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Abstract

Background ‘Learning to feel better... and help better’is a psychoeducational intervention that aims to empower
family caregivers of people with dementia by helping them cope better with the daily stress of dementia caregiving.
The intervention has been adapted to a Swiss context and evaluated with a mixed-method design, yielding promis-
ing results in caregivers, such as a reduced subjective burden and improved self-efficacy. Qualitative findings have
provided insight into potentially relevant intermediate changes that must be further explored to better understand
how the intervention precipitates the achieved changes. We aim to qualitatively explore such changes, related
mechanisms and key intervention components in the context of this intervention.

Methods A constructivist grounded theory approach was used to achieve this aim. Changes, related mechanisms
and key intervention components were identified by exploring the following: 1) longitudinal qualitative data, col-
lected from 13 family caregivers via interviews performed before, during and after the intervention (39 interviews
total) and 2) cross-sectional post-intervention interview data collected from 22 family caregivers (22 interviews).

Results Experiencing calmness was the most important change for caregivers in the context of this intervention. The
calmness model, developed based on the qualitative analysis, illustrates the intermediate changes that contributed
to calmness, such as being able to cope with daily life and experiencing positive interactions with the family member
with dementia. Related key intervention components were the coping strategy reframing, employed in diverse ways
by the caregivers to reduce daily stress, and the didactic method ‘active skills' training, which involved active partici-
pation by the caregivers and the guidance of a professional group leader. One important factor hampering changes
in caregivers was having difficulties accepting the caregiver role or accepting the losses due to dementia.

Conclusion The calmness model offers valuable insight into how this intervention can benefit family caregivers
and aid in developing interventions targeting similar mechanisms and changes.

Trial registration ISRCTN13512408 (registration date 17.05.2021, retrospectively registered).
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Background

Family caregivers of individuals living with dementia pro-
vide regular support to enable them to remain in their
own homes within their communities. These caregivers
play a crucial role in facilitating their daily life manage-
ment and in helping them maintain their sense of per-
sonhood [1-4]. However, caring for a person living with
dementia can be associated with chronic stress and a
high subjective burden, leading to physical, psychologi-
cal, emotional, social and financial problems [3, 5-8].
Family caregivers must cope with losses and changes in
the behaviour of their relative with dementia as well as in
their relationship with them [9, 10]. These caregivers also
have to assume new responsibilities, acquire new skills
and plan for the future [9, 11]. However, family caregiv-
ers often have no experience in providing care, frequently
feeling unprepared and lacking the required competen-
cies to deliver appropriate care [11, 12]. To reduce nega-
tive outcomes, caregivers need support which is tailored
to their needs and which helps them to effectively adopt
their role, manage and maintain the caregiving situation,
and sustain their relationship with their family member
living with dementia [13].

‘Learning to feel better... and help better’ (LFBHB) is a
psychoeducational intervention which aims to empower
family dementia caregivers to better cope with the daily
stress of dementia caregiving, including the management
of dementia-related behaviours. It was originally devel-
oped and evaluated with a randomised controlled trial
(RCT) and a process evaluation in Quebec, Canada [14—
16]. The RCT revealed a reduced frequency of behaviour
problems in people with dementia and a decrease in car-
egivers’ stress reactions to these behaviours compared to
control participants of support groups [14]. Since 2015,
the LFBHB intervention has been adapted and evalu-
ated in Switzerland in several consecutive steps, includ-
ing two feasibility and pilot trials with mixed-methods
one-group designs. The first feasibility and pilot study
indicated substantial and significant improvements in
the caregivers’ subjective burden, psychological distress
and self-efficacy. However, the recruitment of the par-
ticipants was challenging [17]. Therefore, a research team
adapted the LFBHB intervention to facilitate participa-
tion, using a participatory approach. The number of ses-
sions was reduced from 15 two-hour sessions to seven
three-hour sessions. Short educational videos were intro-
duced to condense and standardise the content of the
intervention [18]. With the shortened LFBHB interven-
tion, it was possible to include more participants not yet
in contact with health care professionals, compared with
the intervention’s longer version. However, the results
were similar to those associated with the longer version,
namely, significant improvements in subjective burden,

Page 2 of 17

psychological distress and stress reactions of family car-
egivers in response to the behaviour problems of the per-
sons living with dementia [18].

Studies in Switzerland [17, 18] and Canada [14] have
yielded promising results regarding family caregivers.
However, according to the Medical Research Council
(MRC) framework, developing and evaluating complex
interventions requires not only knowing whether the
desired changes in the outcomes can be achieved, but
also understanding ‘how an intervention is expected to
lead to its effects and under what conditions’ [19, p.4].
This understanding should be described in the pro-
gramme theory, which should ideally be developed at
the beginning of a research project and refined during
the subsequent phases [19]. Understanding how changes
develop, through which mechanisms and key interven-
tion components, and which contextual aspects are facili-
tating or preventing these changes is essential to refine
the programme theory and optimise the intervention
[19-22].

The qualitative analyses performed in the first and
second feasibility and pilot studies in Switzerland pro-
vided insight into relevant aspects which warranted fur-
ther exploration to better understand the outcomes and
the mechanisms of change in the LFBHB intervention.
Exploring these aspects allows to refine the intervention’s
theoretical basis and optimise the intervention itself.
The qualitative analyses indicated that the relationship
quality was particularly relevant. This finding is consist-
ent with the theoretical and empirical literature describ-
ing relationship quality as an important determinant
of the well-being of both people in the caregiving dyad
[23]. Consequently, a longitudinal qualitative construc-
tivist grounded theory study was performed to explore
relationship quality in the LFBHB intervention [24, 25].
This study resulted in the Sustaining Relationship Qual-
ity in Dementia (SRQD) model, which illustrates the
supportive strategies caregivers applied to sustain or
maintain relationship quality as well as the knowledge
and skills they required to master such strategies. It fur-
ther describes the key components of the LEFBHB inter-
vention regarding relationship quality and aspects which
facilitated or prevented caregivers from developing and
applying supportive strategies [24].

The qualitative data on relationship quality indicated
that there might be bidirectional links between relation-
ship quality and other changes experienced by the car-
egivers. To achieve a more complete understanding of
the intervention’s change process, more knowledge was
needed about the nature of these other changes, occur-
ring in addition to those in relationship quality (hereafter,
additional changes), their associated change mechanisms
as well as their interactions with each other. The process
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evaluation for the LFBHB intervention conducted in
Canada [16] highlighted the educational and group sup-
port processes related to the outcomes used in their
RCT. However, having applied the LEBHB in a different
cultural context and having shortened and adapted it to
facilitate participation, a new exploration of the change
processes and mechanisms was needed to refine the
programme theory. Therefore, a qualitative data analy-
sis was performed to explore the additional changes and
the related change processes in the context of the Swiss
shortened LFBHB intervention used in Switzerland.
More specifically, the aim was to qualitatively explore
the following: 1) the additional changes in the caregivers
during and after their participation in the intervention
(aim 1); 2) the mechanisms contributing to such changes,
including the key intervention components involved (aim
2); 3) the contextual elements facilitating or preventing
these changes in caregivers (aim 3).

