
Dyadic discord at baseline is associated with
lack of remission in the acute treatment
of chronic depression

W. H. Denton1*, T. J. Carmody1,2, A. J. Rush1,2, M. E. Thase3, M. H. Trivedi1, B. A. Arnow4, D. N. Klein5

and M. B. Keller6

1 Department of Psychiatry, The University of Texas Southwestern Medical Center at Dallas, TX, USA
2 Department of Clinical Sciences, The University of Texas Southwestern Medical Center at Dallas, TX, USA
3 Department of Psychiatry, University of Pennsylvania, PA, USA
4 Department of Psychiatry and Behavioral Sciences, Stanford University School of Medicine, CA, USA
5 Department of Psychology, Stony Brook University, Stony Brook, NY, USA
6 Department of Psychiatry and Human Behavior, Brown University, RI, USA

Background. Dyadic discord, while common in depression, has not been specifically evaluated as an outcome pre-

dictor in chronic major depressive disorder. This study investigated pretreatment dyadic discord as a predictor of

non-remission and its relationship to depressive symptom change during acute treatment for chronic depression.

Method. Out-patients with chronic depression were randomized to 12 weeks of treatment with nefazodone, the Cog-

nitive Behavioral Analysis System of Psychotherapy or their combination. Measures included the Marital Adjustment

Scale (MAS) and the Inventory of Depressive Symptomatology – Self Report (IDS-SR30). Of 681 original patients, 316

were partnered and 171 of these completed a baseline and exit MAS, and at least one post-baseline IDS-SR30. MAS

scores were analysed as continuous and categorical variables (‘dyadic discord ’ v. ‘no dyadic discord ’ defined as an

MAS score >2.36. Remission was defined as an IDS-SR30 of f14 at exit (equivalent to a 17-item Hamilton Rating

Scale for Depression of f7).

Results. Patients with dyadic discord at baseline had lower remission rates (34.1%) than those without dyadic dis-

cord (61.2%) (all three treatment groups) (x2=12.6, df=1, p=0.0004). MAS scores improved significantly with each of

the treatments, although the change was reduced by controlling for improvement in depression. Depression re-

mission at exit was associated with less dyadic discord at exit than non-remission for all three groups [for total

sample, 1.8 v. 2.4, t(169)=7.3, p<0.0001].

Conclusions. Dyadic discord in chronically depressed patients is predictive of a lower likelihood of remission of

depression. Couple therapy for those with dyadic discord may increase remission rates.
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Introduction

Major depressive disorder (MDD) is common in the

general population, with a lifetime prevalence of

16.2% (Kessler et al. 2003). Its course is often recurrent

or chronic : 15–25% of patients with MDD will have

chronic MDD (episodes lasting 2 years or longer)

(Keller et al. 1992 ; Hollon et al. 2006). MDD is also

associated with substantial functional impairment

(Broadhead et al. 1990). Whether chronic as opposed

to episodic depression begets greater functional

impairment is unclear (Friedman, 1993), though de-

pressive symptom severity may be higher in chronic

depression (Wells et al. 1992 ; Miller et al. 1998).

When two individuals become a couple, their net-

work of friends becomes smaller and the partner as-

sumes a larger place in the social network (Kalmijn,

2003). Correspondingly, a type of psychosocial impair-

ment of particular importance in depression is dyadic

discord (Whisman, 2001a). It is well established that

dyadic discord is associated with both depressive

symptoms and diagnostic depression (Whisman,

2001a). Even after recovery from a depressive episode,

patients report lower marital satisfaction (Herr et al.

2007). Negative marital events predict future depress-

ive symptomatology (Christian-Herman et al. 2001)

and marital interaction patterns may contribute to the
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generation of future depressive episodes (Hammen,

1991; Davila et al. 1997).

