x  

https://www/
https://www/
https://thedawnmethod/
https://doi/
https://doi/
https://doi/


   

 

38 

Fonareva, I., & Oken, B. S. (2014). Physiological and functional consequences of caregiving for 

relatives with dementia. International Psychogeriatrics, 26(5), 725–747. 

https://doi.org/10.1017/s1041610214000039  

Gitlin, L. N., Hauck, W. W., & Winter, L. (2010). Well-being of Patients With Dementia and 

Their Caregivers After a Biobehavioral Home-Based Intervention. JAMA, 304(22), 2482. 

https://doi.org/10.1001/jama.2010.1790  

Han, J., Kim, K. W., Kim, T. H., Jeong, H., Park, J. Y., Youn, J. C., Park, J. H., Jhoo, J. H., Lee, 

J. J., Kim, J.-L., Kim, B.-J., Kim, S. G., Ryu, S.-H., Choo, I. H., Lee, D. Y., Lee, D. W., 

Lee, S. B., Kwak, K. P., & Kang, S. Y. (2012). O2-07-02: The impact of social support on 

caregiver burden in dementia. Alzheimer’s & Dementia, 8(4S_Part_7). 

https://doi.org/10.1016/j.jalz.2012.05.661  

Hans-Werner, W., Iwarsson, S., Oswald, F. (2012). Aging Well and the Environment: Toward an 

Integrative Model and Research Agenda for the Future, The Gerontologist, Volume 52, 

Issue 3, June 2012, Pages 306–316, https://doi.org/10.1093/geront/gnr154 

Hoe, J., Hancock, G., Livingston, G., & Orrell, M. (2006). Quality of life of people with 

dementia in residential care homes. British Journal of Psychiatry, 188(5), 460–464. 

https://doi.org/10.1192/bjp.bp.104.007658  

Hiyoshi-Taniguchi, K., Becker, C. B., & Kinoshita, A. (2017). What Behavioral and 

Psychological Symptoms of Dementia Affect Caregiver Burnout? Clinical Gerontologist, 

41(3), 249–254. https://doi.org/10.1080/07317115.2017.1398797  

https://doi/
https://doi/
https://doi/
https://doi/
https://doi/


   

 

39 

Karg, N., Graessel, E., Randzio, O., & Pendergrass, A. (2018). Dementia as a predictor of care-

related quality of life in informal caregivers: a cross-sectional study to investigate 

differences in health-related outcomes between dementia and non-dementia caregivers. 

BMC Geriatrics, 18(1). https://doi.org/10.1186/s12877-018-0885-1  

Kasper, J. D., Freedman, V. A., Spillman, B. C., & Wolff, J. L. (2015). The Disproportionate 

Impact Of Dementia On Family And Unpaid Caregiving To Older Adults. Health Affairs, 

34(10), 1642–1649. https://doi.org/10.1377/hlthaff.2015.0536  

Lawton, M.P. (1983). Environment and other determinants of well-being in older people. Robert 

W. Kleemeier Memorial Lecture. The Gerontologist, 23: 349-357. 

Lawnton, M.P. (1985). The elderly in context perspectives from environmental psychology and 

gerontology. Environment and Behavior, 17: 501-519 

Lawton, M.P., Brody, E.M., Turner-Massey, P. (1978) The relationships of environmental 

factors to changes in well-being. The Gerontologist, 18:133-137. 

Lee, E. (2015). DO technology-based support groups reduce care burden among dementia 

caregivers? A Review. Journal of Evidence-Informed Social Work, 12(5), 474–487. 

https://doi.org/10.1080/15433714.2014.930362  

Livingston, G., Huntley, J., Sommerlad, A., Ames, D., Ballard, C., Banerjee, S., Brayne, C., 

Burns, A., Cohen-Mansfield, J., Cooper, C., Costafreda, S. G., Dias, A., Fox, N., Gitlin, L. 

N., Howard, R., Kales, H. C., Kivimäki, M., Larson, E. B., Ogunniyi, A., … Mukadam, N. 

