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ABSTRACT

A total of 18 maritally-distressed couples, in which the
female partner met diagnostic criteria for moderately severe
clinical depression, were randomly assigned to Emotionally
Focused Therapy (EFT) or to an individualized program of
pharmacotherapy (PT) for the female partner. The purpose of the
study was to examine the differential effectiveness of EFT, a
systemic-experiential couple therapy, and PT in the prevention of
relapse. Results suggest that both interventions were effective
in reducing depression. Females in EFT were not depressed at
follow-up but 2 females in PT did not respond to treatment.
Marital adjustment increased significantly for females in EFT but
not for their partners. The alleviation of depression in females
in PT did not produce the hypothesized increase in their levels
of marital adjustment, but their partners showed significant
increases in their levels of marital adjustment. A differential
pattern of relapse was not detected. Criteria for clinically-
significant change suggest that females in EFT had better
outcomes in terms of depression and marital distress, but that 2
couples in each group met the criteria of remitted depression and
improvement in marital adjustment at é6-month follow-up. Results
are discussed in light/of an interpersonal approach to

depression.
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The Treatment of Clinical Depression

in the Context of Marital Distress

The purpose of this research was to investigate the
differential effectiveness of marital and pharmacological
treatments in a population exhibiting depression and marital
distress. There is currently considerable interest in the
literature on the nature and course of depression in adults, and
an important focus of these investigations is the identification
of treatment and process variables that are involved in the
recurrence of depression.

The centrality of close personal relationships in human
developmental and adaptive processes has long been recognized in
the literature. The interpersonal school in psychology has
emphasized the importance of the individual's closest
relationships to personality functioning and has stressed the
need for the investigation of the patterns and quality of social
interactions. Sullivan (1956} has suggested that personality
cannot be examined outside of the interpersonal context in which
behaviour is developed and maintained, and that the fundamental
nature of human existence.unfolds in the reciprocal interactive
processes of relationships. Bowlby (1979) has proposed that
humans have an innate orientation to form attachments with others

and that these attachments lead to the formation of social bonds
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which significantly affect our self-perceptions. Bowlby has also
suggested that the disruption of significant bonds results in the
development of depression because intense emotions are associated
with the formation, maintenance, and disruption of significant
relationships (Bowlby, 1979).

The impact of the marital relationship on psychological
and physical health has been well documented in the literature
(Gove, 1972; Lynch, 1977), and this relationship lhas typically
been perceived as the primary source of social support. Coyne
and DeLongis (1986) have noted that the marital relationship is a
key factor in the individual's perception of social support and
that support from other sources cannot adeqguately compensate for
the effects of an unsatisfactory marital relationship.

A review of the literature will focus on the etiology,
treatment, and recurrehce of dépression and will consider the
role of the marital relationship in the course of this disorder.
A rationale is presented for the combined treatment of depression
and marital distress and hypotheses for this clinical trial are
advanced in recognition of the interpersonal context in which

depression occurs.
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REVIEW OF THE LITERATURE

Clinical Depression

Clinical depression is the most common psychiatric
disorder and it has been estimated that approximately 25% of the
population experiences an episode of clinical depression at least
once in their lifetime (Amenson & Lewinsohn, 1981; Weissman,
Myers, & Harding, 1978). This high rate of occurrence suggests
that the causal antecedents to depression are either common or
multiple (Lewinsohn, Hoberman, Teri, & Hautzinger, 1985).

Recent epidemiological studies have reported annual
prevalence rates for major depression between 6.1% and 9%, and
six-month prevalence rates ranging from 4.6% to 6.5% (Myers,
Weissman, Tischler, Holzer, Leap, Orvaschel, Anthony, Boyd,
Burke, Kramer, & Stoltzman, 1984; Robins, Helzer, Weissman,
Orvaschel, Gruenberg, Burke, & Regier, 1984).

A number of firm risk factors for the development of
depression have been noted in the literature. These include
being young, female, and having had a previous episode of
depression. Lewinsohn et al. (1985) have noted that men and
women have comparable incidence rates for first episodes of
unipolar depression (about 7.1% and 6.9% respectively), but that
women with a history of depression display a 22% rate of becoming

depressed again, whereas the comparable rate for males is 13%.
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The prevalence rates for depression tend to peak between the ages
of 20 and 40, and, as this is typically a time when both men and
wonmen are adjusting to the demands of careers and fanily, the
effects of depression can disrupt a wide range of social
functions.

Weissman (1987) has reported that rates for depression are
lowest for men and women who are happily married, and highest for
women in unhappy marriages. In a recent epidemioclogical study of
major depressive disorder, Weissman (1987) reported a 25-fold
increased risk rate of major depression for both men and women in
unhappy marriages, with six-month prevalence rates of 14.9% for
males and 45.5% for females. These data illustrate the
importance of a healthy marital relationship in the maintenance
of psychological well-being.

Episodes of depression are typically of relatively short
duration, with approximately 25% of episodes of unipolar
depression lasting about one month, and 50% lasting up to 3
months (Lewinsohn, Fenn, Stanton, & Franklin, 1985). It has been
estimated that only 30% of individuals meeting diagnostic
criteria for depression receive treatment (Roberts & Vernon,
1983), and this suggests that many persons are capable of
marshalling effective coping resources to overcome depression.
However, it appears that approximately 30% of individuals have

more protracted periods of depression or do not benefit from
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treatment (Weissman, Prusoff, Dimascio, Neu, Goklaney, & Klerman,
1979).

Clinical depression is now most typically diagnosed
according to the Diagnostic and Statistical Manual of the
American Psychiatric Association (DSM-III; APA, 1980). The DSM-
III provides a standardized assessment of depression on the basis
of the presence or absence of specific symptoms, and establishes
minimum requirements for the diagnosis of clinical depression on
the basis of the duration of symptoms and specific constellations
of symptoms. Though there is typically some degree of
variability in the specific constellation of symptoms across
individual cases, the central characteristic of clinical
depression is the presence of disturbed or dysphoric affect.
Other symptoms often include the loss of interest in usual
activities, disturbances in the physiological functions of sleep,
appetite and sex drive, and disruptions in the capacity for
cognitive functioning as concentration and attentional processes
are frequently impaired. There is also a characteristic loss of
self-esteem as well as feelings of hopelessness and despair
towards oneself and the future.

The DSM-III does not provide an index of the severity of
depression and this is most commonly assessed by one or more
secondary measures. The DSM-III allows for the differential

diagnosis of sub-types of depression on the basis of symptom
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patterns. These sub-types include endogenous and non-endogenous

depression, and unipolar and bipolar classifications of

depression.
The Etiology of Depression

There exist a variety of biological and psychological
theories that attempt to elucidate the causal mechanisms involved
in the onset and recurrence of depression. During the last 75
years, this area has been dominated by theories that propose
unidirectional causal relationships between theoretically-based
constructs and the development of depressive episodes. Recent
critical reviews and empirical findings have led a number of
researchers to develop process models of depression which more
adequately account for the dynamic and interactive nature of
personal and environmental variabies in the etiology of
depression.

Theories of depression have focused on a number of
different variables. The medical or biological approach to
depression posits a deficit in amine synthesis at critical
receptor sites in the brain. McNeal and Cimbolic (1986) have
noted that much of the evidence for the role of biochemistry in
depression is indirect and based on response to treatment or on
levels of metabolites that are purported to vary with the
presence or absence of depression. However, there is to date no

evidence that biochemical dysfunctions are of direct causal
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significance in the etiology of depression. No reliable
differences have been reported between depressed and non-
depressed individuals that could predict the development of
depression, and remitted depressives shoﬁ no differences in
biochemical functioning when compared to persons who have never
been depressed. McNeal and Cimbolic (1986) and Free and Oei
(1988) have acknowledged that depressed individuals do show
differences in a variety of biochemical processes, but these
differences appear to be limited to the period when the person is
depressed and are therefore most clearly operating as
concomitants of depression.