Methods

Design

An interpretative constructivist grounded theory
approach [26] was used to explore additional changes and
related processes in the context of the Swiss shortened
LFBHB intervention. Change processes were identified in
two phases. The first phase explored qualitative longitu-
dinal data about the change process in relationship qual-
ity as perceived by the caregivers over time (described
in Kipfer et al. [24, 25]). Data were collected amongst
caregivers before, during and after their participation in
the LFBHB intervention. This led to the SRQD model
[24]. The second phase is a complementary qualitative
exploration of cross-sectional data which is presented in
the current publication. The reporting of this study was
guided by the consolidated criteria for reporting qualita-
tive research (COREQ) [27].

TheLearning to feel better... and help better’ intervention
‘Learning to feel better... and help better’ (LFBHB) is
a psychoeducational group intervention for informal
dementia caregivers who care for community-dwelling
persons living with dementia. It aims to help family car-
egivers to better cope with the daily stress of dementia
caregiving. The content is based on the transactional
theory of stress and coping proposed by Lazarus and
Folkman [28, 29]. The intervention focuses on a system-
atic procedure guiding the appraisal of stressful situa-
tions and the application of appropriate coping strategies.
Coping strategies applied in the intervention include
problem-solving, the reframing of unhelpful thoughts
and support seeking. In addition, caregivers receive
information regarding the impact of the disease on the
communication and behaviour of the person living with
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dementia. They also receive information about appro-
priate communication and caring approaches to prevent
tension and stressful situations in daily life. The interven-
tion combines information provision, group discussions
and active skills training to apply the systematic proce-
dure to personal situations. It further incorporates exer-
cises at home to facilitate knowledge transfer. Additional
File 1 provides a summary of the content and didactic
tools. The intervention is guided by trained health care
professionals. In the Swiss version used in this study, the
intervention was led by a psychologist and/or a nurse.
The Swiss version of the intervention is delivered in per-
son to small groups of 4 to 8 caregivers, over 6 weekly
sessions lasting 3 hours each, in addition to a follow-up
session one month after the last weekly session.

Recruitment process

Information about the LFBHB intervention was shared
through articles in local newspapers and by profession-
als and organisations supporting family caregivers. Fam-
ily caregivers willing to participate and fulfilling the
following eligibility criteria were invited to take part in
the study: 1) regularly providing unpaid care to a per-
son living in the community and having a diagnosis of
dementia or exhibiting substantial cognitive deficits; 2)
being 18 years or older; and 3) having sufficient language
skills in German.

Ethical considerations

The study was approved by the local Swiss ethics
review board (Commission cantonale (Vaud) déthique
de la recherche sur l'étre humain, protocol n°175/14,
ISRCTN13512408) and performed according to the Hel-
sinki Declaration [30]. A member of the research team
informed each family caregiver interested in participat-
ing in the study about the study aims, the data collection
procedure, data protection and confidentially, as well
as their rights as participants and potential benefits or
inconveniences when participating in the study. Written
and oral informed consent was obtained from each fam-
ily caregiver before data collection.

Data collection

Data was collected in five different LFBHB groups con-
ducted with German-speaking participants between
September 2020 and November 2022. Data collection
involved two phases. In the first phase, qualitative lon-
gitudinal data focusing on relationship quality was col-
lected in three semi-structured interviews performed
before (t0), during (t1) and after (t2) the intervention.
These interviews were performed in the first three con-
secutive groups (N=13), resulting in 39 interviews.
The interview guide for this first phase is presented in
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Kipfer et al. [24]. These longitudinal data provided essen-
tial information about the mechanisms behind changes
in relationship quality and about additional changes
observed in the caregivers. It further indicated that these
different changes and the related mechanisms interacted
with each other. To deepen the understanding around
these additional changes, a second analysis was per-
formed on the qualitative post-intervention interviews
evaluating the LFBHB intervention in five LFBHB groups
(N=22). These interviews aimed at evaluating the ben-
efits and negative aspects of the LFBHB intervention as
well as the experiences of the caregivers in relation to the
intervention. They were performed within one to three
weeks after the end of the intervention. The interviews
took place at participants’ homes, at the university or
by phone according to the participants’ preferences and
accounting for applicable COVID sanitary measures.
Only the participants and the interviewers were present
during these interviews. The interviews of the first three
groups were conducted by the first author (SK), a nurse
who is experienced in conducting qualitative research
and working with family caregivers. Interviews of groups
four and five were performed by a female research collab-
orator with a master’s degree in psychology or one of two
female research assistants, all of whom trained in per-
forming qualitative interviews. The interviewers were not
involved in providing the intervention and had no rela-
tionship to the participants. Before the beginning of the
interviews, participants were informed about the inter-
viewers’ professional backgrounds. The interviews fol-
lowed a semi-structured interview guide [see Additional
File 2] that was developed and pilot tested in a prior pilot
study evaluating the LFBHB intervention [18]. The semi-
structured format allowed to adapt questions or add
questions to explore new emerging themes. The open-
ended questions focused primarily on how caregivers
experienced their participation in the intervention. Fur-
ther questions explored intervention aspects perceived
as negative or positive by the caregivers or possibilities to
improve the intervention. Fieldnotes were taken during
the interviews to record relevant observations or infor-
mation. The interviews lasted 13 to 69 minutes, with a
mean time of 36 minutes. They were audio-recorded,
pseudonymised and verbally transcribed. To minimise
participants’ efforts, transcripts were not submitted to
them for comments unless they requested it, which none
of them did. Table 1 provides an overview of the data col-
lected in the five LFBHB groups.

Quantitative data were collected regarding the 22 par-
ticipants to evaluate the effects of the LFBHB interven-
tion. These data were collected within two weeks prior
to the start of the intervention and within two weeks
post intervention. Quantitative data were collected to
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assess changes in caregivers’ subjective burden, psycho-
logical distress and self-efficacy, as well as in the memory
and behavioural problems (MBP) of the persons living
with dementia and associated distress in the caregivers.
Table 2 and Additional File 3 delineate these measures.
The demographic and health data of the caregivers and
persons living with dementia were collected at pre-test.
The individual demographic and quantitative data of each
participant were considered as additional information in
the qualitative analysis to explore similarities and differ-
ences between the caregivers regarding achieved changes
and related mechanisms, as well as other potentially rel-
evant factors.

