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ABSTRACT 

Previous research suggests that marital problems, inhibited 

communication, social rejection, and mutual hostility characterize the 

interpersonal behavior of depre;sed patients. The specificity and 

external validity of these results is questionable since most of this 

research used analogue designs or lacked important control groups 

necessary to separate the effects of depression from psychological 

disturbance in general. This study examined interpersonal aspects of 

depression within the context of the marital relationship. A battery 

of standardized and original questionnaires was administered to couples 

in three comparison groups defined by the wife's level of depression 

and psychotherapy pat~ent status: a depressed patient group, a non

depressed patient group, and a normal control group. Results of 

planned comparisons revealed that, relative to the married couples 

with nondepressed patient and normal control wives, the depressed 

patients and their husbands saw their marriages as more ma.1adjusted 

with less open communication. Husbands of the depressed patients 

also reported feeling more anxiety and acting less honestly or 

supportive1y specifically when interacting with their spouses. 

Husbands in the depressed patient group also rated their wives more 

negatively in terms of their overall interpersonal impact and saw 

their own actions as more generally negative when interacting with 

the depressed spouse. Both spouses in the depressed patient group 

rated themselves as feeling more hostile generally, while the husbands 

vi i i 



saw the depressed patients as specifically impacting them in a 

hostile manner. These results were seen as consistent with Coyne1s 

interpersonal model of depression which suggests that depressed 

behavior and affect may be maintained by the responses it evokes 

from interacting others. The finding of greater hostility in both 

the depressed patients and their husbands replicates previous 

controlled research but contradicts most psychological theories 

of depression which predict lowered hostility in de"pression. 

Implications for further research and therapy with depressed 

patients are also discussed. 

ix 



CHAPTER 1 

INTRODUCTION 

Nearly everyone knows the feeling of sadness, to be 

down in the dumps, in a funk, to have the blues ••• to be depressed. 

However, these transitory, occasional feelings of "depression" are 

similar only in name to the pervasive sense of dejection, hopelessness, 

and dispair often accompanied by major physiological alteration, 

impaired reality testing, and suicidal impulses experienced by those 

afflicted with serious clinical depression. Clinically significant 

levels of depression have been estimated to currently affect 8 to 20 

million Americans; depression will affect about one quarter of the 

population at some point in the life span (Weissman, Myers~ and 

Harding, 1978). Although an estimated 75% of those suffering from 

this disorder do not seek professional help, those that do make it 

the leading cause of psychiatric hospitalizations c6sting well over 

$10 billion annually to treat in this country alone (President's 

Commission on Mental Health, 1978). In addition to this staggering 

incidence and cost, the seriousness of lithe common cold of"psycho

pathology" is underlined by possible associations with suicide, 

alcoholism, and domestic violence. Clearly, serious depression is 

the most prevelant and lethal of all psychopathological conditions. 

Advances in the pharmachological treatment and bio

chemical understanding of depression (e.g., Schildkraut, 1977) over 
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the past 20 years have encouraged increased research interest in the 

classification, etiology, and treatment of disorders in the depressive 

spectrum. Although much of this research has traditionally been 

genetic/biochemical (e.g., Schildkraut, 1965) or intrapsychic (e.g., 

Kendell, 1970) in nature, a growing number of investigators have 

begun to examine environmental factors in depression. These investi

gators, while acknowledging the importance of biochemical and intra

psychic variables, have consistently pointed to the critical impor

tance of social and interpersonal factors in understanding the 

development, maintenance, and treatment of depression (e.g., Brown 

and Harris, 1978; Coyne, 1976a, b; Lewinsohn, 1975; Weissman and 

Paykel, 1974). This study is an attempt to expand on this beginning 

by examining some interpersonal variables in depression within the 

context of the marital relationship. 

Classification of Depression 

Clinically significant depression has traditionally 

been distinguished from normal sadness on the basis of its persistance 

and severity. Not only does depression last longer than normal low 

mood, it also causes much more disruption in the daily functioning 

of the depressed individual. Symptoms of serious depression can 

include major disturbances in: mood characterized by inordinate 

sadness, hopelessness, and dispair; physiological functioning such 

as insomnia, low energy, and loss of appetite or sexual drives; and 

thought processes as in morbid or suicidal preoccupations, as well as 

frank hallucinations and delusions (Teuting~ Koslow, and Hirschfeld, 



1981). Patients diagnosed as depressed usually exhibit several but 

not all of these and other symptoms with marked mood disturbance 

(inordinately high or low mood) as the sine qua ~ of the affective 

disorders. 

The affective disorders themselves have been further 

subdivided on the basis of research findings relating to differences 

3 

in their genetic, neurochemical, and clinical symptom pictures. In 

the most recent Diagnostic and Statistical Manual (DSM III), the 

American Psychiatric Association (1980) defines three major types of 

affective disorders: Manic Disorder, Major Depressive Disorder, and 

Bipolar Disorder. The Manic Disorder classification is characterized 

by distinct periods of elevated mood accompanied by symptoms such as 

hyperactivity, pressured speech, and grandiosity. The Depressive 

Disorder diagnosis corresponds closely with popular notions of clinical 

depression; it involves a serious. and prolonged period of dysphoric 

mood and a number of specific physiological and cognitive symptoms 

with clearly inpaired ability to function in activities of daily living. 

Patients with chronic depression of insufficient severity to warrant 

inclusion into the Major Depressive Disorder group are diagnosed as 

Dysthymic Disorders (formerly termed Depressive Neurosis). Patients 

with a history of both major depressive episodes and mania make up 

the Bipolar Disorder category. A chronic but less severe pattern of 

alternating moods is diagnosed as Cyclothymic Disorder with the DSM 

ill system. 
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A growing body of research has documented substantial 

genetic, neurochemical, pharmachological, and presenting symptom 

differences between the Major Depression (Unipolar) and Bipolar 

Disorders (see reviews by Akaskal and McKinney, 1975; Perris, 1969). 

These well-replicated differences argue for caution in generalizing 

theoretical conceptualization or treatment strategies across these 

or other subtypes of the depressive disorders. For this reason most 

of the literature reviewed and the research presented here will refer 

only to the unipolar forms of the affective disorders (i.e., DSM III 

categories of Major Depressive and Dysthymic Disorders). 

Theories of Depression 

Psychodynamic Theory 

Freud (1917) and his student Abraham (1911) were among 

the first modern psychological theorists to address clinical depres

sion. In differentiating normal grief from clinical depression, 

Freud (1917) suggested that the former (melancholia) involved an 

excessive reaction to a lost love object by someone predisposed with 

an overly-dependent personality. The process begins when a vulner

able person perceives the real or imagined loss of an important love 

relationship and pathologically compensates by symbolically incorpo

rating the lost object into his or her own ego. It is at this point 

that the intense anger over the abandonment can be expressed, not at 

the ac~ual person, but at its introjected or internalized representa

tion in the ego of the depressed person. This complicated intra

personal, interpersonal process Freud called "narcissistic 
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identification with introjected hostility" was thought to result in 

the sadness, self-depreciations, and suicidal impulses of the de

pressed person. For Freud and other analytic writers, these symptoms 

of depression actually represented hostility in the form of angry 

accusations and homicidal impulses directed (symbolically) at the 

lost or abandoning love object. This pathologic~l process is con

trasted by Freud to normal grief reactions (mourning) in which the 

mourner is saddened by the loss through death of a significant other, 

but is not overly-dependent on the deceased and, therefore, does not 

frantically attempt to maintain the relationship through narcissistic 

identification or hate him/her for abandonment. 

Freud's theory, therefore, has both interpersonal as well 

as interpsychic elements. Not only is the depressed person overly

dependent on significant others premorbidly, but they also (uncon

sciously) hate the significant other for actually or symbolically 

abandoning them. In spite of this potentially interpersonal per

spective, Fr~ud and most subsequent psychodynamic theorists only 

address the depressive's side of the interaction. The mood or 

actual behavior of the significant other or love object rarely 

appears in their writing. 

Empirical research examining aspects of the analytic 

conceptualizations of depression has been hampered by the difficulty 

of operationally defining a number of the key constructs (e.g., 

dependence, introjected hostility). However, a number of research 

studies have examined the critical relationship between the levels 
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of hostility and depression. In a recent review of this literature, 

Arkowitz and Holliday (1980) found each of six studies examining out

patient depressives reported ~ externally-directed hostility 

rather than less hostility as apparently predicted by the psycho

analytic model of depression. Most of the studies found introjected 

or internally-directed hostility also to be higher in depression but 

this measure was considered to be so highly confounded with the 

measures of depress i on as to be i nva 1 i d (Arkowi tz and Ho 11 i day,' 1980) . 

Behavioral Theory 

Lewlnsohn (1975) posits a low rate of response-

contingent positive reinforcement as the major antecedent condition 

for clinical depression. In essence, depression is the result of not 

eliciting sufficient reward from one1s social and physical environment. 

For Lewinsohn, such a deficit can occur for a number of reasons: 

adequate reinforcement may simply not be available in the person's 

present enviro~ment; the person may not possess the social skills 

necessary to obtain the reinforcement that is available; or events 

are not experienced as reinforcing (presumably for underlying bio

logical or possibly early conditioning reasons). 

Interpersonal factors are included in Lewinsohn's model 

since adequate social reinforcement from significant others is seen 

as central in avoiding depression. Like others (e.g., Costello, 

1972; Ferster, 1973), he also suggests that depressive behaviors are 

maintained, at least initially, by the positive social reinforcement 
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it elicits from significant others (e.g., sympathy, concern, support, 

etc.). 

Research evidence is growing to support Lewinsohn's 

central postulate, that there is a positive relationship between the 

rate of response-contingent positive reinforcement and depression 

(Lewinsohn and Libert, 1972; Lewinsohn, 1975). Empirical observations 

of depressed patients interacting in therapy groups (Libert and 

Lewinsohn, 1973) and with significant others in the home environment 

(Shaffer and Lewinsohn, 1971) both found social skill deficits among 

the depressed patients. Specifically, these studies reported that 

depressed patients elicited more negative and less positive rein

forcement from interacting others. 

Cognitive Theory 

Beck (1967; 1979) and others hold that unipolar depression 

is best conceptualized as the result of an erroneous belief system 

and information processing. He suggests that a "cognitive triad" 

consisting of an unrealistically negative view of the self, the world, 

and the future can produce most of the affective, physical, and be

havioral symptoms of depression. Further, he holds that specific 

systematic errors in logical thinking (e.g., arbitrary inference, 

overgeneralization, and personaliz~tion) may serve to maintain these 

negative schemata once they are established. 

Although primarily an intrapsychic model, Beck (1979) 

does address interpersonal implications of his theory: "A person 

slipping into depression may withdra.w from significant other people. 
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Thus alienated, the 'significant other ' may respond with rejection 

or criticism which in turn, activate or aggravate the person1s own 

self-rejection and self-criticism" (Beck, 1979, p. 17). On the other 

hand, he suggests that a positive significant interpersonal relation

ship with its "powerful evidence of acceptance, respect, and affection 

may provide a potent prophylaxis against depression in spite of a 

negative cognitive set" (Beck, 1979). 

Empirical studies of cognitive processes and logical 

reasoning have produced results largely consistent with Beck's con

structs of the negative triad and characteristic information pro

cessing errors in clinical depression (Beck and Rush, 1978). As 

with other correlates of depression isolated in the research liter

ature, the question of causality appears unresolved. The specific 

cognitive dl;!fic!ts may be primary and causal as Beck suggests or 

they may be the result of other biological, behavioral or interpersonal 

variables. Although the question is far from resolved, the primary 

importance of cognitive factors is indirectly supported by the results 

of a recent controlled therapy outcome study (Rush, Beck, Kovacs, 

and Hollon, 1977). Beck and his associates found cognitive therapy 

more effective than appropriate antidepressant medications in reducing 

depression and preventing relapses among a group of 44 clinically 

depressed outpatients. Although potentially flawed by differences in 

therapist contact and expectations between the cognitive therapy and 

drug therapy groups, ·the. strikingly lower relapse in ·the former sug

gests that cognitive factors may be important in preventing sub

sequent depressive episodes. 
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Learned Helplessness 

The learned helplessness model analogizes from animal 

learning experiments (Seligman and Maier, 1967) to combine aspects 

of both behavioral and cognitive perspectives on depression. The 

model was a direct outgrowth of an experiment in which dogs given a 

series of unavoidable electric shocks became passive and unresponding. 