Cognitive and behavioural theories of the etiology of
depression have also been prominent in the literature
and have generated a great deal of research. Beck, Shaw, Rush, &
Emery (1979) propose that dysfunctional cognitions and beliefs
play a role in the etiology and maintenance of depression, and
these cognitive factors are considered to be the primary causal
factors in the development of depression. Abramson, Seligman, &
Teasdale (1978) have proposed a theory of learned helplessness in
which depressed persons perceiye themselves as having no control
over negative outcomes. This lack of control has been considered
causally significant in the development of depressive
symptomatology. Lewinschn, Youngren, & Grosscup (1979) have

proposed a behavioural model of depression in which the relative
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balance of key positive and negative person-environment
interactions are causal of depression.

Theoretical reviews and results of empirical
investigations now suggest that the causal mechanisns
implicated by the dominant theories of depression are not
directly responsible for the onset of depression but are
more likely interacting components of a complex depressogenic
process (Beidel & Turner, 1983; Coyne & Gotlib, 1983; Lewinsohn
et al., 1985). Lewinsohn et al. (1985) have noted that though
specific, theoretically-derived constructs have been targeted for
treatment in a number of studies, the emerging pattern of results
is of non-specific treatment effects. These authors suggest that
the various cognitive, behavioural, and biochemical
manifestations of depression tend to respond as a unit to
treatment interventions. Furthermore, these manifestations of
depression appear to be concomitants of depression and their
etiological role is as yet unclear. Hollon, DeRubeis, & Evans
(1988) have noted the lack of research on the mediational role of
theoretically-based variables in the etiology of depression and
have emphasized that the success of a particular treatment
intervention does not correspond to a validation of the
etiological model. Hollon et al. (1988) suggest that efforts to
prevent the development or recurrence of depression would provide

a better test of the causal processes of depression because
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results from treatment studies suggest that sets of processes are
affected.

Barnett & Gotlib (1989) have reviewed the role of
a variety of psychosocial variables as antecedents, concomitants,
or secquelae of depression. Results of their critical review
suggest that problems in interpersonal functioning can operate as
antecedents or consequences of depression. These authors advance
that marital distress and low social integration may play a role
in the development of depression and suggest that the most
promising avenues for future reseaich involve an examination of
the reciprocal effects of factors in the interpersonal domain.
Similarly, Lewinschn et al. (1985) have acknowledged the strong
association between psychosocial stressors and the development of
depression, and have emphasized the particular role of marital
distress, social exits, and employment problems in the etiology
of depression.
Depression and Marital Distress

To date, research has failed to adequately separate the
effects of depression and marital distress because of the
strength of the association between these variables
(Kahn, Coyne & Margolin, 1985). There has been a lack of
longitudinal research designed to investigate the role of marital
distress in the etiology of depression, but there is considerable

evidence that depression is related to problems in interpersonal
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functioning and to difficulties in the marital relationship in
particular.

Rounsaville, Weissman, Prusoff & Herceg-Baron (1979)
reported that 50% of individuals seeking treatment for depression
also presented with marital distress. Beach, Jouriles & O‘lLeary
(1985) found that over 50% of distressed couples contain at least
one partner with significant depression. Coleman & Miller (1975)
also reported a significant correlation between depression and
marital maladjustment, and Ilfeld (1$77) found that marital
conflict is the psychosocial stressor which most consistently
accompanies the development of depression in married individuals.
In addition, marital conflict has been identified as the stressor
which most often preceies the onset of a depressive episode in
married individuals (Paykel, Myers, Dienelt, Klerman, Lindenthal
& Pepper, 1969).

The marriages of depressed women are characterized by
conflict, and less clinical improvement is seen in patients
treated with-pharmacotherapy whose relationships continue to be
marked by conflict (Bothwell & Weissman, 1977; Klerman &
Weissman, 1982). Rounsaville et al. (1979) reported that
depressed women within distressed marriages display poorer
treatment outcomes than do women who axe either single or
involved in supportive relationships. These authors noted that

women who were able to bring about improvements in their
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relationships alsc experienced a reduction in depressive
symptomatology, whereas women whose relationships did not improve
exhibited less improvement or a worsening of depressive symptons.
Though all women in this study received pharmacotherapy and
experienced an initial improvement in depressive symptoms, the
improvement of the marital relationship appeared to play a key
role in the maintenance of treatment gains. Indeed, there
appears to be an emerging consensus in the literature that
marital conflict reduces the probability of obtaining an optimal
therapeutic response to pharmacotherapy. Response rates to
appropriate pharmacological treatment have been reported to be as
high as 95% and as low as between 40 to 60% with the presence of
" a significant psychosocial stressor such as marital distress
(Akiskal & Simmons, 1985; Noll, Davis, & DeLeon-Jones, 1985).
While some researchers have suggested that clinical
depression reveals a pattern of chronicity that is largely
independent of marital or life stressors (Akiskal, 1985; Akiskal,
Bitar, Puzantian, Rosenthal & Walker, 1978), Brown, Bifulco,
Harris & Bridge (1986) have noted that research in this area has
failed to control for continuing long-texrm difficulties that are
likely involved in the perpetuation or recurrence of psychiatric
conditions. In a longitudinal study examining life stress and
vulnerability to depression, Brown et al. reported that low self-

esteem, marked long-term difficulties and severe life events
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arising out of these difficulties are the most important
psychosocial factors involved in the development of depression.
These factors were correlated with the presence of subclinical
depressive symptomatology, but these authors suggest that chronic
subclinical symptoms have an indirect role in the etiology of
depressive episodes since they do not appear to increase
vulnerability to depression but may exacerbate the psychosocial
factors involved in depression. As such, episodes of depression
may develop out of a background of long-term marital difficulties
producing a pattern of chronic subclinical symptoms which in turn
perpetuate marital distress.

There are very few longitudinal studies that have examined
the role of marital dysfunction in the etiology of
depression. O'Hara (1986) examined marital support and marital
adjustment in pregnant women. Results of this prospective study
were that women who became clinically depressed postpartum had
lower levels of marital adjustment than did non-depressed
controls, but no between-group differences in levels of social
support from their spouses were found. Menaghan and Lieberman
(1986) reported on the association between feelings about the
marital relationship and depression in a community based sample.
The results of this study suggest a significant association
between the presence of marital distress and the development of

depression 4 years later. The lack of more numerous assessments
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of both the marital relationship and levels of depressive
symptomateology clearly bring the results of this research into
question as a host of intervening variables may well have
interacted to ultimately produce depression.

The issue of causality is central to an understanding of
the nature of the depressogenic process. Given the interplay of
a variety of person and relationship-specific factors, it is
erroneous to assume that the presence of either depression or
marital conflict necessarily entails the presence of both, and
there are a variety of alternate conceptualizations of the
association of depression and marital conflict. For example,
marital distress may directly precipitate the onset of depression
in certain individuals, or the lack of a sufficiently supportive
intimate relationship may bring about an inability to withstand
the effects of stressors and lead indirectly to the development
of an episode of depression (Haas, Clarkin & Glick, 1985).

