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Abstract
This controlled study examines the efficacy of a comprehensive group program aimed at care partners of patients with mild
cognitive impairment (MCI), which comprises elements of psychoeducation, cognitive rehabilitation, and cognitive behavioral
therapy. Pre- and posttreatment quantitative and qualitative data were collected in the significant others of 84 patients with MCI,
27 of whom had first been assigned to a waiting list, thus serving as their own control group. Also, the significant others rated their
sense of competence, well-being, distress, acceptance, helplessness, and awareness. Quantitative data analysis did not reveal sta-
tistically significant differences between the control and the intervention condition, but qualitative results suggest that at program
completion the significant others reported gains in knowledge, insight, acceptance, and coping skills. In the present sample of
significant others, the group intervention was not proven effective. Suggestions for program adjustments and alternative outcome
measures are discussed.
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Introduction

Mild cognitive impairment (MCI) is a syndrome characterized

by cognitive deficits in the context of normal daily function-

ing.1 MCI is a risk factor for the development of dementia, with

annual MCI–dementia conversion rates reported to be 2% to

31%.2 As a result, the progression of their illness is uncertain

for many patients, and the diagnosis may even exacerbate feel-

ings of uncertainty.3 Moreover, having a partner or loved one

with MCI may be unsettling, and finding ways to support the

changing partner or relative can be difficult. That is, the transi-

tion from being a partner to being a carer of a person with MCI

(who at the end may even develop dementia) gives rise to

ambiguous feelings and behavior, distress, and interpretations

of the changes observed.4-7 In several studies, both patients

with MCI and their partners expressed a need for more infor-

mation and support,7-11 indicating the call for a psychosocial

intervention aimed at information, support, and effective

coping. Several reviews12-15 have investigated the efficacy of

cognitive interventions in patients with MCI, with promising,

albeit inconclusive results. Interventions aimed at the needs
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of loved ones of patients with MCI, however, do not exist to our

knowledge.

Based on reviews of interventions in early-stage demen-

tia,16,17 we designed a multicomponent program in which

patients with MCI and their partners or other loved ones partic-

ipate. It combines principles from cognitive behavioral therapy

with memory-rehabilitation elements. A (uncontrolled) pilot

study showed promising first results in both the patients and the

care partners.18 Also, beneficial effects on the patients with

MCI have been reported in a previous article on the outcome

of the controlled intervention in patients with MCI.19 The aim

of the current article was to evaluate the effects of our MCI

intervention program in significant others of patients with MCI

combining a quantitative and qualitative approach.20 We

hypothesized that after program completion, the significant

others’ sense of competence would be increased and the level

of distress would be reduced and their well-being would be

increased. We furthermore expected the degree of acceptance

of their partners’ condition and awareness to increase and the

level of helplessness to reduce.

Methods

Participants

Eligible patients with MCI and their significant others were

recruited from 4 regional outpatient memory clinics in the east

of the Netherlands (Radboud University Nijmegen Medical

Centre; Maasziekenhuis Pantein, Boxmeer; Rijnstate hospital,

Arnhem; Slingeland hospital, Doetinchem). Inclusion criteria

were an MCI diagnosis, age over 50 years, and the availability

of a partner, spouse, relative, or close friend willing to partici-

pate. MCI was diagnosed using a multidisciplinary approach

described in detail elsewhere,18,19 in accordance with generally

accepted criteria.1 Exclusion criteria were absence of informed

consent, psychiatric comorbidity, coexisting somatic disorders

if dominant to MCI, severe concentration difficulties impeding

communication, inability to communicate in Dutch, lack of

motivation to share experiences in a group, and evidence of

preexisting partner-relationship problems unrelated to the cog-

nitive impairments, by means of an intake interview performed

by a psychotherapist (L.W.A.J.W.B.) and by available neurop-

sychological test results. Ethical approval was obtained from

the regional (Arnhem-Nijmegen) medical ethics committee,

and informed consents were obtained from the patient and the

partner.

Procedure

Patients and their significant others fulfilling the inclusion cri-

teria were informed about the group program by their geriatri-

cians or neurologists. Interested dyads were subsequently

invited for an interview with a psychotherapist at their local

hospital, who explained the aims and content of the interven-

tion and evaluation. All subsequent assessments were con-

ducted by trained research assistants. During the waiting

period and the intervention participants received no other

psychosocial or medical intervention for their cognitive

complaints.

