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                                    Purpose:   Although it is widely recognized that 
caregivers of individuals with dementia experience 
elevated stress that places them at increased risk for 
health problems, little is known about how caregiv-
ing stress may be alleviated among underserved eth-
nic minority populations. The purpose of this study 
was to compare a complementary and alternative 
medicine therapy, polarity therapy (PT), to an en-
hanced respite control condition (ERC) to reduce 
stress and depression and improve quality of life for 
American Indian (AI) and Alaskan Native family 
caregivers.     Design and Methods:   Forty-two AI 
family caregivers of individuals with dementia, liv-
ing on and off reservations in the Pacifi c Northwest, 
were randomized to an 8-session trial of PT or ERC. 
PT is a touch therapy that uses gentle pressure on 
energy points and biofi elds to help the client achieve 
physiological relaxation. ERC included respite care 
for the person with dementia and a choice of activi-
ties for the caregiver. Average age of caregivers 
was 50 years (range 27 – 69 years); 90% were wom-
en; 52% daughters, 10% wives, 7% sons, and 31% 
other relatives. Outcome assessments administered 

at baseline and posttreatment included caregiver 
perceived stress, depression, quality of life, sleep 
quality, worry, and physical health.   Results:   PT 
participants improved signifi cantly more than ERC 
participants on stress ( p  = .01), depression ( p  = 
.045.), bodily pain ( p  = .02), vitality ( p  = .03), and 
general health ( p  = .01).     Implications:   These re-
sults indicate that the delivery of PT to AI dementia 
family caregivers is feasible and culturally accept-
able and may be an important approach to reduc-
ing stress, depression, and pain.   

 Key Words:      Polarity therapy   ,    Touch therapy   ,    Massage   , 
   Complementary and alternative medicine      

 American Indian (AI) tribes comprise more than 
690 (recognized and unrecognized) heterogeneous 
nations and peoples. Between 1980 and 1990, the 
aging AI population grew by 52% ( Department of 
Health and Human Services, Offi ce for American 
Indian Alaskan Native and Native Hawaiian Pro-
grams, 1997 ).    The number of AI elderly adults 
countrywide is expected to exceed 700,000 (twice 
as many women as men) by the year 2050 ( Jervis 
& Manson, 2002 ), and many of these individuals 
will either be caregivers for relatives or require a 
family caregiver as they become more physically 
and cognitively frail. However, little is known 
about dementia caregiving within AI populations 
( Jervis & Manson ;  Jervis, Jackson, & Manson, 
2002 ), and there are no published studies of interven-
tions to support or assist AI caregivers. 

 In the general population, caring for a family 
member with dementia creates conditions of chron-
ic stress that increase the risk of poor physical and 
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psychological health ( Belle et al., 2006 ). For ex-
ample, caregivers have high rates of depression 
( Covinsky et al., 2003 ) and a diminished immune 
response ( Li et al., 2007 ), leading to higher utiliza-
tion of primary care and higher mortality ( Schulz 
& Beach, 1999 ). Caregiver stress and burden re-
sult in a reciprocal decrement in the quality of life 
for the care recipient and often lead to institution-
alization of the person with dementia ( Mittelman 
et al., 1993 ). 

 Data on caregiving for relatives with dementia 
in AI communities are sparse ( Dilworth-Anderson, 
Williams, & Gibson, 2002 ;  Jervis & Manson, 
2002 ;  Jervis et al., 2002 ), although the imperative 
to provide care for elders has been identifi ed as 
a core cultural value ( Jervis & Manson ). In an 
investigation of caregiving among AIs, a survey of 
Pueblo Indian caregivers reported that 86% of pri-
mary caregivers were women (54% were daugh-
ters and 11% were wives) and that caregiving 
placed a strain on the community as a whole as 
well as on individual caregivers ( John, Hennessy, 
Dyeson, & Garrett, 2001 ). AI caregivers face the 
same challenges as non-Indians, including compet-
ing demands of family and work, distance, and 
lack of resources. For AI caregivers, however, there 
are often additional stressors and obstacles to de-
livering care, including poverty, lack of access to 
support services, and lack of systemic understand-
ing of individual needs ( Jervis et al. ). A recent anal-
ysis of 2000 U.S. Census data revealed increased 
levels of functional limitation in AI older adults 
compared with White and African American older 
adults ( Goins, Moss, Buchwald, & Guralnik, 
2007 ), which may further exacerbate caregiver 
stress and burden. Research data on delivery of 
long-term care support services to these individu-
als are at a nascent stage, and caregiver support 
services such as support groups, assisted living, 
home care, and respite care are rarely available 
within AI communities ( Jervis et al., 2002 ). Thus, 
there is a need to identify services and service pro-
vision strategies that are acceptable, effective, and 
can be made available to AI caregivers. 