There is some evidence that diagnostic classification may
also play a role in whether depression leads to marital distress.
Matussek & Feil (1983) have reported significant differences in
the relationship patterns of endogenous and non-endogenous
unipolar depressives. Endogenous depressives typically reveal
chronic patterns of depression within relatively intact
relationships, though it is possible that in some cases these

episodes of depression may lead to recurrent marital conflict
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during the course of the episodes. Non-endogenous depressives
are more likely to manifest clinically significant depression as
the result of separation or marital conflict and the lack of a
sufficiently supportive intimate relationship (Brown & Harris,
1978; Vaughn & Leff, 1976). There is also evidence

that the relationship between depression and marital
maladjustment is limited to non-bipolar cases (Ruestow,

Dunner, Bleecker & Fieve, 1978).

Lewinsohn et al. (1985, 1988) have emphasized the need for
longitudinal studies that will address the issue of the causality
of depression within a multi-dimensional framework that
recognizes the interactive nature of relevant personal and
environmental variables. This type of model of depression
suggests that the development of a depressive episode may be the
final result of a process in which the individual's resources are
overwhelmed and the marital relationship cannot provide adequate
support because of the presence of conflict. Coyne and Delongis
(1986) suggest that the marital relationship is of central
importance to the individual's sense of well-being and that other
sources of social support cannot adequately replace it. Distress
in the marital relationship can exacerbate any difficulties that
may exist in other relationships and render the individual more
isolated and even more dependent on a distressed primary

relationship. Barnett and Gotlib (19892) note that marital
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distress can chronically erode self-esteem and coping resources,
and may lead to the development of depression by decreasing the
individual's capacity to cope with other demands. In addition,
depressed persons typically report having fewer social contacts
than do the non-depressed (Brim, Whitcoff, & Wetzel, 1982), and
experience their social relationships as being less supportive
than do their non-depressed counterparxts (Dean & Ensel, 1982).
These findings suggest that the marital relationship of the
depressed person may be overburdened by demands for support and
may not be able to provide it.

Regardless of the particular causal pathway that results
in the co-occurrence of depression and marital distress, it is
clear that depression and marital conflict frequently co-exist
and there is a growing body of literature that suggests that the
presence of depression results in disturbed interpersonal
functioning.

Depression and Marital Interaction

Despite the apparently intrapsychic nature of depression,
it is becoming increasingly evident that the development and
maintenance of depression may vary as a function of the
interpersonal context in which it occurs. Coyne (1976a) has
developed an interactional conceptualization of depression in
which symptoms of depression may initially arouse a sympathetic

response, but eventually lead to the rejection of the depressed
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individual. Within this systemic-behavioural approach, the
depressed individual tends to generate more symptoms of distress
in an effort to gain control of the interpersonal situation.
Coyne (1976b) conducted an experimental study of the response of
others to depression and reported not only a consistent pattern
of rejection of the depressed person, but also that depressive
behaviours induce negative affect in others.

Studies that have examined patterns of communication and
interaction in depression have consistently found evidence of
interpersonal conflict, and it appears that the marital
relationship is particularly affected by the presence of
depression. Hinchliffe, Hooper, Vaughn, & Roberts (1978) have
reported that problems in communication are specific to the
marital relationships of depressives and are not found in the
interactions of depressives with strangers. Contrary to research
that has suggested that the negative perception of the social
environment is the result of symptom status and is therefore
inaccurate (cf. Beck et al., 1979), there is now evidence that
depressives accurately perceive their interpersonal environment
and that their enviromment is in fact negative (Coyna, 1976b;
Lewinsohn, Mischel, Chaplin & Barton, 1980). Within an
interpersonal context, it appears that depressed persons are
primed to attend and react to negatively-toned information from

their environment (Gotlidk & Cane, 1587), and this negative
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information is particularly aversive to depressed individuals
(Lewinsohn, Lobitz, & Wilson, 1973). Kowalik & Gotlib (1987)
reported that in comparison with controls depressives code a
higher percentage of communications from their spouses as
negative and that there is a high rate of concordance between
spouses as to the negative content of communications. Though
depressed individuals in this study intended and perceived a
lower percentage of positive messages between themselves and
their spouses, the negative perception of their environment
appears to be an accurate appraisal of their marital
relationship.

The perception of marital conflict in the relationships of
depressed individuals does not appear to be limited to the
depressed partner since spouses confirm the presence of marital
discord (Kowalik et al., 1987; Ruestow, Dunner, Bleecker, &
Fieve, 1978). Merikangas, Prusoff, Kupfer & Frank (1985) have
reported a high correlation in the perception of the marital
relationship between spouses of marital dyads that contain a
depressed partner. These authors found that couples containing a
depressed partner were significantly worse in all areas of
marital functioning than normal controls, but that marital
dissatisfaction was not a reflection of their degree of general
life satisfaction. Similarly, Mitchell, Cronkite & Moos (1983)

have found that couples that contain a depressed partner are at a
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distinct disadvantage in comparison with normal controls in their
experience of stressors and in their ability to marshall
effective coping responses to life events.

Hautzinger, Linden & BHoffman (1982) investigated patterns
of communication in distressed couples with and without a
depressed partner. Communication in couples with a depressed
partner was more negative and centered on somatic and
psychological complaints, and the non-depressed partner evaluated
their spouses negatively. Despite the presence of equivalent
levels of marital distress, communication in couples without a
depressed partner was characterized by significantly more
reciprocity and support. _

Merikangas, Ranelli and Kupfer (1979) have advanced that
the behavior of the spouses' of depressed individuals may in fact
be as important a predictor of clinical outcome as the patients
own levels of depressive behavior. Hooley (1986) and Hooley and
Teasdale (1989) investigated the relationship between levels Qf
expressed emotion and relapse in unipolar depressives. Hooley
examined levels of criticism, hostility and overinvolvement in
the spouses of depressed patients and reported a high rate of
negative criticism in the spouses of depressed individuals.
Patients who relapsed reported their spouses as significantly
more critical than did patients who remained well. Hooley and

Teasdale suggest that expressed emotion, marital distress and
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perceived criticism by the spouse were all significantly related
with rates of relapse 9 months after recovery.

Biglan, Hops, Sherman, Friedman, Arthur, Thorsen, & Osteen
(1985) examined problem-solving interactions of depressed women
and their partners in distressed and non-distressed dyads and
compared these groups to normal controls. The depressed and
distressed group revealed significantly less facilitating
behaviour and the lowest rates of self-disclosure.
Interestingly, when husbands in the depressed and distressed
group displayed facilitating behaviour there was a reduction in
the depressive behaviour of their partners, but they showed less
facilitating behaviour than normals. Depressed wives were found
to exhibit self-derogations, complaints about their physical and
psychological functioning and a pattern of dysphoric non-verbal
communication. A tendency was reported fof couples with
depression, particularly those that were both depressed and
distressed, to be more aggressive with their partners. The
wives' depressive behaviour in the depressed and distressed group
produced greater reductions in the aggressive behaviour of
husbands, whereas the husbands' aggressive behaviour reduced the
likelihoed of the wives' depressive behaviour in the distressed
only group. These authors reported that the interactive burden
is placed on the non-depressed spouse because the depressed wife

focuses a good deal of interaction on her negative state but
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contributes little to problem-solving.

