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This is the first study to evaluate adding emotionally focused therapy for couples (EFT)
to antidepressant medication in the treatment of women with major depressive disorder
and comorbid relationship discord. Twenty-four women and their male partners were ran-
domized to 6 months of medication management alone (MM) or MM augmented with
EFT (MM + EFT). MM followed the Texas Medication Algorithm Project guidelines.
Fifteen EFT sessions were delivered following the EFT treatment manual. The primary
outcome was severity of depressive symptoms (assessed by the 30-item Inventory of
Depressive Symptomatology—Clinician Rated version [IDS-Csy] administrated by evalu-
ators blinded to cell assignment). Secondary outcome was relationship quality as assessed
by the Quality of Marriage Index. Results from assessments at intake, termination, and
two posttreatment follow-ups were analyzed using growth analysis techniques. IDS-Cjsg
scores improved over 6 months of treatment, regardless of the treatment assignment, and
women receiving MM + EFT experienced significantly more improvement in relationship
quality compared with women in MM. Because relationship discord after depression
treatment predicts worse outcome, interventions improving relationship quality may
reduce depression relapse and recurrence. Testing this hypothesis in larger samples with
longer follow-up could contribute to knowledge on the mechanisms involved in determining
the course of depressive illness.

Too few patients with major depressive disorder (MDD) achieve remission of symptoms
after monotherapy with either antidepressant medication or psychotherapy. In the STAR*D
study—the largest prospective randomized clinical trial of the treatment of MDD conducted in
community settings—only about a third of patients reached remission in the first step after up
to 14 weeks of treatment with citalopram [remission defined as a score <7 on the 17-item Ham-
ilton Rating Scale for Depression (HRSD;7; Hamilton, 1960)] (Trivedi et al., 2006). In another
study, after 16 weeks of treatment, only 46% of patients receiving antidepressant medication
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and 40% of patients receiving cognitive therapy (Beck, Rush, Shaw, & Emery, 1979) had
reached remission (definition of remission including a score <7 on the HRSD;;; DeRubeis
et al., 2005). In a sample of patients with chronic depression (at least 2 years of symptom dura-
tion), remission rates were 29% for patients treated with nefazodone, 33% for patients receiv-
ing the Cognitive Behavioral Analysis System of Psychotherapy (McCullough, 2000), and 48%
for patients receiving both treatments (Keller et al., 2000). Remission in this study was defined
as a score <8 on the 24-item HRSD. Rates of remission from depressive symptoms are often
<50% regardless of the treatment.

Failure to reach and sustain remission from depression is associated with a host of compli-
cations including increased risk of recurrence (Judd et al., 2000; Paykel et al., 1995), functional
impairment (Hirschfeld et al., 2002; Miller et al., 1998), and mortality (Judd, Akiskal, &
Paulus, 1997). Although some published guidelines recommend antidepressant medication
monotherapy as an appropriate first-phase treatment for a major depressive episode in adults
(American Psychiatric Association, 2000; Depression Guideline Panel, 1993) others argue for
the benefits of starting combination medication and psychotherapy, even as a first-step treat-
ment, owing to the low remission rates from monotherapy, particularly in patients with various
comorbidities (Fava & Rush, 2006; Hollon et al., 2005; Rush, 2007).

For clinicians wishing to utilize combination treatment, there is currently limited research
to guide them in determining what treatments to combine and for whom (Hollon et al., 2005).
Models of psychotherapy studied in combination with antidepressant medication have included
cognitive therapy (Beck et al., 1979; Thase et al., 2007), the Cognitive Behavioral Analysis
System of Psychotherapy (Keller et al., 2000; McCullough, 2000), and interpersonal psychotherapy
(Klerman, Weissman, Rounsaville, & Chevron, 1984; Thase et al., 1997). Whisman and Uebe-
lacker (1999) suggested that it might be beneficial to combine antidepressant medication with
couple therapy. Other than one study with inconclusive results (Friedman, 1975), there have
not been any studies that have evaluated antidepressant medication in combination with couple
therapy. In this article, we report the results of a randomized clinical trial comparing antide-
pressant medication alone to antidepressant medication combined with emotionally focused
therapy for couples (EFT; Johnson, 2004; Johnson & Denton, 2002) in the treatment of women
with comorbid MDD and relationship discord who are in a committed, heterosexual relationship.