Demographic data were collected with a general checklist.

Educational level was rated using seven categories in accor-

dance with the Dutch educational system, (1 ¼ less than pri-

mary school, ie, <6 years of education; 7 ¼ university

degree, ie, >14 years of education). Several variables were col-

lected for descriptive purposes from the patients and their loved

ones. In the patients, overall cognitive impairment was mea-

sured with the Dutch version21 of the Mini-Mental State Exam-

ination (MMSE),22 and episodic memory function was assessed

with the delayed recall measure of the Dutch version of the Rey

Auditory Verbal Learning Test.23 In the care partners, coping

was assessed with 2 subscales (active coping and avoidance)

of the Utrecht Coping List.24 Social support was evaluated with

the Social Support List-Interaction version (SSL12-I), which

consists of the subscales Everyday Social Support, Social Sup-

port in Problem Situations, and Esteem Support.25 Satisfaction

with the partner relationship was assessed with the Emotional

Satisfaction scale of the Dutch version of the Maudsley Marital

Questionnaire.26

Intervention

The intervention consisted of 10 weekly 2-hour group sessions

and was based on cognitive-behavioral therapeutic principles

combined with memory rehabilitation elements. Each group

consisted of 5 to 8 patients all accompanied by a partner/

spouse, adult child, relative, or close friend. In the first 90

minutes of each session, patients and partners participated in

separate groups, each with its own therapist, while both groups

explored the same theme. In the remaining 30 minutes, both

groups came together and key issues were summarized and

highlighted to promote mutual support among the care partners

and the patients.

The focus of the program was the acquisition of knowledge

and skills to adequately cope with MCI-associated symptoms

and their consequences, learning to recognize memory prob-

lems in everyday life, and to explore explanations and attribu-

tions, communication with loved ones, and self-regulation

skills. Moreover, topics such as dependency on others, the

diagnostic label, and stigmatization were discussed. Sessions

started with a discussion of topical questions, problems, or

experiences the patients or their care partners had encountered.

These topics were then related to past, present, or upcoming

themes of the program. Next, the theme of the current session

was introduced by the therapist. All participants were

instructed to prepare for the sessions with relevant texts

selected from a patient handbook on coping with memory

impairment that was specifically written for use in this inter-

vention.27 Patients and care partners were asked to monitor

their thoughts, feelings, and behavior in situations of cognitive

failure or stress, with the aim to reduce or prevent irrational and

stress-inducing cognitions.
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The following topics were discussed in the 10 subsequent

sessions: memory function in general, MCI as a clinical label,

therapeutic possibilities, strategies to enhance memory, ways

to recognize strain, learning to relax, the importance of under-

taking pleasant everyday activities, and coping with social

conflicts and worrying. The participants were encouraged to

recognize and cognitively restructure dysfunctional self-

evaluations and negative social and unduly anxious cognitions.

By sharing their reactions and thoughts, participants experi-

enced that others in similar situations may show different and

perhaps more adequate behavior. Subsequently, participants

were asked how they felt about their responses and positive

sentiments were reinforced. If not, alternative responses were

explored and practiced via role playing. The separate sessions

ended with an evaluation of the most important issues dis-

cussed and a summary of the thoughts and behaviors the parti-

cipants decided to change. In the plenary part of the session,

both therapists itemized the major topics and experiences that

were discussed in the separate sessions, after which the patients

and care partners were invited to add to this. At the end of the

plenary session, the therapists explained the theme of the next

session and the associated home assignments and provided the

participants with the materials for that assignment.18,19 The

therapists delivering the treatment were all registered psychol-

ogists trained and supervised by the first author.

Quantitative Study

The quantitative study had a pragmatic, nonrandomized, wait-

ing list controlled design, with all eligible patient–partner

dyads receiving the group treatment either within 8 weeks of

their recruitment or after 8 weeks or more on a waiting list

(waiting for a new intervention group to begin). The ‘‘interven-

tion-only’’ group (dyads receiving treatment within 8 weeks

after intake) was first assessed in 2 weeks prior to the start of

the intervention (T1) and within 2 weeks following program

completion (T2). When the time between inclusion and the start

of the next intervention was more than 8 weeks, dyads were

assigned to a waiting list, serving as our control group, at the

start of which period they took a baseline assessment (T0).