Qualitative data analysis

All 22 post-intervention evaluation interviews of phase
two were first analysed with a focus on caregivers’ experi-
ences while participating in the LFBHB intervention. A
coding system reflecting this focus was developed. The
data analysis started after the first interview and was
then performed in parallel with the subsequent inter-
views to evaluate the benefits and negative aspects of
the shortened LFBHB intervention as well as the experi-
ences of the caregivers participating in the intervention.
To deepen the understanding regarding the interactions
of relationship quality with other qualitative findings
and change mechanisms in the LFBHB intervention, all
22 post-intervention evaluation interviews were then
coded a second time with the coding system developed in
the first phase focusing on relationship quality. The two
coding systems were then combined to identify shared
themes and possible interacting elements. Data analy-
ses for both phases followed the procedure of Charmaz
[26] with initial, focused and theoretical coding. Con-
stant comparison was used in all steps to develop more
abstract constructs regarding the phenomena explored in
the analysis. Memos and informal analytical notes docu-
mented the different steps of the analysis, particularly the
processes and decisions made when developing the cod-
ing system and the two theoretical models.

All interviews were coded by the first author (SK) and
assessed by a second coder (SP) who coded a random
sample of excerpts and interviews with the developed
coding system. Differences in coding, definitions of
codes as well as findings and properties were regularly
discussed between the two coders as well as with other
researchers and clinicians working with family demen-
tia caregivers. This was important to increase the find-
ings’ reliability and credibility and to reduce errors of
interpretation [36]. The findings and the resulting model
— the calmness model — were discussed in two group
interviews with a total of five former participants in the
LFBHB intervention. The five participating caregivers
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Table 2 Quantitative outcomes of the LFBHB intervention
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Quantitative outcome Measurement instrument

Items and response scale

Caregiver burden Zarit Burden Interview [31, 32]

MBPs and caregivers' MBP-related distress Revised Memory and Behavior
Problems Checklist (RMBPC)

(33]

llfeld Psychiatric Symptoms
Index — Short Version [34]

Caregivers' psychological distress

Caregivers'self-efficacy Bandura [35]

22 items, response scales ranging from 0 (never) to 4 (very often); total
scores > 18 indicated a heavy burden and,
> 32 indicated severe burden

Frequency of 24 MBPs in the preceding week, scored from 0 (never) to 4
(daily), and the extent to which each MBP disturbed or upset the caregiver,
scored from 0 (not at all) to 4 (extremely)

Rating of 14 symptoms related to depression, anxiety, anger and cognitive
disturbance in the preceding week, a 4-point scale from 1 (never) to 4 (very
often)

1 item about confidence regarding the ability to assume the caregiver role
that uses a visual analogue scale ranging from 0 (no confidence at all) to 10
(full confidence)

LFBHB Learning to feel better... and help better, MBP Memory and behavioural problems

included two female spouses, one female adult child
and two male spouses. These caregivers discussed and
assessed whether the findings and the calmness model
resonate with their experiences regarding their participa-
tion in the intervention [26]. Two similar interviews were
performed with two psychologists involved in providing
the intervention, to assess consistencies with their expe-
riences when leading the LFBHB group and supporting
family caregivers.

Quantitative data analysis
Descriptive statistics were used to describe and analyse
the data related to study outcomes at pre- and post-test

(median, Q1 and Q3, as some distributions deviated
from normality). Changes in each of the five outcomes
between pre- and post-intervention were tested with
non-parametric Wilcoxon tests (a = .05) computed with
the SPSS software, and the effect sizes were calculated
(Cohen’s d).

Sample characteristics

Table 3 provides an overview of the sample characteris-
tics. The 22 family caregivers participating in the study
were mainly women (77%) and spouse caregivers (77%)
with a mean age of 67.4 years. Most of the family caregiv-
ers (82%, i.e. all spouse caregivers and one adult child

Table 3 Characteristics of the participating family caregivers and the persons they supported (n=22)

Characteristics of the family caregivers (n=22)

Age Mean = 67.40 years (Range: 44 — 84 years)

Gender Female 77% (n=17)
Male 23% (n=5)

Relationship type Spouse caregiver 77% (n=17)
Adult child caregiver 18% (N =4)
Adult child in-law caregiver 5% (n=1)

Housing situation Living in same household 82% (n=18)
Living in different households 18% (n=4)

Duration providing care Mean = 3.04 years (Range: 6 months — 12 years)

Time per week spent caregiving Mean = 5.72 days (Range: 0.5 - 7 days)

Characteristics of the persons living with dementia (n=22)

Age Mean = 77.45 years (Range: 58 — 92 years)

Gender Female 36% (n = 8)
Male 64% (n = 14)

Diagnosis Alzheimer's disease 41% (n=9)
Frontotemporal dementia 9% (n=2)
Dementia with Lewy bodies 5% (n=1)
Vascular dementia 9% (n=2)
No specific dementia diagnosis 36% (N =8)

Duration of illness

Mean = 3.50 years (Range: 6 months — 12 years)
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caregiver) lived in the same household as the person liv-
ing with dementia. They exhibited a large variability in
the time they had been providing care to their relative,
varying between 6 months and 12 years. Two thirds of
the people with dementia were male. Alzheimer’s disease
was the most common type of dementia (41%), followed
by non-specific dementia diagnoses (36%). Regarding the
intervention, the caregivers participated in 96% of the
seven sessions on average, with 17 of the 22 caregivers
participating in all sessions. Missed sessions were mainly
due to caregivers being on holiday (four sessions) or an
emergency in the family (two sessions). Across all five
groups, three participants were excluded from the analy-
sis. One adult child caregiver dropped out after session
four, due to the institutionalisation of the person living
with dementia. A spouse caregiver decided to cease their
participation after the first session, feeling it was too early
as their partner had received the dementia diagnosis very
recently and was still very autonomous. Another spouse
caregiver declined to participate in the research project
and took part in the intervention without providing data.

Findings

The first and second phases of the analysis revealed
‘experiencing calmness’ as the main change described
by the caregivers participating in the Swiss short version
of the LFBHB intervention. Based on these analyses, a
model about experiencing calmness (hereafter named
the calmness model) was developed. Figure 1 provides
an overview of the different components of the model.
The calmness model describes the main change (i.e.
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experiencing calmness) as well as associated changes that
the caregivers experienced during and after their par-
ticipation in the LFBHB intervention (level 4 in the fig-
ure, aim 1). It further depicts the mechanisms of change,
including the strategies that caregivers used to facilitate
these changes (level 3) as well as the intervention compo-
nents (level 1) that helped them develop and apply these
strategies (aim 2). Contextual aspects related to caregiver
factors that facilitated or prevented the caregivers’ learn-
ing processes are illustrated as ‘Facilitators and Barriers’
(level 2, aim 3). The calmness model complements the
SRQD model, which presents the changes and strategies
regarding relationship quality described by caregivers in
the context of the LFBHB intervention [24].

Changes in caregivers (level 4 in Fig. 1)

Main change: Experiencing calmness (4.6)

Experiencing calmness was mentioned by most caregiv-
ers as the most important change. Calmness was mainly
described as perceiving oneself as more serene; less tense,
nervous or angry; more patient; and finding it easier to
handle the caregiving situation. Some caregivers reported
that experiencing calmness helped them find their
humour and happiness again. Caregivers reported being
able to remain calmer; being kinder and less dismissive of
the person living with dementia in daily caregiving situ-
ations; and responding with less stress and irritation in
challenging situations. They also described perceiving
their family member with dementia as calmer and less
stressed in interactions with the caregiver or in daily life
in general.