Kahn et al. (1985) investigated how couples with and
without a depressed partner resolve marital conflict. Results of
this study confirm the shared perception of marital difficulties
between partners in depressed couples, and suggest that these
couples reveal more destructive behaviour and less constructive
problem-solving than couples without a depressed partner. This
study reported a recurrent pattern of hurtful exchanges and the
presence of hostilify and aggression between depressed spouses
and their partners, but also presented evidence of inhibition and
withdrawal in these couples. Kahn et al. suggested that these
seemingly contradictory behaviours are paxt of a vicious cycle in
which aggressive exchanges fail to resolve issues and encourage
withdrawal and the inhibition of negative feelings. Gradually,
there appears to be an accumulation of hurt and resentment which
result in the escalation of aggressive behaviour and which in
turn work against the successful resolution of issues. These
authors have noted that the traditional view of the depressed
individual as withdrawn and lacking in expressed anger at best
represents only one part of the behavioural cycle in the couple
and is perhaps a more accurate description of the depressed
individual's behaviour towards strangers.

Gotlib and Whiffen (1989) examined the issue of the

specificity of distressed marital functioning to depression by
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comparing groups of depressed psychiatric patients, non-depressed
medical patients, and community controls. Couples in the
depressed group performed significantly worse on all measures of
marital functioning than did community controls, but it was
reported that couples in the non-depressed medical group also
exhibited problematic interpersonal functioning. However, only
couples in the depressed group were characterized by negative
feelings after an interaction task and by negative appraisals of
the spouses' behaviour. Gotlib and Whiffen also report that
there is more negative affect in the female partner of the
depressed couple and that the appraisals of behaviours between
spouses are quite consistent.

Research in the area of marital interaction underscores
the importance of the interpersonal system in the course of
depression and also emphasizes the need for the assessment of the
marital relationship when depression is present in the couple.
The diagnosis of both depression and marital distress is
important to a combined treatment approcach, and therapeutic
interventions that focus on the role of the marital relationship
in the etiology and maintenance of depressive symptomatology may
be of central importance in the treatment of some forms of

depression and in the prevention of relapse.
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ssio
The efficacy of biological and psychological treatments of

depression is well established in the literature and comparative
outcome studies continue to emerge in support of these
interventions. The National Institute of Mental Health (NIMH)
has recently published the results of a major multisite outcome
study that was designed to investigate the relative effectiveness
cf 2 number of treatments for depression. As reported by Elkin,
Shea, Watkins, Imber, Sotsky, Collins, Glass, Pilkonis, leber,
Docherty, Fiester, & Parloff (1989), the NIMH study contrasted
interpersonal psychotherapy, cognitive therapy, imipramine plus
clinical management, and placebo plus clinical management in the
treatment of unipolar depression. All interventions proved to be
effective in reducing depression over the 1l6-week course of
treatment and no significant differences were reported between
the active treatments for less severe depression. However, there
emerged an ordering of the treatments for the more severe cases
of depression, with imipramine plus clinical management as the
most effective intervention, followed by the psychotherapies, and
placebo plus clinical ﬁanagement as the least effective.

| Elkin et al. (1989) have noted the effectiveness of the
placebo plus clinical management condition in this study and have
pointed—-out that support and encouragement were sufficient to

bring-about a significant reduction of symptoms in the less
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severely depressed patients. It is increasingly apparent that
offering some form of treatment is significantly better than not
intervening at all, but the results of this study do not include
follow-up data and it will be important to evaluate the longer-
term effects of these treatments. In addition, the NIMH study
has not provided systematic evidence regarding the selection
criteria for a particular intervention, and it will therefore be
necessary to marshall research efforts to identify patient
characteristics that would influence the choice of a given
treatment.

Free & Oei (1989) conducted a meta-analysis of biological
and psychological treatments and found both to be effective in
producing clinically significant results. There was however a
strong tendency for psychological treatments to be associated
with larger effect sizes at termination and with better
maintenance of treatment gains at follow-up. These authors found
no evidence for a differential response to biological or
psychological interventions in the less severe non-psychotic
unipolar depression. It has been reported that the best
predictor of the type of intervention received by depressed
patients is the orientation of the center that is offering
treatment rather than any particular diagnostic or assessment
classification (Keller, Lavori, Xlerman, Andreasen, Endicott,

Coryell, et al., 1986).
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The vast majority of studies included in meta-analyses of
treatments for depression invelve the investigation of one or
more tricyclic antidepressants, and cognitive and behavioural
therapies. Support for the bioclogical and psychological theories
is based primarily on successful ocutcome of the treatments, in
comparison with various forms of biological and ésychological
placebos, and with each other. Kupfer and Freedman (19865 have
questioned the relevance of some aspects of comparative trials
since the methodological constraints of research do not typically
allow for a true assessment of clinical practice. For example,
the research requirement of procedural specificity has resulted
in evaluations of pharmacotherapy that are typically based on the
administration of only one drug. This practice may not result in
the best possible treatment outcomes and may not reflect
prevailing clinical practice.

Steinbrueck, Maxwell & Howard (1983) have reported a mean
effect siée of .61 for drug therapy versus placebo or wait-list
control conditions in the treatment of unipolar depression in
adults. Steinbrueck et al. analysed 56 outcome studies, over 60%
‘of which weré cognitive or behavioural, and 28% social-learning
or interpersonal therapies; 2 studies included in this mefa—
analysis involved unspecified marital therapies. These authors
report a meanféffect size of 1.22 for psychotherapeutic

interventicns in unipolar depression but no significant
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differences were found between types of psychotherapies
in terms of their effectiveness in symptom reduction.

Studies comparing the effectiveness of pharmacotherapy and
psychotherapy for depression have typically found both
interventions to be effective in overall symptom reduction and
that the combined use of these treatments may be somewhat more
effective than either treatment alone (cf. Weissman et al.,
1979). Conte, Plutchik, Wild & Karasu (1986) conducted a meta-—
analytic study of combined psychotherapy and pharmacotherapy for
depression and report that the combination of drugs and
psychotherapy is only slightly superior to either psychotherapy
or pharmacotherapy alone, but that both are appreciably more
effective than placebo conditions. Pharmacotherapy is generally
found to have a more rapid effect on symptom remission, but
pharmacotherapy and psychotherapy are generally equivalent in
synptom reduction at the end of treatment. Psychotherapeutic
treatments appear more effective with patients experiencing
difficulties in social adjustment and interpersonal relations
(Klerman, Dimascio, Welissman, Prusoff, & Paykel, 1974).

Mclean and Carr (1989) have also reviewed the comparative
efficacy of pharmacoclogical and psychological treatments for
unipolar depression. The conclusions of their review are that
cognitive-behavioural and interpersonal treatments are typically

superior to pharmacotherapy in both immediate and longer-term
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effects, but that these effects are modest when placed in the
context of non-specific treatment effects. MclLean and Carr
(1989) have emphasized that treatment response tends to occur
independently of any specific treatment modality so that
cognitive-behavioural and interpersonal treatments cannot be
distinguished on the basis of either the magnitude of effect or
on the basis of specific treatment effects. Overall, these
authors suggest that treatment effects for depression are of
moderate clinical significance and are well-maintained at follow-
up, but that type of therapy is largely unrelated to clinical
improvement. Finaily, Mclean and Carr (1989) suggest that
research efforfs in depression concentrate on the development of
an empirical foundation for matching treatments to patient
characteristics and on the exanination of methods to prevent
relapse as traditional comparative outcome studies cannot
generate new knowledge about depression.