Their pre- and posttreatment (T1 and T2) tests were scheduled

as in the intervention-only group. Waiting list intervals (T0-T1)

ranged from 8 to 16 weeks. To maximize statistical power, the

total intervention group we report on here is composed of sig-

nificant others having received ‘‘immediate’’ treatment and

those having received treatment after having spent at least 8

weeks on a waiting list.13

Primary Outcome Measures

The primary outcome measure, sense of competence, was

assessed with the Sense of Competence Questionnaire reflect-

ing the perceived burden related to the challenges the signifi-

cant other faces.28 The inventory has the 3 following

subscales: satisfaction with the MCI partner as the recipient

of the support, satisfaction with one’s own performance as a

significant other/care partner, and the implications of the invol-

vement in the patient’s care for one’s own personal life, and the

total score was used in the analysis (higher scores reflect a

lower sense of competence). Note that loved ones of patients

with MCI are not considered caregivers in the traditional sense,

as by definition, the MCI label assumes that the patient is

independently functioning at home.

Secondary Outcome Measures

The secondary outcome measures were as follows: Distress

was evaluated by means of the Dutch version29 of the Geriatric

Depression Scale—Short Form (GDS-15),30 well-being was

assessed using 4 subscales from the Dutch version of the

RAND-36:31 Social Functioning, Role-Emotional, Mental

Health, and Vitality. Acceptance was assessed with the

subscale Acceptance from the Illness Cognition Questionnaire

(ICQ),32 and Helplessness was evaluated with the same-named

subscale of the ICQ. Awareness of memory failure was evalu-

ated using the Dutch version of the Informant Questionnaire

on Cognitive Decline in the Elderly—Short Form,33 a self-

report measure assessing the observer’s perception of memory

failure (by asking for examples of everyday life memory

failures) and as such can be applied for assessing (changes

in) awareness of memory failure.34 The significant others also

completed the frequency scale of the Dutch version35 of the

Revised Memory and Behavior Problems Checklist

(RMBPC),36 reflecting their awareness of the patient’s mem-

ory, mood, and behavioral problems. In addition, the Hin-

drance scale of the RMBPC was used to measure to what

extent the significant others were affected by the observed

behavioral problems.

Analyses

First, baseline characteristics for the waiting list group and the

intervention-only group were statistically compared. To ana-

lyze changes in the primary outcome measure following the

waiting list and intervention intervals, we applied a linear

mixed model (LMM) for repeated measurements.19 We opted

for LMM because, as opposed to repeated measures analysis

of variance, this model does not require data to be present at

each assessment for a participant to be included in the statisti-

cal analysis, while at the same time accommodating the depen-

dency caused by repeated measurements. In the outcome

variables, differences between T0 and T1 (change after waiting

period) and between T1 and T2 (pre-and posttreatment change)

were calculated and used as repeated measures with Interval (2

levels), Group (17 levels), Sex (2 levels), and their first-order

interactions as fixed factors. Sex was included as a fixed factor

because it might be an important aspect influencing outcome.13

To correct for treatment location and/or therapist effects, we

introduced Group as one fixed factor into the analysis. Interval

(T0-T1 vs T1-T2) was entered as a within-subject variable.

We used the MIXED procedure from the SPSS package. The

power calculation we ran in our pilot study had shown that
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approximately 70 significant others were required to reach a

power of 0.8 on the primary outcome measure, with an effect

size of 0.2 and a significance level of 0.05.18 All primary and

secondary outcome measures were administered in the care

partners.

Qualitative Study

The qualitative data were analyzed using the interpretative phe-

nomenological analysis method that involves a constant com-

parative analysis to identify common themes and issues.37,38

Trained master-level psychology students assisted in and mon-

itored each group, noting the statements the participants made

during the sessions. We made use of these anonymous written

notes of the final (10th) sessions in which the intervention was

evaluated. We adhered to the following interview guide: (1)

Which of the program themes was or were the most helpful?

(2) What are the main benefits of the group program? (3)

Which of the issues we dealt with still need your attention?

(4) How did both you and your partner experience the group?