This state of passivity or learned helplessness persisted even when 

the contingencies were altered so that the shocks were easily avoid

able (Seligman and Maier, 1967). Accordlrig to Seligman (1975), the 

dogs in this experiment had learned that reinforcement was independent 

of their responses and the resulting state of learned helplessness 

was strikingly similar to clinical depression in humans: both 

involved a lack of behavioral initiation; decreased aggression; 

marked appetitive, sexual, and social deficits; and cortical 

norepinephrine depletion (Seligman, 1975). 

Seligman (1975) argues that a similar learning history 

(i.e., unavoidable negative consequences) in humans results in clinical 

depression. In humans, Seligman suggests that depression is character

ized by the fixed negative belief (cognition) that reinforcement is 

unrelated to one's actions. In other words the cognitive set in 

depression Ilis not generalized pessimism, but pessimism specific to 

the effects of onels skilled actions" (Seligman, 1975, p. 86). Like 

Beck (1967), Seligman holds that these powerful cognitive changes can 

result in the behavioral and affective'symptoms which are depression. 

Like Lewinsohn (1975) he believes that environment contingencies or 

learning history can produce depression. 



Additional research with dogs and other species has 

shown that states resembling learned helplessness can be induced by 

certain drugs known to cause depression in humans (e.g., reserpine) 

and relieved by antidepressant medications (e.g., tricyclics and 
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MAO inhibitors). Humun studies with normals and depressed patients 

have found increased negative cognitive sets and decreased problem

solving ability associated with experimentally-induced uncontrollable 

aversive stimul i (reviewe<;! in Sel igman, 1975). The most powerful 

confirmation of the helplessness model came in studies of normal humans 

who when sUbjected to uncontrollable stimul i (usually loud noises) 

reported feeling more depressed and less optimistic about their 

ability to solve anagram tasks relative to subjects who were exposed 

to equal but controllable amounts of aversive stimul i (reinforcement) 

(Seligman, 1975). 

Seligman directly addresses few interpersonal variables 

in his learned helplessness model. He does suggest that individuals 

in the state of helplessness (and by analogy, depression) emit less 

aggressive, competitive, and socially-skilled behavior generally. 

The interactive effect of the significant other's behavior on the 

development of learned helplessness or depression has not been 

directly examined theoretically or in Seligman's research to date. 

Biological Theory 

The strong genetic tendellcy, hormonally mediated symptoms, 

and the dramatic pharamachological response of certain types of de

pressive disorders have lead a number of researchers to seek an 





many of the so-called vegetative symptoms of depression (e.g., 

insomnia, appetite and libido changes, diurnal variation in mood) 

may be mediated by Ilan underlying brain disturbance in neurotrans

mitter function (specific to) ••• the limbic system and hypothalamus ll 

(Teuting, et al., 1981, p. 35). The reliable changes in functional 

levels of norepinephrine, serotonin, adrenocorticotropic hormone, 
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and cortisol fre~uently reported in patients with serious unipolar 

depression are all consistent with this view. That is, clinical 

depression may usefully be conceptualized as a biological disturbance 

in the hypothalamic-pituitary-adrenal system. 

Still to be adequately addressed in this research area 

are questions relating to the underlying causes of these biochemical 

changes. We know that these neurohormonal changes can produce many 

of the behavioral and affective symptoms of depression, but we do 

not know as much about the genetic, early iearning, and current 

environmental contingencies which may lead to the biological alter

ations in the first place. Disturbances in the hypothalamic

pituitary-adrenal axis may provide an explanation of the IIfinal 

common pathwayll by which a variety of physiologic and environmental 

variables synergize to predispose, precipitate, and maintain clinical 

depression. This interrelationship among genetic, biochemical

physiological, and psychological-environmental factors will be 

crucial to a complete understanding of depression: 

Possibly, depending on genetic susceptibility, chronic 

unpleasant stimulation or punishment can alter theneuro

regulatory (neurotransmitter and neuroendocrine) systems, 
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perhaps permanently. Neuroregulatory changes may, in turn, 

lead to behavioral changes, which then lead to further bio

logical changes, and so on in cyclic fashion. In such a 

process, the interaction of behavioral and biological events 

over time appears to be critical (Teuting, et aI., 1981, 

p. 6). 

Coyne's Interactional Model of Depression 

13 

Coyne (1976a) has proposed an interactional model of 

depression. Drawing from a number of psychological perspectives, as 

well as systems theory, he described the process by which the 

depressed person may act in ways that cause others to inadvertently 

reinforce the depressed behavior. His model does not attempt to 

explain the original cause of the depression; rather it addresses 

factors which may perpetuate or exacerbate the depression once it has 

begun. Since it does not conflict with the theories of etiology 

presented earlier, it may provide a useful model for examining 

interpersonal factors in depression. 

Like Freud (1917) and later psychoanalytic writers, 

Coyne conceptualizes depressive symptomology as an interpersonal 

message. In essence, he views the depressive's behaviors as com

munications which demand reassurance and support from significant 

others. These messages tend to elicit "actions by others to alter 

or restore (the depressive's) loss" (Coyne, 1976a, p. 33). The 

symptoms, therefore, are ways of testing for interpersonal acceptance 

and security from significant others. 



According to Coyne, the typical responses to these 

depressive communications are verbal reassurance, support, and sug

gestions. This is fine as far as it goes but the difficulty comes 
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in the extremely negative impact that the depressed person's constant 

demands has on the significant other: "While providing continual 

feedback, these efforts are profoundly and negatively affecting 

these relationships. The persistance and repetition of the symptoms 

is both incomprehensible and aversive to members of the social environ

ment" (p. 34). 

Although it is clearly aversive to interact with someone 

who is profoundly depressed, Coyne notes that the depressive's abject 

suffering and repeated self-depreciations may serve to strongly 

inhibit any direct expression of these negative feelings. He suggests 

that guilt feelings aroused in the significant other may playa 

central role in this inhibition. In other words, while it may be 

difficult "to kick a man when he's down," it becomes almost impossible 

when the "kicker" feels partially responsible for the depression in 

the first place. 

The guilt-induced inhibition of negative feelings in 

the face of increasing demands for reassurance leads to a type of 

deception by those interacting with the depressed person: They are 

overtly positive and supportive but covertly feel negative and 

rejecting toward the depressive. Coyne's suggests that depressed 

persons are especially sensitive to this discrepancy and to the mixed 

messages which result. The depressed person comes to view the verbal 
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support as nongenuine since it is not matched by a positive affect. 

Rather than reassuring, these messages confirm the depressed person's 

fears of low self-worth and feelings of rejection by significant others. 

This results in even greater feelings of depression and escalated 

demands for reassurance through increased depressive symptomatology. 

This, in turn, generates more nongenuine support and negative affect 

in significant others and depression thus becomes a self-perpetuating 

vicious cycle. This type of cycle is described by systems theory as 

a "deviation-amplifying negative feedback loop" and by Coyne as the 

"depressive drift." 

Interpersonal Research on Depression 

Coyne (1976b) was the first to test some aspects of his 

interpersonal model of depression. He compared clinically depressed 

patients and nondepressed outpatients with nondepressed (normal) 

controls. These women (the "targets") were asked to engage in a 

20-minute telephone conversation with normal undergraduate females. 

Following this telephone interaction, the undergraduate sunjects com

pleted self-report measures of state depression, anxiety, and hostility 

as well as their willingness to interact with the target again (as a 

measure of rejection). Results largely confirmed his major hypotheses 

with the subjects who interacted with depressed patients reporting 

greater induced depression, hostility, and rejection compared to both 

of the tVIO control groups. However, a number of post hoc behavioral 

ratings and content analyses of their telephone conversations failed 



to uncover differences which might have mediated the mood change or 

subsequent feelings of rejection. 
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Hammen and Peters (1978) expanded Coyne's telephone 

interaction design by using same and opposite sex pairs of normal 

undergraduates. One student in each pair assumed a depressed or non

depressed role based on a script outl ine and single coaching session. 

The authors found that the subjects interacting with the "depressed" 

targets reported greater induced state depression and feelings of 

rejection than those interacting with the nondepressed targets, 

especially in the opposite-sex dyads. 

Reese (1980) examined interpersonal aspects of depression 

in a study using undergraduate males in a face-to-face interaction 

with a female confederate who enacted either a nondepressed, moder

ately depressed or severely depressed role. Results again supported 

the induction of state depression and greater social rejection by 

those subjects interacting with the IIdepressed ll target. Behavioral 

and content analyses of the interactions indicated that subjects 

interacting with the IIdepressed" target gave more advice and support 

statements and sat closer than those interacting with the nondepressed 

target. 

Using a similar depression-analogue methodology, Howes 

and Hokanson (1979) had male and female undergraduates interact in 

same-sex dyads with one member enacting a normal, physically ill or 

depressed role. Subjects interacting with IIdepressed" targets 

described the targets as having greater overall interpersonal impact 



and in more negative terms compared to the two control groups. 

Analyses of the interactions themselves revealed increased rates of 

negative comments, periods of silence, and supportive statements, 
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and lower rates of overall responding by subjects interacting with the 

"depressed" targets. The mood induction hypothesis was not confirmed. 

That subjects gave more support statements and increased rejection 

(more silences and negative statements) when interacting with the 

"depressed" target was seen as supporting Coyne1s (1976a) construct 

of nongenuine support. 

Although the four preceding studies each support aspects 

of Coyne1s model, especially induced depression and increased verbal 

support and feelings of rejection by those interacting with depressed 

persons, two methological shortcomings seriously limit the external 

validity of their results. First, all four studies involved stranger 

interactions. On the basis of other research (Hinchcliffe, Hooper, 

& Roberts, 1977; Weissman and Paykel, 1974) In the area of marriage 

and depression, there Is good reason to suspect that depressed pati

ents act very differently with strangers than with their spouses. 

Further, three of the studies did not use depressed patients but 

normal undergraduates enacting a depressed role. These analogue 

procedures involving both the depressed targets and the significant 

others, while allowing more precise experimental control, hardly can 

be expected to reflect the complex, Intimate interactions which Coyne 

and other Interpersonal theorists describe as developing over time 

within the depressed perso~'s interpersonal environment. 
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In an effort to examine the interpersonal models of depres

sion in a more clinically-relevant population and setting; Arkowitz, 

Buck, and Shanfiels (1979) sent questionnaires to the family and 

friends of depressed and nondepressed psychiatric outpatients, and 

nondepressed normal controls. Overall results were largely consist

ent with the author's hypotheses and Coyne's model. Overall, the 

friends' and relatives rated the depressea targets more.negatively 

than the normal group but the nondepressed patient's scores fell 

between those of the normal and control groups without significantly 

differing from either. No significant differences were found on 

ratings of induced depression, anxiety or anger. Although the re

ported frequency of contact with the targets (an index of avoidance/ 

rejection) did not differ among the three groups, subjects inter

acting with the depressed patient targets reported spending more 

time per interaction and that they would like to spend even more 

time with them if they could. Although recognizing the limita-

tions of their methodology (e.g., an unvalidated questionnaire 

measure, multiple significance testing without adequate alpha pro

tection) and sample, the authors cautiously point out: lithe fact 

the the depressed are not avoided and i~ 7d~t e~icit lengthier 

interactions from others is consistent with a formulation which 

suggests that the others are behaving in positive but nongenuine 

ways toward the depressed person while feeling negatively towzrd 

them" (Arkowitz, et al., 1979, p. 7). 
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To date, empirical confirmation of Coyne1s and other inter

personal models of depression appear promising but incomplete. While 

a number of studies converge in support of Coyne1s key concept of 

increased social rejection of the depressed person (Coyne, 1976b; 

Hammen & Peters, 1977, 1978; Howes & Hokanson, 1979; Reese, 1980), 

the nature of samples and operationalizatlon of depression raise 

serious questions about the external validity of their results to 

clinical depression in its usual interpersonal context. There is 

less agreement across studies on the factors which may mediate this 

apparent increase in rejection. A few studies point to the induction 

of negative affective states particularly depression in those inter

acting with depressed persons (Coyne, 1976b; Hammen & Peters, 1978; 

Reese, 1980) while others failed to substantiate the mood inductfon 

hypothesis (Arkowitz, et al., 1979; Howes & Hokanson, 1979). Finally, 

two studies provided results consistent with but not conclusively 

supporting Coyn1s notion of nongenuine support of the depressed 

person by interacting others (Arkowitz, et al., 1979; Howes & 

Hokanson, 1979). At this point, research specifically focusing on 

the interpersonal behavior of depressed patients with the significant 

others appears indicated. On the basis of previous research, 

important variables to consider, would include induced anxiety, 

depression, hostility, and guilt in the significant other when inter

acting with the depressed person as well as indices of rejection and 

nongenuine support given to the depressed person by the interacting 

other. 
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Research on Depression and the Marital Relationship 

Clearly, marriage is the most important ongoing inter

personal relationship for adults. Although the incidence of psycho

pathology is generally lower among married persons than among single 

and divorced peers, this relationship does not appear to hold with 

depression (Crago, 1972). Women are particularly susceptible not only 

do they have higher rates of depression than men (Weissman, 1975), but 

married women are at greater risk than their single peers according to 

three recent studies. Two British studies reported that the incidence 

of reported depression was much higher for married contrasted with 

comparable single women both in psychiatric (Robertson, 1974) and 

general medicine (Porter, 1970) samples. The possibility that these 

striking results are an artifact of greater help-seeking by married 

women is reduced by the results of another study (Knupfer, Clark, and 

Room, 1966) which also found a higher incidence among married women 

using a large random sample from the San Francisco area. 

