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Aim: Informal caregivers are vital in assisting people with dementia. However, this role can significantly impact caregivers’ lives and 
interventions to support them are crucial. This study aimed to develop a United Kingdom version of the Dementia Awareness for 
Caregivers (DAC) course and to investigate the feasibility, acceptability, and impact of delivering the course online to informal 
dementia caregivers.
Methods: This study comprised a mixed-methods pre-post intervention parallel group design. Fifty-one informal dementia caregivers 
were randomized into either an experimental (receiving the DAC course) or control group (treatment as usual). Outcomes relating to 
perceived burden, attitude, competence, relationship quality and positive caregiving aspects were measured at baseline and follow-up, 
alongside statistics relating to recruitment, retention, attendance, and adherence. Semi-structured interviews were conducted to explore 
qualitative acceptability and impact among caregivers who completed the DAC course.
Results: The study found high retention and attendance rates with low levels of unexplained attrition. Analysis indicated positive 
change for four of the outcome measures in favor of the DAC course, however this was not statistically significant. Qualitative analysis 
generated 11 subthemes organized into four overarching main themes; “acceptability of course”, “impact of course on caregivers”, 
“using skills from course” and “outcome measures”.
Conclusion: Findings provide promising evidence for the feasibility, acceptability and impact of the Dementia Awareness for 
Caregivers course when delivered online to informal caregivers in the United Kingdom.
Keywords: dementia, informal caregivers, intervention, support, psychoeducation

Introduction
Nearly a million people have been diagnosed with dementia in the United Kingdom (UK), and this number is continuing 
to rise.1 Many of these individuals are cared for by informal caregivers,2 defined as unpaid family, friends, or community 
members. Estimates suggest that there are currently 670,000 informal dementia caregivers in the UK contributing to the 
equivalent economic value of £11 billion and providing over 1.34 billion hours of unpaid care.3

When provided with appropriate support, the dementia caregiving role has been found to have a positive impact.4 

However, support is often not provided, and many informal dementia caregivers experience psychological concerns, 
high levels of stress, and a loss of independence.5,6 Nearly 50% of dementia caregivers report considerable levels of 
burden and roughly a third report symptoms of anxiety and depression.7,8 Furthermore, stigma regarding dementia is 
prevalent in the UK.9 Without support, the impact of caregiving can lead to earlier institutionalization of the individual 
with dementia as well as poorer outcomes for the caregiver themselves, who often become the “invisible second 
patient”.10

Clinical Interventions in Aging 2023:18 1923–1935                                                         1923
© 2023 Patel et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms.php 
and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the work 

you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Clinical Interventions in Aging                                                             Dovepress
open access to scientific and medical research

Open Access Full Text Article

Received: 4 August 2023
Accepted: 5 November 2023
Published: 21 November 2023

C
lin

ic
al

 In
te

rv
en

tio
ns

 in
 A

gi
ng

 d
ow

nl
oa

de
d 

fr
om

 h
ttp

s:
//w

w
w

.d
ov

ep
re

ss
.c

om
/

F
or

 p
er

so
na

l u
se

 o
nl

y.

http://orcid.org/0000-0001-7720-0404
http://orcid.org/0009-0008-7673-7566
http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/3.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


Despite this undisputedly significant role, there is currently no standardized caregiver support policy in the UK.11 

There have been worldwide and UK specific initiatives to increase support for caregivers,12,13 however reviews of these 
have highlighted that care often falls short, with great variability in what is offered.14

Across the UK, third sector organizations such as charities and social enterprises can offer support to caregivers.15 

However, not all services are easily accessible and often have long waiting lists.6 To address this, research has 
investigated structured interventions. Research interventions such as the Resources for Enhancing Alzheimer’s 
Caregiver Health (REACH) project developed in America, and the Strategies for Relatives (START) project developed 
in the UK, found engaging in interventions can lead to a reduction in burden, case level depression, and a higher quality 
of life.16,17 However, both interventions had limitations. The REACH project was six months in length, requiring 
caregivers to use their already limited time to be able to attend. Furthermore, caregivers had to report distress at baseline 
to be eligible, highlighting the intervention to be more of a reactive approach rather than preventative, with the latter 
potentially more beneficial for caregivers.18 Within the START project, it was noted that baseline scores of depression 
and anxiety were already high, increasing the likelihood of a post-test score change.19 Online interventions have also 
been developed and trialed among dementia caregivers, such as the iSupport program, trialed in India.20 The program 
comprises 23 independently accessed lessons for caregivers to complete within a three-month period. Findings reported 
a positive change in attitudes towards dementia, however no significant changes in burden, depression, or self-efficacy. 
Furthermore, the intervention was reported as having low levels of retention and adherence. A brief or single session 
intervention for caregivers would require reduced caregiver time-commitment and fewer professional and financial 
resources, making it more feasible to implement in the National Health Service (NHS).21