Nietzel, Russell, Hemmings, & Gretter (1987) used a meta-
analytic approach to study clinically-significant change in the
treatment of unipolar depression with psychotherapy. Nietzel et
al. analysed 31 studies, over 80% of which were cognitive,
behavioural, or cognitive-behavioural, and established criterion
levels for clinically-significant change based on a comparison
with non-depressed controls. The Beck Depression Inventory was

the only measure of depression used to assess treatment response
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in these studies. This inventory may not have provided an
unbiased index of treatment response because it is based on
primarily cognitive and behavioural symptoms of depression
(Kazdin, 1986), but it remains thg most commonly used measure of
the severity of depression. The results of this meta-analysis
suggest that psychotherapy produces moderately significant
clinical outcomes that are maintained at follow-up.

Nietzel et al. noted that the maintenance of treatment
gains appears to be a reliable findihg across meta-analyses.
Individual therapy was associated with greater clinical
significance than group therapy, but type of therapy, duration of
therapy, training of therapists, and type of subject assignment
were not associated with clinical significance. However, clients
who respond to advertisements or whose participation was
solicited by the investigator tend to show less clinically
significant outcomes than subjects who are referred or self-
selected for treatment.

Robinson, Berman, & Neimeyer (1990) reviewed 58 studies on
the treatment of depression and have suggested that while
psfchotherapy and pharmacotherapy produce substantial benefits
for depressed patients, no reliable differences between these
interventions can be found when the theoretical allegiance of the
investigator is taken into account. Robinson et al. (1990)

suggest that treated patients can still be distinguished from the
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never—-depressed, but that they are better off than untreated
controls. Importantly, these authors advance that it is unclear
which aspects of treatment are responsible for clinical
improvement and they speculate that depression may be
particularly responsive to a common set of therapeutic factors.
Robinson et al. (1990) argue for a shift in the focus on
depression toward client expectations and the therapeutic
relationship as mecﬁanisms of change.

In sum, reseaxch on the treatment of unipolar depression
appears to have reached a turning-point. There is a consistent
call to refocus investigative efforts away from the strictly
comparative approach to treatments. As noted by Mclean and Carr
(1989) and Robinson et al. (1990} amongst others, the comparative
approach has likely generated about as much information as the
design allows. It is now important to identify patient
characteristics and therapeutic processes that will further our
knowledge of depression, and the issue of relapse is central to
these efforts.

Relapse in Depression

Elkin, Parloff, Hadley, & Autry (1985) note that research
concerning the treatment of depression has focused primarily upon
the effectiveness of interventions and only recently has the
focus shifted toward the issues of the recurrence of depression

and the need to identify variables and therapeutic processes that
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will reduce the risk of relapse. Belsher and Costello (1988)
have advanced that studies of relapse will further our
understanding of the nature and course of depression and may
result in the development of feasible and effective treatment
programs. These authors have defined relapse in depression as
the recurrence of a depressive episode in patients whe have
previously met clinical diagnostic criteria for recovery from
depression. Rates of relapse typically vary considerably across
studies and treatment modalities because of differing
methodologies and reporting procedures.

Belsher and Costello (1988) reviewed studies that
reported relapse rates for unipolar depression and suggest that
relapse is frequent after unipolar depression has been
successfully treated. Approximately 20 to 25% of patients will
have a diagnosable episode of depression within 2 to 4 months of
recovery. Between 6 and 12 months post-recovery the rates vary
between 22% and 50%, and relapse rates as high as 85% have been
reported 2 years post-recovery in some studies. However, it
appears that the longer patients stay well, the less likely they
are to relapse, and that environmental stresses increase the
probability of relapse. Belsher and Costzllo have noted that
negative events occurring post~recovery typically distinguish
relapsers from non-relapsers. The period of vulnerability to

relapse as a function of negative events may only extend 3 months
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post-recovery, so that negative events that impact the individual
relatively early in the post-recovery period may carry a
heightened degree of psychological salience.

Research by lewinsohn, Hoberman, & Rosenbaum (1588)
suggests that the presence of elevated stress, in the form of
nicrostressors or major life disturbances, is significantly
related to the recurrence of depression in recovered depressives.
Lewinsohn et al. note the absence of bioclogical or psychological
deficits or "“scars" that would differentiate those who have had
an episode of depression from those who have not, buc have
emphasized the apparent vulnerability to relapse in those who
have had a previous episode. Lewinsohn, Zeiss, & Duncan (1989)
investigated relapse in untreated recovered depressives and
identified a number of variables as predictive of relapse.
According to these authors, the probability of relapse increases
with the number and severity of previous episodes and with being
female, but not with age of onset. Women were found to have more
severe episodes of depression and, unlike men, were also found to
maintain their level of risk for depression after the first
episode. Lewinschn et al. (1989) report that 45% of those who
have a first episode of depression will experience a second
episode, and that 33% of those who have had a second episode will

experience a third.
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It is of note that vulnerability to depression does not
typically decrease over time and that there is in fact a
sustained vulnerability for relapse despite the absence of
distinguishing characteristics, or scars, between those who have
never been depressed and recurrent depressives. Lewinsohn et al.
have hypothesized that significant environmental stressors may
piay a role in maintaining vulnerability to depression over time.
These researchers have demonstrated that the presence of elevated
stress due to environmental events is significantly related to
the development of depressive episodes, but it is unfortunate
that an appropriate measure of marital distress was not used in
their longitudinal research. Indeed, Lewinsohn et al. (1988)
employed a measure of the potential for divorce in the couple and
this cannot be reasonably equated with levels of conflict in the
marital relationship. However, marital discord did emerge as one
of the risk factors for more severe depression, along with an
elevated rate of major and minor stressors and feelings of
dissatisfaction with oneself.

Few studies have compared rates of relapse in
pharmacotherapy and psycheotherapy but it appears that relapse
rates vary as a function of treatment modality. Simons, Murphy,
Levine & Wetzel (1986) have reported that only 28% of depressed
patients who received psychotherapy alone or in combination with

pharmacotherapy relapsed by one-year follow-up, while 66% of
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patients who received pharmacotherapy alone relapsed. Hollon,
Tuason, Wiemer, deRubeis, Evans, & Garvey (1983) reported that at
six months post-treatment, 18% of patients who received
psychotherapy in combination with pharmacotherapy met criteria
for relapse; the comparable rates for patients receiving
psychotherapy or pharmacotherapy alone were 25% and 67%
respectively. The differential rates of relapse reported for
psychotherapeutic and pharmacological interventions in depression
suggest that the effects of psychotherapy may be more enduring in
preventing relapse.
Marital Therapy for Depression and Marital Distress

A promising new approach to treating depression in terms
of symptom reduction and relapse prevention is the use of marital
therapy. To date, few studies on the use of marital therapy in
the treatment of depression have appeared in the literature.
McLean, Ogston & Grauer (1973) randomly assigned 20 depressed
outpatients and their spouses to either traditional treatments or
to an experimental treatment which involved training in social
learning principles for couples. There were significant
reductions in depressive behaviour and increases in patient-
spouse communication fér the experimental group. Though this
study was designed for couples in which one partner was
depressed, the presence of marital conflict was not a selection

criterion. Furthermore, it is difficult to assess the relevance
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of this finding as specific diagnostic criteria were not
presented.

Friedman (1975) examined the interaction of drug therapy
with marital therapy in a randomized controlled trial involving
depressed ocutpatients. Both drug and marital therapy had positive
effects on symptom relief though drug therapy revealed a more
rapid effect in reducing depressive symptoms. Marital therapy
was found to have superior effects in the improvement of the
marital relationship, and combined treatment with drug and
marital therapy was superior to the other treatment or control
conditions for both dependent variables. The type of marital
therapy used in this study was not described and patients were
not enlisted on the basis of a joint diagnosis of non-endogenous
unipolar depression and marital distress.