Emotionally focused therapy for couples is a brief, focused, and directive experiential
model of psychotherapy for couples that is a synthesis of family systems (e.g., Fisch, Weakland,
& Segal, 1983) and experiential approaches to psychotherapy (e.g., Perls, Hefferline, &
Goldman, 1951; Rogers, 1951). Drawing from attachment theory (e.g., Bowlby, 1969; Hazan &
Shaver, 1987), it is assumed in EFT that adults form relationships to meet attachment needs
and that much of relationship distress can be understood as attachment distress (Johnson,
2004). The EFT approach has been summarized as ““...a focus on the circular cycles of
interaction between people, as well as on the emotional experiences of each partner during the
different steps of the cycle” (Johnson & Denton, 2002, pp. 223-224). The goal of treatment is
to use emotional experience to help the partners engage in addressing their repetitive negative
interaction cycles and, in doing so, help the couple break the negative interaction cycles and
strengthen their attachment bond.

There is both empirical and theoretical support for targeting relationship discord in the
treatment of adults with MDD. MDD has been reliably shown to be associated with relation-
ship discord (Whisman, 2001a). Relationship discord is a predictor of future major depressive
episodes in the community (Whisman & Bruce, 1999) and of poor response to treatment with
either medication, psychotherapy, or their combination (Addis & Jacobson, 1996; Bromberger,
Wisner, & Hanusa, 1994; Denton et al., 2010; Hickie & Parker, 1992; Miller et al., 1998; Roun-
saville, Weissman, Prusoff, & Herceg-Baron, 1979). Adults who do not respond to treatment
for MDD have greater levels of relationship discord than do treatment responders (Denton
et al., 2010; Vittengl, Clark, & Jarrett, 2004; Whisman, 2001b). Even after recovery from a
depressive episode, patients continue to report more relationship problems than controls (Herr,
Hammen, & Brennan, 2007; Merikangas, Prusoff, Kupfer, & Frank, 1985) and demonstrate
negative interpersonal behaviors with their partner (Davila, Bradbury, Cohan, & Tochluk,
1997).
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Available evidence suggests that couple therapy is as efficacious as pharmacotherapy or
individual psychotherapy in the treatment of MDD and is more efficacious in treating comor-
bid relationship discord (all treatments as monotherapies; Barbato & D’Avanzo, 2006; Denton,
Golden, & Walsh, 2003). In the one published study in which couple therapy was combined
with antidepressant medication for the treatment of depression (Friedman, 1975), 196 partici-
pants were randomly assigned to one of the four treatment groups that included either amitrip-
tyline or pill placebo combined with either marital therapy (unspecified model) or minimal
physician contact. The criteria for a diagnosis of depression were (a) agreement between two
screening clinicians that the primary diagnosis was ‘“‘depression” and (b) a score =7 on the
Raskin Depression Rating Scale (Raskin, Schulterbrandt, Reatig, & McKeon, 1969).
Unfortunately, results directly comparing the four treatment cells were not reported, making
interpretations difficult. Data from the two marital therapy groups were combined and
compared to the two minimal contact groups, and data from the two amitriptyline groups were
combined and compared to the two placebo groups. There were no differences at the end of
treatment between these groupings (Friedman, 1975).

The purpose of the current pilot study was to compare the relative efficacy of antidepres-
sant medication (bupropion XL, escitalopram, sertraline, or venlafaxine XR) augmented with
couples therapy (EFT) to antidepressant medication alone in reducing depressive symptoms in
women diagnosed with comorbid MDD and relationship discord. We used EFT as the model
of couple therapy (Johnson, 2004; Johnson & Denton, 2002). EFT has been found to improve
dyadic discord relative to wait-list control groups (Denton, Burleson, Clark, Rodriguez, &
Hobbs, 2000; Goldman & Greenberg, 1992; James, 1991; Johnson & Greenberg, 1985; Walker,
Johnson, Manion, & Cloutier, 1996) and is considered an empirically supported treatment of
relationship discord (Baucom, Shoham, Mueser, Daiuto, & Stickle, 1998). Prior research found
that EFT alone reduced depressive symptoms in women with MDD and relationship discord as
much as pharmacotherapy alone (Dessaulles, Johnson, & Denton, 2003). Six months following
the termination of treatment, women treated with EFT had significantly less depressive symp-
tomatology than when they completed treatment (Zimmerman, Coryell, Corenthal, & Wilson,
1986), while women in the pharmacotherapy group had no further improvement (pharmaco-
therapy was discontinued at the end of treatment; Dessaulles et al., 2003). The current report
fills a gap in the literature as the efficacy of EFT (or other models of couple therapy) combined
with antidepressant medication has not yet been adequately evaluated.