1. Intervention components

1.2 Receiving knowledge about

1.4 Receiving knowledge about A
negative consequences of

support possibilities and
training on how to seek
support

chronic stress and how to
care for oneself as a
caregiver

1.3 Receiving knowledge and
training on how to use
systematic procedure and
helpful coping strategies

1.5 Receiving dementia-related
knowledge about conse-
quences of the disease on
capacities and behaviour of
PIwD, and communication
and care approaches

1.4 Having the possibility to
share knowledge and
experiences with caregivers
in similar situations and
with professionals

3.4 Seeking support «—— 3.2 Finding yourself again —>

4.1 Having time for oneself

[ [

€— 4.2 Having a balance

2. Facilitators & Barriers

] 3. Strategies applied by caregivers

3.3 Finding ways to cope with 3.4 Sharing experiences and 35 Facilitating positive
problems in daily life

4. Changes in caregivers

€—> 4.3 Being able to handle daily life €——

—

knowledge interactions with the PlwD

4.

S

Having confidence in one’s 4.5 Experiencing positive
own capacities and to fulfil ~€——> interactions; Feeling
the CG role connected and close

[ |

Fig. 1 Overview of the calmness model

46 Experiencing calmness
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T am calmer. I can control it better. I am less irri-
tated if something goes wrong. I tell myself, this is the
disease. That helps right away. [...] He [partner with
dementia] became calmer through this. [...] And of
course, I am gentler with him. I try to see it differ-
ently from before. I am calmer and through this I
can accept him better’ (Spouse caregiver (CG) 3, t1).

Experiencing enrichment and accepting changes were
described by caregivers as being associated with experi-
encing calmness. Enrichment was perceived in situations
wherein caregivers were able to help the family member
with dementia and avoid challenging situations, when
their time spent together satisfied both dyad members, or
when the relatives with dementia could engage in mean-
ingful activities. These enriching experiences further
encouraged and confirmed caregivers in their caregiving
behaviour and their caregiver role.

1 feel more competent. It makes me happy, when I
see that I can really help’ (Adult child CGS5, t2).

Accepting changes implied accepting the situation of
progressive decline and not knowing how and when a
decline will occur, accepting situations in which caregiv-
ers cannot help the person living with dementia and the
need to accept support from other people. It also meant
acknowledging their negative emotions to move forward
in the acceptance process. Some caregivers reported hav-
ing changed their view of their caregiver role, viewing it
as voluntary rather than an imposed or burdensome duty.

1t is not against me. I don’t have to do everything. It
still depends on me, but I do it differently. It isn’t a
burden anymore. It now is a task and currently I can
Sfulfil this task’ (Spouse CG2, t1).

Experiencing calmness was facilitated by five associ-
ated changes and the strategies precipitating them. This
relationship was found to be bidirectional, meaning that
experiencing calmness in turn further strengthened the
associated changes and related strategies. Calmness, for
example, allowed caregivers to have a clearer head and
more resources to reflect on the caregiving situations, to
seek information, to be more creative in finding solutions
and to execute necessary tasks.

T have ideas again how to solve something. If I am
calmer, I am more constructive. That is what I real-
ised. To reflect: I could have said this differently and
I can do it better next time’ (Spouse CG1, t1).

Associated change: Being able to handle daily life (4.3)

Caregivers who were able to handle daily life could help
themselves by knowing how to manage challenging situ-
ations and apply appropriate supportive strategies. They
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described two particularly facilitating aspects in this
regard: 1) ‘understanding the needs and behaviours of the
family member with dementia’ and 2) ‘being prepared’

First, understanding the needs and behaviours of the
family member living with dementia meant that caregiv-
ers developed a firm understanding of what it means to
live with dementia and that they were able to recognise
dementia-related symptoms and needs in their family
member. With this knowledge, they could adapt their
behaviours and the environment to the needs of the
affected person to preclude negative experiences and
emotions in both members of the caregiving dyad as well
as to promote positive interactions.

‘We [adult child and spouse caregiver of a person
living with dementia] definitely see a progress, par-
ticularly regarding the understanding of dementia
as well as the reactions and behaviour of my father.
We are calmer because we can understand him bet-
ter. We also know better what to do’ (Adult child
CGS5, t1).

Second, being prepared implied being able to apply the
systematic procedure taught in the LFBHB intervention
to manage the caregiving situation and knowing what to
expect in the future and who to turn to for information
and support. Caregivers were prepared when they knew
how to find solutions independently and therefore were
not at the mercy of a situation.

“[...] The clear structure of possible actions allows
me to feel competent and to act in critical situations.
[...] The guideline [systematic procedure] and the
three possibilities to act [problem solving, reframing,
support seeking] help me to analyse the situation.
This comes really fast to my mind and thus I don’t
feel helpless’ (Adult child CGS5, t2).

Associated change: Having confidence in one’s own
capacities and to fulfil the caregiver role (4.4)

When feeling confident in their capacities, caregivers
dared to attempt different solutions in their daily lives
and trusted that they could positively influence their
own situations. This was facilitated by having knowledge
about efficient strategies to cope with problems and pro-
mote positive interactions as well as by having had posi-
tive experiences when applying some of these strategies.
This change further implied having the confidence to
speak about their own situation and their caregiver role
in the group as well as with family members or friends.
This was enhanced by sharing experiences in the group
with other caregivers in similar situations and a support-
ive health care professional.

T was full of tears when I talked about it [...] After
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that, I was able to better talk about this theme.
I think I could let go of something. [...]. I think it
helped me to feel better and I now also have more
capacities to reflect on how I can improve the situa-
tion of my husband’ (Spouse CG1, t2).

Caregivers who exhibited less or no confidence in find-
ing solutions often stated that they had already tried
everything without success. One of these caregivers, for
example, reported that they could not positively influ-
ence their situation, as they were struggling with a poor
relationship with their partner, already before the onset
of dementia.

Associated change: Having time for oneself (4.1)

Having time for oneself involved being able to take
breaks, to follow one’s own rhythm and to engage in
activities which are important for oneself. Such respite
times helped caregivers to relax and recharge their bat-
teries, to change their minds by talking with other peo-
ple and thus to have a clearer mind, remain balanced and
experience calmness.

‘He [partner with dementia] was with a friend. That
day was like a present. For once, to live a day on my
own rhythm and do whatever I like. I did a bike tour.
[...] Just something I cannot do with him’ (Spouse
CGL t2).

Having time for oneself was mainly facilitated by the
activities caregivers could engage in without support
from others, such as pursuing a creative hobby at home.
Being aware of the importance of caring for oneself and
taking breaks encouraged caregivers to initiate, maintain
or restart such activities in their daily lives. In a minor-
ity of occasions, such respite times were facilitated by the
caregivers actively seeking support and receiving it from
other family members or friends.