More than marriage per se, a number of recent studies 

have demonstrated a strong relationship between marital quality or 

adjustment and depression. Weissman and Paykel (1974) conducted a 

longitudinal study of the marital adjustment of 40 depressed women 

beginning with the acute depressive episode. Using data derived from 

. a reliable and well-validated semi-structured interview rating scale, 

she found increased interpersonal friction and inhibited communication 

among the depressed women compared to a matched normal control group. 

Dependent measures of marital communication and friction were based 



on 5-point scales rated by the interviewer after asking open-enJp.d 

questions followed by specific probes (e.g., "Hm ... have you and your 

husband been getting along in the past two months? Have there been 

any open disagreements?"). Moreover, interpersonal friction and 

inhibited communication in the marriage remained after most other 

symptoms of depression had improved to normal levels. Weissman's 

group also found that women with good marriages prior to the onset 
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of depression showed less social impairment and fewer depressive 

symptoms than those with more maladaptive marriages (p. 100). They 

also reported, anecdotally, that increased marital friction frequently 

signaled a relapse of depression in their sample (p. 94). In sum, 

they found that: 

The depressed women showed widespread impairments involving 

almost every aspect of their marital and sexual relation

ship ••• Depressed women were more reticent in discussing 

their personal feelings and problems with their spouses, 

more submissive and dependent, felt less affection toward 

spouses, more guilt and resentment, and experienced more 

friction and arguments with their spouses ( Wiessman & 

Paykel, 1974, p. 89). 

Although their results are weakened somewhat by the lack of a non

depressed psychiatric control group and raters who were not blind 

to the condition, certain striking results emerge. That marital 

communication and friction remained problem~tic after all other 

symptoms of depression had resolved and that a good marriage pro

vided some protection against the severity of depression all implicate 
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-
the quality of the marital relationship as an important correlate 

or risk factor in women1s depression. 

In a more recent study, Reustow, Dunner, Bleeker, and Fieve 

(1978) replicated and extended some of Weissman and Paykel's (1974) 

findings of increased marital maladjustment among depressed patients. 

Their study had patients and spouses from an urban outpatient psychia-

tric clinic complete the marital items from the self-report version 

of Wiessman's (1975) Social Adjustment Scale. They found that uni-

polar and bipolar women reported more marital friction and inhibited 

communication than Weissman and Paykel's published norms. Addition-

ally, overall marital adjustment reported by unipolar depressed 

males was significantly lower than any other depressed group for 

both sexes. 

In England, Hinchcliffe, Hooper, and Roberts (1977) conducted 

an extensive longitudinal study of behavioral differences in the 

interactions of depressed vs. nondepressed inpatients with their 

spouses. Using behavioral observations and objective rating systems 

of the couples discussing areas of disagreement in their marriage, 

the authors found substantial differences in communication between 

the two groups. Significant differences were found in expressiveness, 

responsiveness, disruptions, and power. The authors characterized 

the depressed couples ' communication as "negative and uneven, overly 

protective, ••. mutually afraid of the process" (Hincholiffe, et al., 

1977). An interesting sex difference was found with the depressed 

husbands and wives showing more negative affect when depressed but 
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only the husbands returning to normal levels on recovery (i.e., 

the now recovered wives still showed more negative affect). As 

with the Wiessman and Paykel (1974) study , this study lacked a 

nondepressed psychiatric comparison group and, therefore, the results 

may be a function of psychiatric disturbance in general rather than 

specific to depression. 

A British team of medical sociologists (Brown & Harris, 1978) 

also studied the relationship between marital quality and depression. 

They used a large random sample taken from two London suburbs and 

semi-structured interview format with a reliable set of interviewer 

rating scales. A postive, intimate interpersonal relationship was 

a powerful protection factor against the onset of clinical depression • 

. Women rated as "having ready access to a close, intimate, confiding, 

relationship (e.g., husband or steady boyfriend)•• were found to 

be over 10 times less likely to develop depression in the face of 

other serious risk factors than were a control group of similar women 

without such intimate relationships. The study was well-designed 

and executed in most respects but again lacked the nondepressed control 

group necessary to interpret the results as specific to depression. 

Collman and Miller (1975) studied all married couples attending 

an outpatient mental health center over a nine month period by assess

ing both marital adjustment and depression. Patient•s self-report 

measures (Beck Depression Inventory and Locke-Wallace Marital Adjust

ment Scale) were also validated using therapists• ratings of the same 
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constructs following their first session. Level of depression and 

the degree of marital distress for husbands and wives combined were 

moderately correlated for both types of measurement. Some interesting 

sex difference5 also emerged. The wives reported more depression than 

the husbands but the spouses did not significantly differ in their 

ratings of marital adjustment. The husband's level of depression 

predicted their ratings of marital problems better than the wife's. 

Overall the literature on marridge and depression reviewed 

here clearly points to the interrelatedness of marriage, marital 

adjustment, and depression. While marriage per se appears to be 

related to an increased incidence of depression, a positive marital 

relationship may protect against depression (at least in women). For 

both men and women increasing levels of depression are associated with 

decreasing marital adjustment, although this relationship may be more 

pronounced in men than women. It is not yet clear whether depression 

actually causes the changes noted in the marital quality or vice versa. 

Another possibility is that the relationship is mediated by a third 

variable which causes both depression and marital problems. The 

studies pointing to conflicted communication within the depressed 

couples provide a possible mediating variable, but do not settle the 

question. Unfortunately, all of these studies failed to use the non

depressed psychiatric control group necessary to differentiate specific 

effects of depression from the more general effects of psychological 

distress or psychiatric patient status. 



Hypotheses 

The present study was designed to test a number of 

hypotheses derived from Coyne's (1976a) and other interpersonal 

models of depression. These hypotheses were tested with a sample 

of clinically depressed outpatients, non-depressed psychiatric out

patients and nondepressed normals with their husbands. Central to 

a number of interpersonal theories is the extreme aversiveness of 

depressive behavior to interacting others. It has been suggested 

that the aversiveness may be partially mediated by negative feelings 

induced in significant others; more ~pecifically, induced anxiety, 

guilt, and depression. Therefore, this study tested the hypothesis 

that: 

1) The husbands of depressed patients will report more 

guilt, depression, and anxiety than spouses of non

depressed psychiatric patients or controls. 

Coyne places similar emphasis on the nongenuine nature 
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of the support and reassurance given to the depressed per~on and their 

perception of rejection by others. 

2) Both the depressed patients and their husbands will 

report that the husband engages in more nongenu~ne 

support and reassurance than husbands of nondepressed 

patients or controls. 

3) The depressed patients will report more rejection by 

their husbands than will the other two groups. 



The literature on depression and marital adjustment 

clearly predicts, as does Coyne's model, that depression adversely 

affects the quality of marriage. This study sought to replicate 

previous findings supporting this relationship by testing the 

hypothesis that: 

4) Depressed wives and their husbands will report more 

marital maladjustment and difficulties than will marital 

partners in the nondepressed patient or normal conditions. 

The work of Coyne and Weissman suggest that open, honest 

communication would be severely impaired in marriages which involve 

a depressed member. This impairment should be apparent to both 

spouses in such a relationship. 

S) Depressed couples will report more inhibited communi

cation than couples in the other two comparison groups. 

Although hostility and anger are not central to Coyne1s 

(1976) model, he suggests that the "frustrations, provocations, and 

manipulations occurring in interactions between depressed persons 
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and others would seem to encourage it (hosti 1 ity)1I (p. 36). Increased 

hostility and anger has been widely reported among certain depressed 

pat i ents (see rev I ew by Arkowi tz and Ho 11 i day, 1980) and ! flcreased 

"interpersonal friction" was found by Weissman and her research group 

studying the social adjustment of depressed women. The current study 

sought to replicate and elaborate these results by testing the 

hypotheses: 



6) Both husbands and depressed wives will report more 

open expressions of hostility and fighting in the 

marriage than will couples in the other two groups. 

Husbands and wives will rate themselves and each 

other as more angry and hostile feeling than will 

the other two comparison groups. 
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CHAPTER 2 

METHOD 

This study examined certain aspects of depression 

within the context of the marital relationship. A battery of 

standardized and original psychological questionnaires was admin

istered to couples in three comparison groups defined by the wife's 

level of depression and psychotherapy patient status: a depressed 

patient group, a nondepressed patient group, and a normal control 

group (nondepressed nonpatients). A 2 (Sex) by 3 (Group) factorial 

design was used with planned comparisons used to test a priori 

hypotheses relating to marital adjustment and specific affective 

and behavioral responses by the husband to depression in the wife. 

Measures of psychological distress, the interpersonal impact of 

each spouse on the other, and selected demographic and background 

variables were examined using separate ANOVAs followed by post hoc 

testing for husbands and wives. Finally, factor analytic and multiple 

regression procedures were used in an exploratory hypothesis-generating 

phase to identify response and personality variables in the husband 

which relate to depression in the wife. 

Subjects 

Subjects were married couples recruited from four area 

mental health agencies (where the wife was receiving outpatient 
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psychotherapy) and from the community (for the normal controls). 

Couples were assigned to one of three major comparison groups based 

on the wife's self-reported level of depression and psychotherapy 

patient status: the depressed patient group contained couples in 

which the wife scored 15 or more on the Beck Depression Inventory 
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and was currently receiving psychotherapy. The nondepressed patient 

group contnined couples in which the w'ife was receiving therapy but 

scored 5 or less on the Beck. The normal control group consisted of 

couples with wives who also scored 5 or less on the Beck but were not 

currently in therapy. 

Patient wives with intermediate scores on the Beck 

(6-14) and control wives with Beck scores above 6 were included in 

a fourth, residual group. Couples in this residual group were excluded 

from all T tests and ANOVA procedures used in the hypothesis testing 

phase of the data analysis, but were included along with the other 

three groups for the factor analytic and multiple regression procedures. 

In selecting couples for the normal control group, an 

attempt was made to match the three main comparison groups on specific 

demographic variables thought to be relevant to depression based on 

previous research. These variables, in their order of importance, 

were: age, years married, socio-economic status, and the number of 

children living in the home. 

Depressed women rather than men were chosen as the 

criterion group in this study for several reasons. It was hoped that 

the well-documented sex difference in the prevelance of clinical 
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depression (Weissman and Klerman, 1978) would facilitate gathering 

an adequate sample size. Since much of the previous research in the 

area of interpersonal relationships and depression involved depressed 

women, a female sample should also facilitate comparisons with these 

results. 

Proc~dure 

Potential subjects were recruited through therapist 

nominations in the case of the two patient groups and by responses to 

newspaper advertisements for the normal control group. Letters were 

then mailed to nominated patients; the letters briefly described the 

study and invited the patient to contact the researchers if interested 

and were signed by the therapist. The newspaper advertisements simi

larly described the study in general terms and invited phone contacts 

from interested couples. Subjects who called were screened by a 

member of the research team according ,to the inclusion criteria and 

matching variables (for normals only). Appropriate couples were then 

given an appointment time to come to the university psychology clinic 

where the study was conducted. 

The couples were met at the clinic by the researcher or 

an assistant who conducted them to a small interview room, briefly 

described the procedures, and obtained informed consent. Theimpor

tance of complete confidentiality was stressed at this point; identi

fyable results were not to be shared with anyone, especially with the 

other spouse. The couple was then separated and led to different 

rooms within the clinic where the questionnaires were administered. 