(5) Do you have suggestions to improve the program? After the

participants had given their personal evaluations, they were

specifically encouraged to broach negative aspects or topics

they had missed in the program. The notes of their evaluations

were independently read and analyzed by 2 researchers (M.V.

and L.W.A.J.W.B.), using the open-coding procedure, an inter-

pretive process by which data are broken down analytically and

conceptually labeled, generating a comprehensive understand-

ing of themes and patterns in the data.26 First, codes were

assigned which were closely related to the quotations. For

example, the quotations: ‘‘I have to take care that my alertness

to changes in my husband’s memory problems will not stress

me out too much’’ and ‘‘I will take care not to worry too much’’

were both coded as alertness for negative consequences to the

self. Codes referring to the same phenomenon were grouped

into categories and categories grouped into themes. Consensus

among researchers about codes, categories, and themes was

reached by peer-group discussion conducted by a clinical

neuropsychologist/psychotherapist (L.W.A.J.W.B.), a senior

medical sociologist (M.J.F.J.V.D.) experienced in qualitative

end-of-life research, and a graduate psychology student

(M.V.). Care partner evaluations were included until the satura-

tion point of qualitative data was reached. ATLAS.ti (computer

software Berlin, Germany: ATLAS.ti Scientific Software

Development GmbH) was used to manage the data set and to

allow for systematic searching and cross-referencing.

Results

Baseline Characteristics

Table 1 lists the baseline data. Between-group comparisons

revealed no significant differences in demographics and main

characteristics, or the primary outcome measure at baseline,

apart from a slightly, yet significantly higher level of acceptance

and passive coping in the waiting list control group compared

to the intervention-only group.

A total of 88 patients with MCI and their significant others

expressed an interest to participate in our study and were

included (Figure 1). The intake procedure for 30 dyads took

place more than 8 weeks before the start of a new group

intervention program, and they were initially assigned to our

waiting list, thus constituting the control group, with 3 dyads

dropping out after the baseline assessment (T0) because of

somatic disease unrelated to MCI (n ¼ 1) or lack of time

(n ¼ 2). The other 58 dyads started treatment within 8 weeks

of their intake interview, accordingly constituting the

intervention-only group. Thus, a total of 85 dyads (27 in wait-

ing list control group and 58 in the intervention-only group)

were assessed at T1 (pre-treatment). The intervention-only

group was twice the size of the control group due to the varia-

bility in the flow of referrals in the 4 participating hospitals and

the study schedule.13 For one care partner in the final interven-

tion group, no posttreatment (T2) data were available because

of loss of motivation. Thus, the data of 84 significant others

were entered into the LMM analyses.

Quantitative Results

Table 2 shows the means of the baseline, pre- and posttreat-

ment outcomes and the effect sizes on the significant others for

descriptive purposes. The LMM analysis revealed no signifi-

cant difference between the waiting list period and the inter-

vention period for our primary outcome measure Sense of

Competence (F[1,36.4] ¼ 0.30, P ¼ .59), nor for any of the

secondary outcome measures (all F values <1.79).

Qualitative Results

The information saturation point for the qualitative analyses

was reached after the program evaluations of 70 significant

others had been coded and refined. Their sociodemographic

characteristics and those of their partners with MCI were sim-

ilar to the data recorded for the full study sample (mean age

68.8, standard deviation [SD] ¼ 6.8; mean educational level

4.8, SD ¼ 1.0; 61.4% women; 90% lived together as partners;

patients’ mean MMSE was 25.3, SD ¼ 2.8).

Analyses of the written notes of the 10th session of 12 inter-

vention groups resulted in 355 quotations from 70 care part-

ners. These were transformed into 33 codes and 17 final

categories. Table 3 lists the final 6 common themes: Valuation

of the program, Knowledge, Insight, Acceptance, Coping, and

Emotional changes. We have added the 17 categories and some

representative quotations to elucidate the results of each

category.

Valuation of the Program

The significant others described positive emotional experi-

ences only. Some sessions had evoked sad emotions, but the

beneficial aspect of sharing these feelings was emphasized.
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The social gains derived from the intervention were expressed

as relief from sharing worries and experiences, knowing not to

be the only one to feel irritated, and the compassion conveyed

by their peers. Also, the comments on the methods employed

by the therapists were all positive. The background information

and instructions handed out to help the participants prepare for

the next session at home or to read over afterward was much

appreciated. The views on the number of sessions were diverse,

some were positive because they now felt sufficiently equipped

to cope better on their own, while many expressed the wish for

this support group to be continued given that their partner’s

condition would deteriorate, creating new problems.