While there has been less research specifically on

chronic depression, dyadic discord levels have been

found to be greater in chronic MDD than community

controls (Hirschfeld et al. 2002). Whether treatment of

depression improves dyadic discord in chronic de-

pressions is unclear (Kocsis et al. 1988 ; Friedman et al.

1995 ; Miller et al. 1998).

One study to date has found that depressed patients

with higher pretreatment levels of dyadic discord

were less likely to achieve remission with treatment

for chronic depression (Miller et al. 1998). Similarly,

at the conclusion of treatment, patients who achieved

remission from chronic depression had less dyadic

discord at baseline than those who did not achieve

remission (Miller et al. 1998). This study examined

only medication treatments for chronic depression.

The present study examined the role of dyadic dis-

cord in chronically depressed patients treated with

medication alone (nefazodone), psychotherapy alone

[Cognitive Behavioral Analysis System of Psycho-

therapy (CBASP) ; McCullough, 2000] or their com-

bination (Keller et al. 2000). The sample used in this

report was found to have greater dyadic discord than

a community reference sample (Hirschfeld et al. 2002),

but the predictive value and the relationship between

change in depressive symptoms and change in dyadic

discord have not been evaluated.

We were interested in whether baseline dyadic dis-

cord would predict depressive symptom outcome in

each treatment cell, and whether dyadic discord after

treatment would distinguish those who did and did

not remit from their depression. Prior research on

MDD, that did not focus specifically on patients with

chronic depression, has suggested that antidepressant

medication, interpersonal therapy and cognitive ther-

apy each improve dyadic discord only indirectly

by their effects on depressive symptoms (Whisman,

2001b ; Vittengl et al. 2004). We, therefore, also wanted

to examine whether any improvements in dyadic dis-

cord were direct or indirect treatment effects. It is

logical to estimate that CBASP would directly affect

dyadic discord while medication would have an in-

direct effect.

This report addresses the following questions :

(1) Is baseline dyadic discord predictive of remission

of depression treated with nefazodone, CBASP or

their combination?

(2) Does dyadic discord improve after acute treatment

with nefazodone, CBASP or their combination?

(3) Is the improvement in dyadic discord a direct or

indirect effect of treatment and does it depend on

the type of treatment?

(4) Is non-remission of depression at exit from acute

treatment associated with greater dyadic discord

than remission?

Method

Participants

The participants, design, therapists, instruments and

treatments in this study have been described pre-

viously (Keller et al. 2000). In brief, 681 out-patient

participants (aged 18–75 years) were recruited from

12 academic centers. They met criteria for either (a)

chronic MDD (at least 2 years duration of the index

major depressive episode) ; (b) MDD superimposed on

dysthymic disorder ; or (c) recurrent MDD with in-

complete remission between episodes and at least

2 years of illness (Keller et al. 2000). They had to score

o20 on the 24-item Hamilton Rating Scale for De-

pression (HAMD). Participants with chronic non-

psychotic MDD were randomized (1 :1 :1) to up to 12

weeks of treatment with nefazodone (maximal dose

600 mg per day), CBASP (McCullough, 2000) or their

combination.

Of the 316 participants who answered ‘yes ’ to the

question ‘Are you living with your spouse or have

you been living with a partner in an intimate re-

lationship?’ on the Social Adjustment Scale (SAS)

(Weissman & Paykel, 1974), 171 fully completed the

Marital Adjustment Scale (MAS) at both baseline and

exit and were included in this report.

Measures

Thirty-item Inventory of Depressive

Symptomatology – Self Report (IDS-SR30)

