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Abstract
Older adults with Alzheimer’s disease (AD) experience drastic changes in their physical and mental
abilities. AD patients became heavily dependent on their caregivers for everyday functions, which have
signi�cant implications not only for them but also for their caregivers. So, many ADcaregivers
experiencedan increased level of depression and anxiety symptoms, lower perceived control, and higher
burden compared to non-AD caregivers.Therefore, psychological �rst aid (PFA) and educational
interventions are designed to enable those caregivers to meet the daily requirements of their patient care
and to cope with its challenges.

Aim: determine the effect of psychological �rst aid program on stress level and psychological well-being
among caregivers of older adults with Alzheimer's disease. Design a quasi-experimental research design
(one group pre-test post-test)was followed. Subjects:A convenience sample of one hundred (100)
caregivers of older adults with AD.Setting: all online groups concerned with the care of Alzheimer’s
disease patients on Facebook. Tools: Socio-demographic and clinical data of older adults with
Alzheimer's disease and their caregivers’questionnaire,Alzheimer's disease knowledge scale, Kingston
caregiver stress scale, and authentic identity measures (AIM) scale of psychological well-being.

Results: the psychological �rst aid program has highly statistically signi�cant effect on the AD caregivers’
knowledge, stress level and psychological well-being as (t=-30.707, P= 0.000, t=8.500, P= 0.000 & t=
-4.763, P=0.000 respectively).

Conclusion: psychological �rst aid program is considered an effective intervention in decreasing the AD
caregivers’ stress and increasing their psychological wellbeing and knowledge regarding delivering care
for AD patients. 

Introduction
Alzheimer's disease (AD) is a severe disease that slowly erodes an elderly person's memory and capacity
to think, make decisions, communicate, and carry out daily tasks. As Alzheimer's disease advances, older
adults may notice changes in their personality and conduct. Once symptoms of Alzheimer's appear,
people can expect to live for 8 to 12 years (20). Individuals suffering from this degenerative brain disease
appear to go through a variety of stages, ranging from mild cognitive impairment to severe cognitive
impairment (43). As the condition progresses, the patient loses independence and becomes increasingly
reliant on others for day-to-day tasks (4). These extreme changes in physical and mental capacities have
far-reaching rami�cations not just for the diseased loved ones, but also for the caregivers (14).

The caregiver is crucial in the lives of those who receive care, either were formal or informal caregivers.
Formal caregivers are trained professionals who assist elderly patients (17). Informal caregivers are
frequently friends or family members who provide long-term care for an elderly patient (41). The majority
of informal caregivers are female, aged 57, and reside in the same household as the person they are
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caring for (27). A family caregiver is described as an adult child who is responsible for providing and
coordinating care for an older adult parent who needs long-term care (42). Most of them were employed
with a percent of 30–35%. Caring for an older person with Alzheimer's disease is more di�cult than
caring for a loved one with other chronic diseases or impairments (36). Dementia caregivers are more
likely than non-dementia caregivers to provide more hours of care, to assist elders with personal activities
of daily living (ADLs), to protect them from harm, to deal with agitated behaviors, and to provide more
types of long-term care (2, 29, 38). These responsibilities tired caregivers and make them vulnerable to
stress-related disorders (25, 37). As the number of elders who have Alzheimer's disease increases, the
amount and severity of the burden associated with the disease are expected to rise (6). According to the
Alzheimer's Association, the number of people aged 65 and above with AD is expected to increase from
reaching 5.1 million in 2015to 7.1 million by 2025. By 2050, the number of people in the world will have
doubled (3).

AD caregivers might be more affected by a variety of emotional and physical stressors than non-AD
caregivers. Unpaid family caregivers faced high levels of emotional stress, despair, and anxiety (13).The
prevalence of depression rates in Alzheimer's caregivers was found to be range from 14 to 81 percent (22 &

24). Burdens can impair caregivers' abilities (9). According to the caregivers’ observations and
interpretations, loads might take several forms, such as perceived burdens, subjective burdens, or
objective burdens. The socio-demographic status of the caregiver and the patient, the nature of the
patient's disease, the duration and severity of dementia, the educational level of elderly patients, cultural
in�uences, and the perceived stress arising from caregiving are all factors linked to caregiver stress (30).
Despite the negative physical and mental impact of caregiving, the caregiver-patient relationship is
critical in improving the quality of life for both the patient with dementia and the caregiver. Caregivers
may need a way to release their tension and anxiety (12, 39).

AD negatively affected the caregiver’s well-being. Psychological wellbeing (PWB) is described as a
person's level of psychological happiness/health, which includes life satisfaction and accomplishment
sentiments. The psychological well-being of caregivers was directly affected by four factors burden,
perceived social support, hours of caregiving, and self-esteem (52). Therefore, these factors should be
investigated to improve caregivers' psychological well-being over time (18, 26, 32). Psychological First Aid
(PFA) is an evidence-based strategy and modular to assist families, adults, adolescents, and children in
the terrorist attack or aftermath of a disaster. PFA is intended to alleviate the immediate suffering induced
by traumatic experiences and to promote adaptive functioning and coping in the short and long term (35,

45). Assess people's needs and worries, and assist them in meeting their basic needs such as rest, sleep,
exercise, and consuming healthy food. Also, listening without pressuring them, soothing them, connecting
them to required information and services, social support by joining support groups, practicing relaxation
techniques, engaging in positive distracting events such as sports, interests, reading, trying to sustain a
normal schedule to the level possible and safeguarding them from further damage is all part of PFA (10,

46, 51).