1 read and I carve stones. Working with stone gives
me peace. [...] I do a lot for myself, emotionally, to
keep my balance’ (Spouse CG2, t1).

Associated change: Having a balance (4.2)

Having a balance was characterised by being able to relin-
quish inappropriate control and excessive responsibility,
being able to focus on the present and being able to bal-
ance positive and negative elements. Relinquishing inap-
propriate control and excessive responsibility requires
accepting that some situations cannot be influenced,
changed or resolved. This allowed caregivers to adapt
their expectations and to let matters evolve on their own;
as a result, they experienced fewer negative emotions, felt
calmer and enjoyed themselves more.
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1 feel freer. I am much more carefree. I just left the
house. There is a handyman coming to our house. It
doesn’t matter what happens, he knows what to do.
Somehow, I don’t feel so responsible anymore. I don’t
think I have to control everything. I can just let it go’
(Spouse CG2, t1).

Focusing on the present and finding a balance between
positive and negative elements entailed worrying less
about the future, being grateful for positive factors,
enjoying small pleasures, searching for positive thoughts
and not giving substantial room to negative ones, being
less critical with oneself and approaching matters with
humour. It further implied focusing on aspects which
still worked rather than on losses or aspects negatively
affected by the disease, such as the impaired capacities of
the family member living with dementia.

“The most positive for me is [...] to try to see the
beautiful things, the things which remain despite
the disease. To value the small things. That is what
helped me the most’ (Adult child CG11, t2).

Associated change: Experiencing positive interactions,
feeling connected and close (4.5)

Experiencing positive interactions was characterised by
caregivers receiving positive responses from the persons
living with dementia, such as being motivated to par-
ticipate in activities, expressing gratitude for the support
of the caregiver or being calmer and displaying less dis-
tress. A better understanding of the behaviours and the
needs of the family member living with dementia and an
improved awareness of one’s own responsibilities and
limits facilitated positive interactions within the caregiv-
ing dyad. The positive interactions allowed them to feel
close and to experience increased mutuality and affec-
tion in their relationship. Sharing joyful activities further
allowed caregivers to feel more connected to the family
member living with dementia. Caregivers applied the fol-
lowing strategies (3.5) to facilitate positive interactions:
letting go of what cannot be changed; interacting calmly
and patiently; showing comprehension and empathy;
adapting to changing needs, capacities and resources;
and initiating shared activities. The strategies (3.5) and
changes (4.5) regarding relationship quality have been
explored in phase one of the study and are described in
detail in the SRQD model [24].

Supportive intervention components (level 1

in Fig. 1)

Caregivers mentioned five programme components
which were helpful to develop and apply effective coping
strategies in their daily lives (intervention components
1.1 — 1.5). Regarding the didactic strategies to provide
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information and training and facilitate knowledge trans-
fer, caregivers most frequently described the active skills
training in the group as essential, followed by sharing
experiences and knowledge in the group. The five inter-
vention components and the relevant didactic methods
are described in the context of the supportive strategies
(level 3) to illustrate which and how intervention compo-
nents or didactic methods helped caregivers to develop
and apply supportive strategies.

Strategies applied by caregivers to achieve
changes (level 3 in Fig. 1)

Strategy: Finding ways to cope with problems in daily life
(3.3)

During and after participation in the LFBHB interven-
tion, caregivers increasingly reported situations in which
they started to reflect on challenging situations related
to caregiving. Reflecting on interactions, needs and per-
ceptions regarding themselves and the person living with
dementia increased their understanding and knowledge
of behaviours precipitating negative reactions in both
members of the caregiving dyad, such as dismissive or
aggressive behaviour. It also helped them to better under-
stand behaviours leading to positive reactions in both
dyad members, such as motivation and interest in par-
ticipating in activities. The systematic procedure learnt in
the LFBHB intervention guided caregivers to first reflect
on a challenging situation, identify thoughts and related
emotions, differentiate between modifiable and unmodi-
fiable aspects and then select appropriate strategies.

“The systematic [procedure], how to order facts and
emotions. [..] This had an enormous impact on me
and helped me advance the most. I can use this
again and again. What does it do to me, how do I
respond to it? I can now work on that because I have
a framework. That helped me the most’ (Spouse
CG2, 12).

Differentiating between modifiable and non-modifiable
aspects was described as an essential step of the system-
atic procedure and a strategy for caregivers to identify
when they could search for and apply practical solutions
or when they had to change their thinking and perspec-
tive (reframing).

‘We know better where to act. We can accept things
better, when he [parent with dementia] shows us
that something is unchangeable for him. Differenti-
ating between modifiable and non-modifiable was
an essential aspect which helps us in our daily life’
(Adult child CGS, t1).

For non-modifiable aspects, during and after the inter-
vention, caregivers provided increasingly more examples
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of how they changed their perspective to mitigate their
own painful and burdensome emotions or those of their
family member living with dementia. Caregivers fre-
quently explained how they learned to let go of concerns
that cannot be remedied; for example, they did so by
worrying less about the future or not striving to change
dementia-related behaviours but instead changing their
expectations. They further provided examples of how
they endeavoured to view matters more positively, such
as focusing on the things which still existed or worked
rather than on losses or deficits.

1t was very new for me, that we can differentiate
between thoughts and emotions and classify them,
and this can bring calm. Also, the aspect of dis-
torting views [cognitive distortions], that we could
see everything differently and have more positive
thoughts’ (Spouse CG1, t1).

During and after the LFBHB intervention, caregivers
provided examples of how they increasingly searched
for, applied and evaluated different practical solutions
and thereby practiced using new strategies in their daily
life. Caregivers reported employing the systematic pro-
cedure of problem-solving in their daily life to clarify
their thoughts and emotions and to gain a clearer picture
of possible and suitable solutions to address a stressful
situation.

“The course helped me to assess the whole thing. It
helped me to become calmer, to order things and
to immediately apply the procedure in my head to
reflect on the reactions. [...] Compared to before, I
rather see solutions than problems’ (Spouse CG3, t2).

Caregivers attributed their success in applying the sys-
tematic procedure in daily life to the active skills training
provided in each intervention session, wherein the pro-
cedure was applied to stressful situations under the guid-
ance of the group leader and with the active participation
of other caregivers in the group. They also benefited from
discussing their experiences of applying the procedure
and the related strategies in daily life in the group ses-
sions, to receive further guidance for using them more
effectively. Caregivers highlighted that they needed sub-
stantial guidance and practical training in the group and
in their daily life before being able to successfully and
automatically employ the procedure and the strategies by
themselves. This was particularly the case for reframing.

Tt took 14 days to three weeks before I started to
think for myself. [...] This framework [active skills
training] was most helpful to get the necessary tools.
There 1 was accompanied and guided. [...] These few
sessions provided me the basis to process and to use
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it in daily life’ (Spouse CG2, t2).