This study evaluated the primary hypothesis that antidepressant medication management
(MM) augmented with EFT (MM + EFT) would reduce depressive symptoms significantly
more than MM alone for women with comorbid MDD and dyadic discord. The secondary
hypothesis was that MM + EFT would reduce relationship discord significantly more than
MM.

METHOD
All procedures were IRB-approved before the study began and annually.

Participants

Participants were 24 women and their male spouses/partners recruited between March
2006 and August 2007. Inclusion and exclusion criteria are presented in Table 1 along with
their rationale. Participant flow is shown in Figure 1. The public learned of the research study
through radio and newspaper advertising, flyers posted at public places, and word-of-mouth.
Male and female prospective participants called the University of Texas Southwestern Medical
Center at Dallas Family Studies Center to receive information about the study. If interested,
the female partners participated in a telephone screening interview during which they were
asked about their mood, whether they were in mental health treatment, marital status, whether
they were currently living with their partner, the general status of the couple’s relationship,
whether there was intimate partner violence, whether either partner had an active problem with
alcohol or drug abuse, whether the woman was currently taking antidepressant medication,
whether she had ever taken one of the study medications and, if so, what her experience was
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Table 1
Inclusion and Exclusion Criteria

Inclusion

Rationale

Met criteria for major depressive disorder,
established using the Structured Clinical
Interview for the DSM-1V (SCID; First,
Spitzer, Gibbon, & Williams, 1997)

Scored 24 or more on the 30-item Inventory of
Depressive Symptomatology—Clinician Rated

Version (IDS-Csy; Rush et al., 1996)
Scored 29 or less on the Quality of Marriage
Index (QMI; Norton, 1983)
Female

Spoke and read English

Legally married and living with spouse or
in a committed relationship and cohabiting
at least 1 year

Agreed to taper ineffective antidepressant
medications (if on any) and begin protocol
pharmacotherapy

The condition under study

Corresponds to a moderate or
greater level of depressive symptoms

Criterion for dyadic discord

Insufficient statistical power to
evaluate gender differences
Most instruments were available only
in English, clinicians were not bilingual
EFT is a treatment for established,
committed couples

To have consistency in the
pharmacologic treatment

Aged 18-70 Patients outside of this range might
need other interventions
Exclusion Rationale

Husband/partner unwilling to participate
in research
In a same-sex relationship

Intimate partner violence defined as a score
of 3 on any items of the Partner Abuse
Interview (Pan, Ehrensaft, Heyman,

& Scwartz, 1997)

Either partner currently involved in an
extra-marital/relationship affair

Either partner has an active substance
use disorder

Active suicidal ideation with possible
intent or probable risk

Either partner had a diagnosis of organic
mental disorder, bipolar disorder,
schizophrenia, or schizoaffective disorder

Currently receiving other mental health
treatment

Previous failure with 2 or more of the
4 study medications

Pregnant or planning to become
pregnant in next 12 months

One or both partners have decided to
separate within the next 12 months

Presence of a concurrent medical
condition that could cause depression

EFT requires both partners to be
part of treatment

Insufficient statistical power to evaluate
gender differences

Intimate partner violence is a
contraindication to EFT

Extra-marital/relationship affairs
are a contraindication to EFT

An active substance use disorder is
a contraindication to EFT

Would require immediate crisis
management

Would require different interventions,
would pose special issues in
the use of EFT

Would confound interpretation
of results

Protocol called for use of up to 3
medications which not be possible if
there had already been failure with 2
of the 4 available medications

All study medications carried a
pregnancy risk factor of C
(no adequate studies in humans)

Would need a different couple
intervention than EFT

Would require different intervention

Note. EFT = emotionally focused therapy.
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Did not meet inclusion criteria (n=20)
Did not wish to schedule an assessment
¢ interview (n=20)
Cancelled interview and did not

| Telephone Screening (n=83) |/ reschedule (n=7)

Did not appear and did not respond to

\1/ telephone messages (n=10)

| Evaluated (n=26)

v

Randomization (n=24)

Medication Management + EFT (n=12)

| Telephone inquiries (n=270) |

Excluded (n=2) (no dyadic discord)

Medication Management alone (n=12) ‘

Figure 1. CONSORT flow diagram.

with that medicine. The 30-item clinician-rated version of the Inventory of Depressive
Symptomatology (IDS-Cso; Rush, Gullion, Basco, Jarrett, & Trivedi, 1996) and the Quality of
Marriage Index (QMI; Norton, 1983) were then administered.