Page 4/29

The RAPID model is a method for providing psychological �rst aid. The RAPID methodology focuses on
building rapport by accompanying the gerontological nurses as active listeners. Assessing needs in
determining whether the person being cared for is distressed or dysfunctional (unable to do what is
required, prioritizing immediate care by focusing on the ability to meet immediate needs as well as
identifying people in higher-risk situations), intervening (stabilizing if the person is not stable, then
mitigating immediate challenges by coming alongside, providing support, normalizing, educating where
necessary, and connecting the person with resources), and disposition (15, 47). This concept implies that
psychological �rst aid focuses on urgent needs, anticipates the need for additional care, and seeks it (5,

33).

The gerontological nurse had a great role in psycho-education support groups, which are included in
psychological �rst aid, relate to the practice of employing psychological and educational principles to
assist people in learning and maturing. It emphasizes the cognitive and affective aspects of learning (19).
Psych educational and counseling therapies by gerontological nurses are aimed at improving caregiver
knowledge, skills, and con�dence, as well as creating trustworthy and accessible networks of support for
caregivers, improving caregivers' psychological well-being, and delaying institutionalization of the care
recipient (8, 9). It also teaches caregivers stress-reduction techniques and increases their knowledge of
coping skills, allowing them to reframe and compartmentalize the stress of caregiving, as well as provide
resources and information on managing their own health (25).

In this context, this study aimed to determine the effect of psychological �rst aid program on stress levels
and psychological well-being among caregivers of older adults with Alzheimer's disease.

Research Hypotheses

It was hypothesized that;

1. The caregivers of older adults with Alzheimer's disease who receive the psychological �rst aid
program exhibit lower stress level after the application of the study intervention program than before
it.

2. The caregivers of older adults with Alzheimer's disease who receive the psychological �rst aid
program exhibit higher psychological well-being level after the application of the study intervention
program than before it.

Materials And Method

Materials
Design -

The study followed a quasi-experimental research design (one group pre-test post-test).
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Setting:
Based on the speci�cations concerning the restrictions during the COVID-19 outbreak in the country, the
researchers choose the online platform for data collection. The study subjects were the caregivers who
provide care to older adults with Alzheimer’s disease. The researchers surveyed all groups concerned with
the care of Alzheimer’s disease patients on Facebook which is a social media platform and selected the
subjects from these groups. The links of these groups were as follows;

https://www.facebook.com/groups/1574219332810037/?ref=share,
https://www.facebook.com/groups/Alzheimerscarers/?ref=share,
https://www.facebook.com/groups/551343294886300/?ref=share,
https://www.facebook.com/groups/189000851140756/?ref=share,
https://www.facebook.com/groups/1730393770545549/?ref=share

https://www.facebook.com/groups/526999117935598/?ref=share

https://www.facebook.com/groups/1540878312831266/?ref=share

https://www.facebook.com/groups/2500632226876447/?ref=share

https://www.facebook.com/groups/420697548035330/?ref=share

https://www.facebook.com/groups/600319043806392/?ref=share

Subjects
Sample size calculation and sampling technique: A convenience sample of one hundred (100) caregivers
of older adults with AD who were selected from the above-mentioned groups was included in this study.
The participants were estimated using the G*Power Windows 3.1.9.7 program with the following
parameters: effect size = 0.5, α err prob = 0.05, power (1-β err prob) = 0.95. The program revealed a
minimum sample size of 54 older adults. The sample size was increased to 100 during the data
collection to consider 10% non-responses. The inclusion criteria were as follow; aged 18 years and above,
both sexes, able to read and write, act as a caregiver to older adults with Alzheimer’s disease, willing to
participate in the study, and have access to the internet via any method as smartphones, laptops, or
tablets.

Tools of the study:

Four tools were used to collect the necessary data follows:
Tool (I): Socio-demographic and Clinical Data of Older Adults with Alzheimer's disease and their
Caregivers Questionnaire:
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This tool was established by the researchers based on related literature to collect the socio-demographic
and clinical data of older adults with Alzheimer’s disease and their caregivers. This tool included two
parts as follows;

Part one

Socio-demographic and clinical data of caregivers of older adults with Alzheimer’s disease. It includes
items such as age, sex, marital status, educational level, residence, working status, income, medical
history, diagnosis, and pharmacological treatment. As well as items about the duration of caregiving,
numbers of hours spent in caregiving, and presence of others helping in the caregiving process.

Part two

Socio-demographic and clinical data of older adults with Alzheimer’s disease. It includes items such as
age, sex, level of activity and mobility status, duration of being diagnosed with AD, other chronic illnesses,
and pharmacological treatment.