(2020). Dementia prevention, intervention, and care: 2020 report of The Lancet 

https://doi/
https://doi/
https://doi/


   

 

40 

Commission. The Lancet, 396(10248), 413–446. https://doi.org/10.1016/s0140-

6736(20)30367-6  

Lykens, K., Moayad, N., Biswas, S., Reyes-Ortiz, C., & Singh, K. P. (2014). Impact of a 

Community Based Implementation of REACH II Program for Caregivers of Alzheimer’s 

Patients. PloS ONE, 9(2). https://doi.org/10.1371/journal.pone.0089290  

Mayo Foundation for Medical Education and Research. (2019, April 19). How alzheimer’s drugs 

help manage symptoms. Mayo Clinic. Retrieved October 18, 2021, from 

https://www.mayoclinic.org/diseases-conditions/alzheimers-disease/in-

depth/alzheimers/art-20048103.  

Nelson, L., & Tabet, N. (2015). Slowing the progression of  lzheimer’s disease; what works? 

Ageing Research Reviews, 23, 193–209. https://doi.org/10.1016/j.arr.2015.07.002  

Nordgren, L., & Engstrom, G. (2013). Animal-Assisted Intervention in Dementia: Effects on 

 Quality of Life. Journal of Clinical Nursing Research, 7–19. Doi: 

 10.1177/1054773813492546 

Ory, M. G., Hoffman, R. R., Yee, J. L., Tennstedt, S., & Schulz, R. (1999). Prevalence and 

Impact of Caregiving: A Detailed Comparison Between Dementia and Nondementia 

Caregivers. The Gerontologist, 39(2), 177–186. https://doi.org/10.1093/geront/39.2.177  

Peterson, K., Hahn, H., Lee, A. J., Madison, C. A., & Atri, A. (2016). In the Information Age, do 

dementia caregivers get the information they need? Semi-structured interviews to 

https://doi/
https://doi/
https://www/
https://doi/
https://doi/


   

 

41 

determine informal caregivers’ education needs, barriers, and preferences. BMC Geriatrics, 

16(1). https://doi.org/10.1186/s12877-016-0338-7  

Pisu, M., Martin, R. C., Shan, L., Pilonieta, G., Kennedy, R. E., Oates, G., Kim, Y.-I., & 

Geldmacher, D. S. (2021). Dementia care in diverse older adults in the U.S. deep south and 

the rest of the United States. Journal of Alzheimer’s Disease, 83(4), 1753–1765. 

https://doi.org/10.3233/jad-210240  

Rainero, I., Bruni, A. C., Marra, C., Cagnin, A., Bonanni, L., Cupidi, C., Laganà, V., Rubino, E., 

Vacca, A., Di Lorenzo, R., Provero, P., Isella, V., Vanacore, N., Agosta, F., Appollonio, I., 

Caffarra, P., Bussè, C., Sambati, R., Quaranta, D., … Ferrarese, C. (2021). The Impact of 

COVID-19 Quarantine on Patients With Dementia and Family Caregivers: A Nation-Wide 

Survey. Frontiers in Aging Neuroscience, 12. https://doi.org/10.3389/fnagi.2020.625781  

Raise family caregivers act initial report to Congress. ACL Administration for Community 

Living. (2021). Retrieved May 20, 2022, from https://acl.gov/RAISE/report  

Rao, A. T., Degnan, A. J., & Levy, L. M. (2013). Genetics of  lzheimer disease. American 

Journal of Neuroradiology, 35(3), 457–458. https://doi.org/10.3174/ajnr.a3545  

Rausch, A., Caljouw, M. A., & van der Ploeg, E. S. (2016). Keeping the person with dementia 

and the informal caregiver together: A systematic review of psychosocial interventions. 

International Psychogeriatrics, 29(4), 583–593. 

https://doi.org/10.1017/s1041610216002106  

Rathod‐Mistry, T., Marshall, M., Campbell, P., Bailey, J., Chew‐Graham, C. A., Croft, P., 

https://doi/
https://doi/
https://doi/
https://acl/
https://doi/
https://doi/


   

 

42 

Frisher, M., Hayward, R., Negi, R., Robinson, L., Singh, S., Sumathipala, A., Thein, N., 

Walters, K., Weich, S., & Jordan, K. P. (2021). Indicators of dementia disease progression 

in primary care: An Electronic Health Record Cohort Study. European Journal of 

Neurology, 28(5), 1499–1510. https://doi.org/10.1111/ene.14710  

Ruggiano, N. (2011). Intergenerational shared sites. Research on Aging, 34(1), 34–55. 

https://doi.org/10.1177/0164027511414916  

Sato, C., Barthélemy, N. R., Mawuenyega, K. G., Patterson, B. W., Gordon, B. A., Jockel-

Balsarotti, J., Sullivan, M., Crisp, M. J., Kasten, T., Kirmess, K. M., Kanaan, N. M., 

Yarasheski, K. E., Baker-Nigh, A., Benzinger, T. L. S., Miller, T. M., Karch, C. M., & 

Bateman, R. J. (2018). TAU Kinetics in neurons and the human central nervous system. 