Knowledge

The significant others described knowledge gains in 4 cate-

gories: they were now familiar with MCI as a diagnostic entity

and the function of memory had learned techniques to help

optimize their partner’s memory functions as well as ways to

deal with their own negative reactions and present and future

relational changes. These categories largely corresponded to

the main program themes. Some significant others reported that

the information had generated new questions that added to the

uncertainty. We also detected that some had occasionally mis-

interpreted the information provided. For instance, one

participant harbored the thought that MCI was not the same

as dementia, on the basis of which he had concluded that his

partner’s problems would not progress.

Insight

The care partners reported an increased insight into several

domains; they had gained more insight into their own coping

and grieving process, into the coping and the emotional

responses of their partners with MCI, into their present and

future situation, and had gained awareness of the problems that

Table 1. Baseline Characteristics of the Significant Others for the 2 Study Groups (Means þ SD or n þ Percentages).a

Waiting list control group (T0; n ¼ 27) Intervention only group (T1; n ¼ 58) P value

Demographics of care partner
Age 67.0 (8.2) 69.4 (8.2) .22
Education (1 ¼ low;7 ¼ high) 5.1 (0.9) 4.9 (1.0) .98
Sex distribution 14 M (51.9%)/13 F (48.1%) 22 M (38%)/36 F (62%)
MMSE of the spouse with MCI 25.9 (3.9) 25.4 (3.2) .50

Type of partnership
Married/living together 24 (88.9%) 53 (91.4%) .70
Living apart 1 (3.7%) 0
Daughter/sister 2 (7.4%) 5 (8.6%)

SSLI2-I
Everyday support 10.8 (1.9) 10.7 (1.7) .83
Support in problem situations 9.3 (1.8) 9.7 (2.6) .49
Esteem support 10.5 (2.1) 10.5 (2.3) .96

UCL
Active coping 19.3 (3.5) 17.8 (3.5) .17
Passive coping 15.2 (2.9) 16.7 (3.1) .04

MMQ-Emotional satisfaction 15.6 (11.3) 17.3 (13.3) .59
Sense of Competence Questionnaire

Total score 89.7 (20.4) 87.5 (19.7) .83
Consequences for personal life 27.9 (7.7) 26.5 (8.1) .49
Satisfaction with patient 20.4 (7.4) 19.6 (7.6) .14
Satisfaction with own performance 41.2 (11.3) 41.0 (9.0) .94

GDS-15 1.5 (1.6) 2.3 (2.4) .21
GDS-15 > 5 (%) 3.7 % (1/27) 10.9 %

RAND-36
Well-being 305.4 (71.5) 293.6 (66.9) .47
Acceptance 18.3 (3.8) 15.9 (3.1) .05
Helplessness 10.0 (3.3) 10.3 (3.1) .53

RMBPC
Frequency 12.0 (8.1) 15.0 (9.2) .14
Hindrance 22.0 (8.8) 25.5 (10.0) .17

IQCODE 62.6 (7.4) 62.6 (6.8) .99

Abbreviations: MMSE, Mini Mental State Examination; SSL12-I, Social Support List-Interaction version; UCL, Utrecht Coping List; MMQ, Maudsley Marital
Questionnaire; GDS-15, Geriatric Depression Scale; RMBPC, Revised Memory and Behavioral Problems Checklist; IQCODE, Informant Questionnaire Cognitive
Decline in the Elderly.
a Differences were tested by student t tests or chi-square tests.
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could emerge in the future. They were prepared for problematic

changes in their own or their partner’s functioning and for the

consequences of their relationship.

Acceptance

Acceptance of MCI-associated changes was often mentioned to

have increased, although some reported that the process of

acceptance had only just begun. Still, some of the evaluations

revealed a lack of acceptance. These participants were, for

instance, still looking for ways to cure the memory problems.

It was also reported that gains in acceptance in partners with

MCI had led to less refusal of assistance from others. Care

partners indicated that their acceptance had increased due to the

realization that they could not change all problems.

Coping

The significant others’ coping skills had been augmented.