Tool (ΙI): Alzheimer disease knowledge scale (ADKS):
This tool was established by Carpenter et al., 2009 to assess the current general knowledge about AD. It is
a simple, short, adequately valid, and reliable scale with adequate psychometric properties that was
designed for use in both applied and research contexts, capable of assessing knowledge about AD
among the public, patients, caregivers, and professionals. The scale comprises 30-items having true or
false answers taking around 5–10 minutes to complete with the resulting score being the number
answered correctly, with a total score range from 0–30. Although, the ADKS is conceptually split into
seven subscales: life impact, risk factors, symptoms, treatment & management, assessment & diagnosis,
caregiving, and course of the disease. It is best expressed by the overall knowledge score rather than
separately scored subscales to indicate the level of general knowledge about AD. The researchers tested
it for its validity and reliability and the results indicated that it is valid and reliable as (r = 0.822) (7).

Tool (ΙII): Kingston Caregiver Stress Scale (KCSS)
This tool was established by Hopkins and Kilik, 2016 to quickly (in fewer than 5 minutes) allow a
caregiver to express the amount of stress that he or she is feeling. The KCSS divides caregiver stress into
a more comprehensive set of ten questions that represent different potential sources of stress to the lay
caregiver: care-related feelings, family matters, and any �nancial stress. For each question, the degree of
stress is rated on a 1 to 5 anchored scale, ranging from (1) Feeling Fine/No stress (Coping �ne / no
problems), (2) Some stress, (3) Moderate stress, (4) A lot of stress, to (5) Extreme Stress (feeling “at the
end of the rope”, health at risk). The total score ranges from 10 to 50. This tool was translated into the
Arabic language by the researchers, tested for its validity and reliability and the results indicated that it is
valid and reliable as (r = 0.891) (23).

Tool (IV): Authentic Identity Measures (AIM) sale of
Psychological Well-Being
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This scale is developed by Petersen, 2018 to assess psychological well-being. It consists of nine cognitive
domains: purpose, optimism, self-esteem, autonomy, self-e�cacy, relatedness, competence, other-esteem,
and other-e�cacy. Each domain was represented by a single item with a six-point Likert scale. Scores for
each item are then aggregated, providing a possible range of 9 (all strongly disagree) to 54 (all strongly
agree). A high score represents someone with positive psychological strengths. This tool was translated
into the Arabic language by the researchers, tested for its validity and reliability and the results indicated
that it is valid and reliable with a Cronbach’s alpha of 0.784 (40).

Method:
The study was carried out through three phases as follows; a preparation phase, implementation phase,
and evaluation phase as follows;

I-The preparation phase:
1. Informed consent was required from all the study subjects who ful�lled the criteria before including

them in the study, so it was sent to them and they were asked to print the consent sign their names,
scan or take a photo of the consent and resent it to the researchers through WhatsApp group or by
the email. The study subjects, who do not master the skill to print, scan, or take a photo of the
consent, have the choice to read the consent and record their approval and to send it at WhatsApp or
messenger.

2. The caregivers who agreed to participate in the study were asked to send their phone numbers to the
researchers on the messenger to be added to the group created by the researchers on WhatsApp. The
researchers named the WhatsApp group "Caring with Alzheimer Patients".

3. Then the researchers surveyed all groups concerned with Alzheimer’s disease on the Facebook
platform and inform the caregivers of older adults with Alzheimer’s disease on these groups with the
purpose of the study as well as the date and time of data collection.

4. The study tools were prepared and formulated on the Google Form, which facilitates the online
sharing of the questionnaire and enables the researchers to maintain the con�dentiality of the study
subject’s data. The researchers tested the tool link to determine if it renders correctly in various
browsers.

5. The tools I, II, III & IV were translated into the Arabic language by the researchers to be revised and
tested for their validity by a panel of seven specialists in the related �elds; gerontological nursing,
psychiatric nursing, and community health nursing. The tools were assessed these tools for their
comprehensiveness, clarity, relevance, and applicability.

�. The necessary approval and permission to conduct the study was obtained from the Research Ethics
Committee, Faculty of Nursing, Alexandria University

7. A pilot study was performed on 20 caregivers who were not included in the study subjects to assess
the applicability, clarity, and feasibility of the study tools. Then the necessary modi�cations were
done accordingly.
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�. The researchers assessed the needs of the study subjects by meeting them online through the Zoom
application and asking them about their needs in the caregiving process as well as asking them an
open-ended question about their needs in the Google form. Then the proposed nursing interventions
program was prepared by the researchers based on the study subjects' needs (2, 4, 8) The program
was planned to be carried out in 10 sessions that were classi�ed into; sessions regarding knowledge
about the AD in geriatric patients and how to care for them and sessions regarding caring for the
caregivers of older adults with AD as shown in the table (1).

II- Implementation phase:

1. The researchers sent the Google form link of the tools to the study subjects on the WhatsApp group
and they were asked to �ll it as a pretest to assess the necessary data before the application of the
study intervention program. The responses were stored in a worksheet that can only be accessed
through a Google account login.

2. The researcher carried out the study intervention program by following the RAPID model of
psychological �rst aid which stands for Re�ective listening, Assessment of needs, Prioritization,
Intervention, and Disposition as shown in Fig. 1 that was designed by the researchers in the present
study (16).