Neuron, 98(4), 861–864. https://doi.org/10.1016/j.neuron.2018.04.035  

Seng, B. K., Ng, W. Y., Chionh, H. L., Goh, J., & Yap, P. (2010). Validity and Reliability of the 

Zarit Burden Interview in Assessing Caregiving Burden. Annals Academy of Medicine, 

39(10), 758–763.  

Siow, J. Y., Chan, A., Østbye, T., Cheng, G. H.-L., & Malhotra, R. (2017). Validity and 

reliability of the positive aspects of caregiving (PAC) scale and development of its shorter 

version (S-PAC) among family caregivers of older adults. The Gerontologist. 

https://doi.org/10.1093/geront/gnw198  

Sosa-Ortiz, A. L., Acosta-Castillo, I., & Prince, M. J. (2012). Epidemiology of dementias and 

 lzheimer’s disease. Archives of Medical Research, 43(8), 600–608. 

https://doi.org/10.1016/j.arcmed.2012.11.003  

https://doi/
https://doi/
https://doi/
https://doi/
https://doi/


   

 

43 

Terayama, H., Sakurai, H., Namioka, N., Jaime, R., Otakeguchi, K., Fukasawa, R., Sato, T., 

 Hirao, K., Kanetaka, H., Shimizu, S., Umahara, T. and Hanyu, H. (2018), Caregivers’ 

 education decreases depression symptoms and burden in caregivers of patients with 

 dementia. Psychogeriatrics, 18: 327-333. https://doi.org/10.1111/psyg.12337 

Thuné-Boyle, I. C. V., Sampson, E. L., Jones, L., King, M., Lee, D. R., & Blanchard, M. R. 

(2010). Challenges to improving end of life care of people with advanced dementia in the 

UK. Dementia, 9(2), 259–284. https://doi.org/10.1177/1471301209354026e 

U.S. Bureau of Labor Statistics. (n.d.). Careers in social work: Outlook, pay, and more : Career 

outlook. U.S. Bureau of Labor Statistics. Retrieved May 20, 2022, from 

https://www.bls.gov/careeroutlook/2018/article/social-

workers.htm#:~:text=Employment%20and%20outlook,employed%20in%20the%20United

%20States.  

Wang, H., Cui, H., Wang, M., & Yang, C. (2021). What you believe can affect how you feel: 

Anger among caregivers of elderly people with dementia. Frontiers in Psychiatry, 12. 

https://doi.org/10.3389/fpsyt.2021.633730  

Want to work in mental health? Psychiatry isn’t your only option. The College of St. Scholastica. 

(2017, April 28). Retrieved May 20, 2022, from https://www.css.edu/about/blog/want-to-

work-in-mental-health-psychiatry-isnt-your-only-option/  

Wied, T. S., Medicine, G., Knebel, M., Research, I. A., Tesky, V. A., Haberstroh, J., Aromataris, 

Beauchamp, Black, Boyle, Bronner, Committee on the Rights of Persons with Disabilities, 

Boer, D., Dunn, Eyler, Feinberg, Fetherstonhaugh, Fields, Flory, … Söderström, K. (2019, 

https://doi/
https://doi/
https://www/
https://doi/
https://www/


   

 

44 

June 14). The human right to make one’s own choices – implications for supported 

decision-making in persons with dementia. European Psychologist. Retrieved November 

23, 2021, from https://econtent.hogrefe.com/doi/abs/10.1027/1016-

9040/a000372?journalCode=epp.  

Wiegelmann, H., Speller, S., Verhaert, L.-M., Schirra-Weirich, L., & Wolf-Ostermann, K. 

(2021). Psychosocial interventions to support the mental health of informal caregivers of 

persons living with dementia – a systematic literature review. BMC Geriatrics, 21(1). 

https://doi.org/10.1186/s12877-021-02020-4  

World Health Organization. (n.d.). Dementia. World Health Organization. 

https://www.who.int/westernpacific/health-topics/dementia.  

Zheng, S., & Phillips, N. (2021). Patient support group in the era of COVID: Zoom to the 

rescue? Peritoneal Dialysis International, 41(1).  