 Traditional medicine (defi ned as healing prac-
tices located within a specifi c cultural tradition) is 
widely accepted and used among AIs ( Buchwald, 
Beals, & Manson, 2000 ;  Rÿser, 1998 ) and may be 
linked to culturally specifi c practices or shared 
across tribal and cultural contexts. Traditional 
medicine is also frequently used in conjunction 
with conventional western medicine or with com-
plementary and alternative medicine (CAM). For 

example, in a survey of 869 urban-dwelling AI pri-
mary care patients in the Pacifi c Northwest, 70% 
reported using some form of traditional medicine, 
and of those, 95% reported that the traditional 
health activities they used were helpful ( Buchwald 
et al., 2000 ). More recently, in an investigation of 
CAM use in California, among 334 AI respon-
dents, 13% had visited a native healer or partici-
pated in a healing ritual, 10% had seen an 
acupuncturist, and 49% had seen a chiropractor 
( Hsiao et al., 2006 ). Similarly, a high rate of CAM 
use was found in nonminority older adults in a re-
cent survey in Minnesota, in which 63% of re-
spondents reported some form of CAM use 
( Cheung, Wyman, & Halcon, 2007 ). 

 Among Indians of the Pacifi c Northwest, tradi-
tional medicine practitioners frequently employ 
hands-on healing, including energy healing and a 
variety of massage techniques, as well as use of 
herbs, drumming and singing, sweats, and the win-
ter dance. One focus of traditional medicine is on 
the restoration of energy or spirit balance ( Jilek, 
1982 ). The concept of balancing energy fl ow and 
vitalizing the life force is commonly described as 
part of many indigenous healing systems ( World 
Health Organization, 2001 ). 

 Touch and energy therapies have potential as a 
culturally congruent CAM intervention for stress 
reduction in AI caregivers. A growing body of re-
search indicates that touch therapy reduces auto-
nomic reactivity, depression, pain, and anxiety. 
For example, touch therapies have been effective 
in reducing physical and emotional stress, physical 
pain, and sleep diffi culties for family caregivers re-
ceiving hospice services ( MacDonald, 1998 ). Phys-
iological studies also support the effi cacy of 
massage and biofi eld touch therapies to decrease 
pain ( Pierce, 2007 ), anxiety ( Kim & Buschmann, 
1999 ), and depression ( Wardell & Engebretson, 
2001 ), while improving energy ( Lee et al., 2001 ) 
and sleep ( Smith, Stallings, Mariner, & Burrall, 
1999 ). 

 Polarity therapy (PT) is a specifi c type of bio-
fi eld touch therapy that may be particularly ac-
ceptable and effective with AI caregivers. PT is an 
energy therapy taught in courses ranging from 155 
to 650 hr at established training programs ( Korn, 
2000 ). The practitioner applies manual pressure 
(both static and pulsating) on soft tissue pressure 
points, against vertebral areas, and on opposing 
locations simultaneously (e.g., left hand on fore-
head and right hand on abdomen or left hand on 
abdomen and right hand on knee). It also includes 
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rocking on bony or soft tissue surfaces. PT theory 
suggests that this  “ polarizes ”  and thus unblocks 
and balances the energy fl ow ( Roscoe, Matteson, 
Mustian, Padmanaban, & Morrow, 2005 ). There 
is empirical support for the use of PT in other pop-
ulations experiencing high degrees of stress. In a 
randomized controlled trial of PT with cancer pa-
tients ( Roscoe et al., 2005 ), PT signifi cantly re-
duced radiotherapy-related cancer fatigue. PT is 
less invasive than other CAM methods involving 
touch or energy medicine. Acupuncture, for exam-
ple, requires needle insertion and can be painful. 
Massage generally requires disrobing, whereas PT 
uses gentle pressure and rocking with fully clothed 
clients. This feature makes PT more acceptable to 
many older adults. Finally, the types and range of 
touch used in PT approximate the range of biofi eld 
touch therapies used to rebalance the body and 
mind among various AI traditions ( Jilek, 1982 ; 
 Rÿser, 1998 ); yet, it is not associated with cultur-
ally specifi c healing practices that would limit its 
acceptance by individuals from different tribal 
groups. 