Greene, Lustig & Lee (1976) have reported on the use of
marital intexrventions when one spouse has a primary affective
disorder. These authors found that 66% of patients experienced
marital conflict as the result of recurrent episodes of
depression and suggested a combination of somatotherapy and
psychotherapy for the depressed spouse and psychotherapy for the
non-depressed spouse. Despite a recognition of the role of
interpersonal factors in depression, Greene et al. suggested that
the non-depressed spouse can best cooperate in the treatment of

their partner once they understand that a primary affective
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disorder is caused by biochemical events. A marital therapy
approach is not presented as a means of intervention in
depression and marital distress, and the use of conjoint sessions
appears to be limited to pre-marital counselling in which these
investigators advise against marriage when there is a history of
any form of primary affective disorder. Greene et al. present
little diagnostic or marital data in their report and there is a
marked lack of treatment outcome analysis.

Rush, Shaw, & Khatami (1980) employed a non-experimental
approach to examine the use of cognitive therapeutic techniques
in couples that containad a depressed partner. These authors
suggest that the couples format facilitated the targeting and
correction of interpersonal behaviours-that maintained depressive
thought patterns. Though their case-analytic methodology was
limited to 3 couples, Rush et al. suggest that the use of
the couple interpersonal system may not only reduce marital
distress, but may alsoc prove to be effective in reducing
depressive symptomatology.

Jacobson (1984) has attempted to combine Behavioral
Marital Therapy (BMT) with cognitive treatment of depression.
While this approach recognizes the interplay of depression and
interpersonal variables, Jacobson has chosen to separate
depression from the context in which it occurs by treating the

depressed spouse separately from the partner and initiating BMT
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once depressive symptomatology has subsided. 1In addition,
Jacobson has not used this approach with distressed couples and
no data have been published on the efficacy of this intervention.

Interpersconal Psychotherapy (IPT: Klerman, Weissman,
Rounsaville, & Chevron, 1984) was originally developed as a
viable control condition in studies designed to assess the
interactive effects of pharmacological and psychotherapeutic
treatments of depression (Weissman et al., 1979). Though the
focus of IPT is upon the social and interpersonal functioning of
the patient, a review of the IPT treatment manual reveals that it
is predominantly an individual therapy for depression rather than
a marital therapy designed to treat a primary depressive disorder
in one member of the marital dyad. Conjoint sessions appear to
be used sporadically and only when the depressed spouse and/or
the therapist consider that the participation of the partner
would be useful in the resolution of given issues.

In a study designed te evaluate a marital intervention for
concurrent depression and marital distress, Beach & O'lLeary
(1986) randomly assigned eight couples to either behavioural
marital therapy, individual cognitive therapy or to a wait-list
control condition. The wives met diagnostic criteria for non-
endogenous unipolar depression (DSM-III classification 296.2 or
296.3) and presented with marital distress. Both active

treatments were effective in reducing depression and wives in the
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marital treatment group showed significantly greater gains in
marital functioning than did those receiving individual therapy.
While the results of this study appear promising for the combined
treatment of depression and marital distress, the small sample
size seriously restricts interpretation of the data.

Waring, Chamberlaine, McCrank, Stalker, Carver, Fry
& Barnes (1988) have reported preliminary data from a randomized
clinical trial inveolving 12 couples in which the female partner
met criteria for dysthymia. Marital distress was evaluated on
the basis of scores on an intimacy questionnaire and couples were
within the range of scores obtained by distressed couples.
Female partners were randomly assigned to minimum contact or
cognitive marital therapy with a double-blind trial of an
antidepressant versus a placebo. Results from the 10-week course
of treatment suggest that a couple treatment based on the use of
cognitive self-disclosure is effeqtive inincreasing levels of
intimacy and in reducing levels of depression. The small sample
used in this study prevented the investigators from detecting
between-group differences, and further research is required to
properly examine treatment effects.

Most recently, O'Leary & Beach (1990) randomly assigned 36
maritally distressed coﬁples in which the female partner was
depressed to either marital therapy, individual cognitive

therany, or to a wait-list control condition. Therapy lasted 15
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to 16 weeks and the female partner met DSM-III criteria for
clinical depression of moderate severity. Results of this study
suggest that women in both treatment groups experienced a
significant reduction in levels of depression, but that only
women in the marital therapy group experienced a significant
increase in marital adjustment. There were no differences at
follow-up in the levels of depression in women, but women who
received marital therapy continued to exhibit a significantly
higher level of marital adjustment.

O'Leary & Beach (1990) have advanced that marital
satisfaction plays a significant role in depression because women
who received marital therapy in this study showed as much
improvement in their levels of depression as did women who
received individual therapy for depression. However, these
authors suggest that improvements in marital satisfaction cannot
be expected from individual treatment. It is unfortunate that
data on the levels of marital adjustment in male partners were
not reported in this study. Indeed, it is somewhat erroneous to
assume that increases in levels of marital satisfaction in one
partner necessarily entail concomitant increases for the other
partner, or that an increase in one partner's level of marital
satisfaction is sufficient for the improvement of the
relationship. In addition, individual therapy for the depressed

female partner may contribute to a deterioration of the marital
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relationship because it can conceivably introduce as many
problems in the couple as it seeks to resolve in the individual.
It would appear necessary to report the levels of marital
adjustment of both partners if the effect of marital
interventions are to be fully evalunated.

In summary, a variety of marital interventions appear to
hold promise for the treatment of depression when it co-exists
with marital distress. Differential relapse rates for depression
have yet to be examined for various treatment modalities in a
population that exhibits depression with marital distress. The
failure to employ standardized assessment procedures and
inadequate methodologies have characterized research in this
area, and a more rigorous approach is needed for the evaluation
of the combined treatment of depression and marital distress.
EFT: Treating Depression _in the Context of Marital Distress

Marital therapy is now recognized as the treatment of
choice for conflict in intimate relationships. Gurman & Kniskern
(1978) have emphasized that marital conflict has an extremely low
rate of spontaneous remission and that disturbed patterns of
communication and interaction tend te¢ perpetuate themselves
within the interpersonal domain. This area has been dominated by
behavioural and cognitive-behavioural marital therapies and the
effectiveness of these therapies has been demonstrated in a

number of controlled studies (cf. Hahlweg & Markman, 1988).
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Greenberg and Johnson (1986a) have noted that these therapies
are primarily oriented towards the acquisition of skills, but
that there is a growing recognition of the role of affect in
marital therapy (Jacobson, 1983; Margolin & Weinstein, 1983).
Emotionally Focused Therapy (EFT) is a recently developed
form of marital therapy which integrates experiential and
systemic approaches in the process of psychotherapeutic change.
It emphasizes the role of affect in change as well as the role of
communication and interactional cycles in maintaining problem
states (Greenberg & Johnson, 1986b). EFT views marital distress
in terms of alienation and emotional deprivation, and affect as
both a target and agent of psychotherapeutic change. Emotion is
conceptualized within an information processing framework and
therefore as a primary signalling and communication system and a
source of adaptive behaviours. Emotional experience in intimate
relationships structures the perception of one‘s spouse,
facilitates access to key appraisals of the self in relation to
the other, and motivates affective responses. The sharing of
heightened emotional experience facilitates bondiﬁg and the
growth of intimacy. The exploration and expression of new
aspects of self, particularly of emotional vulnerability,
directly promotes contact and trust, which then give rise to new
perceptions of the spouse and to changes in the pattern of

interaction and communication.
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From the point of view of EFT, the development of
depression in the couple is related to the absence or
deterioration of emotional bonds and a lack of emotional intimacy
and trust. Dysfuncticnal patterns of communication and
interaction maintain depression and play a role in its
recurrence. The positions that partners adopt in the
relationship are considered to be the result of the interaction
of unmet emotional needs in éach individual within the couple.
As such, emotional experience, including depression, is
essentially interactive and contextual. EFT seeks to treat
depression in the couple by restructuring the interactive context
in which it occurs and by restoring emotional bonds and the
experience of emotional intimacy. It is intimate emotional
experience in the couple that will protect against the
development and recurrence of depression and prevent the
resurgence of dysfunctional patterns of communication and
interaction.