The test instruments were administered in random order 

for each couple. That is, the husband and wife in any given couple 

received the same order of tests but this order was randomly gen

erated for each couple. Tests were given in booklet form with 
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written instructions preceding each instrument. The researcher was 

available through the one to two hours of testing to answer questions, 

monitor progress, and to check for completeness. When both spouses 

had completed all items, they were debriefed in two steps: first 

while separated and again as a couple •. This debriefing procedure was 

adopted to allow private discussion of sensitive issues raised by the 

testing materials. After debriefing, the couples received a check for 

$20 and were thanked for their assistance. 

Instruments 

Beck Depression Inventory 

The Beck is a 21-item objective self-report question-

naire tapping various cognitive, affective, and behavioral components 

of the depressive syndrome (Beck, 1967). The inventory yields a 

total score ranging from 0 to 63 that is a reliable indicator of the 

severity of clinical depression. Beck scores also correlate well 

with clinician's ratings and other psychometric measures of depression 

(Beck, 1967; Mayer, 1977). Although an excellant index of the overall 

severity of depression occurring in isolation or as a part of other 

psychopathological conditions, it does not provide a definitive 

diagnosis of depression (Mayer, 1977). 
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The inclusion criteria for the depressed group in this 

study (15) represents at least a "moderate level of clinical depression" 

according to Beck's (1967) norms. In addition to its use as the 

grouping criterion for level of depression in the wife, it was also 

used as a dependent measure to assess level of depression in the 

husband. 

Symptom Checklist (SCL-90) 

The Symptom Checklist-Revised (Derogatis, 1977) consists 

of 90 psychological or physical symptom descriptions commonly en

countered in psychiatric populations. Each item is rated on a 5-

point intensity scale reflecting the amount of symptomatic distress 

experienced during the past month. The individual items are scored 

on nine clinical and three summary scales (see Table A-1 in the 

appendix for scale descriptions). The clinical scales were developed 

using both factor analytic and rational construction techniques 

(Derogatis, Lipmanm and Covi, 1973) and are an extension of the 

Hopkins Symptom Checklist. A growing number of studies have shown 

the SCL-90 to be internally and temporally reliable (see review by 

Derogatis, 1977) and valid compared to other standardized scales 

and clinician's ratings of similar constructs (Oerogatis, 1977; 

Dinning and Evans, 1977). Derogatis (1977) also provides normative 

data for comparisons with male and female nonpatients (normais) as 

well as for psychiatric outpatients. The SCL-90 was administered to 

husbands and wives to obtain descriptive data on their general level 



of psychological distress as well as specific symptom dimensions 

relevant to the hypotheses (i.e., depression and hostility). 

Locke-Wallace Marital Adjustment Scale 

The Locke-Wallace scale (Locke and Wallace, 1959) is 
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based on 15 items selected for their ability to discriminate between 

happily and unhappily married couples. Item content ranges from 

global ratings of marital happiness to individual ratings of marital 

agreement on issues such as finances, sexual relations, and decision

making. Total scores can range from 3 to 156 with higher scores 

reflecting better (more positive) marital adjustment. The Locke

Wallace has been extensively evaluated and is reliable (Margolin~ 

1978) and highly correlated with independent measures and clinical 

ratings of marital adjustment and happiness (Coleman and Miller, 

1975; Kimmel and Van der Veen, 1974; Locke and Wallace, 1959). 

The Lock-Wallace scores for the husband and wife provided the main 

dependent measure of marital adjustment used in the study. 

Interpersonal Message Inventory 

Kiesler's (1978) Interpersonal ~~essage Inventory (IMI) 

was used to assess the interpersonal impact of one spouse on the other. 

Although orininally developed to study therapists' responses to their 

patients, recently the IMI has been successfully applied to other 

dyads including the marital couple. The instrument consists of 90 

items each describing a possible affective reaction to interaction 

with another person (e.g., "she makes me feel annoyed"). Items are 
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rated on a 4-point scale reflecting the accuracy of the statement 

in describing the actual impact experienced by the interacting other. 

In this case, husbands rated the interpersonal impact of their wives 

and vice versa. Individual items are scored on 15 dimensions of 

interpersonal styJe derived from Leary's (1957) diagnostic system by 

Lorr and McNair (1965). Descriptions of these dimensions or scales 

are presented in Table A-2. A score representing the average inter

personal impact (total!90) can also be computed. Although a relatively 

recent development, the IMI has been empirically tested and shown to 

be internally consistent and reliable (Perkins, Kiesler, Anchin, 

Chirico, Kyle, and Federman, 1979), and demonstrated to haye adequate 

discriminative validity with obsessives, hysterics (Perkins et al., 

i979) and with analogues of depression (Howes and Hokanson, 1979). 

The Hostile scale was used in testing hypothesis 6 while the remaining 

impact dimensions and average score were used descriptively and in the 

hypothesis-generating analyses. 

Relationship Questionnaire 

The Relationship Questionnaire was designed for this 

study by the author to gather background information and to assess 

specific behavioral and affective responses by the husband throught 

to be relevant to depression in the wife. It is a self-report 

instrument with separate forms for the husband and wife. Short 

answer and 7-point rating scale formats are used to tap areas relating 

to the demographics and history of the individual spouse and of the 

coup~e, the husband's feelings and actions when interacting with his 
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wife generally, and the actions of both spouses when the wife is sad. 

This last section assumed that everyone becomes sad or depressed from 

time to time and asks how these feelings are behaviorally communicated 

to the husband by the wife and how the husband typically responds. 

On these important interactional items, the two forms of the question

naire provide mirror image or parellel ratings by having both spouses 

respond to the same question (e.g., husband- '~hen your wife is sad, 

do you become depressed as well?"; wife- '~hen you are sad, does your 

husband become depressed as well?"). Appendix A contains copies of 

the Relationship Questionnaire as well as Table A-3 which summarizes 

its content. 



CHAPTER 3 

RESULTS 

Description of the Sample 

The total sample included 50 subject couples. Appli-

cation of the grouping criteria (wife's patient status and Beck 

Depression Score) resulted in 11 couples in each of three main com

parision groups: a depressed patient group, a nondepressed patient 

group, and a normal control group in which th~ wife was neither 

depressed nor receiving psychotherapy. Of approximately 200 out

patients nominated by their psychotherapists, 46 returned letters 

indicating interest in participating in the study but later changed 

their minds or failed to appear and 32 actually participated. Of this 

number, 11 wives were classified as depressed (15 or greater on the 

Beck Inventory) and 11 as nondepressed (less than 5 on the Beck). 

For the matched group of normal controls, 18 couples were selected 

from responses to newspaper advertisements; 5 couples were removed 

because the wife scored above 5 on the Beck and 2 more were removed 

to improve comparability with the two patient grou~s on the matching 

variables. 

The depressed patient group, nondepressed patient group, 

and normal control group (each containing 11 couples) comprised the 

three main comparison groups ~sed to test the hypotheses of the s~udy. 
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The remaining 17 couples, 10 patient wives scoring in the inter

mediate (6-14) Beck range and 7 potential control wives with high 

Beck scores, were combined in a residual group. This residual group 

was not included in any hypothesis-testing procedures, but rather 

37 

were combined with the three main comparison groups to form a total 

sample (~ = 50 couples) that was used in several hypotheses-generating 

multivariate analyses. 

The attempt to match the three main comparison groups 

on the variables of age, years married, social-economic status, and 

the number of children living at home was largely successful. As 

indicated in Table B-1 of the Appendix, no significant differences 

(R < .05) among the three groups were found on any of the matching 

variables. That is, spouses in the three groups did not differ with 

respect to age, years married, SES classification, or the number of 

children living in the home. In addition, the groups were found to 

be comparible on other demographic measures of ethnicity, previous 

marriages, and length of courtship. Overall, the couples in the three 

groups tended to be Caucasian, middle class (Hollingshead Group I I I), 

with some college education, married for several years, and with 

children living in the home. 

Wives from the depressed and nondepressed patient groups 

were recruited in approximately equal numbers from the four area 

outpatient mental health agencies. The DSM I I I (American Psychiatric 

Association, 1980) diagnoses supplied by their therapists suggest 

that all of these patients were experiencing mild to moderate levels 



of psychological disturbance with depressive diagnoses predominating 

in the depresied patient group and adjustment disorder or anxiety 

diagnoses predomi~ating in the nondepressed patient group. A com

plete listing of psychiatric diagnoses and referring mental health 

agency is presented in Table B-2 of Appendix B. 

Beck Depression scores for the wives in the three 

38 

groups indicate that wives in the depressed patient group rated 

themselves as moderately to severely clinically depressed according 

to Beck's (1967) norms, K = 20.3, ~ = 7.3. The nondepressed patient 

and normal control wives both scored in the nondepressed range (as 

intended by the grouping criteria), ~ = 3.2, ~ = 2.1; K = 2.4, 

SD = 1.2, respectively. Although the results of the Beck grouping 

procedure and therapists' clinical diagnoses suggest that the depressed 

patient wives were experiencing clinically-significant levels of 

unipolar, non-psychotic depression, the psychiatric diagnoses them

selves should be interpreted with caution since their reliability and 

validity are unknown. 

Design and Statistical Analyses 

A 2 (sex of spouse) by 3 (depression and patient status 

of the wife) factorial design was used to examine a number of self

report variables rel'ating to the husband's impact on clinical depres

sion in the wife. Specific hypotheses were tested with Group as the 

independent variable and various self-report scores and summary scales 

by the husband and/or wife as the dependent variables. Confirmation 
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of the hypotheses involved examining a set of two planned comparisons; 

the specific comparisons used to test for differences among the three 

comparison groups appear in Table 1 below. 

Table 1. Coefficients for Planned Comparisons. 

. Compa rison 

Compari son 

Compari son II 

Depressed 

-1 

o 

GROUP 
Nondepressed 

t-Value 

Normal Control Alpha Level 

t .05 

-1 .05 

Comparison I tests for a difference between the depressed 

patient and the mean of the nondepressed patient and normal control 

groups. Comparison II tests for a difference between the nondepressed 

patient and normal control groups. Since the study is aimed at 

examining interactional patterns which are specific to depression, 

most of the hypotheses predicted that the depressed group would 

significantly differ from both the nondepressed patient and normal 

control groups which should not differ from each other. Confirmation 

of this two-part hypothesis, therefore, requires a significant 

difference on Comparison I and no significant difference on Comparison 

II. Should Comparison I I yield a significant difference (i.e., the 

nondepressed patient group does differ from the normal control group), 

Comparison I is irrelevant and the observed effect may be more a 

function of psychiatric patient status rather than specific to 
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depression as hypothesized. Alpha levels were set apriori at £ < .05 

for both comparisons. The error terms for all t-tests were based on 

all three groups (i.e., pooled variance). 

Planned comparisons using the !-test rather than F 

tests followed by post hoc testing were selected for the hypotheses

testing analyses since they are more powerful. This is important 

given the small sample size in this study. Although orthogonal planned 

comparisons with apriori hypotheses are designed to provide complete 

alpha protection within each ANOVA, the experiment-wide alpha level 

is not similarly protected when a series of ANOVAs are performed in 

the same study. This is termed alpha slippage and it significantly 

increases the chances for Type I errors; i.e., calling a chance 

difference significant (Hayes, 1976). To partially compensate for 

this potential source of error all major hypotheses were tested using 

a number of relevant dependent variables and were considered to be 

supported only if significant differences converged across parallel 

measures of related constructs. 

A hypothesis-generating phase of the analyses was also 

conducted using sets of 2 (Sex) by 3 (Group) ANOVAs, one way (Group) 

ANOVAs, factor analyses, and mUltiple regression analyses. The 2 by 

3 factorial ANOVAs were only conducted on variables rated by both 

spouses and relevant to the hypotheses tested. In essence, these 

ANOVAs served to amplify the planned comparisons (!-tests) conducted 

on the variables for the husbands and wives separately. Specifically, 

the factorial approach was selected to examine the major dependent 
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measures for possible sex differences or differences in self-report 

due to depression (depressive bias). In this way, a sex difference 

would appear as a significant main effect for Sex and a depressive 

reporting bias would appear as a significant Sex X Group interaction. 

The main effect for Group could also be examined as an index of how 

couples (average across both spouses) rated a particular item with 

respect to the three comparison groups. 