 The goal of this study was to compare a stan-
dardized 8-session PT protocol with an 8-session 
enhanced respite control (ERC) condition in re-
ducing stress, depression, and anxiety and improv-
ing health, sleep, and quality of life in AI dementia 
family caregivers.  

 Methods  

 Participants 
 Forty-two AI dementia caregivers in four coun-

ties of western Washington state participated in 
this community-based study. An AI tribal liaison 
and AI clinical coordinator worked directly with 
tribal health programs and health fairs and by 
word of mouth to identify and contact potential 
participants. 

 Inclusion criteria included AI or Alaskan Na-
tives who had been the primary caregiver of a fam-
ily member with dementia for at least 6 months. 
They were required to be currently providing at 
least 4 hr of direct assistance per day, to have ac-
cess to a telephone, and to plan to remain in the 
community for at least 6 months. Exclusion crite-
ria were designed to identify medical conditions 
that would preclude the use of PT including acute 
infection, deep vein thrombosis, diabetic neuropa-
thy, current substance abuse, cardiac arrhythmia, 
or other conditions associated with severe disabil-
ity or high risk of death. The National College of 

Naturopathic Medicine in Portland, Oregon, pro-
vided institutional review board review and study 
approval. Informed consent was obtained prior to 
study participation. All participants who enrolled 
in the study received a choice of a fresh salmon or 
a small gift basket (value $30.00) following their 
participation. 

 As illustrated in  Figure 1 , during 18 months of 
recruitment, 89 individuals were screened; 54 were 
eligible, and 42 agreed to participate and were ran-
domized. Of the 12 people who declined to par-
ticipate, six were too busy, fi ve were not interested, 
and one reported no stress. Of the four people who 
dropped out immediately after baseline and the 
three participants who discontinued the interven-
tion prior to completion, lack of time was given as 
the reason.     

 Demographics of participants are presented in 
 Table 1 . Sixty percent of participants belonged to 
indigenous Salish tribes of the Pacifi c Northwest, 
and the rest were from other AI or Alaskan Native 
nations living on, near, and off reservations in ur-
ban and rural western Washington. Average age of 
participants was 50 years, with a range of 27 – 69 
years. Most (90%) were women and had attended 
some college (71%). The ages of the care recipients 
ranged from 32 to 89 years with 57% aged 70 and 
older   . The two care recipients who were younger 

 Figure 1.      Flow of participants through the trial.    
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than 35 years were diagnosed with dementia due 
to a stroke and to the sequelae of a failed suicide 
attempt. Most caregivers had provided care be-
tween 6 months and 3 years, but nine caregivers 
(21%) had provided care for 5 years or more. Six-
ty percent of caregivers reported previous experi-
ence with hands-on healing, 57% had experienced 
acupuncture, 55% had used herbal medicine, and 
50% participated in ceremonial healing. As is com-
mon in AI populations ( Manson, Beals, Klein, 
Croy, & AI-SUPERPFP Team, 2005 ), there was 

signifi cant exposure to traumatic events in this 
sample with 37 caregivers (90%) reporting expo-
sure to at least one traumatic event including vio-
lence, sexual or physical abuse, and/or traumatic 
accidents.       

 Interventions  

 Polarity Therapy. —     A 21-point PT protocol was 
developed and standardized to safely optimize re-
duction of sympathetic activity, promote a sense of 

 Table 1.        Baseline Characteristics of Participants ( N  = 42)  

  Variable Description PT ( n  = 21),  n  (%) ERC ( n  = 21),  n  (%)  

  Caregiver age (years) <50 6 (29) 12 (57) 
 >50 15 (71) 9 (43) 

 Gender Female 18 (86) 20 (95) 
 Male 3 (14) 1 (5) 

 Tribal affi liation Salish 13 (62) 12 (57) 
 Non-Salish 8 (38) 9 (43) 

 Residence Rural 10 (48) 10 (48) 
 Urban 11 (52) 11 (52) 

 Education Up to high school 6 (28) 6 (28) 
 Up to baccalaureate 13 (62) 13 (62) 
 Postbaccalaureate 1 (5) 2 (10) 
 Missing 1 (5) 0 

 Relationship to care recipient Daughter a 13 (62) 9 (43) 
 Wife 3 (14) 1 (5) 
 Son 3 (14) 0 
 Niece 0 3 (14) 
 Sister 0 2 (10) 
 Cousin 1 (5) 1 (5) 
 Other 1 (5) 5 (24) 

