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Abstract

Family dementia caregiving has been commonly associated with psychological distress
for caregivers. Cognitive fusion, that is, the tendency to become too entangled in thoughts,
beliefs, or judgments (in the absence of objectivity) that may often lead to rigid thinking
and impact psychological distress, is a transdiagnostic and central process of
psychological inflexibility. Cross-sectional studies have shown that family caregivers of
people with dementia who could present high levels of stress may be vulnerable to
experiencing psychological symptoms such as depression and anxiety (even comorbidity)
if they present this rigid way of thinking without seeing the objectivity of their thoughts,
which could be related to aspects of the family member's dementia or helplessness in
being a caregiver, for example. Specifically, studies in the caregiving field, as well as in
other populations, suggest that cognitive fusion could play a mediating role in the

relationship between stress and psychological symptoms. However, the predictive role of



caregivers’ cognitive fusion on psychological distress has not been analyzed in
longitudinal studies. The objective of this study was to analyze the longitudinal effect of
cognitive fusion in depressive and anxious symptoms after controlling for other relevant
variables in a sample of Spanish family caregivers. Face to face assessments were
conducted with a total of 176 Spanish family dementia caregivers. The study involved
three assessments in a two-year period (baseline, 12 and 24 months). Linear mixed model
analysis was used to analyze the associations between time-varying values of frequency
and reaction to care-recipient behavioral problems, cognitive fusion, and caregivers’
depressive and anxiety symptoms. Increases in cognitive fusion significantly predicted
depressive and anxious symptoms (p<0.01). In addition, reaction to care-recipients’
behavioral problems and being a female caregiver predicted increases in anxiety
symptoms over time (p<0.05). These results suggested that cognitive fusion may
constitute a core dysfunctional mechanism involved in depressive and anxious symptoms.
Psychological strategies aimed at reducing cognitive fusion and stress levels may be

especially helpful for reducing caregivers’ distress.

Keywords: anxiety, caregivers, cognitive fusion, depressive symptoms, stress, mixed

model analysis.

Introduction

Addressing dementia is one of the main global challenges for social and health
care in the 21st century. This is a great silent pandemic that, given its size and socio-
economic scope, has become a public health priority and represents a great challenge for
the sustainability of any social-health system (Livingston et al., 2020). According to the
World Health Organization (WHO, 2015), the term “dementia” encompasses those

progressive and neurodegenerative diseases that affect memory or other cognitive



abilities and behavior, and significantly interfere with the person's ability to carry out
activities of daily living. This term covers different types of conditions, such as
Parkinson's disease, Lewy body dementia, vascular dementia, frontotemporal dementia,
as well as Alzheimer's disease (AD), which is the most common form of dementia, since
it represents between 60 and 70% of cases (Alzheimer's Association, 2019). These types
of conditions generally occur in older people, so the increase in the global prevalence of
dementia is driven by the increase, also worldwide, in life expectancy, resulting from
different factors, among which is the reduction in people dying prematurely (Livingston

et al., 2020).

According to the world report on Alzheimer's disease (2019), carried out by
Alzheimer's Disease International (ADI) (2019), unpaid informal family care, which
provides all the care required by family members on a physical, psychological and social
level, is the most common form of care in low- and middle-income European countries,
compared to formal, that is, paid care (e.g., home care). In line with the stress and coping
model adapted to caregiving (Knight & Sayegh, 2010), caregiving for a relative with
dementia has been considered as a chronically stressful situation, as it can be highly
demanding for family caregivers, who in addition to offer practical support in daily tasks,
usually do it in the context of changes in personality and challenge behaviors of the cared
person (behavioral and psychological symptoms of dementia (BPSD)) (e.g., Cheng,
2017). Different studies suggest that care-recipient disruptive behaviors in particular are
likely to be the most stressful and disturbing behaviors that caregivers could face (e.g.
Cheng, 2017; Fauth & Gibbons, 2014). It could be explained by two reasons: first,
because of the impact that such attacks or agitation have on the emotional bond between
caregiver and the cared person, and second, because they make care most difficult in