A number of hypothesis-generating one way ANOVAs were 

also conduct~d on measures rated by one spouse only or not directly 

comparable across sex (e.g., IMI and SCL-90 subscales). Although 

a few of these variables were included in the earlier hypothesis

testing planned comparisons (e.g., the Hostility scales from the 

SCL-90 and IMI), most were not. Items with a significant overall 

F value were followed by post hoc testing using the Scheffel pro

cedure. Significance levels for both F and the post hoc tests were 

set apriori at £ < .05. The conservative Scheffel procedure was 

chosen to reduce the Type I error rate; however, since these tests 

were not protected with prior hypotheses or multiple measures, the 

results should interpreted conservatively. 

A series of factor analyses using a principle components 

method with a varimax rotation (SPSS, FACTOR-PA2) were conducted on 

each of the major rating scales used in the study. Separate analyses 

for husbands and wives were conducted using alISO couples (i.e., 

including the residual group subjects with intermediate Beck scores). 

Thus, there were 50 subjects for each factor analysis. These analyses 
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had two purposes: to help understand the interrelationships among 

the scores and scales of the dependent measures and to provide a basis 

for selecting a limited number of key or exemplar scales for use in 

the multiple regression procedure described below. 

To concurrently examine the relationship of a number 

of interactional variables in the husband to the level of depression 

in the wife, a multiple regression analysis was conducted. This 

analysis simultaneously correlated 25 husband variables (selected on 

the basis of the factor analyses) with the level of self-reported 

depression in the wife (Beck score). The step~wise procedure used 

(SPSS, REGRESSION) selected independent variables in descending order 

based on their unique relationship with the criterion (wife's Beck 

score). The regression analysis was use~ to provide an overview of 

the relationship of a number of husband variables with the level of 

depression in the wife. This analysis produces an ordered list of 

predictor variables (from the husband) with individual correlations 

(~) and cumlative multiple correlation (!) with the criterion vari

able (wife's Beck score). Although not explicitly stated as a 

hypothesis, the interpersonal literature on depression would appear 

to predict a strong relationship between the husband's affective and 

behavioral responses and the level of depression in the wife. Since 

the entire range of depression in the wife was of interest and larger 

Ns allow simultaneous examination of more predictor variables, "the 

entire sample (~= 50) was included for this analysis. 
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Results Relating to Hypotheses 

Each of the main hypotheses predicted that the depressed 

patient group would significantly differ from the mean of the combined 

nondepressed patient and normal control groups (Comparison I) which 

would not significantly differ from one another (Comparison I I). In 

the following sections, the results of these comparisons will be 

presented in summary form; only significant! and £ values will be 

presented here .. More complete results are presented in Tables 2 

through 6. Results of the col lateral 2 x 3 ANOVAs on the same vari

ables will be presented in the text only when significant I values 

were obtained for the main effect for Sex since no significant Group 

X Sex interactions were found and the variance for the main effect 

for Group is fully explained by the set of planned comparisons. 

Complete source tables for these factorial ANOVAs are presented in 

Appendix C. 

Mood Induction Hypothesis 

Hypothesis 1 predicted that husbands in the depressed 

patient group would be rated as feeling more guilty, anxious, and 

depressed than husbands in the combined control group (nondepressed 

patients and normal controls) and that the nondepressed patient 

group would not differ from the normal control group. Group means 

t values for the two planned comparisons for the various dependent 

measures relating to this hypothesis appear in Table 2. 

Husbands in the depressed patient group did not differ 

from those in the combined control group on either of the two guilt 



Table 2. Results Relating to Hypothesis 1: Mood Induction in Husbands of Depressed Wives. 

Grou~ Means t-Value a 

Mood Measure Rater Depressed Nondepressed Normal I II 

Guilt Feels guilty when Husband 3.4 4.9 4.0 1. 51 1 .18 
with wi feb Wife 3.8 4.6 5.6 1.92 1.43 
Responds to wife's Husband 3.1 2.2 2.8 1.02 .95 
sadness with gulltC Wife 2.0 .8 1.4 1.42 .79 
Feels anxious when Husband 2.4 3.6 3.9 2.35* .54 
with wifeb Wife 2.3 3.8 3.6 1.70 .30 

Anxiety 

SCL-90 Anxletyd Husband .45 .34 .34 1.20 .50 
Depression Feels depressed Husband 3.3 4.3 3.9 1.33 .51 

when with wlfeb Wife 3.7 3.9 4.0 .60 .58 
Responds to wife's Husband 2.9 2.2 2.1 1.30 .13 
sadness with Wife 1.8 1.3 .9 1.24 .54 
depresslonc 

Beck Depression Husband· 6.2 4.8 5.1 .30 .10 
scoree 

SCL-9S Depression Husband .81 .50 .42 2.30* .50 
score 

a Planned comparison I contrasts the depressed group with the mean If the two control groups; 
comparison II contrasts the nondepressed patients with the normal control. group. 

b Ratings of the husband's feelings while Interacting with his wife over the past month; based 
on a 7 point scale with larger values reflecting more positive feelings. 

CRatings of the husband's response to his wife during specific episodes of sadness in the past 
month; based on a 7 point scale with larger values reflecting greater frequency of re!jponse. 

d SCL-90 scores are based on a mean 5 point scale (0 to 4) with larger values reflecting a greater 
number and/or Intensity of symptomatic distress over the past month. 

eBeck Depression Inventory scores range from 0 to 63 with greater values reflecting increasing depth 
of depression (i.e., a greater number and more serious symptoms of depression). 

*£ .05; **£ .01. 

.::

.::-
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ratings from Relationship Questionnaire. Depressed patient group 

husbands did not report feeling more guilt than those in the combined 

control group either when interacting with the wife generally or 

specifically in response to episodes of sadness in the wife. Simi

larly, depressed patient group wives did not rate their husbands as 

feeling or responding to sadness with greater guilt. The guilt

induction hypothesis was clearly not supported. 

Husbands from the depressed patient group did report 

feeling more anxious when interacting with their wife than did those 

from the combined control groups, l(30) = 2.35, £ < .05. As predicted, 

the nondepressed and normal control groups did not differ on this 

measure. The wives, however, did not differ across the three groups 

on their ratings of their husbnad's feelings of anxiety. Neither 

did the three groups differ on the husband's self-report of Anxiety 

on the SCL-90. Thus, the anxiety-induction hypothesis received only 

limited support with husbands but not the wives rating the husbands 

as more anxious specifically when interacting with the wife (Relation

ship Questionnaire), but the husbands not rating themselves as more 

anxious generally (SCL-90). 

With respect to the induction of depression, husbands 

in the three contrast groups did not differ on their ratings of general 

levei of depression on the Beck Inventory nor on their Relationship 

Questionnaire ratings of depression while interacting with the wife 

or responding to the wife's sadness with depression. Similarly, the 



wives' rating of depress;on in the husband while interacting or 

responding to her sadness did not differ across the three groups. 

Only one of the four measures of depression significantly differed 

in the hypothesized direction. Husbands in the depressed patient 

group did rate themselves as more depressed on the SCL-90 Depression 

Scale than husbands in the combined control groups, !(30) = 2.30, 

~ < .05; the nondepressed patient group husbands did not differ from 

the normal control group husbands. 

Since the results from the Beck scale, which is the 
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best validated index of depression used, as well as husbands' and 

wives' ratings of depression on the Relationship Questionnaire were 

all negative; the depression induction hypothesis cannot be considered 

to be confirmed despite the positive findings on the SCL-90 Depression 

scale. To summarize the results relevant to Hypothesis 1, the 

depression and guilt induction hypotheses were largely not confirmed 

and the induction of anxiety was partially supported. 

Nongenuine Support Hypothesis 

Hypothesis 2 predicted that husbands of the depressed 

patients would give more nongenuine support to their wives than 

husbands in the two control groups. As indicated in Table 3, the two 

most direct measures of this construct did not differ among the three 

groups. Husbands in the depressed paiient group did not differ from 

the combined control groups on their rating of responding to depression 

in the wife with nongenuine support nor in the discrepancy between 



Table 3. Results Relating to Hypothesis 2: Nongenuine Support of Depressed Wife 
by Husband. 

Group Means t-Values a 

Measure Rater D~pressed Nondepressed Normal I II 

Responds to wife's Husband 1.1 1.5 2.0 1.24 .92 
sadness.with b Wife 1.4 1.5 .7 .49 1.19 
nongenulne support 

Husband's actions Husband .46 .28 .27 .38 .02 
vs. feelings of 
support with wifec Wife -.55 -.37 -.36 .74 .02 

Husband's actions d 
Husband 4.4 5.5 5.3· 3.06** .48 

of honesty when Wife 2.9 4.4 5.6 3.17** 1.67 
with wife 

Husband's actions e Husband 3.6 4.5 4.8 2.22* .64 
of support when Wife 3.3 4.1 5.0 1.89 1.17 
with wife 

aplanned comparison contrasts the depressed group with mean of the nondepressed patient and 
normal controi groups; planned comparison II contrasts the nondepressed patient group with the 
normal control group. 

bRating of husband's response of nongenuine support to wife when she is feeling depressed; 
based on a 7 point scale with larger values reflecting greater frequency of response. 

cOifference between ratings of husbands actions of support vs. his actual feelings of support 
while interacting with his wife over the past month. 

dRating of husband's actions 'of honesty when Interacting with his wife over the past month; 
based on a 7 point scale with iarger values reflecting more honesty. 

eRatlng of husband's actions of support when interacting with his wife over the past month; 
based on a 7 point scale with larger values reflecting more support. 

*p < .05. 
**£ < .01. 

.j::
-....J 
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ratings of feelings vs. actions of support when interacting with the 

wife. These negative results were replicated by the wives' ratings of 

the husbands on the same measures of nongenuine support and the action

feeling difference in support. Interestingly, results of the factorial 

ANOVA indicate that the wives reported a slightly greater feeling

action difference on support than the husbands, £(1,60) = 5.32, 

£ < .05. That is, the wives generally (collapsed across groups) 

reported that their husbands were less genuinely supportive when 

interacting with them than the husbands. 

Two less direct measures of the nongenuine support 

hypothesis yielded positive results. Husbands of the depressed 

patients rated their actions while interacting with their wives as 

less honest than did husbands in the combined control groups, 

!(30) = 3.06, E < .01. The nondepressed patient group did not differ 

from the normal control group on ratings of the husband's honesty by 

either the husband or the wife. 

The husband's rating of his actions of support while 

interacting with his wife were significantly smaller for husbands in 

the depressed patient group compared to the combined control groups, 

..!(30) = 2.22, E < .05, although this finding was not replicated by 

analagous ratings by the wife. Ratings of the husband's actions of 

support did not differ between the nondepressed patient group and 

the normal control group for husbands. 

Thus, Hypothesis 2 was partially supported with husbands 

and wives rating the husband as acting less honest and the husband 
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rating himself as acting less supportive when interacting with the 

wife. While these results suggest that the husbands of the depressed 

patients are perceived as less honest and supportive with their wives, 

no group differences were found on the more direct measures of non

genuine support in response to specific episodes of sadness or in the 

difference betwen the husband's actions vs. feelings of support with 

his wife. 

Increase Rejection Hypothesis 

This hypothesis predicted that the husbands in the depressed 

patient group would show increased rejection of their wives. Means 

and planned comparison results on the variables relating to Hypothesis 

3 appear in Table 4. Again, mixed results were obtained. Husbands in 

the depressed patient group did not significantly differ from husbands 

in the two other groups in their ratings of feelings of rejectioh 

when interacting with the wife. On the other hand, wives in the 

depressed group did rate their husbands as feeling more rejecting 

than did wives in the other two groups, !(30) = 2.34, £ < .05; the 

nondepressed patient wives did not differ from the normal control 

wives on the rating. No group differences were found on ratings of 

the frequency that the husband reacts to sadness in the wife by 

increased rejection (i.e., "leaves her alone until she feels better"), 

either by the husband or by the wife. 

The sum of the husband's total actions while interacting 

with the wife was found to be less positive in the depressed patient 

group than in the combined control group; this was true for rating 



Table 4. Results Relating to Hypothesis 3: Increased Rejection of Depressed Wife by Husband. 

Measure 

Feels rejecting
b when vJi th wi fe 

Responds to wife's 
sadness with rejectionc 

Total of husband's 
posiaive actions with 
wife 

Total of Negative 
IMI Scorese 

Rater 

Husband 
Wife 

Husband 
Wife 

Husband 
Wife 

Husband 

GROUP MEANS 

Depressed Nondepressed Normal 

3.9 
4.3 

3. 1 
2.2 

36.6 
32.5 

44.7 

4.2 
5.3 

2.6 
3.9 

44.5 
42.3 

37.8 

4.8 
5.7 

3.4 
2.0 

46.4 
49.7 

31.0 

a t-Values 

1.02 
2.34* 

.20 
1.02 

.40 
2.32* 
3.54** 

3.80** 

aplanned comparison I contrasts the depressed group with the mean of the two other groups. 
Comparison I I contrasts the nondepressed with the normal control group. 