If the woman appeared to meet inclusion and exclusion criteria, and her partner was will-
ing, they were scheduled for a face-to-face assessment at the Family Studies Center. At this ses-
sion, informed consent was obtained. The couple was then separated to complete the study
questionnaires, an intimate partner violence interview assessment, and the mood module of the
SCID. The partners were then reunited. If they did not qualify for study inclusion, they were
given referrals for community care. If all inclusion and exclusion criteria were satisfied, their
interest in participation was re-affirmed and they received their randomized group assignment.
Randomization was stratified based on whether the male partner met criteria for a major
depressive episode. The randomization schedule was prepared prior to the start of study enroll-
ment. Slips of paper indicating the group assignment were sealed in numbered, opaque enve-
lopes and opened by the research assistant in sequence for each successive enrolled and eligible
participant couple.

Treatment

Treatment lasted 6 months for all participants.

Medication management. All women were treated with one of four antidepressant medica-
tions approved by the United States Food and Drug Administration for this indication: sertra-
line, escitalopram, bupropion XL, and venlafaxine XR. Treatment was delivered by a board-
certified psychiatrist and followed the MDD treatment algorithm of the Texas Medication
Algorithm Project (TMAP; Suehs et al., 2008) and a manual for conducting MM sessions
(Fawcett, Epstein, Fiester, Elkin, & Autry, 1987). Initial medication was selected clinically (e.g.,
participant or physician choice, side-effect profile, past medication treatment experience). MM
sessions were scheduled flexibly following the TMAP protocol (Suehs et al., 2008). Medication
dosages were adjusted based on scores on the Quick Inventory of Depressive Symptomatology
(Rush et al., 2003; administered at each MM session) following the TMAP protocol (Suehs
et al., 2008). Medication could be changed for nonresponse or intolerability as per the TMAP
protocol (Suehs et al., 2008).

The medications the women received as their final medication (if more than one used) and
mean dosages by treatment group included bupropion XL (three women in the medication
alone group; mean dose of 250 mg/day), venlafaxine XR (one woman in the medication alone
group; dose of 150 mg/day), escitalopram (two women in each group; daily dose of 20 mg),
and sertraline (six women in medication alone group; mean dose of 92 mg/day and six women
in combined treatment group; mean dose of 83 mg/day). The remaining women never started
on medication or withdrew from the study before establishing a final dose.

Emotionally focused therapy for couples and medication management. Emotionally focused
therapy for couples was delivered following the EFT treatment manual (Johnson, 2004) by
four couple therapists (two women and two men) who were licensed as Marriage and Family
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Therapists. Two therapists were master’s prepared and two held doctoral degrees. All therapists
participated in a week-long externship conducted by Dr. Susan Johnson, co-founder of the
EFT approach, at the Ottawa Couple and Family Institute. They had at least three practice
cases and obtained and sustained a score of 40 or better on the Emotion Focused Therapy-
Therapist Fidelity Scale (Denton, Johnson, & Burleson, 2009). Weekly supervision was held
throughout the duration of the study with participation by expert EFT supervisors. Videore-
cordings of selected therapy sessions were reviewed by the supervisor and team weekly.

Emotionally focused therapy for couples is a synthesis of family systems and experiential
approaches to psychotherapy that is carried out applying nine steps across three stages of treat-
ment (Johnson, 2004; Johnson et al., 2005). There were 15 sessions: the first 10 sessions were
weekly, while the last five were bi-weekly. Sessions were 50 min, were videorecorded, and were
held in the private offices of three of the therapists located in the Dallas, Texas metropolitan
area, and at the medical-school-based Family Studies Center for the fourth. Couples randomly
assigned to receive combination therapy were assigned to a couple therapist based on therapist
availability and the couple’s geographic location in the Dallas metroplex relative to the four
treatment locations.

Additionally, women in the combination treatment group received MM following the same
format as the women in the MM alone group. MM visits were held separately from couple
therapy sessions and were not attended by husbands/partners.