 Care recipient ’ s age (years) b <50 3 (14) 1 (5) 
 50 – 69 5 (24) 9 (43) 
 >70 13 (62) 11 (53) 

 Duration of care (months) c 6 – 36 15 (71) 11 (52) 
 37 – 60 2 (10) 5 (24) 
 >60 4 (19) 5 (24) 

 History of trauma No 2 (10) 3 (14) 
 Yes 19 (90) 17 (81) 
 Missing 0 1 (5) 

 Type of trauma d Accident 13 12 
 Interpersonal 17 14 
 Natural disaster 9 4 

 Traditional medicine or CAM use d Acupuncture 10 14 
 Hands-on healing 14 11 
 Ceremonial 12 9 
 Energy healing 7 3 
 Herbal medicine 13 10 
 Other 1 4 
 None 1 1  

    Notes:  CAM = complementary and alternative medicine; ERC = enhanced respite control; PT = polarity therapy.  
  a  One participant was caring for both her mother and her spouse.  
  b  Five participants were taking care of more than one family member.  
  c  One participant reported two different  “ duration of care ”  times for two family members.     
  d  Participants may report more than one type or use.   
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well-being, and stimulate improvement in func-
tional areas most affected by psychosomatic stress 
( Korn, Loytomaki, Hinman, & Rÿser, 2007 ;  Korn 
& Rÿser, 2007 ). The protocol was based on the 
work of  Stone (1986)  and the American Polarity 
Therapy Association Standards for Practice ( Amer-
ican Polarity Therapy Association, 1996 ). Trained 
practitioners administered the standard 21-point 
protocol to participants during eight 50-min ses-
sions. The intervention was carried out at the Cen-
ter for Traditional Medicine in Olympia, 
Washington, and at four tribal health clinics. The 
rooms for PT sessions were standardized to include 
uninterrupted quiet, a low level of light, a massage 
table with pillow for knee support, and a blanket 
for warmth. 

 To maintain consistent treatment implementa-
tion ( Burgio et al., 2001 ), a therapist manual was 
developed with implementation and communica-
tion scripts, and comprehensive anatomy and 
physiology and point location charts were designed 
( Korn et al., 2007 ;  Korn & Rÿser, 2007 ). The fi rst 
author (Leslie Korn) trained and supervised six 
therapists in the PT protocol. All the therapists 
were trained massage therapists with an average of 
11.8 years of massage experience. Four of the ther-
apists were also experienced polarity practitioners 
with an average of 7.8 years of polarity practice. 
Therapist effects were examined, and there was no 
signifi cant difference in outcomes among thera-
pists. The therapist and research assistant kept 
process logs, and immediately after the interven-
tion or control condition, the clinical coordinator 
ascertained if there were any protocol deviations.   

 Enhanced Respite Control. —     Control caregiv-
ers participated in eight sessions of respite, in 
which they were provided with a trained compan-
ion to stay at home with their care recipient, al-
though they were free to participate in activities 
of their own choosing. To encourage caregivers to 
participate in respite, transportation, admission 
costs, and supplies for a choice of activities were 
provided. Five individuals chose music therapy, 
three participated in a yoga class, two swam and 
used the sauna at the YMCA   , three attended a 
basket-making circle, two attended  “ tea and hot-
tub ”  at a bed and breakfast   , two undertook ac-
tivities with friends including movies, dinners, 
and pedicures, and one individual gardened at 
home. The only activities that were precluded 
were any form of touch therapy. 

 The duration of PT sessions was 50 min, and 
the ERC activity ranged from 60 to 120 min. Both 
PT and ERC provided the same amount of time 
(3 hr) of paid care for the care recipient. This allowed 
time for transportation to and from activities. The 
protocols for both conditions were designed to 
equalize social interaction received by the groups. 
The same communication scripts requiring a total 
of 10 min of interaction were used with both the 
intervention and the control groups and delivered 
by the same therapist and research assistant, re-
spectively. These included fi ve questions asked just 
prior to and immediately following each session 
such as  “ Please tell me how you feel, ”   “ Is there 
anything you wish to tell me about your experi-
ence last week? ” , and  “ Is there anything you wish 
to tell me about your experience today? ”     

 Randomization – Stratifi cation 

 The study statistician randomized caregivers 
into PT or ERC groups. In order to ensure that 
conditions were balanced according to stress level 
(the primary outcome), randomization was carried 
out separately in each of two strata defi ned by 
baseline scores on the Perceived Stress Scale (PSS). 
The cutoff point for the high-stress group was a 
score of 17 or above. Following randomization of 
15 participants, the statistician confi rmed that the 
cutoff score was producing a balanced method of 
randomization – stratifi cation.   