EFT has been evaluated in clinical trials and has been
shown to be a significantly more effective means of resolving
marital conflict than cognitive-behavioural marital therapy
(Johnson & Greenberg, 1985, 1985b), and equally as effective as
systemic interactional marital therapy (Goldman, 1986). Johnson
& Greenberg (1985) reported an effect size of 2.19 for EFT over

a wait-list control condition, and an effect size of .634 was
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cbtained for EFT over a cognitive-behavioural treatment, with
‘marital distress as the dependent variable. For this study, we
refined EFT for the treatment of distressed couples in which the
female partner is depressed, and prepared a structured treatment
manual to be used in the training and evaluation of therapists
and an implementation checklist to verify the integrity of
treatment delivery (Appendix A).

Rationale and Research Strategy

Current treatment research supports the general
effectiveness of individual psychotherapy and/or pharmacotherapy
for symptom reduction in unipolar depression, but also reveals a
high risk for relapse in the first months following recovery.
Psychotherapeutic interventions typically produce treatment gains
that are well maintained at follow-up and can reduce the risk for
relapse. Pivotal questions at this time inveolve the
identification of treatment approaches and treatment process
variables that will reduce population-specific relapse rates, but
few studies have systematically examined the issue of the
recurrence of depression in relation to specific populations and
forms of treatment intervention.

There exists a growing body of evidence that illustrates
the disruptive effects of depression on relationships and which
implicates marital distress in the development and maintenance of

clinical depression. Recent data reflect a high rate of co-
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occurrence of depression and marital distress, and the importance
of interpersonal variables in the eticlogy, maintenance and
recurrence of depression. Furthermore, the presence of marital
distress interferes with the process of recovery from depression
and marital distress rarely remits without treatment.
Interventions aimed at both depression and marital distress
should significantly reduce relapse rates by treating the context
in which depression occurs.

This research inveolved the comparison of EFT with
pharmacotherapy (PT) for the treatment of depression in the
context of marital distress. Maritally-distressed couples, in
which the female partner met diagnostic criteria for moderately
severe c¢linical depression, were randomly assigned to EFT or to
an individualized program of pharmacotherapy for the female
partner. Pharmacological therapy was chosen as a reference
treatment condition because of its well documented effectiveness
in the treatment of depressive symptomatology. In addition, a
pharmacological treatment condition was chosen because, as a
control group, it would.provide for the evaluation of the effects
of symptom remission on the marital relationship over the course
of treatment and at follow-up. Finally, it was more clinically
and ethically responsible to provide active treatments for both
groups in this study as subjects were experiencing significant

levels of both depression and marital distress.
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An appreciation of the interpersonal nature of depression
in relationships led to the development of a series of hypotheses
that recognize the interactive effects of depression and marital
adjustment. Based on the review of the literature presented
here, it was hypothesized that the female partner of couples
assigned to EFT would display a significant reduction of
depressive symptomatology at termination of treatment and also
show long-term benefits of treatment. It_was hypothesized that
females in PT would also display a significant reduction in
depressive symptomatology at the end of treatment; however, it
was predicted that females in this group would display a
significant trend toward relapse at 6é-month follow-up because
marital distress would continue to influence their psychological
well-being. The differential effectiveness of EFT and PT in the
treatment of depression was predicted to be displayed in a
significant treatment x assessment interaction for females.

Males and females in EFT were predicted to show a
significant increase in marital adjustment at the end of
treatment and maintain an increased level of marital adjustment
at follow-up. Couples in the PT group were expected to reveal an
increase in marital adjustment at the end of treatment because of
the effects of the reducticn of depressive symptoms in the
depressed partner. However, it was hypothesized that levels of

marital adjustment in the PT group would deteriorate by 6-month
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follow-up because marital distress typically does not remit
without treatment. As such, the differential effectiveness of
the treatments was predicted to be revealed in significant
treatment x assessment interactions on the measure of marital
distress for males and females.

To compensate for any leoss of power caused by the
estimated small sample size at start-up and the effects of
attrition, a series of planned comparisons were developed. The
use of planned comparisons requires the development of all
relevant hypotheses prior to data analysis. Accordingly, the
hypotheses developed for this study involved the specific
comparison points where significant within-group differences were
most likely to occur. Similarly, the between-group hypotheses
involved comparisons in which the groups were predicted to reveal
significant differences, and were therefore those points where
treatment x assessment interactions were predicted to occur.

These hypotheses, which are fully developed below,
suggested that the trend for couples in EFT would be
characterized by tha remission of depression in the female
partner énd the incréése of marital adjustment for couples in
EFT. The hypotheses put forward for PT suggested a tendency
toward relapse of both depression iﬁ the female partner and of

marital distress in the couple.
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Hypotheses for Planned Comparisons
Within-group hvpotheses

Hypotheses fo emales _in EFT.
l. It was hypothesized that‘females in EFT would display a
significant negative linear trend in levels of depression from
pre~test to six-month follow-up.
2. It was hypothesized that females in EFT would show a
statistically significant reduction in depressive symptomatology
from pre-test to post-test.
3. It was predicted that females in EFT would display a long-
term reduction in levels of depression based on the comparison of
the treatment and follow-up phases of the study.
4. It was hypothesized that females in EFT would display a
significant positive linear trend in marital adjustment from pre-
test to six-month follow-up.
5. It was predicted that females in EFT would display
statistically significant gains in marital adjustment from pre-
test to post-test.
6. It was hypothesized that females in EFT would display a
long-term increase in levels of marital adjustment based on the

comparison of the treatment and follow-up phases of the study.
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theses for males in .

1. It was hypothesized that males in EFT would display a
significant positive linear trend in marital adjustment from pre-
test to six-month follow-up.
2. It was predicted that males in EFT would display
statistically significant gains in marital adjustment from
pre~test to post-test.
3. It was hypothesized that males in EFT would reveal a long-
term increase in levels of marital adjustment based on the
comparison of the treatment and follow-up phases of the study.

Though no differences in levels of depression for males in
EFT were anticipated, an interpersonal approach to depression
required an examination of the effects of treatment on levels of
depressive symptomatology in males. 2s such, analyses developed
for females on the measure of depression were extended to males
in order to assess possible treatment effects.

Hypotheses for females in_PT.
1. It was predicted that females in PT would display a
significant quadratic trend in levels of depression from pre-test
to 6-month follow-up; that is, depressive symptomatology for
females in PT would return to pre-test levels by six-month

follow-up and therefore constitute a relapse.
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2. It was hypothesized that females in PT would show a
statistically significant reduction in depressive symptomatology
from pre-test to post-test.

3. It was predicted that no significant differences would be
found in long-term levels of depression based on the comparison
of the treatment and follow-up phase of the study.

4. It was also predicted that females in PT would display a
significant quadratic trend in their levels of marital adjustment
between pre-test and six-month follow-up; that is, levels of
marital distress would return to pre-test levels by six-month
follow-up and therefore constitute a relapse.