Instrumental coping had improved in that they now applied

memory-enhancing strategies; they encouraged their partners

with MCI to apply these to enhance their memory capacities

and reminded them to keep using them. They made use of

practical memory aids ranging from calendars to satellite

Figure 1. Flowchart showing the inclusion of significant others of patients with MCI.
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navigation systems (global positioning system). Emotional

coping had likewise changed; most significant others reported

to have learned to deal with their own negative reactions and

with relational changes better. They explained how they had

changed their behavior after having reframed beliefs and

thoughts. One care partner, for instance, was now sharing her

problems with others despite her husband’s explicit wish not

to do so. She derived support from sharing her worries and had

concluded that she did not harm her husband by doing so, a

thought that prevented her from doing so earlier. Finally many

concluded that since the intervention, their partners with MCI

had also become more open in discussing their memory

problems.

Emotional Changes

The significant others described a sense of relief, felt more

comfortable in social contexts, and expressed an overall

improved sense of relaxation and inner calm. The absence of

any mention of mounting stress or negative emotions was most

striking.

Discussion

This is the first controlled study investigating the efficacy of a

multicomponent group therapy for individuals with MCI and

their significant others, focusing on the changes in the signifi-

cant others. In contrast to our previously reported positive

results on acceptance in the patients with MCI themselves,19

statistically significant beneficial effects of the intervention

were neither found on sense of competence, our primary out-

come measure, nor on the secondary measures of well-being,

distress, and illness cognitions and alertness to memory

changes. In a previous uncontrolled pilot study, we reported

an increase in alertness to memory changes in the care part-

ners,18 but the current controlled design could not replicate this

finding. It is unlikely that the sample size of 84 was too small to

show a statistically significant effect, as a power analysis in the

pilot study estimated the optimal sample size at 70. Moreover, a

recent study comparing the effects of a group intervention in

patients with (early) dementia and their care partners on quality

of life (96 dyads) to a waiting list condition (46 dyads) also did

not establish significant posttreatment changes in the signifi-

cant others.39 In contrast to the outcomes of the quantitative

analyses, the qualitative data suggest lowered stress levels,

based on the augmented levels of acceptance and alertness to

MCI-related problems, while also gains in knowledge, insight,

and coping skills were reported

We will discuss several explanations for this discrepancy.

First, an explanation may be found in the dual-process theory

on coping with loss.40 As all dyads had received the MCI diag-

nosis no longer than 16 weeks prior to start of the intervention,

all can be assumed to be in the early phase of adaptation. In this

stage, partners have to first appraise the stressor before they

can formulate adaptations to it. Adaptations are categorized

as loss-oriented or restoration-oriented adaptation tasks, with

increased levels of distress and anxiety accompanying the early

stages of appraisal and adaptation. The dual-process theory

proposes that adaptation to a chronic or life-threatening illness

is characterized by oscillations between 2 domains, that is,

addressing emotional issues within the loss-oriented context

and handling practical adaptations within the restoration-

oriented framework. This process is characterized by a gradual

interplay of accepting, denying, and trivializing. When this

process is stimulated, well-being is expected to increase, but

the duration of this first adaptation is unclear. The ambiguity

of the MCI label41 may prolong this early phase, and our

qualitative data illustrate this early adaptation process. The care

Table 2. Means With (SDs) for the Primary and Secondary Outcome Measures, and ES (Cohen’s d) for the Waiting List and Intervention
Intervals, for Descriptive Purposes.a

T0 (n ¼ 27) T1 (n ¼ 85) T2 (n ¼ 84)
Mean ES waiting list

period (n ¼ 27)
Mean ES intervention

ieriod (n ¼ 84)

Primary outcome measure
SCQ total 89.7 (20.4) 88.5 (21.0) 88.0 (21.7) 0.04 �.02
SCQ own performance 41.2 (11.3) 41.7 (9.8) 42.7 (10.2) 0.15 .10
SCQ patient 20.4 (7.4) 20.1 (7.0) 19.3 (7.4) 0.12 �.11
SCQ personal life 27.9 (7.7) 26.5 (9.2) 25.8 (8.6) -0.11 �.07
RMBPC hindrance 12.0 (8.1) 14.3 (9.5) 13.7 (9.2) 0.06 �.05