The IDS-SR30 assesses the severity of the signs and

symptoms of depression (Rush et al. 1996). Items as-

sess all nine criterion symptoms of a major depressive

episode and common associated symptoms such as

anxiety. Each item is rated on a 0 to 3 scale (higher

scores represent greater symptom severity). Of the 30

items, 28 contribute to the total score (range from 0

to 84), as only appetite increase or decrease and only

weight increase or decrease are rated. The IDS-SR30

has good internal consistency (�a=0.90) and item-total

correlations (Trivedi et al. 2004). The IDS-SR30 has

performed well in relationship to the 17-item HAMD

(Rush et al. 2006a) and has been used in numerous

clinical studies (Rush et al. 2007). The IDS-SR30 was

administered weekly for the first 4 weeks and bi-

weekly thereafter through week 12 for those who com-

pleted the treatment protocol or time of withdrawal

for those who did not.
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MAS

Dyadic discord was assessed by MAS, a nine-item

subscale of the SAS (Weissman & Paykel, 1974), which

was administered at baseline, week 4, week 8 and

week 12 (or study exit).

The nine items relate specifically to the relationship

with a spouse or intimate partner over the last month.

Sample items include ‘Have you had any open argu-

ments with your partner in the last month? ’ and ‘How

have you felt about your partner during the last

month?’ Responses to each item are provided on a

five-point scale. The mean of these nine items pro-

duces the total score (range 1 to 5). Higher scores

indicate greater discord. Internal consistency for the

MAS is adequate (0.67–0.68) (Whisman, 2001b). MAS

scores are significantly associated with scores on the

Marital Adjustment Test (Kaslow et al. 1992) ; the

MAS has been used in other studies of depression

(Whisman, 2001b).

Following the method of Vittengl et al. (2004),

patients were classified as having ‘dyadic discord’

if their MAS scores were above 2.36. This score, which

is 1.28 S.D. above the mean of a normative sample

(Weissman et al. 1978), classifies about 10% of the

general population as having dyadic discord. As noted

by Vittengl et al. (2004), this cut-off is a compromise

between the tradition of defining abnormality at 2

S.D. from the mean (Jacobson & Truax, 1991) (which

classifies about 2% of the population as unhealthy)

and research showing that social-interpersonal dys-

function is greater than 2% (e.g. about 9% in Fredman

et al. 1988). The use of a 1.28 S.D. cut-off has also

yielded significant results previously (Vittengl et al.

2004).

Statistical methods

Logistic regression was used to test the ability of

baseline MAS scores in the ‘dyadic discord’ range to

predict remission status at exit. Remission was defined

as an IDS-SR30 score of 14 or less (Rush et al. 2003),

which is equivalent to a score of f7 on the 17-item

HAMD. A declining-effects random-regression analy-

sis (Kashner et al. 2003) was done to test for a sig-

nificant change from pretreatment to week 4 (initial

effect) and from week 4 to week 12 in MAS scores

and to test for a significant difference between groups

(nefazodone, CBASP, combination) in initial effect and

in improvement over time (timergroup interaction)

in MAS scores. The rationale for these time periods is

that, in the original study, medication was found to

have a greater effect on depression in the first 4 weeks

while psychotherapy had a greater effect in the latter

8 weeks (Keller et al. 2000).

Covariates of age, gender, race (Caucasian or non-

Caucasian), baseline MAS score and baseline IDS-SR30

total score were included in the model. To assess

whether MAS score improved independently of de-

pression symptom improvement, the basic random-

regression model was refit with the inclusion of

change in IDS-SR30 total score as a time-varying co-

variate. This model estimates the change in MAS

scores that would have occurred if there had been no

change in IDS-SR30 scores. To assess the change over

time in MAS scores for depression remitters and non-

remitters at exit, the basic random-regression model

was refit with additional terms for remission status

and interactions of remission status with initial effect

and time. The presence or absence of dyadic discord at

each visit was analysed using a generalized linear

mixed model (Wolfinger & O’Connell, 1993) which

adapts the random-regression model for use with a

binary outcome as implemented in the SAS GLIMMIX

program (SAS Institute, Inc., USA). All tests were two-

sided.