terms of daily life activities (Cheng, 2017).Although caregiving may be associated to



positive aspects (Quinn & Toms, 2019), research typically links this situation to negative
consequences on caregivers’ well-being (Sallim et al., 2015). Depressive symptoms in
caregivers are relevant and one of the most studied outcomes in this population.
Specifically, a recent metanalysis carried out by Collins and Kishita (2020) revealed that
31.24% caregivers showed depressive problems. Anxiety has been less studied in
caregivers of people with dementia (Cooper et al., 2008), even though 42.6% caregivers

suffer from anxiety symptoms (Kaddour & Kishita, 2020).

It is worth mentioning that caregivers’ psychological symptoms or mood changes
may be secondary to other experiences implied in the caregiving process. For example,
the progressive loss of the loved one (e.g., anticipatory grief, Chan et al., 2013), lack of
social and formal support, sleep problems, having other chronic health conditions or
cultural factors (e.g., familism) may contribute to role overload and they may be related
to caregivers’ psychological symptoms (e.g. del Rio Lozano et al., 2017; Jiménez-
Gonzalo et al., 2021; Losada et al., 2020, Martin-Maria et al., 2022). In addition, more
women than men are forced into a caregiving role, and concretely, daughter caregivers
seem to be especially vulnerable to suffering emotional distress due to the multiplicity of
roles they must also face (worker, wife, daughter, etc.) (e.g. Conde-Sala et al., 2010;
Sharma et al., 2016). However, even as mood changes are likely the sequelae of
caregiving stress, they are highly relevant to the wellbeing of caregivers (e.g. Contreras
et al., 2021) and are assessed in this study in order to better understand how to support
caregivers. In addition, the high prevalence of psychological distress and comorbid
depressive and anxious symptomatology among caregivers (Barrera-Caballero et al.,
2021) highlights the need of studying variables that may longitudinally predict
caregivers’ distress, as they may be important intervention targets to prevent and treat

emotional distress in a more efficient way. In the psychological literature, transdiagnostic



processes have been shown to be significant predictors of distress. Transdiagnostic
processes refer to mechanisms that are relevant for understanding the development and
maintenance of different sets of disorders (Sauer-Zavala et al., 2017). The identification
of transdiagnostic processes is relevant to develop more efficient treatments, as targeting
underlying mechanisms across comorbid conditions with the same core vulnerabilities

has been found to be associated with clinical improvement (e.g., Farchione et al., 2012).

One transdiagnostic process that has received significant attention in the scientific
literature is cognitive fusion. It is a central component of psychological inflexibility that
refers to the regulation of behavior by cognition. Specifically, being cognitively fused
implies that thoughts are interpretated as literal truths that dominate emotional and

behavioral regulation, to the exclusion of other contextual variables (Hayes et al., 2011).

In non-caregiving clinical and subclinical populations, different studies have
shown the association between cognitive fusion and depressive and anxiety symptoms
(e.g., Gillanders et al., 2014; Herzberg et al., 2012), including longitudinal studies
highlighting the predicting effect of cognitive fusion in distress. For example, a recent
study carried out with women with chronic pain showed that cognitive fusion, but not
pain intensity nor pain-related functional impairment, predicted changes in depressive
symptoms over one year period (Carvalho et al., 2019). Other study demonstrated that
cognitive fusion longitudinally impacted physical and mental health of patients with

inflammatory bowel disease (Trindade et al., 2018).

In the caregiving population, cross-sectional research studies suggest that there
seems to be a specific profile of family caregivers of people with dementia that is more
vulnerable to presenting depressive, anxious, and even comorbid symptoms. This profile
is characterized by caregivers who present high levels of stress or reaction towards family

member's disruptive behaviors. They are usually women, and it seems that those who tend



to present a rigid pattern of thinking and merge without seeing the objectivity of their
thoughts, which could be related to aspects of the family member's dementia, helplessness
in being a caregiver, having social-family conciliation issues and little time for oneself,
for example, present greater depressive and anxious symptoms (Barrera-Caballero et al.,
2021). Furthermore, it has been shown that promoting cognitive defusion both in
Acceptance and Commitment Therapy and in Cognitive Behavioral Therapy could be
useful in reducing depressive symptoms in family caregivers of people with dementia,
which adds evidence that cognitive fusion is a relevant transdiagnostic factor for this type
of population (Barrera-Caballero et al., 2022). These arguments highlight the
appropriateness of conducting longitudinal studies to analyze the predictive role of
caregivers’ cognitive fusion in predicting psychological distress, taking into account other

relevant variables in the caregiving flied.