Responding to this need, an internationally adaptable Dementia Awareness for Caregivers (DAC) course template was 
designed for informal caregivers,22 to provide accessible educational information within a one-off half-day session, 
informed by the biopsychosocial model of dementia.23 Results from initial field tests among dementia caregivers in 
Brazil, India, and Tanzania indicated the DAC course was acceptable, feasible and well received.22 Whilst these initial 
results are promising, to establish whether the course can be utilized on a wider scale, further testing in other countries is 
required.

Following the COVID-19 pandemic, many services transitioned to using online means of support.24 Given the limited 
time and health concerns that informal dementia caregivers experience, many find attending face-to-face interventions 
challenging.25 Therefore, this study aimed to adapt the DAC course for online delivery to informal dementia caregivers 
across the UK, exploring the feasibility, acceptability, and impact of the intervention.

The key aims were to:

1. Adapt the international DAC course template thus creating a UK version.
2. Evaluate the feasibility of the DAC course.
3. Assess and explore the acceptability and impact of the DAC course.

Method
Design
The study used a mixed-methods, pre-post intervention parallel group design with a treatment and control group. The 
trial was registered under identifier: NCT05887063 (ClinicalTrials.gov), and ethical approval was obtained by University 
College London research committee (Project ID: 22375.001). The study also complied with the Declaration of Helsinki. 
The treatment group engaged in the DAC course and the control group was defined as treatment as usual (TAU), meaning 
that participants were not offered the DAC course but could access their usual support outside of the study.

Participants
The inclusion criteria consisted of participants being over 18 years of age, an unpaid dementia caregiver, able to 
communicate and understand English, have access to the internet and able to attend pre-specified course dates. The 
exclusion criteria included professional caregivers and caregivers of those residing in dementia residential care. 
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Participants were recruited via an online dementia research database, “Join Dementia Research” (www.joindementiar 
esearch.nihr.ac.uk). A study advert was placed on their website, and participants were sent opt-in emails. Study 
recruitment took place over three months between June and August 2022 and covered four regions across England, 
Wales, Scotland, and Northern Ireland. As the study was an initial feasibility trial, the sample size was not powered to 
detect a clinically significant effect. A sample size of 50–60 participants was selected in alignment with recommenda-
tions for feasibility studies.26,27 This sample size also allowed for possible attrition and subsequent participant 
ineligibility.

Procedure
All participants were provided with an information sheet which informed them of the purpose of the study. Participants 
then provided informed consent to engage in the study as well as publication of anonymized responses by completing an 
online consent form. Following this, participants were randomly allocated, on a 1:1 basis, to either the DAC or TAU 
group by the researchers using online randomization software. In the week prior to the delivery of the DAC, all 
participants were emailed and asked to complete an online questionnaire comprising demographic information and the 
five outcome measures. The email to the treatment group also included confirmation of the date and time of the course 
and a course video link.

Following course completion, participants in the treatment group were sent an email containing the relevant handouts 
and signposting materials. One month after the DAC course, all participants from both the TAU and treatment group 
completed the same five outcome measures that were completed at baseline. All those in the treatment group were also 
invited to and took part in a remote interview over Zoom. Interviews were conducted by the researcher who did not run 
the DAC course for that participant to allow them to feedback honestly. Interviews were semi-structured and lasted 30 
minutes. Questions and prompts covered acceptability and impact of the course (see Appendix A). All participants had 
access to a debriefing form which included signposting.

Intervention
The DAC course was delivered online via video-conferencing software by one trainee clinical psychologist as a one-off, 
four-hour course. The course was run on three separate occasions and delivered to groups of six to ten caregivers each 
time. Participants that cancelled and did not attend were re-offered another course date and a fourth course was therefore 
run. All the courses were delivered within three months of recruitment.