Results

Altogether, 316 of the 681 patients (46.4%) indicated

that they were married or in an intimate relation-

ship (‘partnered’ participants in Fig. 1). Of these,

Total patients in
original study

(n = 681)
100%

Completed
baseline and at
least one post-
baseline MAS

(n = 178)
56%

Completed at
least one post-

baseline IDS-SR
(n = 171)

96%

Not partnered
(n = 365)

54%

Partnered
(n = 316)

46%
Did not complete
baseline and at
least one post-
baseline MAS

(n = 138)
44%

Missing post-
baseline IDS-SR

(n = 7)
4%

Fig. 1. Participant flow. MAS, Marital Adjustment Scale ;

IDS-SR, Inventory of Depressive Symptomatology – Self

Report.
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209 of the 316 (66.1%) completed the baseline MAS. Of

the 107 who did not complete the entire MAS, 87

(83.1%) were excluded due to not completing one

or both of two items asking about the respondent’s

sexual life1#. Of the 209 with a complete baseline MAS,

178 (85.2%) completed the exit MAS to comprise the

final sample. Of the subjects, seven were missing post-

baseline IDS-SR30 scores so that their exit remission

status could not be determined. Thus, 171 subjects

were available for the analyses involving remission

status.

Baseline and exit characteristics

The evaluable sample had a mean age of 42.8 (S.D.=
9.0) years, being 64.0% female and 91% Caucasian.

Mean baseline scores were 39.6 (S.D.=8.2) for the IDS-

SR30 and 2.40 (S.D.=0.5) for the MAS. Mean exit scores

were 18.2 (S.D.=12.9) for the IDS-SR30 and 2.1 (S.D.=
0.5) for the MAS. Depression remission rates (IDS-

SR30 of f14) at the last available assessment (exit)

were 39.7% (nefazodone), 40.0% (CBASP) and 58.7%

(combination). Whereas slightly more than one half

of the study group scored above the threshold for

dyadic discord at study entry (52.8%, 94/178), 29.2%

(52/178) of the sample was in the range of dyadic

discord at study endpoint. No significant interactions

were found between gender and treatment group,

change over time in outcome or baseline dyadic dis-

cord.

Is dyadic discord at baseline associated with

non-remission after depression treatment?

Patients with dyadic discord at study entry had a sig-

nificantly lower rate of remission from depression at

study exit than those without dyadic discord. Only

34.1% (31/91) of patients with dyadic discord before

treatment remitted as compared with 61.2% (49/80)

of patients without dyadic discord (x2=12.6, df=1,

p=0.0004). This finding held true for each of the three

treatments. For the nefazodone group, 25.0% (7/28)

of the discordant group remitted v. 53.3% (16/30) of

the non-discordant group (x2=4.8, df=1, p=0.0275).

Similarly, for the CBASP group, only 25.9% (7/27)

of the discordant group remitted v. 56.5% (13/23) of

the non-discordant group (x2=4.8, df=1, p=0.0277).

For the combination group, the rates were 47.2%

(17/36) v. 74.1% (20/27) (x2=4.6, df=1, p=0.0322).

The percentage of patients in the range of dyadic dis-

cord (or non-dyadic discord) at study entry for exit

remitters is shown in Fig. 2.

A logistic regression analysis that controlled for

pretreatment characteristics as covariates showed that

the baseline dyadic discord status (yes/no) still pre-

dicted exit depression remission status (yes/no) after

adjustments for age, gender, race, treatment group

and pretreatment IDS-SR30 score (x2=8.8, df=1, p=
0.003). Non-discordant patients at study entry were

2.8 times more likely to reach remission at exit (29.0%)

than discordant patients (12.7%) [95% confidence in-

terval (CI) 1.4–5.5]. The effect of baseline discordant

status in relation to remission did not vary signifi-

cantly by treatment group (treatment grouprhealth

status interaction : x2=0.2, df=2, p=0.92) or by gender

(genderrdyadic discord status interaction : x2=4.0,

df=2, p=0.14).

Does dyadic discord improve with depression

treatment?