Instruments

Demographic information. The following demographic information was collected: age,
gender, duration of current relationship, number of times married, divorced, and widowed,
years of education, race, and ethnicity, and family income.

Inventory of Depressive Symptomatology—Clinician Rated 30-item version. The 30-item
Inventory of Depressive Symptomatology—Clinician Rated version (IDS-C;y) was used as the
primary outcome measure to assess the severity of the signs and symptoms of depression (Rush
et al., 1996). Items assess all nine criterion symptoms of a major depressive episode and com-
monly associated symptoms such as anxiety. Each item is rated on a 0-3 scale (higher scores
represent greater symptom severity). Twenty-eight of the 30 items contribute to the total score
(range from 0 to 84) as only appetite increase or decrease and only weight increase or decrease
are rated. A score <12 represents the absence of depressive symptoms, while a score >23 rep-
resents moderate depressive severity. The IDS-C5y has good internal consistency (¢ = .90) and
item-total correlations (Trivedi et al., 2004). The IDS-Cj5, is highly correlated with the HRSD,,
(Vittengl, Clark, Kraft, & Jarrett, 2005) and has been used in numerous clinical studies (Rush,
First, & Blacker, 2007).

Quality of Marriage Index. Dyadic discord was assessed using the QMI (Norton, 1983).
Research supports the validity and reliability of the QMI (Norton, 1983; Schumm et al., 1986),
and it is recommended as a global assessment of marital satisfaction (Bradbury, Fincham, &
Beach, 2000). The QMI is a six-item self-report inventory. The first five items utilize a 7-point
Likert scale, while the sixth item utilizes a 10-point Likert scale with lower scores representing
greater dyadic discord (range of 6-45). A score of 28 or less corresponds to a score of 97 or less
on the Dyadic Adjustment Scale (Heyman, Sayers, & Bellack, 1994; Spanier, 1976) and was the
criterion for relationship distress.

Commitment Inventory. Commitment to the relationship was assessed with four items from
the Commitment Inventory (Stanley & Markman, 1992), which are in the form of statements
to which the respondents indicated their degree of agreement on a 5-point Likert scale. These
four items have been used previously as a separate scale (Stanley, Markman, & Whitton,
2002). Higher scores represent a greater level of commitment to the relationship (range 4-20).
As there are no norms for this scale, the median intake score of the women in the present
sample—14.5—was used to divide the women into groups of “low” and “‘high” commitment.

Procedure
Study assessments. All participants (patients and partners) received nine study assess-
ments (intake, after each of the 6 months of treatment, and at 3 and 6 month posttreatment
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completion). At the conclusion of month six (the end of treatment), the couple returned to the
Family Studies Center to repeat the study questionnaires. Interviewers unaware of treatment
group assignment administered the IDS-C5, and QMI over the telephone. The first assessment
occurred between the intake assessment interview and the first clinical visit. Subsequent assess-
ments were at the end of each of the first 6 months and at 9 and 12 months after beginning the
study. There were two interviewers at any given time, and over the course of the study, four
interviewers were utilized. The interviewers were graduate students in clinical psychology or
marriage and family therapy. All interviewers received training in administering the assessment
instruments from the first author. During the course of the study, the first author met weekly
with the raters and a research assistant to jointly rate audiorecordings of the interviews for
quality control. Discrepancies in ratings were discussed and resolved, although the original
rating of the interviewer was used as the official rating. Participants were instructed not to
reveal their treatment group assignment to the interviewers. In one instance, a study participant
inadvertently revealed their group. That interviewer was not utilized for subsequent assessments
of that participant.

Data Analysis

Growth analysis techniques were employed using Mplus statistical software (version 5;
Miuthen & Muthen, 2007). Mplus utilizes full-information maximum-likelihood estimation
procedures that allows for the inclusion of respondents with missing data. Owing to the
small sample size in the current pilot study, several strategies were employed to retain the
power and limit the probability of committing a Type II error (failing to reject the null
hypothesis when it is false; Cohen, 1988). First, IDS-C;y and QMI scores were not
included in the same model, but were instead modeled separately. Second, while the out-
come variables were assessed monthly, only data from pre-intervention, postintervention,
and both follow-up assessments were used in the current analysis. Both of these strategies
simplified the analyses by utilizing fewer variables. Third, while data from both partners
were collected in the current study, models were fit examining data from the female
participants (the identified patient) only. Examining responses of both partners would have
required the practice of dyadic data analytic procedures, or fitted models using linked data,
because independence of data could not be assumed (Kenny, Kashy, & Cook, 2006).
Unfortunately, models of this level of sophistication could not be fit with the current
sample size.