The aim of this study was to analyze the longitudinal effect of cognitive fusion in
depressive and anxiety symptoms of a sample of Spanish family dementia caregivers,
after controlling for other relevant variables related to distress in caregivers, such as being
female and being exposed to more stressors, namely behavioral and psychological
symptoms of dementia (BPSD). We hypothesized that increases in cognitive fusion over

time would predict increases on caregivers’ depressive and anxiety symptoms.

Method

Participants and Procedure

A total of 176 Spanish caregivers of relatives suffering from dementia or related
disorders participated in this study. Face to face interviews were conducted each year

through a two-year period (three assessments: baseline, 12 and 24 months after baseline).



Participants were contacted through social and healthcare centers from the
Autonomous Community of Madrid. Participants were informed by telephone about the
objectives of the study, and those who met the inclusion criteria were scheduled for an
individual interview conducted by a trained psychologist. The inclusion criteria were: a)
being 18 years old or older, b) identifying themselves as the main caregiver of a relative
with dementia or related disorders (Alzheimer's disease, other dementia or related
cognitive disorder (mild cognitive impairment). All caregivers were referred by a
neurologist or had a medical record specifying the diagnosis, and c) devoting at least one
daily hour per day or seven hours per week for the last three consecutive months to
caregiving tasks. These criteria are similar to those used in studies carried out with family
caregivers (e.g. Sutter et al., 2014; Yu et al., 2016), and coherent with the general
characteristics of the caregiving population (Alzheimer’s Association, 2022). The
exclusion criterium was having participated in a regular psychological intervention in the
last six months. All caregivers participated voluntarily in the study and provided informed
consent before the interview A psychologist who was blinded to the aims of the study,
administered the questionnaires on paper, in an interview format. Due to the isolation
measures during the COVID-19 pandemic, interviews after March 2020 were telephone-
based. The study was approved by the Spanish Ministry of Science and Innovation and

the Ethics Committee of the Universidad Rey Juan Carlos (Madrid, Spain).

Variables and Measures

Sociodemographic variables: caregivers’ age and sex, daily hours and time since
care begin (months), care-recipient functional capacity and cognitive impairment and

cessation of caregiving. The way to assess the mentioned variables is detailed below:



Time since being a caregiver of the relative with dementia or related disorders
refers to the amount of time (expressed in months) that caregivers perceive they have

been providing care to their relative.

Functional status was measured through the Barthel Index (BI) (Mahoney, 1965;
Spanish version by Baztan et al., 1993). The BI assesses a patient’s level of independence
in ten daily tasks (e.g. personal hygiene, walking, transfer to and from bed). It is scored
in increments of 5 points (highest possible total score =100). Each type of activity is
scored on a two- or three-level scale, with each level assigned a score. The sum of the
scores constitutes the overall BI and the physical assistance required or dependency needs
of the person. On the other hand, the stage of the disease (cognitive impairment) of the
care recipient was measured through the Global Deterioration Scale (GDS; Reisberg et
al., 1982; Spanish version by Pefia-Casanova et al., 2004). This instrument is usually
completed by family members and based fundamentally on the symptoms presented by
the patient in their daily life. It allows the patient to be placed in one of seven stages of
deterioration, from GDS-1 (without impairment), up to GDS-7 (very severe cognitive

impairment). Both scales were assessed during the interview with caregivers.