Ii 

.95 

.75 

1.38 
.10 
.10 

.43 
1.63 

2.10* 

bRatings of the husband's feeling of rejection while interacting with t"he wife over the past 
month; based on a 7 point (0 to 6) scale with larger values indicating less rejection. 

CRatings of the husband's responding to wife's sadness by "leaving her alone"; based on a 7 point 
scale with larger values indicating greater frequency of response. 

dSum of the 10, ratings of the husband's actions while interacting with the wife; items are 
keyed such that larger values reflect more positlve ratings. 

eSum of husband's IMI ratings of the wife on Hostile, Mistrusting, Detached, and Inhibited 
scales; greater totals represent less positive ratings overall. 

*p < .05. 
'~'~p < • 01 . 

\.n 
o 



made by husbands, !(30) = 2.32, £ < .05, and wives, !(30) = 3.54, 

£ < .01. The two control groups did not significantly differ on 

this indirect measure of rejection for the ratings by husbands or 

wives. Thus, the husbands of the depressed patients were clearly 

seen as acting more negatively toward their wives (i.e., were more 

rejecting) than husbands in the other two comparison groups. This 

was confirmed in ratings hy husbands and wives. 

A summary measure from the IMI gave similar results 
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but was not specific to depression. Although husbands in the depressed 

group rated their wives more negatively on the IMI (sum of Hostile, 

Mistrusting, Detached, and Inhibited Scales) than did husbands from 

the other two groups, I !(30) = 3.80, £ < .01, wives in the non

depressed patient group were also rated more negatively than those 

in the normal control group, II !(30) = 2.10, £ < .05. This suggests 

that the negative IMI ratings were more a function of patient status 

per se, rather than specific to depression alone. 

Overall, the increased rejection hypothesis was largely 

confirmed with the depressed patient group husbands rated by their 

wives as feeling more rejec~ing and rated by both spouses as acting 

more negatively toward their wives. However, they were not rated as 

specifically responding to the wife·s sadness with more rejection. 

The husbands· total negative IMI evaluation of the wife was in the 

expected (rejecting) direction, but not necessarily specific to 

depression since the nondepressed patient group did not differ from 

the depressed patient group. 



Hypotheses Predicting Greater 
Marit~l Difficulties 

Both hypotheses 4, predicting increased marital mal-

adjustment, and hypothesis 5, predicting inhibited marital com-

munication, among the depressed patient couples were supported by 

the results of the study as shown in Table 5. Both husbands, 

1(30) = 2.65, £ < .05, and wives, 1(30) = 4.39, £ < .01, in the 

depressed patient group rated their marriages as less well-adjusted 

on the Locke-Wallace scale than did their counterparts in the com-

bined control groups. The difference between the nondepressed 

patient and normal control group was not significant for either 

spouse, indicating that the previous findings was not due to patient 

status alone. The mean values for the depressed group fell into 

the disturbed range of marital adjustment while scores for spouses 

in the nondepressed patient and normal control groups both fell 

within the normal range, according to published norms (Locke and 

Wallace, 1959). 

Hypothesis 5, predicting inhibited communication among 

the depressed patient couples, received partial support with the 

depressed patient wives reporting less open marital communication 

on the Relationship Questionnaire than the two control groups, 

1(30) = 2.29, £ < .05, which did not differ from each other. The 

husband's report of the frequency of open marital communication did 

not significantly differ across the three groups. In sum, both 

Hypotheses 4 and 5 were largely supported with both husbands and 
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Table 5. Results Relating to Hypotheses 4 and 5: Marital Maladjustment and Inhibited 
Communication Among Depressed Couples. 

Measures 

Locke-Wa 11 ace 
Marital Adjustment 
Scaleb 

Frequency of open 
marital discussionc 

Rater 

Husband 
Wife 

Husband 
Wife 

Depressed 

95.2 
83.6 

3.3 
3. 1 

GROUP MEANS t-Values 

Nondepressed Normal 

106.5 118.7 2.65* 
115.5 123.9 4.39*1: 

4.3 3.9 1.32 
4.9 4.3 2.29* 

aplanned comparison I contrasts the depressed group with the mean of the other two groups; 
planned comparison I I contrasts the nondepressed patient with the normal control groups. 

bTotal score on the Locke-Wallace Marital Adjustment Scale; higher scores indicate a more 
positive marital adjustment. 

CRatings of the frequency of open marital discussion during the past month; based on a 7 
point rating scale with larger values reflecting more frequent open discussion. 

*p < .05. 
*~".E. < • 0 1 • 

a 

II 

1. 61 
.84 

1.07 
1.01 

V1 
VJ 
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wives reporting n~re disturbed marital adjustment in the depressed 

patient group and with wives and couples (but not husbands) reporting 

less open communication in the depressed patient group relative to 

the other two comparison groups. 

Increased Hostility Hypothesis 

Hypothesis 6 predicted increased hostility in both 

spouses of the depressed patient couples. Results of the planned 

comparisons relevant to this hypothesis appear in Table 6. Neither 

husbands' nor wives' Relationship Questionnaire ratings of the fre

quency and effect of their marital arguments significantly differed 

among the three groups in their rating of the husband's angry 

response to episodes of depression in the wife. While the husbands 

in the depressed patient and nondepressed patient did report feeling 

more angry when interacting with their wives than did husbands in the 

normal control group, the nondepressed patient group was also 

greater then the normal control group, I !(30) = 1.04, ~, I I !(30) = 

2.07, £ < .05. This finding, which was not replicated in the wives' 

ratings, suggests a difference due to patient status rather than one 

specific to depression. In sum, none of the four measures relating 

to hostility on the Relationship Questionnaire were in the hypothe

sized direction. 

On the other hand, the SCL~90 Hostility scale scores 

were higher for the depressed patient group relative to the combined 

control group for both husbands, !(30) = 3.65. £ < .01, and wives, 

l(30) = 2.76, £ < .01. Spouses from the nondepressed patient and 



Table 6. Hypothesis Relating to Hypothesis 6: Increased Hostility Among 
Depressed Couples. 

Group Means t-Valuesa 
Measure Rater Depressed Nondepressed Normal I II 

Frequency Husband 2.6 2.2 1.9 
of argumentsb Wife 2.8 2.1 1.8 

1.10 .44 
1.58 .48 

Effect of Husband 2.7 3.3 3.0 .65 .37 
argumentsC Wife 2.9 3.9 3.3 .95 .82 

SCL-90 d Husband 1.06 .41 .32 
Hostility Wife 1.06 .39 .49 

3.65** .41 
2.76** .73 

Husband feels Husband 3.1 3.0 4.4 1.04 2.07* 
angry with wife Wife 3.2 4.0 4.2 1.26 .22 

Husband responds Husband 2.3 1.4 1.6 1.66 .32 
to wife's sadness Wife 2.3 2.3 1.5 .53 .92 
wi th anger 

IMI Host i lee Wife rates Husband 1.9 1.6 1.3 1.95 1.40 
Husband rates Wife 1.3 1.1 1.0 2.14* 1.37 

aplanned comparison I contrasts the depressed group with the mean of the nondepressed patient and 
normal control groups; comparison II contrasts the nondepressed patient group with the normal 
control group. 

bRatings of the frequency of marital arguments; based on a 7 point scale of increasing 
frequency (0 = no arguments, 6 = argues more than daily). 

CRating of the effect of the arguments on the marriage; based on a 7 point scale of 
increasing harm (0 = very helpful, 6 = harmful). 

dSCL-90 Hostility Scale; scores are averaged from 6 symptom ratings (5 point intensity scale) 
which reflect increasing affective and behavioral manifestations of hostility in general. 

e lMI Hostile Scale; scores are averaged from 6 interpersonal impact ratings (4 point scale) and 
reflect the increasingly hostile impact of the target spouse on the rater spouse. 

*p < .05. 
**£ < .01. V1 

V1 



normal control groups did not differ on this measure. Thus, SCL-90 

scores did support the hypothesis of increased hostility in both 

husbands and wives of the depressed patient group. 

To summarize, the increased hostility hypothesis received 

partial support with the SCL-90 Hostility scale indicating greater 

self-reported generalized hostility reported by husbands and wives 
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in the depressed patient group. Also consistent with this hypothesis 

is the greater hostile impact of the depressed patient wives as rated 

by their husbands on the IMI. The support from these two psycho

metrically sound scales is tempered by the negative results from the 

Relationship Questionnaire measures of arguement frequency, arguement 

effect, and the husband's feelings of anger when interacting with or 

responding to episodes of sadness in the wife. 

SCL-90 Results 

In this and the following sections a number of exploratory 

analyses will be described and presented. These hypothesis-generating 

analyses were performed to examine a number of additional variables which 

were not directly involved in testing the hypotheses presented 

earlier. In an effort to better describe and understand the sample 

in terms of their psychiatric symptomatology and current level of 

psychological distress, the SCL-90 responses were scored on the 10 

clinical scales and 3 summary indices. Group means for both spouses 

were then tested using one way (Group) ANOVAs followed by the Scheffe's 

post hoc test when the overall F value was significant. Summary 



results of these analyses appear in Table 7. Only significant 

(£ < .05) f values and their associated post hoc tests for signifi

cant (£ < 005) differences among the three comparison groups will be 

mentioned in the text. 

In addition, clinical symptom profiles were plotted 
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for husbands and wives in each of the three groups using I scores 

based on published norms (Derogatis, 1977) for psychiatric outpatients 

and nonpatient normal groups (see Figures 1,2,3, and 4). These 

normative data allow the comparison groups to be contrasted with 

other known outpatient and normal groups with respect to the level 

and type of self-reported psychological distress. 

Factor analyses of the SCL-90 subscales using the entire 

sample of 50 couples were performed for the husbands and wives 

separately. This was done to examine the major higher level dimen

sions of psychopathology and to help in selecting key scales for 

use in the mUltiple regression procedure. 

Husbands' SCL-90 Results 

With the exception of the Depression and Hostility 

scale differences presented previously, none of the remaining 

clinical or summary scales significantly differed with husbands 

in the three comparison groups. The husbands of the depressed 

patients rated themselves as more hostile, f{2,30) = 6.76, £ < .01, 

than husbands in the other two comparison groups, but did not differ 

on the remaining scales and indices. While the more powerful planned 



Table 7. Husbands' and Wives' SCL-90 Subscale Scores by Group. 

Subscale 

Somatization 

Obsessive-compulsive 

Interpersonal Sensitivity 

Depression 

Anxiety 

Hostility 

Phobic Anxiety 

Paranoid Ideation 

Psychoticism 

General Symptom Index 

Positive Symptom Total 

Positive Symptom Index 

Somatization 

Obsessive-compulsive 

Interpersonal Sensitivity 

Depression 

Anxiety 

Hostility 

Phobic Anxiety 

Paranoid Ideation 

Psychoticism 

General Symptom Index 

Positive Symptom Total 

Positive Symptom Index 

GROUP MEANS 
-=D-e-pr-e-s-s-e-;'d---=Nondepressed Norma I 

.40 

.79 

.66 

.81 

.45 
1.06 a 
• 12 : 

.56 

.31 

.59 

34.82 
1. 57 

·72 
1.05 a 
1. 32 a 
1. 76 a 
1.44 a 
1.06 a 

.60 
a 

1.01 a 
.71 a 

1.13 a 
49.36a 
2.05 . 

a 

Husbands' Scores 

.38 

.71 

.55 

.50 

.34 

.4\ 

.08 

.39 

.32 

.42 

23.55 
1. 37 

Wives' Scores 

.49 

.56ab 

.55b 

.70b 

.48b 

.39b 

.12b 

.49ab 

.1 \ 

.47b 
26.55b 

1.55b 

.39 

.54 

.41 

.42 

.26 

. 32b 
• , 0 . 

.45 

.22 

.37 

25·55 
1.28 

.38 

.41 b 

.40b 

.42b 

.28b 

.48b 

.08b 

.44
b 

.06b 

.35b 
22.9'b 
1.32b 

F Value 

.01 

.61 

.81 

2.37 
.90 

6. 76~b': 

.08 

.46 

.24 
1.45 
1. 15 
1.98 

1.45 
4.63~" 

10.87** 
21.40** 
9. 77*~': 

3.86* 
3.66'': 

3.29* 
16.84** 
15.93** 
12.49*'': 
8.36*," 

Note. Means with different subscripts are significantly different 
(p < .05) using the Scheffel post hoc test procedure. 