3. The researchers instructed the study subjects to download the zoom meeting application on their
smartphone after illustrating the steps of downloading it to them and scheduled several meetings to
actively listen to the caregivers to identify their problems and stressors. The caregivers who did not
install the zoom meetings program were asked about the preferred way to communicate their
problems to the researchers either on their private WhatsApp or messenger or phone. Moreover, the
researchers assessed the caregivers' needs in the caregiving process, after that prioritized their
needs, and implemented the study intervention program.

4. The researchers prepared an illustrative PowerPoint presentation of each study programs' session
then scheduled ZOOM meeting at a suitable time for the study subjects to illustrate each session and
answer the study subjects' questions. Moreover, the researchers recorded the sessions based on the
study subjects' requests.

5. The study subjects asked the researchers to make a YouTube channel to upload the recorded video
of each session on it to be available to view it at any time and the researchers met their request. The
link of the channel is as follows; https://youtube.com/channel/UCDqJUy6l46QBceNpNvscOjg.
Moreover, the researcher used to share the link of each recorded video on the WhatsApp group after
the completion of each session and answer the study subjects' questions.

�. The researcher made reminiscence therapy for the study subjects by asking them to share their
experiences of caregiving and acting as a support group for each other.

7. The researchers were available to answer the study subjects' questions and inquiries all the time on
the WhatsApp group.

III-Evaluation phase:
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- After the implementation of the study interventions, the researcher resent the posttest through sending
the Google form link to assess the caregivers' knowledge about Alzheimer disease, stress level, and
psychological wellbeing immediately after the implementation of the study intervention program using
tools (II, III &IV).

- The data collection process started from the beginning of July 2020, until the end of February 2021.

- The evaluation of the effectiveness of the proposed interventions was determined through using the
proper statistical analysis.

Ethical considerations
An informed written and verbal consent was obtained from each study subject included in this study after
an explanation of the study purpose. Study subjects’ privacy and anonymity were maintained along with
the con�dentiality of the collected data. The researchers informed the study subjects that they have the
right to withdraw from the study at any time.

Statistical Analysis
After data were collected it was revised, coded, and fed to statistical software IBM SPSS version 26. The
reliability of the tools was determined by Cronbach's alpha. Frequency tables and cross-tabulation were
used to illustrate the results. Quantitative data were summarized by the arithmetic mean, standard
deviation, and mean score percent. All statistical analysis was done using two-tailed tests and an alpha
error of 0.05. P-value less than or equal to 0.05 is statistically signi�cant.

A. Descriptive statistical analysis: included the mean with standard deviation, minimum and maximum
for the numeric data while percent to describe the frequency of each category for categorical data.

B. Inferential statistical analysis:

Paired sample t-test: it is a parametric statistical test that is used to compare the mean scores for
numeric variables between two measures for the same group if the variable follows the normal
distribution.

Results
Table (2) indicates that the mean age of the studied caregivers is 41.57 ± 2.78 years and ranges from 21
to 57 years. The table showed that 41% of the studied caregivers are between 40 to 50 years of age, and
the majority of the studied caregivers are female (83%). Concerning marital status, 63% of the studied
caregivers are married. Regarding the education level, 51% of the studied caregivers have a university
education, followed by 20% of them having postgraduate education. As for the relationship of the
caregivers to their care receiver, their daughters constitute 73% of the caregivers, while 16% of their sons
are caregivers. As well, it is noticed from the table that 67% of the caregivers living with their Alzheimer
patients. About half of the studied caregivers have children under the age of 18. As for the work besides
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caregiving, 36% of them are an employee. Regarding income, 61% of the studied caregivers reported
having enough income. Concerning the number of hours spent in caregiving, 29% of the studied
caregivers reported spending less than 6 hours in caregiving, and only 4% reported spending 18–24 hours
in caregiving. Besides, more than half 59% of the studied caregivers reported providing care to their
Alzheimer patients for more than two years. Finally, the table showed that 52% of the studied caregivers
reported having chronic diseases and 55% of them taking medications.

Table (3) shows that the mean age of the care receiver from older adults with Alzheimer’s disease is
75.35 ± 6.514 years and ranges from 60 to 89 years. The majority of the adults with Alzheimer’s disease
are female 80% and 20% of them are male. Regarding the duration of being diagnosed with AD, 61% of
the care receivers from the older adults are diagnosed with AD for more than two years. Concerning the
mobility status of the older adults with AD, 38% of them move without help, while 30% of them need full
assistance. About a third quarter of the older adults with AD have chronic diseases 73%. Hypertension,
diabetes mellitus, and heart diseases are the most prevalent chronic diseases, which are reported by 52%,
33%, and 18% of the caregivers of older adults with AD respectively. Finally, about 79% of the patients
with AD taking medications.

Table (4) displays that the mean knowledge level about Alzheimer disease of the studied caregivers is
(13.02 ± 4.304) before the implementation of the program, while it is increasing to (27.43 ± 1.273) after
the implementation of the program, and the difference is highly statistically signi�cant as (p = 0.000).