In addition, caregivers were asked at each yearly assessment if they continued
being the main caregiver of their relative. Answers to this question were coded as 0 “care
continues” and 1 “care cessation”. The reasons for cessation could be: 1) transfer of the
cared person to a nursing home, 2) death of the cared relative, 3) another person taking
responsibility for the family member’s care, 4) other reasons. Frequency and reaction to
disruptive behaviors: The Spanish version (Nogales-Gonzalez et al., 2015) of the
disruption subscale from the Revised Memory and Behavior Problems Checklist (Teri et
al., 1992) was used. It consists of an eight-item subscale that assesses the frequency of

disruptive behaviors in dementia patients (e.g., “During the past week, how often did your



relative destroy property or threaten to hurt others?”’) as well as the caregivers’ reaction
to those behaviors (e.g., “How much has this behavior upset you?”’). Scores for frequency
subscale range from 0 = “never occurred” to 4 = “occurs daily or more often” . Reactivity
was calculated following the guidelines of other studies (e.g. Nogales-Gonzalez et al.,
2015), that is, asking first about the frequency of cared-person disruptive behaviors and
then about the reaction of caregivers toward these behaviors, rating from 0 = “not at all”
to 4 = “extremely” the stress generated by the family member's disruptive behaviors.
Internal consistency (Cronbach’s a) of this subscale in this study was .57 for frequency
subscale and .73 for reaction subscale. The results of Teri et al. (1992) show that the mean
score for frequency of disruptive behavior was 5.64 (0.70 when computed from 0-4) (SD
= 6.44, range = 0-28) and the mean score for reaction to these was 14.85 (1,86 when
computed from 0 to 4) (SD = 8.34, range = 0-32). In this study, the scores of both scales
are similar to those obtained by Teri et al. (1992), so it may be assumed that the data

obtained are within the expected range.

On the other hand, the following variables were assessed:

Cognitive fusion: This variable was assessed using the Spanish version (Romero-
Moreno et al., 2014) of the Cognitive Fusion Questionnaire (Gillanders et al., 2014). It is
a 7-item scale that assesses the degree to which caregivers’ present the tendency to believe
in the literal content of thoughts and feelings and other facets of this variable (e.g., “I get
so caught up in my thoughts that I am unable to do the things that I most want to do”).
The answers are rated on a 7-point Likert-scale from 1 (never) to 7 (always). Cronbach’s

alpha for this scale was .92 for the present study.

Anxiety symptoms: Anxiety symptoms were assessed using The Tension subscale
of the Profile of Mood States Scale (POMS; McNair et al., 1971). It consists of nine items

(e.g., “How often have you felt nervous?”’). Scores range from 1 “not at all” to 4



“extremely” on a Likert-type scale. The internal consistency (Cronbach’s a) in this study
was .89. Scores equal to or over 13 on POMS (McNair et al., 1971) are associated with a
clinically significant level of anxiety (Losada et al., 2015). In this study, the average score

of POMS at baseline was 15.45.

Depressive symptoms: Spanish version (Losada et al., 2012) of The Center for
Epidemiological Studies Depression Scale (CES-D; Radloff, 1977) was used. This scale
is composed of consists of 20 items assessing the frequency of depressive symptoms over
the previous week (e.g. “I thought my life had been a failure”; “I felt sad”). Scores range
from 0 “rarely or none of the time” to 3 “most or all the time.” In the present study, the
internal consistency (Cronbach’s a) for the scale was .89. Collins and Kishita (2022)
showed in a meta-analysis that scores equal to or over 16 on CES-D (Radloff, 1977) are
associated with clinically significant depressive symptomatology. In this study, the

average score of CES-D at baseline was 15.92.