Change in dyadic discord was examined as both a

continuous and categorical variable. Table 1 pro-

vides mean MAS scores. Results from the random-

regression model showed that MAS scores improved

significantly from baseline to week 4 [x0.21 points,

t(224)=4.2, p<0.0001]. This improvement was not

significantly different among treatment groups

[F(2, 279)=0.3, p=0.77]. A significant decrease also

occurred from week 4 to week 12 [F(1, 158)=31.9,

p<0.0001], and a significant visitrtreatment group

effect was found [F(2, 158)=5.5, p=0.0050]. The de-

crease in MAS scores from week 4 to week 12 was

greatest in the combination group at 0.18 points per

month [t(154)=5.9, p<0.0001], least for the group re-

ceiving nefazodone alone at 0.03 points per month

[t(161)=1.0, p=0.3008] and intermediate at 0.10 points

per month for the patients receiving CBASP alone
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(n = 63)

Fig. 2. Comparing exit rates of remission for patients

with (%) and without (&) dyadic discord at baseline.

Remission was defined as an Inventory of Depressive

Symptomatology – Self Report (IDS-SR30) score of f14 at

study exit. CBASP, Cognitive Behavioral Analysis System

of Psychotherapy.

# The notes appear after the main text.
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[t(159)=3.0, p=0.0028]. The decrease from week 4 to

week 12 in the combination group was significantly

greater than the decrease with nefazodone alone

[t(158)=3.3, p=0.0012], while the decrease with

CBASP was not significantly different from changes

with either of the remaining two groups.

Table 2 provides the percentage of patients cat-

egorized as having dyadic discord at each assessment.

The random-regression model for binary outcome

(presence/absence of dyadic discord) showed that

across all groups, the percentage of patients classified

as having dyadic discord decreased significantly from

baseline to week 4 [t(166)=2.3, p=0.0229] and from

week 4 to completion of treatment [F(1, 250)=10.7,

p=0.0012]. At study exit, however, a significant dif-

ference among groups was found (Table 2) (x2=6.9,

df=2, p=0.0314). Specifically, at exit there was no

difference between the groups receiving CBASP alone

or the combination of CBASP and nefazodone (24.2%

v. 21.2%, x2=0.2, df=1, p=0.6917). However, dyadic

discord was more frequent with nefazodone alone

than with the other two treatments collectively at exit

(41.7% v. 22.9%, x2=6.8, df=1, p=0.0092).

Is improvement in dyadic discord accounted for

by improvement in depressive symptoms?

Overall, in the three treatment groups, a significant

positive correlation was found between changes in

dyadic discord and changes in depressive severity

from baseline to treatment exit (change in IDS-SR30

v. MAS: r=0.50, p<0.0001). The correlations for the

nefazodone, combination and CBASP groups were

0.45, 0.58 and 0.43, respectively. Adjusting for changes

in IDS-SR30 scores allows estimation of the change in

MAS scores that would have occurred if depressive

symptoms had remained constant throughout the

study. After adjustment for changes in IDS-SR30 scores

during the study, the random-regression model

showed no change in MAS scores from baseline to

week 4 for all groups combined (n=171) [0.02 points,

t(253)=0.3, p=0.7567]. However, the initial effect (i.e.

the first 4 weeks of treatment) did vary by treatment

group [F(2, 306)=3.9, p=0.0210] with a decrease of

0.10 points in the CBASP group, an increase of 0.01

points in the nefazodone group and an increase of 0.13

points in the combination group. Thus, the initial effect

of CBASP on MAS scores is less dependent on im-

provement in depressive symptoms than the other

groups. From week 4 to week 12 a non-significant de-

crease of 0.02 points per month was found [t(208)=1.4,

p=0.1685] for all groups combined. This time effect

did not vary by treatment group [F(2, 208)=1.7, p=
0.1821]. Thus, change in MAS score was best ac-

counted for by change in depressive symptoms during

the latter two-thirds of the treatment protocol.

Do depression treatment remitters have less dyadic

discord at study exit than non-remitters?