5. It was hypothesized that females in PT would display a
significant increase in marital adjustment from pre-test to post-~
test.

6. It was predicted that no significant differences would be
found in long-texm levels of marital adjustment based on the
comparison of the treatment and follow-up phases of the study.

Hypotheses for males in PT.

1. It was predicted that males in PT would display a significant
quadratic trend in levels of marital adjustment from pre-test to
six-month follow-up; that is, levels of marital adjustment would

' return to pre-test levels and therefore constitute a relapse.
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2. It was hypothesized that males in PT would display a
significant increase in marital adjustment from pre-test to post-
test.

3. It was hypothesized that males in PT would reveal no
significant long-term differences in levels of marital adjustment
based on the comparison of the treatment and follow-up phases of
the study.

As with their counterparts in EFT, levels of depressive
symptonatology for males in PT were examined using the analyses
developed for females in order to investigate effects of
treatment.

Between-qroup hvpotheses

1. It was hypothesized that females in EFT would reveal
significantly less depression and a significantly higher level of
marital adjustment at post-test and at 6-month follow-up than
females in PT.

2. It was hypothesized that males in EFT would display a
significantly higher level of marital adjustment than males in PT
at post-test and at 6-month follow-up. No between-group
differences in levels of depression for males were anticipated,
but analyses were extended to include the examination of
depression scores between groués in order to assess possible

effects.
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METHOD

Treatment Setting

The Center for Psychological Services of the University of
Ottawa is a research and training facility that offers outpatient
clinical psychological services to the Ottawa-Carleton region.
The Center is staffed by registered psychologists who provide
clinical supervision to doctoral-level interns in clinical
psychology. The clinical program in psychology at the University
of Ottawa is fully accredited by the American Psychological
Association, and the Center for Psychological Services has full
accreditation as an internship site.
Subjects

The Center for Psychological Services received 249 calls
for possible participation in this study. A total of 48 couples
met the initial inclusion/exclusion criteria and underwent
assessment. Of these, 18 couples met all the criteria for
assignment to treatment by the closing of the assessment period.

Inclusion criteria

1. All couples agreed to random assignment to a treatment
condition.

2. The male partner agreed to participate in marital therapy
and/or the completion of research measures.

3. On the basis of the Dyadic Adjustment Scale (DAS; Spanier,

1976), the maximum combined couple score was no higher than 95.
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4. The female partner of each couple displayed major depression
on the basis of the computerized version of the National
Institute of Mental Health Diagnostic Interview Schedule (CDIS;
Blouin, Perez , & Blouin, 1986) and was ambulatory, non-psychotic
and rcn=-bipolar.

5. The female partner of each couple displayed non-endogenous
depressive symptomatology of at least moderate intensity as
measured on the Inventory to Diagnose Depression (IDD; Zimmerman,
Coryell, Corenthal, & Wilson, 1986). The target range for scores
on the IDD at pre-test was between 25 and 40.

€. Couples had been married or cohabiting for a minimum of two
years.

7. Couples reported no immediate plans for divorce or
separation.

8. Couples were anglophone or fluently bilingual.

Exclusion criteria

1. Elevated risk of suicide on the basis of screening and
assessment procedures and/or a previous suicide attempt.
Individuals who endorsed the intention of suicide on any of the
assessment measures were referred for treatment elsewhere. All
female partnefs of couples were asked about previous suicide
attempts and the possibility of self-destructive behaviour during
the initial phone screen.

2. Current alcoholism or drug abuse in either partner.
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3. Violence in the couple relationship.
4. The presence of a primary sexual dysfunction in either
partner on the basis of diagnostic procedures or self-report.
5. The presence of a psychiatric disorder other than non-
endogenous depression in the female partner on the basis of the
CDIS diagnostic assessment.
6. The presence of a psychiatric disorder in the male partner on
the basis of the CDIS diagnostic assessment.
7. Involvement in any other form of psychological or
pharmacological treatment at the time of the study.
Treatment Groups

Pharmacological treatment group (PT). The female partner

of couples assigned to this group received medication for
depression in accordance with a pre-determined protocol. Type
and dosage levels of medication used in this study are presented
in Table 1. Medication was prescribed by an experienced
registered psychiatrist who was free to chose between medications
on the basis of presenting symptomatology and clinical judgement.
The purpose of this approach was to treat presenting
symptomatology as effectively as possible; as such, a relatively
naturalistic approach to pharmacotherapy was implemented in this
study. Factors affecting the choice of medication included level
of anxiety and previous medication history, if any. All drugs in

this study are tricyclic antidepressants that are in common use
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(Steinbrueck et al., 1983), and are appropriate for the type and
severity of depression of this sample (Conte et al., 1986; Noll
et al., 1985; Quitkin, Rabkin, Ross, & McGrath, 1984).

Table 1

Pharmacotherapy Protocol

Medication Dosage range

Desipramine 125mg.-225mg. per day
Trimipramine 125mg.-225mg. per day
Trazadone 250mg.-450mg. per day

Dosage levels were adjusted by the psychiatrist during the
course of the trial in accordance with standard clinical practice
and patient response. Pharmacotherapy of the depressed spouse
was monitored by the psychiatrist over a l6-week treatment
period; the duration of this trial conforms to accepted clinical
standards (Conte et al., 1986). Subjects in this group were seen
solely for the purpose of drug maintenance and clinical
management, and this was limited to one twenty-minute contact per
month. There was no maintenance on antidepressants beyond the
l16-week treatment period.

| EFT treatment group. Marital therapy consisted of 14

sessions of EFT and one individual session for each partner for a
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total of approximately 20 hours of therapy contact per couple.
Therapy sessions typically lasted one and one gquarter hours, and
were offered on a weekly basis. As partners received their
individual treatment session in the same week, marital therapy
with EFT required a minimum of 15 weeks to complete. Most |
couples needed to reschedule therapy sessions at least once due
to illness or vacations but all couples completed the therapy
protocol within 18 weeks.

Marital therapy was conducted by six (3 males, 3 females)
senior doctoral-level interns in clinical psychology under the
supervision of an experienced registered psychologist. All
therapists had a minimum of one year of supervised training in
EFT and this was supplemented by specialized clinical training on
the use of EFT with a depressed population that took place prior
to the beginning of the study. This training provided the
therapists with approximately six hours of orientation to the
study and involved a review of the modified treatment manual for
Emotionally Focused Therapy as well as a presentation of clinical
issues at play in the combined treatment of clinical depression
and marital distress. Clinical supervision occurred on a weekly
basis and provided for the on-going assessment of clinical
progress. Therapists received approximately 40 minutes of group

supervision for every 2 hours of therapy.
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Measures
Measures of depression

Recent meta-analytic research has suggested that the
evaluation of treatment outcome is potentially biased by the
differential sensitivity and specificity of dependent measures
across pharmacological and psychological treatment conditions
(Lambert et al., 1986). Similarly, Kazdin (1986) has emphasized
the need to select outcome measures that reflect treatment
effects for all experimental conditions and that are not based on
primarily behavioural, cognitive, or somatic manifestations of
depression. Diagnostic and assessment procedures in this study
have been standardized on the basis of DSM-III criteria for
depression in an effort to avoid assessment bias and to provide a
clearer perspective of treatment gains across psychological and
pharmacological treatments.

The Diagnostic Interview Schedule. The National Institute
of Mental Health Diagnostic Interview Schedule (DIS; Robins,
Helzer, Croughan, & Ratcliff, 1981) is a highly structured
interview which allows for the diagnosis of psychiatric disorders
on the basis of DSM-III criteria. The DIS is a sensitive
in