 Measures 

 Physical examinations were conducted, and 
self-report assessments were collected at baseline 
and posttreatment (following completion of all 
eight sessions). Caregivers were instructed not to 
reveal which treatment they had received; a proto-
col deviation log was maintained by the nurse and 
clinical coordinator to record if blinding was bro-
ken and in no case did that occur. Physical exami-
nations were conducted to ensure that participants 
had no medical conditions that would preclude 
their involvement in the study and to ensure that 
no adverse physical effects occurred as a result of 
their participation. Primary outcomes were evalu-
ated using the following measures.  

 Perceived Stress Scale. —     The PSS is a 10-item 
scale for measuring the perception of stress. The 
mean score for community-dwelling nonminority 
Whites is 12.8 and for minorities is 14.0 ( Cohen & 



The Gerontologist6

Williamson, 1988 ). The change in PSS from base-
line to posttreatment assessment was designated in 
advance of the trial as the primary outcome.   

 Center for Epidemiological Studies–Depression 
Scale. —       The Center for Epidemiological Studies–
Depression scale (CES-D;  Radloff, 1977 ) is a 20-
item self-report measure that assesses frequency of 
depressive symptoms during the past 2 weeks. 
Good internal consistency and reliability were 
found in a sample of chronically ill older AIs from 
the Pacifi c Northwest (Somervell et al., 1993).      

 SF-36. —        The Short Form (SF)-36 ( Ware, 2000 ) 
is a widely used health-related quality-of-life ques-
tionnaire that yields a profi le of scores on eight 
health attributes. The psychometric properties of 
the SF-36 have been found to be within acceptable 
limits with AI populations ( Beals et al., 2006 ).   

 Quality of Life–AD (Caregiver Version). —     The 
caregiver Quality of Life–Alzheimer’s disease (AD) 
(    Logsdon, Gibbons, McCurry, & Teri, 2002 ) is a 
brief 13-item checklist that covers additional do-
mains not addressed by the SF-36. It has been 
found to have good reliability and validity ( Logs-
don, Gibbons, McCurry, & Teri, 2005 ). Total 
scores range from 13 to 52, with higher scores in-
dicating higher ratings of quality of life.   

 Pittsburgh Sleep Quality Index. —     The Pittsburgh 
Sleep Quality Index (PSQI) is a self-rated question-
naire that measures the quality and patterns of 
sleep in older adults. The PSQI has good internal 
reliability and validity ( Buysse, Reynolds, Monk, 
Berman, & Kupfer, 1989 ).   

 Penn State Worry Questionnaire. —     The Penn 
State Worry Questionnaire (PSWQ;  Meyer, Miller, 
Metzger, & Borkovec, 1990 ) is a 16-item self-
report measure that assesses the generality, exces-
siveness, and uncontrollability of worry without 
focusing on specifi c domains of worry. The reli-
ability and validity of the PSWQ have been widely 
researched and appear to have sound psychomet-
ric properties ( Brown, 2003 ).    

 Statistical Methods 

 All outcomes were analyzed on an intent-to-treat 
basis using data from all participants who could be 
assessed. Of 42 participants, 35 completed the 

entire course of PT or ERC and the posttreatment 
assessment, three dropouts did not complete their 
assigned treatment but did complete the posttreat-
ment assessment (and were included in the outcome 
analysis), and four dropouts completed neither 
their assigned treatment nor the posttreatment as-
sessment. Thus, the change in outcome measures 
from baseline until the end of the trial is based on 
38 of 42 participants. There were no differences in 
baseline scores between those that did and did not 
complete the posttreatment assessment. 

 The treatment difference between PT and ERC 
was analyzed using  t  tests for the PT versus ERC 
difference in mean change of each outcome mea-
sure between baseline and posttreatment. We ex-
amined histograms and boxplots of each outcome 
measure to determine if they were reasonably con-
sistent with a normal distribution. The distribution 
of the role-emotional scale from the SF-36 battery 
differed from normality suffi ciently that we used 
the nonparametric Mann – Whitney test to compare 
the two treatment groups. Results are presented as 
means and standard deviations ( SD s) and the sta-
tistical signifi cance of treatment differences. 