The course was initially created using a four-stage iterative process using literature reviews and stakeholder 
involvement. Specific modules were agreed upon and from this, an international version of the course was created.22 

The international template included a course guide consisting of seven sections and a 75-slide presentation. In line with 
the guidelines,22 the international template was adapted by the research team, creating a local version including UK 
specific dementia myths, facts, examples, activities, medication information and support offered across the UK. No core 
components of the DAC course were changed, and a member of the original DAC course development team reviewed 
and approved the final UK version. The course structure comprised six sections including a welcome, three course 
modules (what is dementia, positive engagement, caring for someone with dementia), reflections on the course and an 
ending (see Table 1).

Six stakeholders were recruited through personal contacts to review the local version of the DAC course and provide 
feedback via email. Two dementia caregivers, two professionals working in dementia care and two individuals diagnosed 
with dementia provided feedback on the course. The stakeholders were reimbursed with a £10 voucher. All individuals 
felt the adaptations were applicable to the UK, found the course content relevant and felt no changes were needed.

Quantitative Analysis
Primary – Feasibility and Acceptability of the DAC Course
Recruitment and retention rates, intervention attendance and adherence, alongside outcome measure completion rates 
were collected. The DAC course was considered feasible if recruitment of the target sample within six months was 
successful, and if there was a retention rate of at least 75% of participants at follow-up. The intervention was considered 
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acceptable if overall attendance and retention rates were over 60% and completion of the outcome measures was higher 
than 75%. This aligns with thresholds set in other studies.28,29

Secondary – Impact of the DAC Course on Caregivers
Although this study was not powered, all participants completed the same battery of five outcome measures at baseline 
and follow-up, to explore the possible impact of the intervention on these outcomes. The measures were administered via 
Qualtrics, an online survey platform, with participants completing them independently. Participants completed the:

- Approaches to Dementia Questionnaire (ADQ-19)30 – A 19-question survey measuring attitudes toward people with 
dementia. The ADQ-19 has good reliability (α=0.76 for hope, α=0.85 for person-centeredness) and validity.30

- Quality of the Caregiver Patient Relationship (QCPR): Carer version31 – a 14-item measure capturing positive and 
negative aspects of the caregiving relationship. Reliability and validity of the QCPR have been found to be high.31

- Short-Form Zarit Burden Interview (ZBI-12)32 – A 12-item questionnaire measuring caregiver’s perceived burden 
as a result of their role and has been shown to have high levels of validity and reliability.33

- Short Sense of Competence Questionnaire (SSCQ)34 – a 7-item questionnaire measuring sense of competence in 
their caregiving role. The SSCQ has been found to have high construct validity (r = 0.88) and reliability (α = 0.76).34

- Gain in Alzheimer’s Care Instrument (GAIN)35 – a 10-item measure covering positive aspects of caregiving in terms 
of the relationship with the person with dementia, self-reflection, and personal development. This tool has been found to 
be valid and reliable.35

Higher scores on the ADQ-19, QCPR, SSCQ and GAIN reflect positive outcomes, whereas lower scores on the ZBI- 
12 reflect positive outcomes. Independent samples t-tests for the five outcome measures were carried out to ascertain that 
the two groups were not significantly different at baseline. Descriptive statistics of demographics data were computed at 
baseline.

Pre-post change scores were calculated, for each participant, for each of the five outcome measures. These scores 
were then analyzed via a between-subjects MANOVA, comparing the two conditions.

Qualitative Analysis
Acceptability and impact were also measured through participants’ qualitative feedback, from those in the treatment 
group, during their semi-structured interviews following completion of the DAC course.

All 15 interviews were recorded and uploaded to Scrintal (online transcription service). Whilst Scrintal assists with 
transcription, it is still necessary for researchers to re-read and check the accuracy of transcription, leading to 
familiarization of the data. A data-driven inductive approach and a deductive a priori template of codes approach16,36 

were applied to interpret and understand the data. Data were systematically coded and organized into meaningful groups. 
Following reviewing and refining of the coded data, visual tables were used to gain a sense of how coded extracts may be 
sorted into overarching and sub-themes (see Appendix B). A second researcher provided credibility checks on a random 
sample (20%) of the transcripts by reviewing and providing feedback on initial codes. Any disagreements were discussed 
and resolved, and final main and sub-themes were developed.