MAS scores at exit were significantly lower among

depression remitters than non-remitters using the

random-regression model. This relationship held true

for all patients [1.83 v. 2.35, t(169)=7.3, p<0.0001] and

for each treatment : nefazodone [1.86 v. 2.49, t(56)=5.0,

p<0.0001], combination [1.83 v. 2.34, t(61)=4.2, p<
0.0001] and CBASP [1.79 v. 2.20, t(48)=3.2, p=0.0002].

Examined dichotomously, fewer depression re-

mitters had dyadic discord at exit than non-remitters

(Fig. 3) did. For the total sample, 10.0% (8/80) of

Table 1. Average Marital Adjustment Scale score by treatment

group and weeks in treatmenta

Visit

All

patients Nefazodone

Combi-

nation CBASP

Baseline 2.44 (0.5) 2.43 (0.5) 2.50 (0.5) 2.37 (0.5)

n 178 60 66 52

Week 4 2.31 (0.5) 2.36 (0.5) 2.37 (0.6) 2.20 (0.5)

n 149 49 55 45

Week 8 2.16 (0.5) 2.24 (0.5) 2.13 (0.5) 2.08 (0.5)

n 144 48 55 41

Week 12 2.04 (0.5) 2.18 (0.6) 1.94 (0.5) 1.99 (0.5)

n 144 49 51 44

Exitb 2.10 (0.5) 2.24 (0.6) 2.04 (0.5) 2.03 (0.5)

n 178 60 66 52

CBASP, Cognitive Behavioral Analysis System of

Psychotherapy.

Values are given as mean (standard deviation).
a Lower scores represent less dyadic discord.
b The ‘Exit ’ score is the last score obtained from the

participant whether it was at week 12 or earlier.

Table 2. Participants with dyadic discord by treatment group

and weeks in treatment

Visit All patients Nefazodone Combination CBASP

Baseline 178 (52.8) 60 (48.3) 66 (57.6) 52 (51.9)

Week 4 149 (44.3) 49 (51.0) 55 (47.3) 45 (33.3)

Week 8 144 (32.6) 48 (37.5) 55 (34.6) 41 (24.4)

Week 12 144 (24.3) 49 (36.7) 51 (51.7) 44 (20.4)

Exita 178 (29.2) 60 (41.7) 66 (24.2) 52 (21.2)

CBASP, Cognitive Behavioral Analysis System of

Psychotherapy.

Values are given as number of participants (percentage).
a The ‘Exit ’ score is the last score obtained from the

participant whether it was at week 12 or earlier.
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remitters had dyadic discord v. 46.2% (42/91) of non-

remitters (x2=26.9, df=1, p<0.0001). The difference

was significant for the nefazodone and combination

treatment groups : for nefazodone, 8.7% (2/23) of re-

mitters had dyadic discord v. 62.9% (22/35) of non-

remitters (x2=16.8, df=1, p<0.0001). For combination

therapy, 10.8% (4/37) of remitters had dyadic discord

v. 42.3% (11/26) of non-remitters (x2=8.4, df=1,

p=0.0039). For the CBASP group, the numerical dif-

ference was not statistically significant : 10.0% (2/20)

of remitters had dyadic discord v. 30.0% (9/30) of

non-remitters (x2=2.8, df=1, p=0.0944).

A random-regression model was used to estimate

improvement over time by exit remission status.

For all patients, dyadic discord decreased among de-

pression remitters by 0.26 points initially (baseline to

week 4) and by 0.15 points per month subsequently

(weeks 4 to 12), while depression non-remitters de-

creased by 0.10 points initially and by 0.06 points per

month subsequently. MAS scores improved more in

those whose depressions remitted than in those whose

depressions did not remit both within the first 4 weeks

(p=0.0076) and in the subsequent 8 weeks (p=0.0115).