Data analysis

First, In line with recommendations of Chi et al. (2018), who highlight that
corresponding power and sample size methods cover only special cases, and often use
rough approximations, no a-priori power analysis was done, nor was the sample size
needed to obtain a predetermined power previously determined. However, it is worth
mentioning that the sample size is similar to other longitudinal studies carried out with
this specific population (e.g. Joling et al., 2018; Puga et al., 2023. With the aim of
examining the correlation of predictors of depressive and anxiety symptoms over time,
two linear mixed models were used, one for each of the dependent variables (i.e.,
depressive and anxiety symptoms). The two models were fitted with a random intercept
and used restricted maximum likelihood (REML) estimation to handle missing data. The

linear variables were centered at their grand means to increase the regression coefficients



interpretability and to reduce multicollinearity problems. The whole models included
time-varying covariates (caregivers’ age and sex, daily hours, and time caring, care-
recipient functional capacity and cognitive impairment and cessation of caregiving),
stressors and cognitive fusion as predictors and the dependent variables: 1) depressive,
and 2) anxiety symptoms. In addition, the models included the time invariant main effect
for sex which was dummy coded as “0” = female and “1” = male. Finally, models

included random intercepts and random slopes.

Results

Dropouts / missing data

Figure 1 shows the enrolment process. A total of 176 participants enrolled in the
study. Of these, data were available for 139 (79.0%) and 116 (65.91%) caregivers,
respectively, at the 1-year and 2-year follow-up assessments. To test if missing data
occurred at random, we analyzed differences between those caregivers who dropped out
at any assessment point and those who remained in the study, independent samples t-tests
were conducted. No significant differences were found between caregivers who missed
the one-year follow up and those who did not in their scores on any of the assessed
variables at baseline (p > 0.05), nor were significant differences found between caregivers
who missed the two-year follow-up assessment and those who did not in their scores on
any of the assessed variables at baseline and at the one-year follow-up (p > 0.05). In
addition, t-test and chi-squares analysis were conducted to compare the participants at
baseline with the participants who had left and did not provide data at 24 months. No
significant differences between participants at baseline and those who had left and did not
provide data at 24 months in any of the following variables: daily hours caring (t = 1.33,
p =.185); time since being a caregiver (t=.51, p =.61); care-recipient functional capacity

(t=-1.23, p = .220); care-recipient cognitive impairment (t =.71, p = .476); frequency of



disruptive behaviors (t =.35, p =.727); reaction to disruptive behaviors (t =.76, p = .444);
cognitive fusion (t=.77, p =.433); depressive symptoms (t = 1.16, p = .244) and anxious
symptoms (t = .47, p =.638). Nor were differences found in caregivers’ sex.
Changes in depressive symptoms over time

The results of the linear mixed model conducted to analyze the relationship
between sociodemographic, stressor variables, cognitive fusion and depressive symptoms
are shown in Table 2. Only the time-varying value for cognitive fusion (t = 11.38, df =
306.30, p < 0.01) showed a significant association with variability in depressive
symptoms, reflecting that those caregivers with increases in cognitive fusion over time
also showed greater depressive symptoms over time. No significant effects were found
for the other assessed variables. Finally, results show that estimate of covariance

parameters was significant (t=28.11; df=5.01; p =<0.01; 19.81-39.90).

Changes in anxiety symptoms over the time

The results of the linear mixed model conducted to analyze the relationship
between sociodemographic, stressor variables, cognitive fusion and anxiety symptoms
are shown in Table 3. The effect of sex was significant (t= -2.14; df=93.82; p=0.034),
reflecting that male and female caregivers showed significant differences in mean anxiety
symptoms scores across time, with higher scores on anxiety reported for female
caregivers. Time varying values in reaction to disruptive behaviors (t =2.12, df =314.25,
p = 0.035) and cognitive fusion showed (t =9.55, df = 306.78, p < 0.01) a significant
association with variability in anxiety symptoms, indicating that those caregivers with
increases in reaction to disruptive behaviors and those caregivers with higher scores in
cognitive fusion over time also showed greater anxiety symptoms over time. The estimate

for “time” referred to the slope when sex was coded as “0” (the slope for female). Results



show that the coefficient for “time” was significant (t=-2.14; df=93.82; p =0.04),
indicating that female caregivers showed significant changes in anxiety over time. No
significant effects were found for of the other assessed variables. Finally, results show
that estimate of covariance parameters was significant (t=25.77; df=4.41; p =<0.01;
18.42-36.05).