Table 1 Overview of Content Included in Dementia Awareness for Caregivers Course

Section Description of Content

Welcome Introductions, purpose of DAC course, confidentiality and peer learning
Module 1: What is dementia? Background of dementia and dementia in the UK, pathology, prevalence, and models of dementia

Module 2: Positive engagement Psychological concepts and activities for positive communication and engagement (personhood, malignant 

social psychology, mental stimulation, promoting strengths, maximising potential)
Module 3: Caring for someone 

with dementia

Practical information on caring (activities of daily living, nutrition, risk management), services (non-drug 

treatments, CST, medication) and the effects of caring (impact, caregiver needs, signposting in the UK)

Reflections on course Questions, feedback on course
Ending Thank you for attending, closing of course

Abbreviations: DAC, Dementia Awareness for Caregivers; UK, United Kingdom; CST, Cognitive Stimulation Therapy.
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Results
Quantitative
Primary – Feasibility and Acceptability
Recruitment and Retention 
Fifty-one participants were recruited to the trial with 26 randomized to the DAC condition and 25 randomized to the control 
(TAU) condition (Figure 1). All recruited participants identified as White British with a mean age of 60.56 years. The majority 
of participants were female (74.36.%) and a large proportion of the sample were caring for a parent (43.59%) (see Table 2 for 
further demographics). All participants were recruited within a 3-month period.

Of the 26 participants in the DAC condition, two were no longer eligible to attend the course due to a change in circumstances 
(person with dementia moving into care or passing away). Another withdrew from the study citing caring needs. Of the 
remaining 23 participants, all were invited to attend the course, with 12 invited on two different occasions due to many being 
unable to attend the first date at short notice due to work changes, other commitments, or caring needs. The researchers 
introduced telephone calls confirming attendance and reminder emails for the remaining courses, following these cancellations. 

Figure 1 Study recruitment and retention flow-chart. 
Abbreviations: DAC, Dementia Awareness for Caregivers; TAU, Treatment As Usual; DNA, Did Not Attend; DAC-UK, Dementia Awareness for Caregivers-United 
Kingdom.
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Fifteen participants (65%) attended the online course, with all these participants completing the baseline and follow-up measures. 
Four caregivers did not attend without providing a reason and did not respond when contacted following this. The remaining four 
participants did not attend but contacted the researchers prior to delivery with three referencing work commitments and the other 
citing health problems.

In the control group, 23 participants (92%) fully completed the baseline measures, of which all were retained at 
follow-up. One participant was no longer eligible as they were no longer a caregiver. One other participant did not fully 
complete the baseline outcome measures; however, they were retained and completed the follow-up outcome measures. 
Their data were included in the primary (feasibility), but not secondary (outcome measures) analysis. Overall, of the 47 
participants remaining at follow-up, 39 (83%) were retained and completed follow-up assessments. Of the 39 partici-
pants, the 15 participants from the treatment group also completed interviews.

Attendance and Adherence 
Fifteen of the 23 (65%) eligible participants attended the DAC course. Fourteen (93%) completed the full course and one 
completed the first two modules but then had to leave due to an appointment.

Feasibility of Outcome Measures 
Both the SSCQ and the ADQ-19 measures had 100% completion rates with no missing data. The ZBI, QCPR and GAIN 
had a completion rate of 97% at baseline and 100% at follow-up.

Table 2 Participant Demographics

Characteristics All 
Participants  

(n=39)

DAC 
(n=15)

TAU 
(n=24)

Age (years)

Mean (SD) 60.56 (10.87) 61.80 (8.79) 59.79 (12.11)
Range 32–86 46–81 32–86

Gender

Female (%) 29 (74.36) 12 (80) 17 (70.83)
Male (%) 10 (25.64) 3 (20) 7 (29.17)

Ethnicity
White British (including Welsh/Scottish/English) (%) 39 (100) 15 (100) 24 (100)

Marital Status

Married (%) 26 (66.67) 10 (66.67) 16 (66.67)
Single (%) 4 (10.26) 3 (20) 1 (4.17)

Living with Partner (%) 7 (17.95) 1 (6.67) 6 (25)

Separated (%) 1 (2.56) 1 (6.67) 0 (0)
Divorced (%) 1 (2.56) 0 (0) 1 (4.17)

Relation to PLWD

Child (%) 17 (43.59) 8 (53.33) 9 (37.50)
Spouse (%) 14 (35.90) 5 (33.33) 9 (37.50)

Son-in-law/daughter-in-law (%) 1 (2.56) 1 (6.67) 0 (0)

Other relative (%) 7 (17.95) 1 (6.67) 6 (25)
Living with the PLWD?

Yes (%) 17 (43.59) 7 (46.67) 10 (41.67)

No (%) 22 (56.41) 8 (53.33) 14 (58.33)
Caring for anyone else?