Table (5) reveals that the mean stress level of the studied caregivers of older adults with AD is (27.50 ± 
9.482) before the implementation of the study program and it is decreased to (18.92 ± 3.569) after the
program implementation with a highly statistically signi�cant difference between both means of
caregiver’s stress level as (P = 0.000).

Table (6) illustrates the mean psychological wellbeing score of the studied caregivers of older adults with
AD is (35.96 ± 9.143) before the implementation of the study program, while it is increased to (40.71 ± 
4.785) after the implementation of the study program with a highly statistically signi�cant difference
between both means of caregiver’s psychological wellbeing as (P = 0.000).

Table (7) shows that the effect size of the study program on the caregivers’ Alzheimer disease knowledge
level is (1.107) which is a signi�cantly large effect. Moreover, the study program reveals a very large
effect on the studied caregivers’ stress level, as it is (3.12). On the other hand, it can be seen from this
table that the study program shows a large effect size on the studied caregivers’ psychological wellbeing
as it is (1.32).

Discussion:
Alzheimer's disease is known as a family disease. Because the persistent anguish of seeing a loved one
progressively deteriorate affects everyone, successful therapy will take into account the demands of the
entire family. Caregivers are sometimes overlooked, disregarded, dismissed as inconsequential, or seen
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as an afterthought. The importance of caregiving cannot be overstated. Primary caregivers are just as
vital as physicians and nursing personnel in the treatment of Alzheimer's geriatric patients (11). The
successful treatment and rehabilitation of sick patients, particularly in cases of Alzheimer’s disease,
depends largely on caregivers who bear the burden of day-to-day care of their loved ones. Therefore, this
study aims to determine the effect of a psychological �rst aid program on stress levels and psychological
well-being among caregivers of older adults with Alzheimer's disease.

The present study showed that the majority 83% of the caregivers were female, daughters 73%, living with
their patients in the same house 67%, and they are looking after their Alzheimer's patients for more than 2
years, and there is someone else helping them in caring 6%. That was justi�ed as in the Arab Muslim
society; there are religious and spiritual beliefs that are connected to their family beliefs of honoring,
respecting, and taking care of their parents. These beliefs endorse the meaning of familism and the
motivation to become a caregiver. As well, according to the Egyptian culture, most of the families are
extended families and everyone must look after each other. These results were consistent with studies
done by Cody et al., 2021 who reported that the majority of informal caregivers were female and lived in
the same household as their patients (11). Another study done on caregivers for Alzheimer's patients
reported that the prevalent caregivers of the patients were wives or daughters who care for the patient at
home (54). The present result also is consistent with that of the study done by Cody et al., 2021 who study
the burdens of the caregivers of Alzheimer’s patients and reported that most caregivers had been
providing care for 3–5 years, followed by 6 + years (11).

The present study found that almost half of the caregivers were not working, and more than one-third of
them did not have enough income. In addition, about half of the studied caregivers of Alzheimer's
patients take from 12 to 24 hours of caregiving daily. This can be explained by the fact that the burden of
performing various tasks, such as feeding, protecting their patients, mobility, personal hygiene, giving
medications affects all aspects of the caregiver’s life, and took most of the caregiver's time. That was
consistent with a study done by Aguglia et al., 2004 who pointed out that the caregivers of Alzheimer's
geriatric patients were obliged to decrease the working hours to look after their relatives (1). In the present
study, about two-thirds of the studied caregivers have university or postgraduate education. That was
consistent with the result of the study done by Cody et al., 2021 who found that the majority of years of
caregiver formal education were college and postgraduate education (11). In addition Zahed, et al., 2020
who study 99 Alzheimer caregivers, and found that about one-third of them were highly educated and
females (53).

The present study showed that more than half of the studied caregivers suffering from chronic illness
and taking some types of medications. A study was done by Tulek et al., 2020 on caregiver burden,
quality of life, and related factors in family caregivers of dementia patients in Turkey found that about
60% of the studied caregivers suffer from chronic illness (49). Also, another study was done by Mendez et
al., (2021) reported that about 47% of the caregivers of patients with dementia suffer from hypertension
and about 20% have diabetes mellitus (34).
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Regarding the caregivers’ knowledge about Alzheimer’s disease, the present study showed that before the
application of the study program, the level of knowledge about Alzheimer's was as low as the mean score
was 13.02. The key explanation of this result is that most of the caregivers were unable to get adequate
and reliable information because they simply did not know what to ask for, and whom to ask. That was
also justi�ed by a qualitative question asked by the authors in the present study about the caregivers'
needs, most of them reported, “we need to know everything about Alzheimer's disease and how we can
look after our relatives”. This �nding is in the same line with that of a study done by Vara-García et al.,
(2021) who reported a lack of knowledge and information about Alzheimer's disease between caregivers
and there is a need to increase their knowledge related to the identi�cation of dementia symptoms and
the progression of the disease through psycho-educational sessions for family caregivers (50).

After the application of the study program, there is a remarkable increase in the mean score of knowledge
level about Alzheimer's from 13.02 to 27.43 with a highly statistically signi�cant with a large effect size
of 1.107. This could be attributed to the fact that the psychological �rst aid program was prepared based
on the caregivers' needs and interests, so they complied with the program sessions. These results go with
those of a study done by Tomar et al., 2019 who used dementia �rst aid program for the family
caregivers of patients with Alzheimer's disease in Iran, and found a signi�cant increase in the level of
knowledge after the application of the program and that improvement was sustained for 6 months (48).