Identifying dementia symptoms and the consequences
of the disease in relation to the behaviours and needs of
the family member living with dementia was essential
for caregivers to recognise that their relative’s behaviour
was not directed towards them and to better capture the
needs of their family member. Specific knowledge about
dementia and about caring for and communicating with
a person living with dementia helped them to reflect on
challenging situations and find adapted solutions. This
knowledge further helped them to adapt their expecta-
tions, their behaviour and communication, their activities
and the environment to reduce stressful situations. The
most important didactic method in this regard was the
active skills training, including the analysis of practical
situations in the group and role plays, and the systematic
procedure, prompting caregivers to transfer dementia-
specific knowledge to their individual situation and to be
creative in finding possible solutions.

Strategy: Sharing experiences and knowledge (3.4)

The caregivers appreciated talking about their situation
in small groups, with people who had similar experiences
or with the group leaders. The small groups provided a
safe environment where caregivers felt confident talking
about their situation and negative feelings without inhibi-
tions or feelings of guilt and where they received support
to find solutions.

T cried so much in the first meeting. This surprised
me because at home, I never cry. It was a place
[LFBHB group] where I could bring up the topic for
the first time, where I had peers and real profession-
als. It made me feel good’ (Spouse CG20, t2).

However, talking about one’s own experiences was
sometimes challenging for caregivers, as it involved
addressing painful aspects of their situation. This was
particularly difficult for caregivers struggling to acknowl-
edge their role or the losses they faced.

Sharing experiences also allowed caregivers to learn
from each other by hearing how others solved certain
problems or what could be important in later stages of
dementia. This substantially broadened their represen-
tations of supportive strategies and the different con-
sequences of dementia for the people affected and the
different types of caregivers, such as spouses or adult
child caregivers.

‘We all have the same problems at home. We contin-
ued to discuss during the breaks. One said I coped
with it this way and another said, it did it like this.
Then I thought, this is good, I am going to try this as
well’ (Spouse CG18, t2).
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During the active skills training to apply the systematic
procedure, caregivers enjoyed having the opportunity to
become actively involved by sharing their ideas and expe-
riences, as it allowed them to receive acknowledgment
for their competencies. They further appreciated the flex-
ibility of the group leaders to adapt and provide relevant
knowledge for the different situations discussed in the
group sessions.

T was glad, that we discussed one of my topics. 1
thought, there is no solution for this problem, but
then with the brainstorming, I realised that I can
actually change something. That helped me a lot’
(Spouse CG20, t2).

Some caregivers shared their experiences and knowl-
edge not only in the group but also with other fam-
ily members during and after the intervention. Sharing
knowledge and experiences with other family members
promoted a shared understanding, facilitated communi-
cation and collaboration within the family and empow-
ered other family members to participate more in care.

Strategy: Finding yourself again (3.2)

Caregivers employed specific strategies to learn to focus
on themselves again. They provided examples of reflect-
ing on their own needs and responsibilities and on the
importance and necessity of taking breaks and caring for
themselves to remain well. Not all caregivers had taken
actions in this direction until the last interview, but the
majority expressed reflections and plans in this direction.
Caregivers started with activities eliciting minimal resist-
ance or requiring no outside support, such as dedicating
a room in the house to time alone or planning regular
short breaks in their daily routine. Caregivers highlighted
that it took them time to introduce these new routines, as
they had to relearn how to take time for themselves and
sometimes needed to find feasible activities that brought
them happiness. Some caregivers already took time off
regularly before the intervention and continued doing
this during and after the intervention.

In the beginning, I put everything on hold, tennis
and so on. Now, I go skiing again for example. This
does me good. I realised he [partner with dementia]
can [...] be alone for two to three hours, no problem.
And I am not worried. My children also tell me that
I have to do my own things. Since I do this, I feel bet-
ter’ (Spouse CG18, £2).

Already before the intervention, caregivers expressed
reflections and concerns about their limitations, such as
how long they could continue without risking a burnout.
During and after the intervention, they started reflect-
ing more concretely about the responsibilities they could
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manage to bear, the amount and kind of care they could
provide, as well as how they could balance the care they
were providing with the extent of their own resources to
remain well. They also communicated more about their
needs, especially regarding respite, with the person living
with dementia and family members.

In the course we learned that we have to take breaks
more often. If it is stressful for me to be with him all
day, I will probably get ill one day. I want to avoid
this. That is why I tried to take an hour or half an
hour for myself a number of times’ (Spouse CG1, t1).

Caregivers strongly valued the fact that the group lead-
ers, as professionals, explained the importance of taking
time for themselves and encouraged them to do so with-
out feeling guilty. Caregivers were further encouraged by
their counterparts to share their own practical methods
of implementing breaks in daily life during the group
sessions.

Strategy: Seeking support (3.1)

Barriers to asking for help were a common theme before,
during and after the intervention. Caregivers were some-
times reluctant to ask for support and involve others, for
many reasons, such as fearing that the family member
with dementia would not accept or appreciate the sup-
port. Other reasons included the following: feeling guilty
for pushing away the person with dementia; and uncer-
tainty about the appropriate time to incorporate sup-
port, the proper form of support and where to receive
the support. This caused caregivers to avoid these issues
experienced as uncomfortable and difficult to implement.
During and after the intervention, caregivers expressed
reflecting about their needs for support but also about
the courage required to become active in order to receive
and actually accept offers of support.

“The question is, how can I implement it? Do I have
the courage to do this? [...] How can I bring myself to
say: now it is the time to do it? It is now my goal to
do this in [next month]. To visit the day care centre
and talk to the nurse there’ (Spouse CG9, t1).

Becoming more aware of the importance of caring
for oneself and realising they did not have to do every-
thing by themselves encouraged caregivers to reflect on
their needs and possibilities for support. Mainly after
the intervention, caregivers involved family members
or friends by informing them about their situation, ask-
ing for practical support, discussing responsibilities and
tasks for different family members, or accepting their
offers of support. Some caregivers took the first steps
towards receiving formal support, such as by applying for
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financial support or organising admission to a day care
centre.

‘At the end, we saw all the support possibilities that
actually exist. I have probably been muddling along
for too long. I saw the support services and that is
why 1 started to organise things for financial support.
And now things are moving forward, a woman came
for the financial support and next week another is
coming from a support association’ (Spouse CGIO0,
£2).

Knowing what one needs and where to receive the cor-
responding support was described as an essential pre-
requisite to asking for support. The practical exercises
where caregivers were guided to establish a list with sup-
port persons and to identify their concrete needs and
preferred support options were described as empower-
ing and motivating first steps towards reflecting on and
communicating their needs. Practical information about
formal support services was described as useful to reflect
on and select services. Role plays were also found useful
to practice communicating one’s needs for support or to
make requests to family members or to the persons living
with dementia.

T think the solution in the coursebook is very good,
that we have to deal with this [seeking support] at an
early stage and not wait and put off the problem. We
also practiced, what needs do I have? Who could I
ask for support and how? Who is in my support net-
work? [...] I have already spoken to two people, and
to my children, so we can discuss this all together’
(Spouse CGS6, t1).