Yes- Child(ren) (%) 8 (20.51) 4 (26.67) 4 (16.67)

Yes – other adult(s) (%) 9 (23.08) 1 (6.67) 8 (33.33)
No (%) 22 (56.41) 10 (66.67) 12 (50)

Abbreviations: DAC, Dementia Awareness for Caregivers; TAU, Treatment As Usual; SD, Standard Deviation; PLWD, Person 
Living With Dementia.
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Secondary – Outcome Measures
Analysis was conducted only for the 38 participants who completed both baseline and follow-up questionnaires.

Independent samples T-tests indicated that the average baseline scores for the five measures did not differ signifi-
cantly between the groups: ADQ-19 (p = 0.225), GAIN (p = 0.431), QCPR (p = 0.527), SSCQ (p = 0.635), ZBI (p = 
0.060). At baseline both groups showed reasonable positive attitudes to dementia (TAU mean = 69.96; treatment group 
mean = 73.33), reasonable experiences of positive aspects of caregiving (TAU mean = 27.96; treatment group mean = 
26.00), a standard level of caregiver–patient relationship (TAU mean = 51.52; treatment group mean = 49.73), 
a reasonable level of sense of competence (TAU mean = 23.61; treatment group mean = 22.80), and high levels of 
burden (TAU mean = 20.57; treatment group mean = 25.40).

Using Pillai’s trace, there was no significant effect of treatment condition on the pre-post change scores for any 
of the five outcome measures, V = 0.07, F(5, 32) = 0.49, p = 0.783. There were non-significant positive changes in 
the pre-post change score means in favor of the DAC course, compared to TAU, for the ADQ-19, the GAIN, the 
SSCQ and the ZBI. There was no indication of positive change in the pre-post change score for the QCPR. Follow- 
up score means and pre-post change score means for the conditions alongside separate adjusted univariate ANOVAs 
are presented in Table 3.

Qualitative
The final analysis of the 15 interviews conducted generated 11 sub-themes relating to the research aims. These sub- 
themes were organized into four overarching main themes (see Table 4).

Table 3 Between-Subject Effects at Follow-Up

Outcome 
Measure

Experimental Condition (DAC) (n=15) Control Condition (TAU) (n=23) Between-Subject 
Effects

Follow-Up Score 
Mean (SD)

Pre-Post- Change 
Score Mean (SD)

Follow-Up Score 
Mean (SD)

Pre-Post- Change 
Score Mean (SD)

ADQ-19 75.27 (7.03) 1.93 (5.91) 71.09 (8.28) 1.13 (4.70) F(1, 36) = 0.22, p = 0.65

GAIN 28.00 (6.80) 2.00 (5.87) 28.57 (6.70) 0.61 (3.26) F(1, 36) = 0.88, p = 0.35
QCPR 46.33 (8.28) −3.40 (4.64) 48.48 (8.30) −3.04 (13.30) F(1, 36) = 0.01, p = 0.92

SSCQ 23.73 (4.50) 0.93 (3.20) 23.39 (5.36) −0.22 (3.78) F(1, 36) = 0.95, p = 0.34

ZBI 24.53 (6.77) −0.87 (4.19) 21.35 (7.88) 0.78 (5.41) F(1, 36) = 1.00, p = 0.32

Abbreviations: DAC, Dementia Awareness for Caregivers; TAU, Treatment As Usual; SD, Standard Deviation; ADQ-19, Approaches to Dementia Questionnaire; GAIN, 
The gain in Alzheimer’s Care Instrument; QCPR, The Quality of Caregiver Patient Relationship (Carer Version); SSCQ, Short Sense of Competence Questionnaire; ZBI, 
Zarit Burden Interview.

Table 4 Thematic Framework

Main Theme Sub-Theme

1.Acceptability of Course 1a: Course Format 
1b: Course Content

1c: Point of Delivery of Course
1d: Views of Course

2.Impact of Course on Caregivers 2a: Peer Support

2b: Looking After Myself
2c: Feeling of Being a Caregiver

3.Using Skills from Course 3a: Engaging with the Individual with Dementia

3b: Food for Thought
4.Outcome Measures 4a: Experience of Outcome Measures

4b: Improvements for Outcome Measures
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Acceptability of Course
Course Format 
For course length, a minority of participants felt it was “quite a long session” (P3) and that it could be “shortened so it’s 
like an hour shorter” (P6). However, most individuals found the length of the course appropriate, “I learned a lot. And, 
the time went so quickly, I couldn’t believe it was over” (P7).