Secondary outcome measures
GDS-15 distress 1.5 (1.6) 2.0 (2.2) 2.1 (2.8) 0.00 .04
RAND-36 well-being 305.4 (71.5) 299.4 (67.8) 288.1 (78.9) 0.07 �.17
ICQ acceptance 18.3 (3.8) 17.0 (4,7) 17.1 (4.3) 0.10 .04
ICQ helplessness 10.0 (3.3) 10.0 (2.9) 10.2 (3.2) -0.21 .06
RMBPC frequency 22.0 (8.8) 24.3 (9.9) 26.1 (10.5) 0.00 .18
IQCODE 62.7 (7.4) 62.4 (7.4) 63.0 (8.7) -0.07 .06

Abbreviations: SCQ, Sense of Competence Questionnaire; RMBPC, Revised Memory and Behavioral Problems Checklist ; GDS-15, Geriatric Depression Scale;
ICQ, Illness Cognition Questionnaire; IQCODE, Informant Questionnaire on Cognitive Decline in the Elderly; ES: effect sizes.
a Linear mixed model analyses did neither show a significant intervention effect on the primary outcome measure (F(1, 36.4) ¼ 0.30, P ¼ 0.59), nor on any of the
secondary outcome measures (F values <1.79).
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partners gave numerous examples illustrating adapted behavior

and appraisals/reappraisals of stressors. Possibly, the moment

of evaluation may have been too early in the disease process

to reliably measure quantitative effects in sense of competence,

well-being, distress, acceptance, helplessness, or alertness to

memory changes.

A second factor that may explain the absence of beneficial

effects on the outcome measures is the heterogeneity of the MCI

concept. In our sample, all MCI subtypes were present1 and dif-

ferent neurobehavioral patterns for amnestic and nonamnestic

MCI have been reported.42 Possibly, the significant others of

patients with amnestic MCI may face different problems than the

care partners of patients with nonamnestic MCI, although our

qualitative analyses did not produce a clear pattern with respect

to specific problems related to the type of MCI. Future studies on

interventions for patients with MCI and their primary caregivers

Table 3. Overview of Themes and Subthemes in the Qualitative Analysis.

Themes and categories Quotations

1. Valuation of the program
1a: Emotional aspects ‘‘My partner enjoyed the sessions.’’

‘‘Some sessions were very emotional.’’
1b: Social aspects ‘‘I cherished the sympathy the other group members expressed.’’
1c: Quality of intervention ‘‘I appreciated the written background information.’’

‘‘I will miss the group because my partner’s condition will progress and I will need similar
support then too.’’

2. Knowledge
2a: MCI and memory ‘‘My understanding of how memory works has increased.’’

‘‘I still have questions about the precise type of MCI my husband is suffering from.’’
2b: Memory-enhancing techniques ‘‘We cannot solve the memory problem itself, but you can make use of memory aids.’’
2c: Dealing with own negative responses ‘‘I’ve learned the importance of talking with other people about it.’’
2d: Dealing with relational changes ‘‘I’ve learned a lot from the session, about disagreements and social conflicts.’’
3. Insight
3a: Coping with self-relevant implications ‘‘I’m now better aware of the coping process we’re both going through, of which the shifts in

denial and defiance and acceptance are part.’’
‘‘I realize that my husband and I should keep up our leisure activities. Until now we had
become too passive in this respect.’’

3b: Problems due to MCI-related changes ‘‘I became aware that my wife has difficulties managing some situations. I now think differently
about this.’’

3c: Keeping alert with respect to changes in
memory functioning

‘‘I intend to be more alert that my partner does not become too passive. I will not take over her
tasks too quickly but will assist my wife in performing them herself.’’

3d: Keeping alert with respect to negative
consequences to the self

‘‘I’ll try not to get worried too much about the daily hazards.’’
‘‘I’ll try to deal with my growing sense of loneliness.’’

3e: Keeping alert with respect to relational
changes

‘‘I intend to spend one-on-one time with my partner.’’
‘‘I have to check my criticizing attitude.’’
‘‘I have to mind not to be devaluing when supporting my partner.’’

4. Acceptance
4a: MCI ‘‘Thanks to the therapy I’ve become more accepting of my wife’s MCI.’’

‘‘I hope my wife will recover from her memory problems.’’
4b: Relational changes ‘‘We can’t discuss it in the way I would like to do, but I’m now more accepting because my

husband used to be like this before.’’
5. Coping
5a: Instrumental coping - Applying memory

strategies
‘‘I repeatedly refer him to our agenda when he asks me about our appointments.’’