A series of growth models was fit to the data to examine the trajectories of change in the
primary domains of interest (depressive severity and relationship quality). We first examined
whether systematic change existed in the outcome variables (IDS-C;y and QMI). Next, we
determined the nature of growth (linear or curvilinear). We then fit growth models for each
outcome (IDS-C5y and QMI) to the data and added group membership as a predictor. After
adding the predictor (treatment group membership) to each model, the significance of group
membership on the growth parameters in both models was determined by fitting a reduced
model and conducting a delta chi-square difference test. Reduced models were formulated by
constraining the parameters from the predictor being tested on the growth parameters to zero
(Keiley, Martin, Liu, & Dolbin-MacNab, 2005; Singer & Willett, 2003). Months were used as
the time metric in the current analyses.

RESULTS

Sample Characteristics

The 24 female participants were randomized to MM alone (n = 12) or to MM augmented
with EFT couple therapy (MM + EFT; n = 12). Demographic characteristics of the female
participants are presented in Table 2. The only baseline difference between the groups was that
the women randomized to MM had a higher commitment to the relationship at intake than did
the women randomized to MM + EFT (16.3 vs. 13.8, respectively, #(22) = 2.66, p = .01).
Mean scores for the IDS-C;y and QMI at each assessment are presented in Table 3 along with
the number of participants who completed each assessment.
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Table 2
Participant Characteristics by Treatment Group (Female Index Patients)
Participant characteristic MM (n = 12) MM + EFT (n = 12) p-value
Age (years)
M (SD) 34.0 (11.5)* 31.7 (8.7) .60°
Range 20-57 2248
Education (years)
M (SD) 14.6 (2.8)* 14.8 (1.8) .84°
Range 12-22 12-18
IDS-C;5 score at baseline
M (SD) 40.3 (9.6) 39.6 (10.2) .87°
Range 26-55 26-56
QMI score at baseline
M (SD) 20.4 (8.1) 159 (7.1) 16°
Range 6-30 6-26
Commitment level score at baseline
M (SD) 16.2 (2.3) 13.7 (2.2) .01°
Range 13-20 11-19
Marital status, N (%)
Married 9 (75.0) 8 (66.7) .81¢
Not married 3 (25.0) 4 (33.3)
Race, N (%)
White 8 (66.7) 10 (83.3) .64¢
Income, N (%)
<850,000 5 (41.7) 7 (58.3) .684
>$50,000 7 (58.3) 5 (41.7)
Notes. n = individual participants per group; Not Married = cohabitating; MM = phar-
macotherapy; MM + EFT = pharmacotherapy augmented with EFT.
2One missing observation. 7 statistic (two-tailed test) was used to test for mean difference
between the two treatment groups. °Fisher’s exact test (two-sided) was used to test for
differences between the two treatment groups. ‘Chi-square test was used to test for
differences between the two treatment groups.

Attrition Rates and Reasons

In the MM alone group, 10 of 12 women (83%) completed the treatment. Two women
dropped out immediately after randomization. One of these said that she thought her
marriage was “‘too far gone” and she was moving out-of-state to where her family lived. The
second stated that she felt irritable and cranky each time she had talked with the research
staff, had difficulty knowing how to answer the questions, and was afraid she would harm
the study results.

Of the 12 women randomized to MM plus EFT, couples completed an average of 10.6 ses-
sions (of 15). Six (50%) completed all treatments (i.e., participated in MM sessions for the
6 months of the study and completed all of their couple therapy sessions). One woman dropped
out of EFT after three visits (deciding not to continue in the relationship) but completed MM.
Three women dropped out of both treatments after completing over half of the sessions: one
woman said the EFT sessions were too stressful (attended 12 of 15 couple therapy sessions);
one couple was having continuing conflict and the man accused the woman of having an affair
(attended 11 of 15 couple therapy sessions); one couple cited problems with childcare; however,
later reported that the woman moved out shortly after leaving the study (attended 11 of 15
couples therapy sessions). Two women attended two MM visits and then dropped out without
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Table 3
Means and Standard Deviations for the IDS-Cs3y and QMI at Each Analyzed
Assessment