For those receiving nefazodone alone, depression

remitters significantly improved in dyadic discord

initially (x0.25 points, p=0.0067) and subsequently

(x0.12 points per month, p=0.0141), while non-

remitters had a non-significant improvement initially

(x0.13 points, p=0.0949) and a slight deterioration

in dyadic discord subsequently (+0.03 points per

month, p=0.4708). The depression remitters and non-

remitters were significantly different in terms of

change in MAS ratings in the last 8 weeks of treatment

(p=0.0190).

For CBASP alone, depression remitters improved

significantly in dyadic discord both initially (x0.22

points, p<0.0234) and subsequently (x0.20 points

per month, p<0.0001). Depression non-remitters had

an equally large significant initial improvement

(x0.25 points, p=0.0022), but this improvement was

not sustained. Only a very slight non-significant MAS

score reduction (dyadic discord improvement) oc-

curred from week 4 to week 12 (x0.02 points per

month, p=0.6134). Over the last 8 weeks of treatment

with CBASP, depression remitters had significantly

greater improvement in MAS scores over time than

non-remitters (p=0.0071).

For the combination group, depression remitters

had a significant initial improvement (x0.33 points,

p<0.0001), while non-remitters worsened (+0.09

points, p=0.3109). Both remitters and non-remitters

had a similar magnitude of subsequent improvement

in dyadic discord, and the difference between them

was not different (x0.15 v. x0.20 points per month,

respectively, p=0.4165).

Discussion

There are several results with clinical significance.

Patients with dyadic discord when they began treat-

ment were much less likely to reach remission from

depression after 12 weeks of treatment, regardless

of treatment modality. Combination treatment was

almost twice as successful with dyadically discordant

patients than either of the monotherapies (although

still less successful than combination therapy with

non-discordant patients). Overall, patients with dy-

adic discord were 2.8 times less likely to reach re-

mission than were dyadically non-discordant patients.

This finding is consistent with other studies finding

dyadic discord to be a risk factor for poor treatment

outcome (Hickie & Parker, 1992 ; Whisman, 2001b).

At the conclusion of treatment, patients who did not

remit from their chronic depression had significantly

greater levels of dyadic discord after treatment than

did depression remitters, which replicates previous

work (Miller et al. 1998). Another study, using con-

tinuous analyses rather than dichotomous, found

no differences in dyadic discord between remitters

v. responder non-remitters or responders v. non-

responders ; they did not, however, compare remitters

with non-remitters (Papakostas et al. 2004).

Dyadic discord improved with each of the three

treatments, and each was associated with more

patients at exit without dyadic discord. Nefazodone

alone, however, was less effective in reducing discord

than the other two strategies – each of which included

CBASP. The combination group had the greatest im-

provement in severity of dyadic discord ratings, while

medication alone had the least improvement. CBASP

alone produced an improvement in dyadic discord
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intermediate between the medication alone and com-

bination treatment.

The improvement in dyadic discord was largely

accounted for by reduction in depression symptom

severity, which is consistent with earlier reports that

depression treatments have an indirect effect on dy-

adic discord (Whisman, 2001b ; Vittengl et al. 2004).

Combination treatment likely produced the greatest

improvement in dyadic discord because it produced

the greatest improvement in depressive severity

(Keller et al. 2000). During the first 4 weeks, CBASP

alone (but not in combination with medication) did

produce change in dyadic discord independent from

change in depression but this effect did not continue

during the last 8 weeks of the study.

Antidepressant treatments have variably improved

dyadic discord in depressed patients. Several studies

of patients with both depression and dyadic discord

found that cognitive therapy was beneficial for

depressive symptoms but not dyadic discord (O’Leary

& Beach, 1990 ; Jacobson et al. 1991). Patients receiving

cognitive therapy in another study experienced a sig-

nificant improvement in dyadic discord, although

scores at the completion of treatment were still in the

discordant range (Vittengl et al. 2004). A study utiliz-

ing nortriptyline and sertraline found that treatment

with neither medication resulted in improvement in

dyadic discord (Logsdon et al. 2003). On the other

hand, improvement in dyadic discord has been re-

ported after treatment with imipramine, cognitive

therapy or interpersonal therapy (Whisman, 2001b).