 

 

 

 

 

 

https://econtent/
https://doi/
https://www/


   

 

45 

Appendix A 

Burden Scale 

Participant ID In lieu of using your name or other identifiable information for data collection, we’re 

requesting that you list your favorite movie instead (i.e. The Little Mermaid). Please use the same movie 

for each survey you take as part of the study.  

 

Q1 Do you feel that your relative asks for more help than he/she needs? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

Q2 Do you feel that because of the time you spend with your relative that you don’t have enough time for 

yourself? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  
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Q3 Do you feel stressed between caring for your relative and trying to meet other responsibilities for your 

family or work?  

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

 

Q4 Do you feel embarrassed over your relative’s behaviour? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

Q5 Do you feel angry when you are around your relative? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  
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Q6 Do you feel that your relative currently affects our relationships with other family members or friends 

in a negative way? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

 

 

Q7 Are you afraid what the future holds for your relative? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

 

Q8 Do you feel your relative is dependent on you? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  
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Q9 Do you feel strained when you are around your relative? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

 

 

Q10 Do you feel your health has suffered because of your involvement with your relative? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

 

Q11 Do you feel that you don’t have as much privacy as you would like because of your relative? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  
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Q12 Do you feel that your social life has suffered because you are caring for your relative? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

 

 

Q13 Do you feel uncomfortable about having friends over because of your relative? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

 

Q14 Do you feel that your relative seems to expect you to take care of him/her as if you were the only one 

he/she could depend on? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  
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Q15 Do you feel that you don’t have enough money to take care of your relative in addition to the rest of 

your expenses? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

 

 

Q16 Do you feel that you will be unable to take care of your relative much longer? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

 

Q17 Do you feel you have lost control of your life since your relative’s illness? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Fequently  (3)  

o Nearly Always  (4)  
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Q18 Do you wish you could leave the care of your relative to someone else? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

 

 

Q19 Do you feel uncertain about what to do about your relative? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

 

Q20 Do you feel you should be doing more for your relative? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  
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Q21 Do you feel you could do a better job in caring for your relative 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  

 

 

 

 

Q22 Overall, how burdened do you feel in caring for your relative? 

o Never  (0)  

o Rarely  (1)  

o Sometimes  (2)  

o Quite Frequently  (3)  

o Nearly Always  (4)  
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Appendix B 

Positive Aspects of Caregiving Scale 

Participant ID In lieu of using your name or other identifiable information for data collection, we’re 

requesting that you list your favorite movie instead (i.e. The Little Mermaid). Please use the same movie 

for each survey you take as part of the study.  

 

 

Q1:  Providing help/care to or ensuring provision of care to (name of care recipient) has… made me feel 

more useful 

o Disagree a lot  (1)  

o Disagree a little  (2)  

o Neither agree or disagree  (3)  

o Agree a little  (4)  

o Agree a lot  (5)  

 

 

 

 

Q2 Providing help/care to or ensuring provision of care to (name of care recipient) has… made me feel 

good about myself  

o Disagree a lot  (1)  

o Disagree a little  (2)  

o Neither agree or disagree  (3)  

o Agree a little  (4)  

o Agree a lot  (5)  
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Q3 Providing help/care to or ensuring provision of care to (name of care recipient) has... made me feel 

needed 

o Disagree a lot  (1)  

o Disagree a little  (2)  

o Neither agree or disagree  (3)  

o Agree a little  (4)  

o Agree a lot  (5)  

 

 

Q4 Providing help/care to or ensuring provision of care to (name of care recipient) has... made me feel 

appreciated 

o Disagree a lot  (1)  

o Disagree a little  (2)  

o Neither agree or disagree  (3)  

o Agree a little  (4)  

o Agree a lot  (5)  

 

 

 

 

Q5 Providing help/care to or ensuring provision of care to (name of care recipient) has... made me feel 

important  

o Disagree a lot  (1)  

o Disagree a little  (2)  

o Neither agree or disagree  (3)  

o Agree a little  (4)  

o Agree a lot  (5)  
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Q6 Providing help/care to or ensuring provision of care to (name of care recipient) has... made me feel 

strong and confident  

o Disagree a lot  (1)  

o Disagree a little  (2)  

o Neither agree or disagree  (3)  

o Agree a little  (4)  

o Agree a lot  (5)  

 

 

 