The level of stress experienced by the studied caregivers in the present study was moderate before
applying PFA as the mean score of stress level was 27.5. The increase in the stress level among the
studied caregiver can be justi�ed by, the majority of them being female, married, and having their own
family to look after them. The majority of them suffered from chronic diseases that need treatment. In
addition, a long duration of caregiving during the day with little support may be a factor. Financial
constraints may also affect. In addition, the majority of Alzheimer’s patients were more dependent on
their caregivers in mobility and daily activities. They also suffered from chronic medical diseases and
took medications with a long duration of diagnosed AD. All of these stressors and responsibilities make
the term “sandwich generation” true for those caregivers (53). The result of perceived stress among
caregivers of patients with Alzheimer’s was in the same line with that of a study done by Zahed et al.,
2020 who reported that most of the caregivers suffer from a moderate level of stress, and the mean score
was signi�cantly higher in the female caregivers (53). Another study done by Anand et al., 2016 revealed
that perceived stress among caregivers of patients suffering from Alzheimer's disease was three times
increasing than stress among caregivers of patients with chronic diseases(55).

After the application of the psychological �rst aid program in the present study, a remarkable signi�cant
decrement in the mean score of the studied caregivers’ perceived stress was observed with a mean
difference of 8.5 and an extremely large effect size of 3.12. The remarkable decrement in the stress level
among the studied caregivers can be explained by, as the mean focus of the PFA program is to provide
emotional and practical support to the caregivers at the time of stress-related caregiving. This is done by
establishing a connection with oneself and other people surrounding with a compassionate
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nonjudgmental way to bring calm, comfort to self, feeling not alone, helping, assuring, and advising each
other with exchanging their experience, and subsequently decreasing stress. In addition, the authors in the
present study use stress-reduction techniques during and in-between session programs like; relaxation
techniques, deep breathing exercises, imagination, and sublimating hold destructive feelings by using
physical exercises.

The e�cacy of the intervention was approved by a study done by Savundranayagam et al., 2011 uses a
psycho-educational program called “powerful tools of caregivers” to decrease stress burden among
spouses with disabled patients. They pointed out that the caregiver spouse who participated in the
program reported a signi�cantly lower stress burden than those who don’t participate (44). Another study
was done by Martín-Carrasco et al., 2009 by using a psycho-educational intervention program to decrease
the burden among caregivers of patients with Alzheimer's. They pointed out that the program
successfully decreased the caregivers' stress not only for a short period but also for 6 months after the
program was implemented (31). A cohort study was done by Lethin et al., 2017 found that caregiver stress
burden, quality of life; neuropsychiatric symptoms in patients with dementia are associated with
decreased caregivers’ psychological well-being. Eventually, all those factors mentioned in the previous
study were included in the sessions of the present psychological �rst aid program (28).

Concerning the effect of the psychological �rst aid program on psychological wellbeing among
caregivers of patients with Alzheimer's disease, the present study showed that there is a remarkable
highly signi�cant increase in the psychological wellbeing among caregivers after the application of the
PFA program with a mean difference of 4.75 and large effect size 1.32. A study by Frias, Risco, &
Zabalegui, 2020 contradicted the present study and found that applying psycho-educational intervention
on the burden and emotional well-being among informal caregivers of people with dementia can lead to a
slight insigni�cant improvement in the psychological wellbeing among them, because of low perceived
social support (21).

Finally, most of the studies used to compare and discuss the present study results show the same
e�ciency of intervention in reducing stress, improving knowledge and psychological wellbeing among
caregivers of Alzheimer's patients. Although, the differences in the methodological and interventional
program names, the major concepts and skills were similar too close as they focus on enhancing
knowledge competence about Alzheimer's disease and management of its progression and improving
self-care besides other care.

Conclusion
Based on the results of the current study, it can be concluded that:

Psychological �rst aid program helps in improving knowledge of the family caregivers of older adults
with AD, reducing their level of stress and enhancing their psychological wellbeing.

Recommendations:
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A replication of this study with the inclusion of more caregivers who are reported and experienced a
lacking level of knowledge, decreasing psychological wellbeing, and increasing level of stress related
to AD caregiving would strengthen their ability to cope and overcome the negative impact of AD
caregiving.

Prepare and publish a book by the researchers to disseminate the new concept of Psychological �rst
aid by using the RAPID model for the caregivers who may not be able or prefer to use technology
such as Facebook to seek their knowledge. In order to outreach as much as possible Alzheimer
patients’ caregivers.
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Table 1: description and illustration of objective, duration and content of psychological �rst aid program.
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Sessions Objective Duration Content

A.   sessions regarding knowledge about the AD in geriatric patients and how to care for them

1st

session

 

-          Increase the
caregivers’ awareness about
Alzheimer’s disease and its
stages.