 We also carried out a multivariate analysis of 
the treatment difference controlling for potential 
confounding variables. Specifi cally, for dependent 
variables, we fi tted a regression model including 
the treatment effect (a dichotomous dummy vari-
able) and, one at a time, each of the potential con-
founders: baseline value of the outcome variable, 
presence/absence of a history of trauma, number 
of trauma events, education, gender, caregiver re-
lationship to the care recipient, tribal affi liation, 
and prior CAM use. If any individual confounders 
were statistically signifi cant in these regression 
analyses, we built a fi nal multivariate model start-
ing from all signifi cant predictor variables. We ex-
amined residuals from these regression analyses to 
determine if they were reasonably consistent with 
the assumption of normality.    

 Results 

 There were no signifi cant differences on primary 
or secondary measures between groups at baseline. 
Both groups improved from baseline to posttreat-
ment on the primary outcome measure of stress 
( Table 2 ), but the PT group improved signifi cantly 
more than the ERC group ( p  = .01). For PT recipi-
ents, scores on the PSS declined by an average of 
8.3 points ( SD  = 7.5), whereas scores for the ERC 
group declined by 2.5 points ( SD  = 6.2).     
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 Secondary outcomes where PT yielded a statisti-
cally signifi cant greater improvement than ERC 
(shown in  Tables 2  and  3 ) included depression, 
bodily pain, general health, and vitality. On the 
CES-D, PT recipients ’  depression scores improved 
by a mean of almost 8 points, whereas ERC recipi-
ents ’  depression scores improved by 2 points ( p  = 
.045). On the SF-36 bodily pain subscale, PT recipi-
ents reported decreased pain (indicated by increased 
scores on the scale), whereas ERC recipients report-
ed little change ( p  = .02). The SF-36 general health 
and vitality subscales also improved for PT com-
pared with ERC ( p  = .01 and  p  = .03, respectively).     

 Five outcome measures for the PT group were 
statistically signifi cant. Eight outcome measures 
showed changes in a positive direction. The only 
measure on which the ERC group had a better out-
come than the PT group was for the SF-36 role-
emotional subscale ( p  = .03). The SF-36 subscale 
role emotional refers to  “ problems with work or 
other daily activities as a result of emotional prob-
lems ”  ( Ware, 2000 ). It is possible that the role-
emotional domain had a slightly better result in 
the respite group because the activities for the ma-
jority of the respite participants were group ori-
ented in contrast to the dyadic relationship between 
therapist and intervention participant. 

 The multivariate analysis ( Table 4 ) confi rmed 
the statistically signifi cant treatment differences in 
outcome variables noted earlier ( p  < .05 for all) 
and did not add any new signifi cant outcome vari-
ables. Further, and more importantly, the mean 
treatment difference changed very little in any of 
the multivariate models from that noted in  Tables 2  
and  3 . These confi rmatory results from the multi-
variate analysis suggest that it is the difference in 
treatments and not an extraneous factor that led to 
the observed better outcomes with PT than with 
ERC.     

 No serious adverse events were reported during 
the intervention or at the fi nal physical examina-
tion. Two people reported mild muscle soreness 
following PT sessions.   

 Discussion 

 This randomized clinical trial compared PT, a 
biofi eld/touch therapy, with an ERC for the reduc-
tion of stress in AI dementia caregivers. The pri-
mary outcome variable, perceived stress, along 
with depression and pain showed a statistically sig-
nifi cant reduction in the PT group compared with 
the ERC group, and general health and vitality 
increased signifi cantly in PT participants compared 

 Table 2.        Changes in Five Self-Report Outcome Measures During a Randomized Trial of PT (T) Versus ERC (C)  

  Variable Baseline mean PT change ERC change  p  Value  

  Perceived Stress Scale 19.3  ±  7.2 (T); 19.1  ±  8.2 (C)  − 8.3  ±  7.54  − 2.5  ±  6.2 .01 
 Center for Epidemiological 
 Studies–Depression

19.7  ±  6.4 (T); 20.0  ±  10.6 (C)  − 7.9  ±  8.25  − 1.9  ±  9.5 .045 

 Pittsburgh Sleep Quality Index 9.0  ±  3.2 (T); 9.3  ±  4.2 (C)  − 3.1  ±  3.88  − 1.4  ±  3.2 .16 
 Quality of Life–AD 33.4  ±  5.3 (T); 32.7  ±  8.1 (C) 5.2  ±  4.66 3.4  ±  7.3 .39 
 Penn State Worry Questionnaire 48.9  ±  18.4 (T); 45.9  ±  23.1 (C)  − 18.0  ±  18.02  − 9.9  ±  17.3 .17  

    Note:  AD = Alzheimer’s disease; ERC = enhanced respite control; PT = polarity therapy.   