5b: Emotional coping ‘‘I feel less guilty now of leaving him on his own when I’m feeling stressed. I know this is a good
way to deal with stress’’
‘‘I’m talking about our situation with others, even though my partner doesn’t want me to do
so. It isn’t easy, but it helps me a lot.’’

5c: Coping with relational changes ‘‘My partner has changed in that he is more open towards me. The memory problems are a
common theme of our talks now.’’
‘‘I’ve learned to agree with my partner even when I know he’s wrong, but only with
unimportant subjects.’’
‘‘We still have difficulties discussing the problems together.’’

6. Emotional changes ‘‘I feel more relaxed and confident now’’
‘‘I now have more faith in that what I do is right.’’
‘‘I now am less often annoyed when my husband has forgotten something.’’

Abbreviation: MCI, mild cognitive impairment.
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should include larger samples of the different MCI subtypes to

facilitate more detailed subgroup analyses.

Third, the outcome measures may, in retrospect, not have

been optimal for determining postintervention changes in our

trial, as they may have been too generic (ie, not specific for

MCI). The qualitative data provided information that is useful

for selecting more appropriate outcome measures. Specifically,

in their program evaluations, the significant others gave numer-

ous examples of augmented instrumental and emotional coping

skills. The categories in the coping theme reflected improved

coping with the main stressors, that is, memory and relational

problems and negative reactions like feeling guilty or feeling

alone. These descriptions reflect a change in attitude, which

has been suggested as one of the most crucial achievements

for care partners, enabling them to cope with the MCI-related

changes.41 More specifically, instruments assessing coping

skills such as the capacity and the willingness to take care of

one’s own health, openness to respite care, and communication

skills aimed at a loved one with cognitive problems may be

more sensitive and appropriate outcome measures.5 As far as

we know, such a syndrome-specific coping inventory has not

yet been developed for MCI. Moreover, all themes highlighted

in the qualitative analyses are related to improved self-efficacy,

knowledge, and interpersonal communication. Consequently,

future studies should include self-efficacy scales, more sensi-

tive stress measures as well as measures related to the knowl-

edge about MCI or the quality of interpersonal relationships

for outcome assessment.

Furthermore, we should take into account the limitations of

the present study. First, ours was not a fully randomized trial; the

patient–care partner dyads were pseudorandomly assigned to the

waiting list condition on the basis of the pseudorandom moment

they were referred for treatment. However, the criterion for suc-

cessful randomization was largely met, because the treatment

and control groups did not largely differ with respect to baseline

outcome measures and patient characteristics. Also, the waiting

period itself may have affected the intervention outcome differ-

entially. Furthermore, the participants we enrolled (estimated at

approximately 50% of all MCI couples diagnosed in the four

participating memory clinics) represent only a subgroup of all

newly diagnosed patients with MCI and their significant others.

We could not directly compare our sample with the dyads that

were not enrolled, but the reasons for not participating were

diverse.12 It is possible that our sample predominantly included

highly motivated people, more open to support, with adequate

coping skills. Finally, a limitation of the qualitative study is that

the written notes were taken in the group sessions and not in indi-

vidual interviews. This may have promoted socially desirable

responses, as some therapists were also involved in the study.

Also, the evaluation sessions were not audio recorded, making

it not possible to use verbatim transcripts of the evaluation. How-

ever, it should be stressed that note-taking during the sessions

was done by trained graduate psychology students who did not

act as a therapist in the group session.

In conclusion, our psychotherapeutic intervention for indi-

viduals with MCI and their primary care partners is feasible but

has only limited beneficial effects in some–but not all–signifi-

cant others. Although no statistically significant effects on out-

come variables were found after the intervention relative to the

waiting list control condition, qualitative analyses suggest that

the program facilitated the learning process of the significant

others, enabling them to take better care of their partner with

MCI or loved one by helping them to change their insight into

and attitude toward the MCI-related problems and discover

new ways to cope with these. In the present sample of signifi-

cant others who experienced relatively low levels of distress,

the group intervention aimed at improving the significant

others’ sense of competence of patients with MCI has not been

proven effective. Program adjustments and alternative MCI-

specific outcome measures should be studied, especially in care

partners with higher levels of distress. This intervention may be

a valuable addition to other interventions aimed at care partners

of MCI or early-dementia patients.
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