60
minutes

-          History of Alzheimer’s disease

-          De�nition of Alzheimer’s disease

-          Risk factors for Alzheimer’s disease

-          Signs and symptoms of Alzheimer’s
disease

-          Stages of Alzheimer’s disease

-          Treatment of Alzheimer’s disease 

2nd

session
-          Identify common
behavioral problems
encountered by geriatric
patients with Alzheimer’s
disease and how to deal with
these behaviors.

 

60
minutes

-          Common changes in behaviors of
geriatric patients with Alzheimer’s disease.

-          Triggering situations of these
behaviors

-          Factors contributing to the
development of these behaviors.

-          Different behavioral problems
encountered by geriatric patients with
Alzheimer’s disease as aggression, anger,
anxiety, agitation, and general emotional
distress.

-          Coping tips to deal with these
behaviors.

3rd

session
-          Identify common
behavioral problems
encountered by geriatric
patients with Alzheimer’s
disease and how to deal with
these behaviors.

 

60
minutes

-          Continuing the different behavioral
problems encountered by geriatric patients
with Alzheimer’s disease as restlessness,
pacing, shredding of paper or tissues,
hallucinations, delusions, physical or verbal
outbursts, sleep issues, and sun downing.

-          Coping tips to deal with these
behaviors.

4th

session
-          Identify common
nutritional problems
encountered by geriatric
patients with Alzheimer’s
disease.

-          Identify tips for good
nutrition of Alzheimer’s
geriatric patients.

-          Maintain the oral
health of Alzheimer’s
geriatric patients.

60
minutes

-          Nutritional problems encountered by
geriatric patients with Alzheimer’s disease.

-          Nutrition tips of geriatric patients with
Alzheimer’s disease.

-          How the caregivers can make
mealtimes easier for geriatric patients with
Alzheimer’s disease.

-          Promoting independence of the
geriatric patient with Alzheimer’s disease
during the meal.
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  -          Minimizing eating and nutrition
problems for geriatric patients with
Alzheimer’s disease.

-          Maintaining oral health of the geriatric
patient with Alzheimer’s disease.

5th

session
-          Identify how to
communicate with
Alzheimer’s geriatric patients.

-          Identify how to care
for Alzheimer’s geriatric
patients with urinary
incontinence.

-          Perform bed baths for
bedridden Alzheimer’s
geriatric patients.

-          Maintain the skin
integrity of Alzheimer’s
geriatric patients. 

60
minutes

-          Communication with Alzheimer
geriatric patients:

§ Changes that occur in communication
with Alzheimer’s geriatric patient

§ How to communicate with Alzheimer’s
geriatric patients in the early stage, middle
stage, orlate stage.

-          Daily care of Alzheimer’s geriatric
patients and how to organize the daily
activities.

-          Care for Alzheimer’s geriatric patients
with urinary incontinence.

-          How to care for Alzheimer’ geriatric
patients’ skin and how to maintain their skin
integrity.

6th

session
-          Identify how to care
for Alzheimer’s geriatric
patients in the early, middle,
and late stages.

60
minutes

-          Caring for early-stage Alzheimer’s
geriatric patients.

-          Caring for middle-stage Alzheimer’s
geriatric patients.

-          Caring for late-stage Alzheimer’s
geriatric patients.

-          The caregiving responsibilities of the
Alzheimer geriatric patient’s caregiver in the
early, middle, and late stages.

B.    Sessions concerned with caring of Alzheimer geriatric patients’ caregivers

7th

session
-          Enrich the Alzheimer
geriatric patients’ caregivers
with the required knowledge
and skills to deal with the
caregiving stressors and
stress.

 

60
minutes

-          Signs and symptoms of Alzheimer
geriatric patients’ caregiver stress.

-          General advice that helps Alzheimer
geriatric patients’ caregivers to adapt to their
caregiving roles.

-          Strategies to deal with the caregiving
stress

-          Using relaxation techniques:

§ Visualization (imagine a place or situation
that is peaceful and calm)

§ Meditation (dedicating 15 minutes a day
to decrease all stressful thoughts)
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§ Deep breathing exercises

§ Progressive muscle relaxation

8th

session
-          Decrease the
Alzheimer geriatric patients’
caregivers’ stress through
practicing exercises.

60
minutes

-          Teach the Alzheimer geriatric patients’
caregiver how to care for their health
through practicing exercises by teaching
them the following:

§ Importance of exercise

§ Principles of practicing exercises

§ Examples of exercises they can do and
how to perform them.

9th

session
-          Teach the Alzheimer
geriatric patients’ caregivers
how to enhance their sleep
patterns.

60
minutes

-          Sleep problems encountered by
Alzheimer geriatric patients’ caregivers:

§ Sleep problems, causes, and its impact.

§ Importance of sleep

§ Strategies to enhance caregivers’ sleep
pattern

10th

session
-          Maintain the
nutritional status of the
Alzheimer’s geriatric patients’
caregivers.

60
minutes

-          Tips for enhancing the nutritional
status of Alzheimer’s geriatric patients’
caregivers.

§ Importance of good nutrition

§ Good nutrients.

§ Tips of healthy food preparation and
storage.