Discussion

The current study explored, for the first time, if increases in cognitive fusion are
longitudinally associated with increases in depressive and anxious caregivers’ symptoms
over a two-year period, controlling for relevant variables in the caregiving process such
as caregivers’ sex and stressors (frequency and reaction to disruptive behaviors,

functional capacity and care-recipient cognitive impairment and caregiving cessation).

As we hypothesized, the results of this study showed that increases in scores in
cognitive fusion were associated with increased depressive and anxious symptoms over
time, after controlling for the rest of variables. In fact, cognitive fusion was the only
variable that predicted changes in both outcome variables, suggesting its transdiagnostic
role for the explanation of caregivers’ emotional distress. These results support the idea
that cognitive fusion may be a core target of interventions for dementia caregivers, since
it seems to be a common predictor of the different outcome variables of emotional distress
analyzed in this study. Previous cross-sectional studies already showed that a higher
tendency of individuals to have their behavior regulated by cognition, that is cognitive
fusion, was associated with greater depressive and anxious caregivers’ symptomatology
(Barrera-Caballero et al., 2021). So, the current study adds to these findings by conducting
a more robust statistical procedure to analyze the role of cognitive fusion in the

longitudinal prediction of caregivers’ distress.



Regarding caregivers’ depressive symptoms, the results showed no significant sex
differences mean depression over time, a result in line with the findings obtained by
Romero-Moreno et al. (2012), but in contrast with Pillemer et al. (2018) who highlighted
that female caregivers showed higher levels of depressive symptoms than male
caregivers. A possible explanation for this may be due to cross-cultural differences.
Regarding caregivers’ anxious symptoms, this study reveals that female caregivers’
report higher anxiety levels over time, consistently with other studies (Kaddour and
Kishita, 2019). According to other studies, women caregivers seem to be especially
vulnerable to suffering emotional distress due to the multiplicity of roles they must also
face (e.g. Sharma et al., 2016) and also, the fact that many women care for others such as
their children, is a reason that could explain why they are more vulnerable to anxious
symptoms, especially the “sandwich generation” (women between 40 and 60 years old
who take care of children and parents) (Miller, 1981; Sinha, 2013). Perhaps because the
care situation is "more accepted" over time, which keeps the levels of depression in
female caregivers more "stable" but not those of anxiety due to the mentioned multiplicity
of roles. In addition, it could be interesting to consider the role of familism (Losada et
al., 2020) and social desirability. In a recent study, Huertas-Domingo et al., (2023) show
that the levels of discomfort of caregivers who report high social desirability could be
higher than those already indicated and daughters may find themselves in a situation of
special vulnerability; they are also subject to more sources of stress because they are more

affected by the negative effects of culturally accepted values such as familism.

Regarding stressors, reaction to disruptive behaviors predicted increases in
anxious caregivers’ symptomatology, in line with Nogales-Gonzalez et al. study, (2015),
but not depressive symptoms. So, according to the stress and coping model adapted to

caregiving (Knight y Sayegh, 2010), reaction to disruptive behavior is a relevant variable,



although it seems that cognitive fusion has a stronger contribution to caregivers’ distress,
as increases in this variable over time predicted increases both in depressive and anxiety
symptoms. These results contribute to moving forward in the understanding of the role of
psychological processes in the etiology of depressive and anxious symptoms in

caregivers.

The obtained findings have important clinical implications for the management of
distress in family caregivers of people with dementia. Caregivers dealing with depressive
and anxious could obtain benefits from interventions that target unhelpful entanglement
with thoughts and emotions, rather than being overly focused on reducing stress and
distress. Specifically, integrating transdiagnostic approaches in available interventions
for dementia family caregivers, such as Acceptance and Commitment Therapy (Losada
etal., 2015), seem to be useful to reduce cognitive fusion by increasing cognitive defusion
(a core process in psychological flexibility), through deliteralization techniques that
promote perspective taking, such as mindfulness-based practices. By increasing cognitive
defusion, caregivers could learn how to distance themselves from their negative internal
experiences. Also, the results suggest that strategies aimed at reducing stress associated
to care-recipient disruptive behaviors could be useful, especially for female caregivers’

experiencing anxiety symptoms.