IDS-C5¢ QMI

MM MM + EFT MM MM + EFT

n M (SD) n M (SD) n M (SD) n M (SD)
Intake 12 40.3 (9.6) 12 40.0 (10.2) 12 204 (8.1) 12 159 (7.1
Month 6 9 169 (17.0) 4 3.5(1.9) 9 26.2(10.8) 4 36.0 (4.5
Month 9 7 171 (20.2) 3 103 (11.9) 7 28.7(10.9) 3 21.0 (12.5)
Month 12 7 27.0 (20.0) 4  17.8(13.2) 7 23.6(10.7) 4 270 (14.2)

Note. EFT = emotionally focused therapy; MM = medication management; n = number
of observations for that assessment period.

attending the first couple therapy session for unknown reasons. The difference in dropout rates
between groups was not statistically significant.

Relationship Terminations During the Study

Seven of the 24 women (29%) experienced a separation from their partner during the
study. Two of the seven were in the medication alone group, while five were receiving the com-
bination of MM and EFT. While this difference was not statistically significant, we explored
the phenomenon of separations further by dividing the sample into “low relationship commit-
ment” and “high relationship commitment™ based on the median score of 14.5 in this sample
on the Commitment Inventory (Stanley & Markman, 1992). As seen in Table 4, six of the sepa-
rations occurred in the low commitment group—I1 receiving MM alone and five receiving
MM + EFT. In the high commitment group, there was only one separation that was in the
MM alone group. There was not a statistically significant difference in IDS-C scores when com-
paring the women who experienced a separation (X = 13.0) and the women who did not
(X = 19.8).

Are Patients Less Depressed if Pharmacotherapy is Augmented With EFT?

A growth model was fit to examine the trajectory of curvilinear change in depression over
time. Group membership was added as a predictor, but was not found to contribute to the
model (Ay?> = 1.27, Adf = 1, critical 3> = 3.84). Therefore, the final fitted model examined the
change in IDS-C;, scores for all participants over time. The fit statistics demonstrate good
model fit, y*(4) = 2.84, p = .59 (comparative fit index = 1.00). The mean parameter estimates
for the final model indicated that the intercept (40.02, p < .00), slope (-78.96, p < .00), and

Table 4
Separations During Study by Treatment Group and Woman’s Relationship Commitment
Level

Medication alone EFT + medication
Low commitment 1 5
High commitment 1 0

Note. EFT = emotionally focused therapy.
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Figure 2. Fitted depression trajectory (IDS-Cs() for a prototypical female over time.

quadratic acceleration (59.12, p < .00) were all significantly different from zero (See Table 5).
This denotes that, on average, IDS-Cs, scores were significantly above zero at intake and
decreased significantly over the treatment interval with a significant concomitant acceleration in
scores after treatment ended. On average, regardless of the group membership, IDS-C scores
significantly declined after 6 months of treatment and increased minimally 6 months after ter-
mination. Figure 2 depicts a fitted depression trajectory from a prototypical female participant
in the sample.

Do Patients Experience a Greater Level of Relationship Quality if Pharmacotherapy is
Augmented With EFT?

A growth model was fit to examine the curvilinear change in relationship quality over time.
Group membership was added to the model to determine whether differences existed in growth
trajectories among the treatment groups. Group membership significantly contributed to the
model (Ay*> = 4.62, Adf = 1, critical > = 3.84) and was therefore the best-fitting model of
relationship quality. The fit statistics demonstrate adequate model fit, y*(5) = 7.86, p = .16
(comparative fit index = 0.93). The mean parameter estimates for the final fitted model
indicated that the intercept (20.56, p < .00), slope (20.97, p < .00), and quadratic (—15.23,
p < .00) were significantly different from zero. Group membership was a significant predictor
of the average rate of true change (15.38, p < .03) and rate of acceleration (—13.66, p < .00),
but had no effect on the average initial status (—4.46, p < .14). This indicates that the treat-
ment groups did not significantly differ on symptomatology at intake. The MM + EFT
females reported significantly more improvement in relationship quality over time in compari-
son with MM females. In addition, on average, the relationship quality of females in the
MM group declined rapidly following treatment termination, while MM + EFT participants
experienced less of a decline. Figure 3 illustrates a fitted relationship quality trajectory for
prototypical members of the MM and MM + EFT treatment conditions.