*p < .05. 
;':*£ < .01. 
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comparisons revealed significantly more depression on this scale 

among husbands of the depressed patient group, the same group 

differences were not significant on this more conservative post 

hoc test. 

The husbands' SCL-90 symptom profiles based on T scores 

derived from nonpatient (normal) males (see Figure 1) suggests that 

all three groups are at or above average levels of self-reported 

psychopathology. With a few exceptions, the nondepressed patient 

group husbands fall between the depressed patient and normal control 

group husbands on each of the SCL-90 measures. Hostility scores in 
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the depressed patient group are above the 95th percentile and well 

above that of husbands in the other two groups. Using male psychiatric 

outpatient norms (see Figure 2) scores for husbands in all three 

groups fall between the 10th and 40th percentile, again with the 

exception of hostility in the depressed patient group which is at 

about the 60th percentile. Combining the results of both normative 

comparisons, it appears that the husbands in all three groups are 

reporting somewhat more psychological distress than the average non

patient male and somewhat less overall psychological distress than the 

average psychiatric outpatient male. 

The results of the factor analysis conducted using the 

husbands' SCL"90 scales as variables appear in Appendix D. Two 

orthogonal factors were extracted: Factor I appears to represent 

a general psychological distress dimension with high loadings from 

all scales except Hostility and the Positive Symptom Index, 
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Eigenvalue = 7.99, variance = 92.2%. The second factor appears to 

represent a more specific dimension related to interpersonal problems, 

Eigenvalue = .69, variance = 7.8%. Factor I I had peak loadings from 

Hostility, Paranoid Ideation, Depression. and Interpersonal Sensitivity. 

These results suggest that. at least in this sample which is largely 

composed of husbands of psychiatric patients, that overall psycho-

logical distress and depression with interpersonal difficulties 

characteriz~ the major higher order dimensions of psychiatric 

symptomatology. 

Wives' SCL-90 Results 

The wives' SCL-90 results appear in Table 7 along with 

those of the husbands and provide a broader picture of the level and 

pattern of psychopathology reported by the wives in the three com-

parison groups. Results of the planned comparisons for the Hostility 

scale have already been discussed and will not be repeated here. 

Significant differences among the three groups were found on all 

SCL-90 scales except Somatization. Post hoc tests revealed higher 
• 

scores for the depressed patient wives compared to either control 

group on the following scales: Interpersonal Sensitivity,'£(2,30) = 

10.87, £ < .01; Depression, £(2,30) = 21.40, £ < .01; Anxiety, 

£(2,30) = 9.77, £ < .01; Phobic Anxiety, £(2,30) = 3.66, £ < .05; 

Psychoticism, £(2,30) = 16.84, £ < .01; General Symptom Index, 

£(2,30) = 15.93, £ < .01; Positive Symptom Total, £(2,30) = 12.49,

£ < .01; and the Positive Symptom Index, £(2,30) = 8.36,.£ < .01. 
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Group difference were also found on Obsessive-compulsivity, I(2,30) = 

4.36, £ < .05, and Paranoid Ideation, I(2,30) = 4.36, £ < .05, but 

the post hoc tests on these two scales revealed that the depressed 

patient wives significantly differed only from the normal control 

wives with the nondepressed patient wives scoring between the other 

two groups without significantly differing from either. In summary, 

the results of these comparisons indicate that the depressed patient 

wives not only reported higher levels of depression (the selection 

criterion), but also reported greater levels of most of the other 

major symptom dimensions tapped by the SCL-90. 

As indicated in Figure 3, wives in each of the three 

comparison groups exceeded the 50th percentile on all SCL-90 measures 

with respect to the nonpatient (normal) female norms. In addition, 

the depressed patient wives exceeded the 90th percentile (nonpatient 

norms) on most of the scales. Inspection of Figure 4 which depicts 

the symptom profile based on psychiatric outpatient female norms 

reveals that the depressed patient wives score near the 50th percentile 

on most SCL-90 scales. The nondepressed patients and normal control 

wives score somewhat lower (10th to 30th percentiles) without differing 

greatly from each other. Overall, these normative comparisons suggest 

that the depressed wives report about as much psychological distress 

as the average psychiatric outpatient while the nondepressed patient 

and normal control wives both report slightly more distress than 

women in the nonpatient normative sample. 
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These normative comparisons have some important impli-

cations for the comparability of the deprissed and nondepressed 

patient groups in this study. Although they were selected to differ 

on depression alone, they clearly differ on a number of symptomatic 

dimensions as well as their overall level of psychological distress. 

The nondepressed patient wives resemble the normal control wives 
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much more than the depressed patient wives in terms of their self

reported psychiatric symptomalogy. This suggests that the nondepressed 

patient group may not control for level of psychological distress as 

originally planned, although it would still control for patient 

status. This means that the results of the study need to be carefully 

considered in light of the likely confounding of depression with level 

of psychopathology. 

The factor analysis of the wives SCL-90 clinical scales 

produced only one factor (see Appendix 0 for exact factor loadings), 

Eigenvalue = 4.67, variance = 100%. This factor clearly represents a 

general psychological distress dimension with high loadings of all 

scales except Somatization. When contrasted to the two dimensions 

extracted from the husbands' SCL-90 scale scores, these results 

suggest that the wives in this sample (mostly psychiatric outpatients) 

may report psychological distress more globally than their husbands 

who differentiated a specific depression-interpersonal distress 

dimension from a similar dimension of global psy~hopathology. 



IMI Results 

Husbands' and wives' IMI ratings of one another on 

each of the 15 interpersonal dimensions or scales described by 

Kiesler (1977) were examined using one way (Group) ANOVAs followed 
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by the Scheffel post hoc tests to explore the impact of the depressed 

wife on the husband and vice versa. Only significant f values and 

their associated post hoc tests for differences among the three 

groups will be reported in the text. Complete results for all 

scales are presented in Tables 8 and 9. Summary results of the 

exploratory factor analyses performed on the husbands' and wives' 

IMI scores will be briefly presented here and appear in more complete 

form in Appendix D. 

Wives' IMI Ratings of the Husbands 

The husband's interpersonal impact on the wife with 

respect to depression was assessed by examining the wives' IMI scale 

ratings of the husbands in the three comparison groups. Table 8 

gives the means,f values, and post hoc test results for the three 

groups in the study. Six of the 16 possible IMI scores significantly 

differed among the three comparison groups. While the overall F test 

for the Succorant scale was significant, f(2,30) = 4.29, £ < .05, 

none of the group means significantly differed on the post hoc com

parisons. Husbands in the depressed patient group were rated by 

their wives as higher than normal control husbands on the Mis

trusting, f(2,30) = 5.19, £ < .05; Detached, f(2,30) = 4.90, £ < .05; 



Table 8. Wives l IMI Ratings of Husbands by Group. 

GROUP MEANS 
IMI Scale Depressed Nondepressed NormCli F Value 

Dominant 1.8 1.7 1.3 1.83 

Competitive 1.9 1.7 1.3 2.83 

Hostile 1.9 1.6 1.3 2.87 

Mistrusting 1.9 1.5ab 1.1 5. 19~t ao 
Detached 1.9 1.7 ab 1.2 4. 90~'t 

a 
Inhibited 2. 1 a 1.6ab 1.4 6. 06~b't 

Submi ss ive 1.9a 1.7ab 1.4 3. 78~'t 

Succorant 2.0 a 1. 4a 1.4 4.29* 

Abasive 2.5 2. 1 2.3 1.94 

Deferent 2.2 2.2 2.3 .29 

Agreeable 2.7 3.0 3.4 2.72 

Nurturant 2.9 3.2 3.5 2.69 

Affiliative 2.5 2.7 2.8 1.04 

Sociable 2.4 2.4 2.5 .23 

Exhibitionistic 2.0 1.7 1.6 1. 78 

Average Impclct 2.2 2.0ab 1.9b 
4. 66~'t 

a 

Note. IMI scores are based on a 4-point (1 to 4) rating scale with 
larger values reflecting greater interpersonal impact. 

Note. Means with different subscripts are significantly different 
(£ < .05) using the Scheffel post hoc test procedure. 

~'tp < .05. 
~'t*E: < .01. 
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Table 9. Husbands l IMI Ratings of Wives by Group. 

IMI Scale 

Dominant 

Competitive 

Host i 1 e 

Mistrusting 

Detached 

Inhibited 

Submissive 

Succorant 

Abasive 

Deferent 

Agreeable 

Nurturant 

Affiliative 

Sociable 

Exhibitionistic 

Average Impact 

Depressed 

1.6 

1.3 

1.3a 
1.7 a 
1.5 a 
1.5 

2. 1 

1.4 

1.7 
2.0 

2.0 

2. 1 

2.2 

2.0 

1.3 

1.7 

a 

a 

GROUP MEANS 
Nondepressed 

1.4 
1.2 

1.1 a 

1 2b 

l' 3ab 
1.2 

1.7 ab 
1.5 

1.6 
2.0 

2.0a 
2. 1 

2.4 
1.9 
1.2 

1.6 

Normal 

1.4 

1.5 

LOa 

LOb 

1. Db 
1 • 1 

1. 4b 

1.0 

1.5 

2.2 

2.6b 
2.5 

2.4 
2.2 

1.2 

1.6 

F Value 

.71 

2. 14 

3.22'" 

7.42*'" 
4.99* 
2.75 
5.73** 
3.14 

.25 

.67 
7 .17M~ 

3.16 

2.50 

1.54 
• 18 

.1.32 

Note. IMI scores are based on a 4-point scale (1 to 4) with larger 
values reflecting greater interpersonal impact of the wife on 
the husband. 

Note. Means with different subscripts are significantly different 
(£ < .05) using the Scheffel post hoc test procedure. 

)~P < .05. 
*~~E < .01. 
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Inhibited, £(2,30) = 6.06, £ < .01; Submissive, £(2,30) = 3.78, 

£ < .05; and Average Impact scales, £(2,30) = 4.66, £ < .05. 

However, the nondepressed patient group means on these scales fell 

between the depressed patient and normal control group means with

out significantly differing from either. Thus, while the depressed 

patient wives were impacted by their husbands as more mistrusting, 

detached, inhibited, submissive, and as having a greater average 

impact than did the normal control husbands; these interesting 

results may not be specific to depression (in the wife) since the 

nondepressed patient group did not significantly differ from the 

depressed patient or normal control groups of these measures. 

The factor analysis of the wives' IMI ratings of the 
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husband produced three orthogonal factors (see Appendix D for exact 

factor loadings). The first factor appears to represent an inter

personal impact characterized by a strongly negative feelings with 

highest loadings from Total Impact, Competitive, Hostile, Mistrusting, 

Detached, and Inhibited scales, Eigenvalue = 8.44, variance = 70.6%. 

The second factor reflects a more positive but lower impact husband 

dimension with peak loadinga from the Abasive, Deferent, Agreeable, 

and Nurturant scales, Eigenvalue = 1.90, variance = 15~9%. The 

third factor extracted has highest loadings by the Agreeable, 

Nurturant, Affiliative, .and Sociable scales and, therefore, may be 

viewed as a positive, socially outgoing impact dimension of the 

husband, Eigenvalue = 1.61, variance 13.5%. The overall results of 

the factor analysis suggests that the husbands in this combined 



sample impact their wives along three major higher order dimensions: 

An important negative impact dimension, a more passive and positive 

impact dimension, and a positive social dimension. 

Husbands' 'M' Rat i ngs of the Wi fe 

The wives' interpersonal impact on the husbands was 
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assessed by examining the husbands' IMI scales. Results of the 

planned comparisons of the 1M' Hostile scale already presented in 

connection with testing Hypothesis 6 found a greater impact of the 

depressed patient wives as rated by the husbands; although the ANOVA 

results on the same measure showed a significant overall difference, 

£(2,30) = 3.22, R .05, the more conservative post hoc test failed 

to discriminate among the three comparison groups. On other 1M' 

scales, depressed patients were rated higher on the Mistrusting 

scale than either of the two control groups, £(2,30) = 7.42, R < .01. 