Q7 Providing help/care to or ensuring provision of care to (name of care recipient) has... enabled me to 

appreciate life more 

o Disagree a lot  (1)  

o Disagree a little  (2)  

o Neither agree or disagree  (3)  

o Agree a little  (4)  

o Agree a lot  (5)  

 

 

 

Q8 Providing help/care to or ensuring provision of care to (name of care recipient) has... enabled me to 

develop a more positive attitude toward life 

o Disagree a lot  (1)  

o Disagree a little  (2)  

o Neither agree or disagree  (3)  

o Agree a little  (4)  

o Agree a lot  (5)  
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Q9 Providing help/care to or ensuring provision of care to (name of care recipient) has... strengthened by 

relationship with others 

o Disagree a lot  (1)  

o Disagree a little  (2)  

o Neither agree or disagree  (3)  

o Agree a little  (4)  

o Agree a lot  (5)  
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Appendix C 

Demographics Survey 

Q1 What is your age? 

o Age: ________________________________________________ 

 

 

 

Q2 What gender do you identify with? 

o Male  

o Female  

o Non-binary / third gender  

o Other ________________________________________________ 

 

 

 

Q3 What is your ethnicity? 

o Caucasian/white  

o African-American  

o Latino or Hispanic  

o Asian  

o Native American  

o Native Hawaiian or Pacific Islander  

o Two or More  

o Prefer not to say  
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Q4 What country are you located in? 

o United States  

o Canada  

o United Kingdom  

o Brazil  

o Other ________________________________________________ 

 

 

Q5  

What is the highest level of education that you have achieved? 

o Below high school  

o High school/equivalent (i.e., GED)  

o Some college (no degree)  

o Associate's degree and/or trade school  

o Bachelor's degree  

o Graduate school or higher  
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Q6 You are a caregiver. How are you related to the person you provide care to? They are my... 

o Wife  

o Husband  

o Partner  

o Parent  

o Daughter/in-law  

o Son/in-law  

o Other relative  

o Other non-relative  

 

 

 

Q7 How long have you been a caregiver? 

 

 

o 0 months to 1 year  

o 1 to 5 years  

o 5 to 10 years  

o 10 to 15 years  

o 15 +  

 

 

 

Q8 How many days per week do you provide care to your loved one? 

o Days per week: ________________________________________________ 
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Q9 Do you currently live with the care recipient? 

o Yes  

o No  

 

 

 

Q10 Would you describe the community you live in as... 

o Urban  

o Suburban  

o Rural  

 

 

 

Q10 I am employed... 

o Full-time  

o Part-time  

o Retired  

o Disabled  

 

 

 

Q11 What did you find most helpful about the DAWN Method training classes? 

________________________________________________________________ 
 

 

 

Q12 What did you not like about the DAWN Method training classes and think should change? 

________________________________________________________________ 
 

 

 

Q13 What impact do you think the DAWN Method trainings have had on the experiences as a 
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CAREGIVER? 

________________________________________________________________ 
 

 

 

Q14 What impact do you think the DAWN Method trainings have had on the experiences of your 

LOVED ONE? 

________________________________________________________________ 
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Appendix D 
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Appendix E 
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Appendix F 
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Appendix G 
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Appendix H 

Sociodemographic Characteristics of Participants 

Table 1 

Sociodemographic Characteristics of Participants 

Sample 

Characteristics 

      N           % M SD 

Gender 

 Male   4  20 

 Female   16  80 

Age         59.5       13.85 

Ethnicity 

Caucasian  14  70  

 African American 2  10 

Latino/Hispanic  3  15 

Two or more  1  5 

Education 

      Some College  4  20 

      Associates   1  5 

      Undergraduate  6  30 

       Graduate    9  45 

Country 

      United States  16  80 

Canada   1  5 

United Kingdom 2  10 

Brazil   1  5 

Home Setting 

 Urban   9  45 

 Suburban  9  45 

 Rural   2  10 

Employment 

 Full-time  6  30 

 Part-time  5  25 

 Retired   7  35 

 Disabled   2  10 

Relationship  

 Wife   3  15 

 Husband   4  20 

 Parent   8  40 

 Daughter/in-law  2  10 

 Other   2  10 

 Other non-relative 1  5 

Years as Caregiver 

 0 to 1 year  4  20 

 1 to 5 years  8  40 

 5 to 10 years  3  15 
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 10 to 15 years  3  15 

 More than 15  2  10 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



   

 

68 

Appendix I 
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