DISCUSSION
This is the first study to compare antidepressant medication alone to antidepressant medi-
cation augmented with emotionally focused couple therapy for women with comorbid MDD

and relationship discord. Independent evaluators blinded to cell assignment rated fewer depres-
sive symptoms in both groups of women after 6 months of treatment compared to intake.
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Figure 3. Fitted relationship quality (Quality of Marriage Index [QMI]) trajectory for a proto-
typical female in the control and treatment group over time.

Women with EFT plus medication reported more improvement in relationship satisfaction than
did women who received medication alone.

Improving relationship satisfaction is likely to be important in advancing long-term man-
agement of depression. Poor relationship satisfaction predicts increases in depressive symptoms.
For example, in the Treatment of Depression Collaborative Research Program, lower marital
adjustment after treatment with imipramine, interpersonal psychotherapy, or cognitive therapy
predicted a worse outcome on the 17-item Hamilton Rating Depression Scale (Hamilton, 1960)
at 6, 12, and 18 months posttreatment (Whisman, 2001b). Marital discord was associated with
the return of depressive symptoms 1 year after completing a study in which patients had
reached remission with fluoxetine treatment (Reimherr, Strong, Marchant, Hedges, & Wender,
2001). Marital distress and perceived criticism from the spouse were associated with relapse of
unipolar depression in 39 patients completing inpatient hospital treatment (Hooley & Teasdale,
1989). While the present study did not include continuation-phase treatment and only included
a 6-months follow-up, we hypothesize that interventions which improve relationship quality
may also prevent, delay, or ameliorate relapses and recurrences of MDD. This hypothesis
requires rigorous testing in a well-powered randomized controlled trial with sufficient durations
of acute- and continuation-phase treatment and follow-up through the period of risk.

About a quarter of the women experienced a separation from their partner during this
study. Five of these women were in the group receiving EFT. Although the difference in sepa-
rations was not statistically significant between the groups, we had to consider whether separa-
tion could be an adverse event predicated by EFT. Relationship termination is usually
considered an adverse event in studies where the primary outcome is relationship quality. All
five of the women who separated during the course of EFT were in the lower half of pretreat-
ment commitment to the relationship. Among those women in the upper half of relationship
commitment who received EFT, there were no separations. We also note that the women
assigned to EFT reported a lower intake commitment to their relationships, yet their relation-
ship satisfaction improved after MM plus EFT. In addition, the primary aim of this pilot study
was to compare reductions in depressive symptoms in the two arms. At the end of treatment,
there was no significant difference in the severity of depressive symptoms in women who did
and did not separate from their partners. Although no conclusive clinical recommendations can
be drawn from this small sample, it may be that low relationship commitment is a risk factor
for separation among depressed women receiving EFT—even when they have no plans for
separation upon entering treatment.
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Limitations of this preliminary study include the absence of fidelity assessments of the cou-
ple therapists’ adherence to the EFT model. Weekly supervision with expert EFT therapists
and monitoring of select videorecordings of therapy sessions increased the likelihood that EFT
was delivered properly. Nonetheless, it is desirable in assess to assess systematically fidelity to
the EFT model with a valid and reliable instrument. The small sample size limits the generaliz-
ability of the results. Approximately 10% of individuals calling to inquire about the study even-
tually were randomized. While such a relatively low yield is not uncommon in clinical research,
challenges to recruitment in this study included the refusal of some male partners to participate
and women who were not willing to be randomized to medication alone.

Another limitation is that the index patients were all females. Although six of the 24 (25%)
male partners met the criteria for MDD, this was not enough to analyze their results separately.
Approximately one in three people diagnosed with MDD is male (Blazer, Kessler, McGonagle,
& Swartz, 1994; Kessler et al., 2003), and men may experience depression in somewhat different
ways than women (Chuick et al., 2009). These statistics highlight the importance of including
men as index patients in future studies. Finally, the sample did not include same-sex couples,
further limiting the generalizability of the results.

In conclusion, while the addition of EFT to antidepressant medication did not incremen-
tally reduce depressive symptoms, EFT did improve relationship quality. Whether EFT for
couples contributes to improved long-term depression outcomes is an intriguing yet untested
question with relevance for the identification of the mechanisms involved in the onset and
maintenance of depressive illness.
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