There are some limitations in this study which should be acknowledged. Firstly,
the sample size of the study can be considered small, and all the caregivers participated
voluntary in the study, something that could prevent the generalization of the results to
the global caregiving population. In addition, despite the longitudinal design of this study,
experimental studies should be conducted to demonstrate causality. The current results
show the predictive role of cognitive fusion in depressive and anxiety symptoms, but no

information regarding the mechanisms of action of these relationships was provided.



Also, in addition to cognitive fusion, other variables could contribute to understand
caregivers’ distress. Future studies should analyze the interplay of cognitive fusion with
variables such as experiential avoidance, rumination or leisure in order to better
understand the processes that lead to caregivers’ distress. Another limitation is that even
with the t-test analyses on baseline variables, we don’t know why this attrition occurred.
It is possible that difficulties reaching participants due to institutionalization or even death
of cared person, as well as other issues related to caregivers, such as health status, could
act as reasons for this attrition. So,it would be interesting for future studies to analyze the
health status of caregivers (for example, with self-report and objective measures) and how
this could influence cessation of care. In addition, using only the disruptive behaviors
subscale of the RMBC, while omitting other frequent symptoms, such verbalizations of
hopelessness and despair, may be a limitation (less sensitivity), but it does not invalidate
the results obtained given that disruptive behaviors are considered the most disturbing
and stressful for caregivers’ (e.g. Cheng, 2017; Fauth & Gibbons, 2014). On the other
hand, it should be noted that although the scores on disruptive behaviors are similar to the
scores obtained in previous studies, including the study of the original scale (Teri et al.,
1992), these might be infrequent, so the range necessary for covariation to be detected in
the model may have been insufficient. Furthermore, a significant limitation of the study
is that the influence of other contextual variables (e.g., availability of respite, family
supports) is not analyzed, which could influence the results obtained, cushioning the
impact on the mental health of caregivers. Therefore, we recommend that future studies
take into consideration the context in this type of population. Finally, even though relevant
variables for understanding caregivers’ distress (e.g., time spent in caregiving activities
or time since being a caregiver) have not shown a significant impact on the outcomes,

future studies done with larger samples should test if these variables may have a mediator



or moderator effect on the outcomes, for example having an association with variables

such disruptive behaviors or cognitive fusion.

The scientific literature on caregiving has shown that cultural variables play a
relevant role when studying the care process (Knight & Sayegh, 20210). Therefore, given
that the sample of this study is from a southern European, Mediterranean population and
that differences have been observed in some respects between Mediterranean caregivers
and caregivers from other places in Europe and other sites (e.g., Losada-Baltar, Falzarano
et al., 2023), it is possible that this could affect the generalization of the results to other
samples. Despite this, it is worth noting that the scores obtained in cognitive fusion in this
sample are similar to the scores of other studies (e.g. Gillanders et al., 2014). Particularly
interesting is the study carried out by Kishita et al. (2023), where similar scores in
cognitive fusion are observed in caregivers from Japan, Spain and UK. Also, an important
issue worth considering here is that cognitive fusion in this sample could coincide with

that of other non-clinical samples (e.g. Gillanders et al., 2014).

However, as results show, given the impact of “becoming fused” with thoughts related to
discomfort with care and their situation (for example) on family caregivers’ of people
with dementia or related disorders on their mental health, this study represents relevant
clinical implications especially for this profile, that is, caregivers who may present a
tendency to have cognitive fusion. Despite the mentioned issues, given the expected
increase in the prevalence of family caregivers, the economic cost associated with care,
and the negative psychological and physical consequences for caregivers, this study
contributes to the available literature by suggesting the relevant transdiagnostic role of
the variable cognitive fusion for understanding worsening in caregivers’ distress.
Psychological strategies aimed at reducing cognitive fusion and stress levels may be

especially helpful for reducing caregivers’ distress.
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Figure 1. Consort diagram flow for enrolment.
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T1.
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Lost to 24-months follow up (n = 33)

-Refusal to participate, n = 19.