 

Table (2):Distribution of the studied caregivers according to their socio-demographic and clinical data.
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Socio-demographic data Total (N=100)

Frequency                    %

Age (years)

§  20- 7 7

§  30- 30 30

§  40- 41 41

§  50-60 22 22

Min. – Max. 21 – 57

Mean ± SD. 41.57 ± 2.78

Sex

§  Female 83 83

§  Male 17 17

Marital status

§  Married

§  Single

63

29

63

29

§  Divorced/ Separated/Widowed 8 8

level of education

§  Read andwrite/ Basic education 10 10

§  Secondaryeducation

§  University education

§  Postgraduate education

19

51

20

19

51

20

Relationship to the care receiver

§  Daughter 73

16

5

3

3

73

16

5

3

3

§  Son

§  Daughter-in-law

§  Grandchild

§  Spouse

Living with the care receiver

§  Yes 67 67
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§  Yes, temporarily

§  No

18

15

18

15

Having children under the age of 18

§  No 54 54

§  Yes    46 46

Working beside caregiving

§  Not working 50 50

§  Employee 50 50

Income

§  Enough 61 61

§  Not enough 39 39

Caregiving hours / day

§  <6 29 29

§  6- 23 23

§  12- 23 23

§  18- 24 25 25

 Duration of acting as a caregiver

§  Less than 6 months 10 10

§  From 6 months to less than 1 year 12 12

§  From 1-2 years 19 19

§  More than 2 years 59 59

Having someone help in caregiving

§  No, I am the only caregiver 34 34

§  family member/friends 56 56

§  Professional Care Providers 7 7

§  Friends 3 3

Suffering from chronic illness

§  No 48 48

§  One 25 25
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§  Two 16 16

§  three and more 11 11

Consuming medications

§ Yes

§ No

55

45

55

45

 

Table (3): Distribution of the Alzheimer geriatric patients according to their socio-demographic and
clinical data(Total N=100).
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Socio-demographic data Frequency                    %

Age (years)

§  60- 5 5

§  65- 11 11

§  70- 26 26

§  75- 31 31

§  80 and more 27 27

Min. – Max. 60.0 –89.0

Mean ± SD. 75.35 ± 6.514

Sex

§  Female 80 80

§  Male 20 20

Duration of being diagnosed with AD

§  less than 6 months 13 13

§  1 year 11 11

§  2 years 15 15

§  more than 2 years 61 61

  Mobility of Alzheimer geriatric patients

§  Moves without help

§  Moves with the help of a person

§  moves using assistive devices such as cane or walker

§  Needs full assistance

38

21

11

30

38

21

11

30

Medical history of chronic diseases

§  No               27 27

§  Yes# 73 73

§ Hypertension

§ Diabetesmellitus

52

33

52

33

§ Heart disease 18 18

§ Musculoskeletaldiseases               14 14
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§ Respiratory diseases               12 12

§ Renal impairment               11 11

§ Parkinson's disease                4 4

§ Others                9 9

Consuming medications

§  Yes 79 79

§  No 21 21

Table (4): Mean knowledge level of the studied caregivers, before and after the implementation of the
study intervention.

Item Total (N=100) t P

Pre-
intervention

Post-
intervention

 

 

-30.707

 

 

 

0.000*

 

Mean ±SD Mean ±SD

Caregivers’ Alzheimer disease knowledge
level

13.02± 4.304 27.43± 1.273

t = Paired samples t-test* Signi�cant at p ≤0.05

Table (5): Mean stress level of the studied caregivers, before and after the implementation of the study
intervention.

Item Total (N=100) t p

Pre-intervention Post-intervention  

 

8.500

 

 

 

 

0.000*

Mean ±SD Mean ±SD

Caregivers’ stress level 27.50± 9.482 18.92± 3.569

t = Paired samples t-test* Signi�cant at p ≤0.05

 

Table (6): Mean psychological wellbeing of the studied caregivers, before and after the implementation of
the study intervention.
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Item Total (N=100) t p

Pre-intervention Post-intervention  

 

-4.763

 

 

 

0.000*

 

Mean ±SD Mean ±SD

Caregivers’ psychological wellbeing 35.96± 9.143 40.71± 4.785

 t = Paired samples t-test* Signi�cant at p ≤0.05

 

Table (7): The intervention’s effect size on knowledge, stress level, and psychological wellbeing mean
scores of caregivers of Alzheimer’s geriatric patients.

 

Items

Study Group (N=100)  

Mean
Change

 

Effect
size

Before After

Mean ±SD Mean ±SD

Caregivers’ Alzheimer disease knowledge
level

13.02±
4.304

27.43±
1.273

 

-14.410

1.11

Caregivers’ stress level 27.50±
9.482

18.92±
3.569

8.580 3.12

Caregivers’ psychological wellbeing 35.96±
9.143

40.71±
4.785

 

-4.750

1.32

Effectsize 0.0-0.2 Smalleffect 0.3 -0.7 Mediumeffect ≥ 0.8 Largeeffect

Figures
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Figure 1

Represents the acronym of RAPID model of psychological�rst aid that was followed in this study as R
refers to re�ective listening, A indicates assessment of the needs of Alzheimer patients’ caregivers, P
re�ects the prioritization of these needs, I for intervention that was performed in this study and D re�ects
disposition in which there was a determination of the caregivers’ functional capacity