Facilitators and barriers (level 2 in Fig. 1)

The facilitators and barriers describe contextual aspects
related to caregiver factors which facilitated or prevented
caregivers from developing and applying supportive
strategies and illustrate the fact that caregivers differed in
terms of the changes they achieved regarding calmness.
The main barriers were limited physical resources (e.g.
due to health problems) or limited emotional resources
to accept losses due to dementia or the caregiver role.
Having a poor relationship before the onset of dementia
was another barrier described by the caregivers. Con-
versely, the learning process of the caregivers was facili-
tated by the ability to accept to some extent both the
disease and the caregiving role, the presence of a positive
relationship before the onset of dementia and a positive
attitude of the caregiver. ‘Experiencing calmness’ was
found to positively influence certain barriers or to further
promote facilitators. For example, when feeling calmer,
caregivers reported having more cognitive and emotional
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resources to reflect, find solutions and cope with losses.
As the facilitators and barriers in the calmness and SRQD
models overlap with each other, we refer the reader to the
more detailed description provided in the publication on
the SRQD model [24].

Changes between pre- and post-intervention
scores

Quantitative outcomes (see Table 4) indicated a signifi-
cant decrease in caregivers’ psychological distress and
distress related to the behavioural problems of the per-
son living with dementia, as well as a significant increase
in caregivers’ self-efficacy. The decrease in the subjective
burden did not reach statistical significance (small effect
size).

Discussion

The current study allowed us to explore changes and
related processes in the context of the LFBHB interven-
tion, following its shortening and adaptation to the dif-
ferent cultural context in Switzerland. The resulting
calmness model adds to our understanding of how this
intervention works by identifying its key intervention
components, mechanisms of change and contextual
aspects facilitating or preventing changes in caregiv-
ers. Such knowledge is highly relevant to help further
develop, evaluate and successfully implement a complex
intervention and, more specifically, to refine the inter-
vention’s programme theory and to optimise the inter-
vention [19-22]. Knowledge about the intervention’s key
components is also useful for health care professionals
and researchers aiming to develop other interventions
targeting similar mechanisms or aiming to achieve simi-
lar changes [20-22]. In addition, knowledge about the
facilitators and barriers to change may help to identify
which caregivers can benefit the most from the interven-
tion and which caregivers may need a different type of
support [20, 37].
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Calmness as the main change for caregivers, triggered

by multifaced interlinked mechanisms

The approach used has allowed us to explore key changes
and related mechanisms from the perspective of the car-
egivers, revealing that experiencing calmness was a core
change for them in addition to relationship quality, both
being interrelated. The calmness model suggests that
this new core outcome is facilitated by five associated or
intermediate changes, such as having time for oneself and
being able to handle daily life. Of these five intermediate
changes, having positive interactions highlights the role
of relationship quality at different levels of the change
process. Such intermediate changes or outcomes provide
relevant information about how the intervention’s key
components function and regarding relevant processes,
intervention mediators and contextual factors [38]. An
important finding of our study is that calmness shares a
bidirectional link with these intermediate changes and
that the latter interacted and reinforced each other, all
being facilitated by the same intervention components.
This illustrates that changes in the LFBHB intervention
occur through a multifaceted process involving inter-
linked changes and mechanisms of change. This suggests
that an intervention might not need to directly target
all the potentially beneficial changes, as doing so might
unnecessarily complexify the intervention content and
require excessive intervention sessions. Only the inter-
vention components identified as most effective could be
used to avoid overburdening caregivers [39].

The role of intermediate changes and related mechanisms

Findings regarding the core change ‘experiencing calm-
ness, the intermediate changes and related mechanisms
provide hypotheses about the mechanisms leading to the
changes observed in the quantitative intervention out-
comes. For instance, increased self-efficacy is very simi-
lar to the intermediate change ‘being able to handle daily
life; which largely contributed to experiencing calmness.
Indeed, knowing how to positively change a stressful situ-
ation and having had successful experiences in this regard

Table 4 Changes in quantitative outcomes between the pre and post-test

Pre-test (N=22) Post-test (N=22) Wilcoxon Z p-value (one- Effect size (d)
Md (Q1-Q3) Md (Q1-Q3) (df=21) tailed)
Burden (0-88) 26.50 (17.50 — 39.50) 25.25(18.75 - 35.50) 1.01 0.157 0.19
MBP (0-4) 1.29(1.04-1.91) 1.35(1.12-1.90) 0.89 0.188 -0.05
MBP-related distress (0-4) 1.74 (147 -2.20) 146 (1.22 -1.95) 1.69* 0.045 0.44
Psychological distress (14-56) 25.00 (20.50 - 31.00) 22.00(17.75 - 26.00) 1.90* 0.029 0.45
Self-efficacy (0-10) 7.00 (5.50 — 8.00) 7.25 (7.00 - 9.00) 1.75% 0.041 -048

For all the variables listed, higher scores indicate higher levels; Md: Median; Q1: first quartile; Q3: third quartile; MBP: memory and behavioural problems;

" p<.05 (one-tailed); for burden, scores above 18 indicate a heavy burden, and scores above 32 indicate a severe burden
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is known to be essential for increasing perceived control
over the situation and trust in one’s ability to change the
situation [40]. Reduced psychological distress in caregiv-
ers could be favoured by the sharing of experiences in the
LFBHB group, which validated caregivers’ experiences
and emotions, as well as creating a sense of relief [17,
18] and reducing feelings of isolation. Reduced psycho-
logical distress could also be achieved through experienc-
ing positive interactions with their family member with
dementia, which includes less dysfunctional interactions
and helps caregivers to feel less alone. The intermediate
changes provide some evidence, in line with the literature
review by Wiegelmann et al. [41], that our multi-modal
psychoeducational intervention was able to increase car-
egivers’ calmness, in other terms to decrease their stress
level, by improving a broad range of interrelated factors.
These factors include coping, social support, self-confi-
dence and the caregivers’ subjective perceptions of their
situation. However, the role of intermediate changes and
their relationship with the quantitative intervention out-
comes would need to be quantitatively tested in a larger
sample. The calmness model provides a basis to identify
outcomes which should be tested in this next step.

Reframing as a key component

Reframing was found to be a key component amongst all
strategies applied by caregivers to experience calmness,
as it facilitated all intermediate changes. The importance
of reframing and its uses as described in this study largely
correspond to the process evaluation findings in Canada,
where reframing was also found to be the most useful
strategy and was applied by most caregivers [16]. Car-
egivers in our study applied reframing in diverse ways to
reduce their own or their relatives’ painful and burden-
some emotions. This included, for example, focusing on
positive aspects of the caregiving situation or relinquish-
ing inappropriate control and excessive responsibility.
Indeed, according to Cheng et al’s review [39] concerning
psychological ingredients of dementia caregiver inter-
ventions, self-efficacy in controlling upsetting thoughts
is a more important predictor of caregiver outcomes
than self-efficacy in managing challenging behaviours or
receiving support and is thus a ‘primary mechanism of
change in psychological interventions based on the cog-
nitive model’ [39, p.2]. In a Cochrane review [42] includ-
ing 11 RCTs, cognitive reframing was found to be a useful
tool to individually support family dementia caregivers,
as it can be adapted to different personal situations and
applied to various problems.