 Table 3.        Changes in SF-36 Measures During a Randomized Trial of PT (T) Versus ERC (C)  

  Variable Baseline mean PT change ERC change  p  Value  

  Physical functioning 67.9  ±  27.9 (T); 62.4  ±  28.7 (C) 1.5  ±  24.3 5.3  ±  25.7 .64 
 Role physical 53.6  ±  42.8 (T); 58.3  ±  43.5 (C)  − 28.8  ±  37.4  − 22.2  ±  26.9 .55 
 Bodily pain 48.4  ±  25.6 (T); 55.0  ±  25.6 (C) 21.3  ±  20.9 1.9  ±  26.3 .02 
 General health 59.6  ±  21.5 (T); 60.8  ±  21.7 (C) 17.3  ±  15.4  − 0.1  ±  23.9 .01 
 Vitality 41.9  ±  21.4 (T); 37.6  ±  20.3 (C) 25.0  ±  23.4 8.1  ±  23.8 .03 
 Social functioning 58.9  ±  24.7 (T); 49.4  ±  26.7 (C) 24.4  ±  25.8 13.2  ±  20.3 .15 
 Role emotional 46.0  ±  40.1 (T); 50.8  ±  45.9 (C)  − 35.0  ±  39.7  − 3.7  ±  39.4 .03 
 Mental health 65.3  ±  18.9 (T); 60.6  ±  21.9 (C) 14.2  ±  15.4 6.7  ±  25.2 .27 
 Physical component summary 41.9  ±  8.3 (T); 42.7  ±  6.7 (C) 2.9  ±  6.8  − 1.6  ±  9.2 .09 
 Mental component summary 41.6  ±  8.6 (T); 39.4  ±  6.9 (C) 4.9  ±  7.9 4.0  ±  9.1 .76  

    Note:  ERC = enhanced respite control; PT = polarity therapy.   
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with ERC participants. Thus, PT is an effective in-
tervention for highly stressed AI caregivers. 

 In addition to the signifi cant treatment fi ndings, 
this investigation provides information about AI 
caregivers living in the Pacifi c Northwest. At base-
line, almost half of the participants had PSSs great-
er than or equal to 20, which places them at the 
top of the range of perceived stress reported in 
other caregiving studies ( de Vugt et al., 2005 ; 
 Kiecolt-Glaser, Dura, Speicher, Trask, & Glaser, 
1991 ). Almost 70% of participants scored above 
16 on the CES-D, indicating signifi cant levels of 
depressive symptoms. Baseline SF-36 scores were 
worse than those for the general population and 
were similar to the norms for individuals diagnosed 
with depressive disorder ( Ware, 2000 ). Sleep was 
also signifi cantly disrupted; the mean scores at 
baseline were nearly twice the cutoff score for 
 “ normal ”  sleep ( Buysse et al., 1989 ). Finally, this 
sample reported high levels of chronic illness. At 
the baseline assessment, 57% of participants re-
ported chronic headaches, 57% had arthritis, 47% 
had chronic heartburn, 40% had heart palpita-
tions (those with heart disease were excluded from 
the study), 29% smoked cigarettes, 29% had hy-
pertension, 21% had asthma, and 12% had early 
stage diabetes mellitus. 

 As noted earlier, stress, depression, fatigue, 
sleep problems, and poor health are the fre-
quently cited problems of dementia caregivers. 
For AI caregivers, they appear even more com-
mon. Furthermore, these problems may fi lter 
down to the care recipient, leading to decreased 
capacity for continued caregiving and conse-
quent institutionalization. Culturally acceptable 
caregiver interventions, such as PT, that reduce 

stress, depression, and pain and improve health 
and vitality are urgently needed. 

 There is a growing body of literature on the 
relationships between social stress ( Pearlin, 
Schieman, Fazio, & Meersman, 2005 ), including 
discrimination based on ethnicity, socioeconomic 
status, and poor health outcomes ( Seeman et al., 
2004 ).  Scharlach and colleagues (2006)  found 
that AI caregivers felt that their caregiving 
experience was affected by experiences such as 
discrimination, poverty, and isolation. These ex-
periences negatively infl uenced their willingness 
to access caregiver services. For urban and rural 
AIs, caregiver stress co-occurs within a social and 
cultural backdrop of historical trauma and inter-
generational grief arising from the colonization 
experience. Memory and awareness of historical 
trauma are evident in the daily consciousness of 
many AIs (Jervis, 2006   ). Exposure to interper-
sonal violence and accidental trauma, which in 
this sample was high, is widely believed to be the 
sequelae of historical trauma and intergenera-
tional grief ( Evans-Campbell, 2008 ). Interaction 
between the stress of caregiving and the ongoing 
social stress among many AIs is an important area 
for future study. 