No participants had concerns about the DAC course being run online. Nearly all reported they preferred the online 
delivery due to it saving on travel time:

it’s much easier to do it on the screen than face-to-face. It makes it easier for people to attend because they don’t have to worry 
about travelling (P14). 

Even participants who had reservations around attending online appeared to have found it manageable

I’m not so keen on talking online, but it was alright once I got started. It wasn’t too full on, and I enjoyed it (P15). 

Individuals reported having no concerns with the size of the group. One participant who was part of a group of six stated, 
“it was a good number; I think you could even have more” (P11). All participants found listening to other caregivers’ 
experiences “useful” (P2) and “powerful” (P9).

“…the relationships just get birthed even during just a short training…when the course builds into a little community, and you 
have that support” (P13) 

Course Content 
Participants reported finding the course content “thought-provoking” (P10) and “helpful” (P15). Various aspects of the 
course appealed to different individuals for example participants referenced, “the myth busting, I think that was quite 
helpful” (P1),

talking about psychological models, social interaction and promoting strengths, as opposed to just focusing on medical models, 
like other courses do, was very informative and interesting (P8) 

and “the information about, dementia itself…that was really interesting and helpful” (P9).
The activities and hand-outs were described as “fun and useful” (P4). Individuals stated, “the activities that made us 

think and share after a bit of information, that was for me was the best thing” (P11) and “there was a lot of good 
signposting” (P4). One participant stated, “there was nothing about new technology…it would’ve been nice to hear a bit 
more about that” (P3).

Point of Delivery of Course 
A majority of individuals commented on the lack of support they received when the person was diagnosed with dementia.

“The doctors kind of go to you…here’s a leaflet and they go, and you literally have no clue what to do because they say go and 
talk to the Alzheimer’s society. Okay, right. Where do I start? Where do I get the information?” (P10) 

These experiences led participants to reflect on at which point in the dementia journey they felt it would be helpful to 
receive the DAC course. All individuals felt having the course offered at point of diagnosis would be “really help-
ful” (P7).

“If everyone could access it, that needed to, they would find it very beneficial…if they got a diagnosis and then automatically 
get offered your course, maybe even record it to go back to as well, that would be really helpful” (P4) 

Views of the Course 
Some participants reported feeling thankful for being offered the course stating, “it was amazing to be offered this 
course” (P3) and “I feel glad that I got offered this course, because I’ve learned so much” (P1).
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All participants reported that they would recommend the course to other dementia caregivers.

“You know, sometimes as carers, you don’t have time to read a great big book on dementia, and you wouldn’t understand it half 
the time. A lot of people who were carers might not have the capacity to be able to do that kind of learning. So having this 
course shown to them is really valuable, I’d definitely recommend it” (P6) 

Impact of Course on Caregivers
Peer Support 
Following completion of the DAC course, participants commented on “joining a few groups” (P13), “going to social 
groups” (P5), “reaching out for support from others” (P7) and “using helplines” (P9).

A couple of participants noted that they had not sought peer support following the course due to having other forms of 
support, “because I have the regular contact with my siblings and I use that as really my sounding board” (P3).

Looking After Myself 
Individuals reported that following engaging with the DAC course they were “paying more attention in looking after 
myself” (P3), “putting down a few more boundaries than I did before” (P8), and “taking care of myself, having time 
where I try to just focus on me” (P4). One participant reported the discussion of self-care within the DAC course as being 
valuable, “Even speaking about it…it just made me think that actually this is really hard, and I do need to take time to 
look after myself” (P7).

Feeling of Being a Caregiver 
Many individuals felt the course provided them with “a bit more hope in knowing I can do this” (P13). They felt it 
“definitely gives you that insight and I think I’m more empathic, understanding and patient now as a carer” (P1) and “I 
feel more confident and knowledgeable…Definitely more prepared” (P10). Participants also commented on the course as 
helping them to not feel “isolated as a caregiver” (P2) and “reminded me there are others out there” (P7).

Using Skills from Course
Engaging with the Individual with Dementia 
The majority of individuals reported giving the person with dementia more independence following course completion.

“I’ve learnt from the course the importance of letting him do more things on his own…and I’ve already noticed a bit of 
a difference in him since doing that”. (P5) 

Participants also reported using other skills such as “not contradicting him” (P2), “involving her more in the decision- 
making” (P11), “keeping him active and including more hobbies” (P6) as well as “changing the way I speak to him, you 
know the part of the course we went through ways of saying things, I’ve really taken that on board” (P5).