Problem-solving was reported as helpful and impor-
tant in both Switzerland and Canada, although it was the
least commonly mentioned coping strategy in Canada
[16—18]. This was not the case in Switzerland, where it
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was the second most frequently used after reframing and
where caregivers provided numerous practical examples
of how they used problem-solving in their daily lives. In
both contexts, problem-solving was often intermingled
with reframing, as caregivers used both strategies simul-
taneously. Thus, caregivers may not have been fully aware
of which strategy they were using. The analysis of the
longitudinal qualitative data (phase 1) revealed that car-
egivers were more aware of using the different strategies
and provided more concrete examples in the interviews
conducted during the intervention, compared to the
interviews at the end of the intervention. This suggests
that caregivers may have already integrated these strat-
egies before the end of the intervention and may have
been less aware of using them [24, 25]. This might also
have been the case in Canada, where interviews for the
process evaluation were only performed before and after
the intervention.

Actions to seek support were less frequently mentioned
and were mainly taken when they were in the power of
the caregivers rather than depending on other people,
whereas the importance of seeking support was more
present in the reflections of the caregivers. In Canada,
only 12 of the 30 participants referred to seeking support
[16]. Lavoie et al. [16] argued that caregivers may not have
sufficient control over the decision to involve support.
Although caregivers can develop the relevant skills and
knowledge regarding support seeking, external aspects
can prevent them from doing so, such as the reluctance
of the person living with dementia or disagreements in
the family regarding the support needed. Another reason
for the limited implementation of actions to seek sup-
port might be the late introduction of this topic. Seeking
support was the last strategy presented in both the long
and short versions of the intervention. Hence, caregiv-
ers had less time to implement these actions until the
post-intervention interview. Indeed, seeking support
can involve several time-consuming steps, such as find-
ing and asking the right persons; empowering them and
organising shared activities; and identifying, organising
and attempting different support services before finding
the right one.

Active skills training in the group as the most empowering
didactic method

Working on practical situations in the group was the
most important for caregivers to learn to apply the sys-
tematic procedure and the coping strategies indepen-
dently; to enhance their reflective skills; and to transfer
knowledge and skills to their personal situation. Applying
this method in the group allowed all caregivers to par-
ticipate actively, which is known to be beneficial for the
learning process [43, 44]. Moreover, caregivers learned
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from each other, especially when witnessing how oth-
ers managed to apply effective coping strategies and how
they benefited from applying these strategies. This type
of vicarious experience is described in the literature as a
source of self-efficacy [45]. Bandura [45] describes role
models, who also experience difficulties and need to find
means to cope with them, as being particularly effective,
as they can increase the confidence in the observers and
demonstrate useful strategies to cope with certain diffi-
culties [45, 46].

However, the most effective source of self-efficacy is
when people successfully performed a task by themselves
(mastery experience) [45]. This can be promoted by pro-
viding opportunities to experience new behaviours (e.g.
in the form of classes where participants are trained to
gain and apply the necessary skills) [46]. Many such
opportunities were provided in the LFBHB intervention,
where the health care professionals closely guided and
trained the caregivers to reflect on their situation, and
to choose and apply appropriate coping. They thereby
supported caregivers in successfully applying the learnt
procedures and perceive the benefits resulting from this
effort. This guidance included practical exercises in the
group to work on individual problems, role plays and
structured exercises at home with subsequent debrief-
ing in the group. Experiences of success when perform-
ing a task and self-efficacy can then reinforce each other
and can act as an upward spiral [46, 47]. In this line of
thought, self-efficacy has been described as a key factor
not only to predict and explain the successful adoption of
behaviour changes but also to maintain them [46].

The benefits of the group format were highlighted in
the process analysis in Canada [16] as well as in all stud-
ies evaluating the LFBHB intervention in Switzerland
[17, 18]. Caregivers in both contexts appreciated having
a safe environment to discuss their stressful experiences
and emotions as well as the possibility to learn from each
other and receive acknowledgment for their experiences
and knowledge. This benefit is typical of support groups
(43, 44].

Future research
Our qualitative exploration resulted in a model sum-
marising the multifaceted relevant changes in the car-
egivers and the related mechanisms which make the
intervention work. These findings expand upon the
quantitative results of previous studies by shedding light
on the change mechanisms of this intervention. As this
knowledge base is purely qualitative and relies on a small
sample, it would require a subsequent step of quantitative
testing on a larger scale.

Identified barriers, such as difficulties in accept-
ing losses and the caregiving role or limited resources,
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prevented some caregivers from developing and apply-
ing new knowledge and skills [24]. Such barriers suggest
a possible need for a selection of participants or of bet-
ter timing for the participation, which should be further
explored in the context of the LFBHB intervention, or
of other psychoeducational interventions. Particularly
for such interventions requiring substantial involvement
from the caregivers and non-neglectable health costs, it
is essential to better define which caregivers can benefit
from the intervention, while others may need a differ-
ent kind of support and/or should delay participation.
In addition, the barriers and facilitators described in our
model focus on factors related to the participants. Future
studies should explore other contextual aspects such
as the skills of a group leader or the composition of the
groups. Regarding the latter, for example, exploring dif-
ferences between groups performed with spouse caregiv-
ers only or with mixed groups, including both adult child
and spouse caregivers, could yield valuable insights.

Limitations

The sample primarily included women and spouse car-
egivers, indicating that aspects that are more relevant for
male or adult child caregivers might not be sufficiently
illustrated in the findings. This might also be the case for
caregivers of people with particularly challenging types
of dementia, such as frontotemporal dementia, which
was the case for only two caregivers in our sample. The
quantitative outcomes are based on a small sample of
22 caregivers. However, the results are highly similar to
the changes found among the 47 Swiss French-speaking
caregivers in our second feasibility and pilot study [18].
Another limitation is related to the fact that the calmness
model was developed in two phases, the first focusing on
relationship quality and the second on all other changes
in the context of the LFBHB intervention. Even though
the changes identified in the caregivers were strongly
interlinked between the two phases, some aspects might
have been overlooked due to this sequential approach.

Conclusion

The calmness model extends the understanding of
how the LFBHB intervention works by identifying key
change processes and mechanisms from the caregiv-
ers’ perspective. Reframing was the most important
key component, as was also observed in other inter-
ventions. Our study suggests that this importance
is related to caregivers being able to use this coping
strategy in very diverse ways, which in turn positively
impact a range of outcomes. Training in practical skills
with the active participation of the caregivers under the
close guidance of a professional group leader was the
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most powerful didactic method in helping caregivers to
acquire, transfer and apply new knowledge and skills in
their daily lives.
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