**15 participants did not take part in T1 but took part in T2.
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Table 1. Sample characteristics at baseline (T0), 12 months follow up (T1) and 24 months follow up (T2)

Baseline (TO) 12 months follow up (T1) 24 months follow up (T2)

M SD Range M SD Range M SD Range
Sex
Male caregivers % 35 N=62 % 34 N =47 %37 N =43
Female caregivers % 64.8 N=114 % 66 N=92 %063 N=73
Age of caregivers 62.60 12.12 32-87
Time since being a caregiver 53.52 4135 3-300
Daily hours caring 13.41 8.20 1-24 12.64 8.85 0-24 10.53 8.54 0-24
Care-recipient functional capacity 69.88  26.77 0-100 60.22 31.57 0-100 47.74 34.58 0-100
Care-recipient cognitive impairment 4.66 1.24 2-7 4.90 1.03 2-7 5.18 1.14 2-7
Frequency of disruptive behaviors 0.77 0.59 0-2.63 0.76 0.68 0-3.75 0.78 0.75 0-3.63
Reaction to disruptive behaviors 0.70 0.73 0-3.25 0.67 0.74 0-3.75 0.66 0.77 0-3.75
Cognitive fusion 21.82 10.71 7-49 20.24 10.07 6-47 19.45 9.91 7-47
Depressive symptoms 15.92 10.73 0-44 14.74 10.57 0-44 14.01 9.35 0-41
Anxious symptoms 15.47 7.87 0-33 13.55 8.53 0-35 13.48 8.12 0-36

M = Mean; SD = Standard deviation



Table 2. Linear mixed-effects model for depressive and anxious symptoms over time

OUTCOME: DEPRESSIVE SYMPTOMS 95% CONFIDENCE
INTERVAL
VARIABLE ESTIMATE SE t p df LOWER UPPER
BOUND BOUND
Intercept 16.56 1.14 14.53 <.01 208.904 14.31 18.81
Time -.63 Sl -1.24 22 125.22 -1.64 38
Sex (0O=female) -43 1.08 -40 .69 139.76 -2.58 1.71
Caregiver’s age -.01 .05 -.24 81 182.11 -.11 .08
Daily hours caring .00 .06 .05 .95 304.15 -.12 A2
Time caring .00 .01 43 67 168.89 -.02 .03
Frequency of .16 13 1.21 23 304.63 -.10 42
behavioral problems
Reaction to behavioral .23 12 1.93 .05 314.66 -.00 47
problems
Care-recipient -.04 .02 -1.91 .06 279.45 -.07 .09

functional capacity



Care-recipient -.15 46 -.33 73 292.24 -1.07 76
cognitive impairment
Cessation of caregiving .38 1.15 33 53 154.03 -1.89 2.66
Cognitive fusion .53 .04 11.38 <.01 306.30 44 .63
OUTCOME: ANXIOUS SYMPTOMS 95% CONFIDENCE
INTERVAL
VARIABLE ESTIMATE SE t p df LOWER UPPER
BOUND BOUND
Intercept 16.46 .86 19.14 <.01 183.174 14.77 18.16
Time -.86 40 -2.14 .04 93.82 -1.65 -.06
Sex (0O=female) -1.92 .90 -2.13 .03 154.44 -3.70 -.14
Caregiver’s age -.07 .04 -1.78 .08 199.11 -.15 .00
Daily hours caring .03 .05 73 46 315.22 -.06 A3
Time caring .00 01 .64 52 182.27 -.01 .02
Frequency of -.00 10 -.01 .98 314.05 =22 21

behavioral problems



Reaction to behavioral .21
problems

Care-recipient -.00
functional capacity

Care-recipient .05
cognitive impairment

Cessation of caregiving 1.17

Cognitive fusion .36

.10

01

38

.94

.04

2-12

-.13

14

1.24

9.54

.03

.89

.89

21

<.01

314.25

293.42

298.68

162.68

306.79

.01

-.03

-.70

-.69

.29

41

.03

81

3.05

44