Some noted not having used the skills from the course and all felt if they had received the course at an earlier point 
this may have been different.

“[X] is quite unwell at the moment, so I don’t think I’ve done anything different but if we were at an earlier stage and I had this 
course, then I would have done things differently after the course, that’s why I think it’s helpful to have it early on”. (P4) 

Food for Thought 
Participants stated the course, “really just got me thinking” (P8) and “it helped in getting me thinking about dementia 
generally and how it doesn’t mean dad can’t do anything anymore” (P2).

“I guess after the course, I’m just more aware of what I’m doing and how I’m caring for him…I notice myself thinking back to 
the course and being like, oh maybe we should change the way we do that” (P13) 
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Outcome Measures
All participants in the treatment group were asked of their experience in completing the outcome measures and any 
improvements they felt could be made.

Experience of Outcome Measures 
All treatment group participants described the questions asked in the outcome measures as being “relevant” (P1).

“I found it pretty simple to complete and found all the questions relevant. It does make you think, day to day you go along and 
then someone asks you a question…it actually makes you think about things” (P7) 

Improvements for Outcome Measures 
One individual commented on the wording of questions stating “one of the questions that we got…said is it important not 
to become too attached to residents? I mean, is that what my husband is, a resident?” (P4). Another felt the measures did 
not consider the individual’s relationship with the person with dementia pre-diagnosis.

“It really depends what relationship you have with that person before they become unwell. I’ve said it didn’t change but that’s 
because it was great before not because the course wasn’t helpful”. (P4) 

Discussion
Findings indicate that the online UK DAC course is both feasible and acceptable and is also feasible to be tested within 
an RCT design. It has also demonstrated that engaging in the DAC course can have a beneficial impact on various aspects 
of the caregiving role.

Feasibility
The course met all feasibility criteria established at the beginning of this study, with some limitations in terms of 
attendance.

Sample recruitment was achieved within half of the pre-set six-month time frame and 83% of the participants who 
remained eligible were retained at follow-up, surpassing the pre-set 75% threshold. In contrast, the iSupport program had 
a retention rate of 36.42%, suggesting that the DAC course is more feasible as an online intervention.20 The five outcome 
measures were also shown to be highly acceptable with completion rates of between 97% and 100% across both 
conditions. This suggests that investigating the DAC course in a research trial context is feasible and future randomised 
control trials could allow the DAC course to have a comparable evidence-base to other research.16,17

In terms of the intervention’s feasibility, 65% of the caregivers in the DAC course condition attended the course, 
which is below the feasibility threshold of 75%. However, 17% of the participants in this condition stated that they were 
unable to attend the course due to legitimate reasons such as work commitments, alerting the researchers prior to the 
course date. It is likely that they would have attended had there been another course date available. This suggests that 
83% of the participants in the DAC course condition were engaged and willing to participate but the limitations of the 
research study prevented this.

Acceptability
Ninety-three percent of participants who attended the DAC course completed the full intervention and 100% were 
retained at follow-up, indicating a high level of course acceptability. This is in positive contrast to the iSupport program 
which found only 31% of participants completed the recommended five or more of 23 online lessons.20

All who engaged in qualitative interviews reported they would recommend the DAC course to others and had no 
concerns with regard to the course being run online, with reasons including saving on travel cost and not taking up too 
much of caregivers’ already limited free time, in line with previous findings.25 Whilst some participants felt the course 
was too long, the majority felt the length was appropriate. This is important qualitative evidence to support the idea that 

https://doi.org/10.2147/CIA.S429556                                                                                                                                                                                                                                   

DovePress                                                                                                                                                      

Clinical Interventions in Aging 2023:18 1932

Patel et al                                                                                                                                                             Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


a brief intervention is well received by caregivers, and that interventions do not need to be longer term as seen in other 
programs such as START, REACH and iSupport.16,17,20

All participants felt that the DAC course as a group intervention was beneficial. Caregivers mentioned the group 
aspect helped individuals feel less alone and hearing others’ experiences was powerful, with some individuals requesting 
to keep in touch with each other. These findings highlight how the group format of the DAC course enables caregivers to 
feel supported despite being held online. This is consistent with research that has suggested online relationships are able 
to be formed in similar ways to in-person relationships.37

Qualitative feedback indicated a high level of acceptability with regard to course content. The focus on psychological 
principles as well as social aspects of dementia was appreciated by participants in providing a different narrative of 
dementia. Furthermore, the activities and handouts included were deemed helpful.