 Recruitment and retention are challenging in AI 
populations ( Buchwald et al., 2006 ), older minori-
ties ( Levkoff & Sanchez, 2003 ), and minority de-
mentia caregivers ( Gallagher-Thompson, Solano, 
Coon, & Arean, 2003 ). AI populations are often 
small and separated by great geographical distanc-
es. Research is widely distrusted among AIs ( Ober-
ly & Macedo, 2004 ). In this study, we observed 
obstacles to recruitment and retention including 
signifi cant time constraints due to multiple role 

 Table 4.        Univariate and Multivariate Regression Analysis of Selected Outcome Variables (change, Week 9  −  Week 1) in 
Relation to Treatment Effect  

  Outcome Treatment effect a  SE  p  Value Adjusted treatment effect a  SE  p  Value  

  Perceived Stress Scale  − 5.8 2.3 .014  − 5.7 1.9 .006 
 Center for Epidemiological 
  Studies–Depression

 − 6.0 2.9 .045  − 6.4 2.5 .015 

 SF-36  
     Bodily pain 19.3 7.7 .016 15.7 7.0 .03 
     General health 17.4 6.5 .011 17.1 5.4 .003 
     Vitality 16.9 7.7 .034 20.4 6.2 .002 
     Social functioning 11.2 7.6 .15 16.6 7.0 .023 
     Role emotional  − 31.3 12.9 .02  − 35.4 9.8 .001  

    Note :  a  “ Treatment effect ”  is the unadjusted regression coeffi cient of the treatment variable.  “ Adjusted treatment effect ”  is the 
coeffi cient of treatment from the multivariate model including treatment and potential confounding variables (see text). The 
baseline value of the outcome variable is the only adjustment variable included for all models, except Salish/non-Salish member-
ship is also included for the SF-36 role-emotional outcome.   
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responsibilities, lack of systematic diagnosis of 
dementia, and a small subject pool made smaller 
by exclusion criteria that included two major dis-
eases common in this population: diabetic neurop-
athy and heart disease. 

 Results of this study illuminate health vulnera-
bilities among AI dementia caregivers and point 
the way to providing appropriate supports. Tribal 
medicine services are increasingly recognizing the 
role of CAM and traditional medicine services in 
the health care of AI communities — this study sug-
gests that PT is an effective CAM for reducing 
stress (and thereby potentially improving health 
and well-being) of AI family caregivers. In the 
United States, there are more than 90,000 board-
certifi ed massage therapists, many of whom prac-
tice or can be trained in biofi eld touch therapy 
methods such as PT; thus, there already exists a 
cadre of potential care providers. In addition, the 
specifi c PT protocol used in this study is straight-
forward and easily taught to laypersons; thus, it 
may provide a low-cost, culturally acceptable, ef-
fective strategy for stress reduction in AI caregiv-
ers. 

 In the current study, we attempted to equalize 
social contact between the PT and ERC conditions. 
PT is not a social treatment per se. It is a form of 
bodywork or manual therapy with a focus on the 
human energy fi eld. Yet, it is possible that the 
weekly contact with the same therapist and the 
feeling of empathy and care that typically accom-
pany therapeutic touch could result in a more pos-
itive response compared with the less intense 
contact provided in the respite condition. Future 
studies are needed to compare PT to other, more 
intensive caregiver interventions to determine 
whether therapeutic touch is more benefi cial than 
one-on-one counseling or caregiver education and 
support. One of the limitations of this study is that 
only two assessment points were collected. Future 
studies might address the duration of effects at dif-
ferent assessment points. 

 AIs and Alaskan Natives are a very diverse 
population, and healing traditions vary from 
place to place. Thus, the use of therapeutic touch 
may not be acceptable to all individuals, and 
additional types of caregiver support for AI care-
givers should be explored. What remains certain, 
however, is that there is a great need for cultur-
ally appropriate, low-cost, accessible support 
services for AI caregivers of individuals with 
dementia and that this need will continue to 
grow in the future.   
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