Responders to fluoxetine similarly had an improve-

ment in dyadic discord (results for non-responders

were not reported) (Reimherr et al. 2001).

Focusing on chronic depression, Miller et al. (1998)

found that both sertraline and imipramine produced

improvements in dyadic discord. The present results

add to these findings, and they indicate that de-

pression treatments that do not include the partner

(and may not even explicitly address relationship

issues) can produce improvement in dyadic discord.

That is, improving depression per se improves the

relationship. Improvements in irritability or anhedo-

nia may have an ameliorative effect on the relation-

ship, for example, although the present data do not

address this issue.

These results are limited by having data only from

the depressed patients and not their partners. In a

probabilistic community sample, 20.8% of men mar-

ried to women with MDD also had MDD while 28.0%

of women married to men with MDD also had MDD

(McLeod, 1993). Dyadic discord levels are influenced

by an interaction between both partners’ depression

levels (Whisman et al. 2004) so that changes in dyadic

discord in the present analyses are being influenced

in unknown ways by depression levels in the partners.

It is conceivable that having a partner with depression

would have an impact on the associations reported

here so that a replication including data from both

partners would be important. Further, depression

might bias patients’ evaluations of their relationship

quality. Having partner data would provide an

evaluation of the quality of the relationship not in-

fluenced by depression (in the case of non-depressed

partners). Another limitation is that the sample was

restricted to patients with chronic depression. The

extent to which these findings will generalize to pa-

tients with non-chronic depression is not known.

The present data point toward dyadic discord as

an important factor potentially contributing to non-

remission in chronically depressed patients treated

with medication, psychotherapy or the combination.

Couple therapy has been found to be efficacious in

the treatment of mixed forms of major depression

(O’Leary & Beach, 1990 ; Leff et al. 2000 ; Dessaulles

et al. 2003 ; Barbato & D’Avanzo, 2008). Whether ad-

ding couple therapy to depression treatment for

patients with chronic depression might increase de-

pression remission rates remains an unanswered

question.

The present findings may also be relevant to the

issue of how to sequence treatments for depression

(Rush et al. 2006b ; Murphy et al. 2007). After treatment,

those who did not reach depression remission had

significantly higher rates of dyadic discord than those

who did. It might be worthwhile for clinicians to as-

sess for dyadic discord in patients who have not

remitted after an initial course of individual psycho-

therapy and/or pharmacotherapy. This approach is

consistent with the recommendation of Whisman

(2001b) that patients with dyadic discord at the com-

pletion of depression treatment might be best served

by a referral for couple therapy, although this rec-

ommendation has not been empirically evaluated.

These results suggest the need to evaluate this rec-

ommendation.
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Notes

1 There were 76 subjects who did not complete one or both

of the sexuality questions who completed the MAS at both

baseline and exit. Those 76 subjects had a mean age of 48.8

years v. a mean age of 42.8 years for the 178 who com-

pleted the entire MAS (p<0.0001). The two groups did not

differ on baseline IDS-SR [40.7 (n=76) v. 39.6 (n=178),

p=0.3426] but did differ on scores for the abbreviated

MAS [3.1 (n=76) v. 2.6 (n=178), p<0.0001]. They did not

differ on race [94.7% white (n=76) v. 91.0% white

(n=178), p=0.3127] but did differ on gender [80.3% fe-

male (n=76) v. 64.0% female (n=178), p=0.0106]. Thus,

the group that did not answer the two questions tended to

be older, female and have higher levels of dyadic discord

than those who did answer the last two questions. The

continuous outcome analyses were recalculated including

these 76 subjects. Results of the new analyses were found

to be substantially the same, so only results from subjects

who fully completed the MAS at both administrations are

presented in the text.
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