Impact
As an unpowered feasibility trial, this study was not expected to detect a significant effect.38 There were, however, non- 
significant changes in favour of the intervention, which are worthy of further assessment. In contrast, other interventions 
such as the START and REACH programs reported significant effects within their powered trials.16,17 It would be 
interesting for future powered trials of the DAC course to be conducted and compared to these other intervention 
findings.

Qualitative feedback highlighted that the course had a positive impact on caregivers and, in turn, care recipients. 
Caregivers commented on how the course helped provide them with hope, insight, reduced feelings of isolation and 
served as a reminder to engage in self-care. Participants also reported feeling more confident and prepared in being able 
to utilise skills they had learnt on the DAC course and to seek peer-support. Equipping caregivers with such skills can 
also assist with reducing risk of early residential admission of care recipients.18,39 Given the well-documented psycho-
logical concerns and lack of independence that can result from caregiving,40 the above findings provide support for the 
vital impact of the DAC course not only on caregivers but also on individuals with dementia.

Strengths and Limitations
Stakeholder consultation was undertaken before the trial, which is crucial when developing new interventions.41 The 
course was also delivered to caregivers across the UK to increase the generalisability of the findings to a wider UK 
audience, with the possibility of public health implementation held at the forefront of this decision.

Despite these strengths, some limitations are noted. All participants were of White British ethnicity making it 
challenging to generalise findings to caregivers from minority ethnic backgrounds. Furthermore, all participants were 
recruited via an online dementia research base, which may have resulted in caregivers who are more confident using 
technology and therefore contributed to the acceptability of the online format. It is also worth noting that the TAU group 
was not interviewed within this study. As such, qualitative data regarding the TAU group participants’ experience of the 
outcome measures, the impact of the study period, and/or whether any behaviour change occurred, were not captured. It 
would be worthwhile for future studies to interview both the TAU and treatment group, in order to ascertain the impact of 
the DAC course specifically. Some participants were unable to attend the DAC course, most often due to practical 
reasons. By nature of the intensity of the informal caregiving role, often falling alongside work and other commitments, 
flexibility is crucial when offering interventions. However, given the small-scale research context, limited course dates 
were offered. If implemented in a public health setting or a large-scale research project, with more regular and variable 
times, it is likely that attendance would be higher. In addition, participants in the control condition were not interviewed 
to explore the acceptability of randomisation in the trial. However, the high levels of retention and outcome measure 
completion in this condition indicate that randomisation is feasible and acceptable.

Implications
The findings from the current study suggest that the delivery of the DAC course in the UK is feasible, acceptable and can 
positively impact caregivers and their care recipients. As such, the current study presents a foundation for a larger 
randomized control trial (RCT) to establish the efficacy and cost-effectiveness of the DAC course on a larger and more 
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diverse sample. Whilst the study explored five different outcome measures, which participants reported to be acceptable 
in the interviews, it would be beneficial to further consider other outcomes that may be impacted by the DAC course. 
Furthermore, future research into the DAC course may also need to consider facilitator fidelity to the course manual and 
slides, in order to increase the validity and reliability of the data collected.

Although most individuals felt the DAC course length was acceptable, some felt it was too long and suggested trialing 
the course with frequent shorter breaks or as three separate sessions. Furthermore, this study has indicated that flexible 
and regular delivery would likely be the most effective means of dissemination. Findings also highlighted the lack of 
support and information caregivers felt they received at the point of diagnosis. Many felt that being offered the course as 
part of a standard package of care following diagnosis would have been beneficial and would have enabled them to 
utilize more of the skills discussed at earlier stages. Running an RCT at point of diagnosis within the NHS, utilizing 
findings from the current study, would assist in further identifying the practical, clinical, and cost implications of the 
DAC course among informal caregivers.

Conclusion
As dementia diagnoses continue to increase, it is vital that suitable evidence-based caregiver interventions are offered 
throughout the UK. This study provides promising evidence that the DAC course can provide a brief and proactive 
intervention for informal caregivers that is feasible and acceptable. Qualitative findings also indicate the DAC course as 
having a positive impact on caregivers and, in turn, care recipients. Additional research on a larger scale and at point of 
diagnosis will assist in building on the current study’s findings. Doing so will allow for public health implementation of 
high-quality evidence-based care among dementia caregivers.
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