The depressed patient wives were also rated by their husbands as 

higher on the Detached, £(2,30) = 4.99, R < .05, and Submissive 

scales, £(2,30) = 5.73, R < .01, but neither group significantly 

differed from the nondepressed patient group. Finally, the normal 

control wives were rated higher on the Agreeable scale than either 

of the two patient groups, £(2,30) = 7.17, R < .01. In sum, the 

depressed patient wives impacted their husbands as less trusting 

than either control group and as more. detached and inhibited than 

the normal control group. Both the depressed and nondepressed 

patient wives were rated as impacting their husbands as less 

agreeable than the normal control group wives. 



The factor analysis of the husbands' IMI ratings of the 

wives produced three orthogonal factors (see Appendix D for exact 

factor loadings). The first factor had highest loadings from the 

Dominant, Competitive, and Exhibitionistic scales which suggests 

an active and somewhat negative impact dimension, Eigenvalue = 6.6, 

variance = 41.3. Factor I I appears to represent a shy and more 

passive impact by the wife with peak loadings from the Inhibited, 

Submissive, Succorant, Abrasive, and Deferent scales, Eigenvalue = 

3.50, variance = 29.3%. The third and final higher-order factor 

extracted appears to reflect a more positive and loving impact by 

the wife with highest loadings coming from the Agreeable, Nurturant, 

and Sociable scales, Eigenvalue = 1.84, variance = 15.4%. These 

three higher order dimensions closely correspond with the three 

factors extracted from the analysis of the wife's IMI ratings of 

the husband. In both cases, the spouses reciprocal impact on one 

another can be conceptualized on powerful and negative, positive 

and passive, and positive and social dimensions. 

Selected Relationship Questionnaire Results 

Due to the very large number of Relationship Question-

naire variables only those of particular interest were statistically 

analyzed to guard against Type I error. Mean values for husbands 
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and wives in each of the three main comparison groups were computed 

for each Relationship Questionnaire variable for descriptive purposes 

and appear in Appendix C. In this section, results of the husbands' 

and wives' ratings of the husband's feelings and actions when 



interacting with his wife, the wife's actions when sad or depressed, 

and the husband's responses to these episodes of sadness will be 

presented. Results of the factor analyses conducted on 27 Relation

ship Questionnaire variables for husbands and wives in t~e total 

sample (~= 50) will also be summarized (significant factor loadings 

are presented in Appendix D). 

Husbands' Selected Relationship 
Questionnaire Results 

One factor (Group) ANOVAs with post hoc tests for the 

husband's ratings of his actions and feelings while interacting with 
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his wife over the past month appear in Table 10. With this analysis, 

none of the ten feeling ratings and only two of the ten action 

ratings significantly differed among the three comparison groups. 

This contrasts with the significant differences in the hypothesized 

direction found for the husband's feelings of anger and anxiety with 

the planned comparisons. Husbands in the depressed patient group 

rated their actions as more depressed, I(2,30) = 5.43, £ < .01, and 

less honest, £(2,30) = 4.81, £ < .05, than did husbands in the normal 

control group. However, the nondepressed patient group husbands did 

not significantly differ from either the depressed patient or normal 

control group husbands on this measure. 

Results of the ANOVAs and post hoc testing on the 

husband's ratings of the wife's actions when sad and the husband's 

responses to these episodes of sadness appear in Table 11. Husbands 

in the three groups did not significantly differ on any of the 



Table 10. Means and F-Values for Husbands' Ratings of His Actions 
and Feelings While Interacting With His Wife. 

Variable 

Happiness 

Anxiety 

Gui 1 t 

Anger 

Depression 

Resentment 

Support 

Honesty 

Love 

Rejection 

Total Actions 

Happiness 

Anxiety 

Guilt 

Anger 

Depression 

Resentment 

Support 

Honesty 

Love 

Rejection 

Total Feelings 

GROUP MEANS 
Depressed Nondepressed Normal 

3.0 
3.4 
3.8 

3.5 
3.4 
4. 1 

3.6 
4.4 

3.7 

3·9 

36.6 

3.0 
2.4 

3.5 
3. 1 

3.3 
4.0 

3.2 

4.8 
1.6 

3.9 

34.6 

a 

a 

Actions 

4.0 

3.7 
5.3 
3. 1 

4.7ab 
4.5 
4.5 
5.5ab 
4.6 

4.7 

44.5 
Feelings 

4.1 

3.6 

4.9 

3.0 
4.3 
4.0 
4.2 

5.L 
1.6 

4.2 

41.9 

4.2 
4.0 

4.5 
4.4 
5. 0

b 
5.3 
4.8 

5.3b 
4.5 
4.7 

46.6 

3.8 

3.9 
4.0 
4.4 
3.9 
5.0 

4.6 
4.8 
2. 1 

4.8 

43.5 

F Value 

2.92 

.57 
2.17 
2.21 

5.43*''t 
2.89 
2.67 
4.81* 

.86 

1.56 

1.65 

2.90 

1.83 
2.68 
1.02 

1.49 

2.03 

.39 

·77 
.98 

Note. Ratings based on a 7 point scale (0 to 6) with larger values 
scored in the direction of greater social desirability. 
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Means with different subscripts were found to be significantly 
different (p < .05) using the Scheffel Post Hoc Test. 

~(.E. < • 05 ;~*.E. <" .01. 



Table 11. Husband's Ratings of His Wife's Actions and His Response 
When She is Sad. 

Variable 

Talks about it 

Becomes angry 

Withdraws 

Becomes ill 

Looks depressed 

Acts "too happy" 

Uses more alcohol 

Talks it over 

Leaves her alone 

Cheers her up 

Feels angry 

Feels depressed 

Feels guilty 

Nongenuine Support 

Physical Comfort 

GROUP MEANS 
Depressed Nondepressed Normal 

Wife's Actions When Sad 

2.9 
3.8 

3.6 
2.9 

3.6 
1.6 

• 1 

a 

3.9 

3.3 
3.0 

3.5 
2.4ab 
1.0 

o 

3.9 
3.0 
2.5 
1.8 
1.6

b 
1.5 

.6 

Husband's Response to Wife 

3.5 
3. 1 

2.9 
2.3 

2.9 
3. 1 

1.1 

3.7 

4.2 

2.6 

2.9 
1.4 
2.2 
2.2 

1.5 
4.6 

4.0 

3.4 
3.4 
1.6 

2. 1 

2.8 
2.0 
3. 1 

F Value 

1.60 

1.30 
1.46 

2.85 
5. 49~'t* 

.35 

.84 

.65 

.97 

.29 
1.43 

.86 

.97 
1.20 
1.92 

Note. All ratings based on a 7 point (0 to 6) scale with larger 
values indicating greater frequency. 
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Means with different subscripts were found to be significantly 
different (£ < .05) using Scheffe's Post Hoc Test. 

i'O~p < .01. 
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eight ratings relating to the frequency of various responses they 

might make to the wife's sadness. One of the seven husband ratings 

of the wife's actions when sad was significant: Wives in the 

depressed patient group were rated as "looking depressed but refusing 

to talk about it" more frequently than were wive's from the normal 

control group, £(2,30) = 5.49, ~ < .01. However, this finding was 

not specific to depression since the nondepressed patient wives fell 

between the depressed patient and normal control group wives without 

significantly differing from either on the post hoc tests. 

The factor analysis conducted on selected husband 

variables from the relationship questionnaire produced ten orthogonal 

factors; only the most important three factors will be discussed in 

the text (see Appendix 0 for complete results). Judging from the 

variables which load on it, Factor I seems to reflect a dimension 

involving positive, loving interactions with the wife, Eigenvalue = 

4.4, variance = 16%. Factor I I can be seen as a dimension of open, 

positive communication, Eigenvalue = 2.4, variance = 9%. Factor IV 

can be interpreted as an interactional dimension in which the wife 

becomes argumentative and refuses to talk when depressed while the 

husband responds by feeling angry, depressed, and guilty himself, 

Eigenvalue = 2.2, variance = 8%. 

Wives ' Selected Relationship 
Questionnaire Results 

Results of the one factor (Group) ANOVAs and post hoc 

comparisons for the wife's ratings of her husband's actions and 



feelings while interacting with her over the past month appear in 

Table 12. Five of the ten action ratings and none of the feeling 

ratings significantly differed among the three groups. Wives in the 

depressed patient group rated their husbands as acting less happy, 

I(2,30) = 4.29, £ < .05; more guilty, I(2,30) = 6.40, £ < .01; less 
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loving, I(2,30) = 3-57, £ < .05, and more rejecting, I(2,30) = 5.16, 

£ < .05, than did wives in the normal control group. The nondepressed 

patient group did ~ot significantly differ from the depressed 

patient nor normal control group ratings on these measures. 

Results of the wife's ratings of her own actions when 

sad and of her husband's responses to these episodes of sadness 

appear in Table 13. As with the husband's ratings of these same 

items, none of the husband's responses to sadness in the wife 

differed among the three groups. Wives in the depressed patient 

group did rate themselves as significantly less likely to talk to 

their husbands about what is making them sad, I(2,30) = 6.34, 

£ < .01, and more likely to "look depressed but refuse to talk about 

it, 11 I(2,30) = 3.74, £ < .05, than the normal control group wives. 

As before, neither of these groups significantly differed from the 

nondepressed patient wives. 

The factor analysis conducted on the 27 wife variables 

taken from the Relationship Questionnaire produced nine orthogonal 

factors; only the first four will be summarized in the text (see 

Appendix E for complete results with factor loadings). The first 

factor extracted represents a dimension of negative marital 



Table 12. Means and F Values for Wife's Rating of Husband's 
Actions and Feelings When Interacting With Her. 

Variable 

Happiness 

Anxiety 

Gu i 1 t 

Anger 

Depression 

Resentment 

Support 

Honesty 

Love 

Rejection 

Total Actions 

Happiness 

Anxiety 

Gui 1 t 

Anger 

Depression 

Resentment 

Support 

Honesty 

Love 

Rejection 

Tota 1 Fee lings 

GROUP MEANS 
Depressed Nondepressed Normal 

2.8 a 
3.0 

3.6 a 
2.6 

4.0 

3.5 

3.3 
2.9a 
3.5 a 
3.3 

32.8 

3·7 
2.4 

3.8 
3.2 

3.7 
3.8 
3.8 
4.4 
4.0 

4.3 

37.5 

a 

Actions 

4.4ab 
4.2 

4.4ab 
3.3 
4.0 

4.2 

4. 1 

4.4ab 
4.6ab 
4.8ab 

42.3 

Feelings 

4.5 

3.8 
4.6 

4.0 

3.9 

4.3 
4.5 

4.6 

5.2 

5.3 

44.5 

4.0
b 

3.8 
5.6b 
4 .. 6 
4.9 

5.3 

5.0 
5.6b 
5. 4

b 
5.5b 

51. 5 

3.8 
3.6 
5.6 

4.2 
4.3 
4.7 

5.4 

5.8 

5.0 
5.7 

50.0 

F Value 

4.29* 

1. 24 

3.54* 

2.75 

1.15 

2.41 

2.49 
6. 40~'t* 

3. 57~'t 

5.16* 

.74 

1.48 

2.85 

.81 

.35 

.46 

2.52 

3.01 
1.64 

3.02 

Note. All ratings are based on a 7 point scale (0 to 6) with larger 
values indicative of greater social desirability. 
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Means with different subscripts were found to be signi'ficantly 
different (p < .05) using the Scheffs' Post Hoc Procedure. 

~'t£. < .05 *"(£. <-.01. 



Table 13. Means and F Values for Wives' Rating of Her Actions and 
Her Husband's Response When She is Sad or Depressed. 

Variable 

Talks about it 

Becomes Angry 

Withdraws 

Becomes ill 

Looks depressed 

Acts 11 too happy 11 

Uses more alcohol 

Talks it over 

Leaves her alone 

Cheers her up 

Feels . Angry 

Feels Depressed 

Feels Guilty 

Nongenuine Support 

Physical comfort 

GROUP MEANS 
Depressed Nondepressed 

Wife's Actions When 

3.0 a 5-5ab 
4. 1 2.8 

2.8 1 . 1 

2.2 2.0 

2.7a · 7ab 
1 . 5 .7 

. 1 .3 

Husband's Responses to 

3.0 4.2 

2.2 2.9 

1 . 9 2. 1 

2.3 2.3 

1 . 8 1 . 3 

2.0 .8 

1 . 1 1 • 2 

4. 1 4.4 

Normal F Value 

Sad 

4.6b 6. 34•'d~ 

2.9 1. 99 

1 . 7 2;72 

1 • 5 .49 

1. 9b 3.74··~ 

1 . 2 .40 

. 1 .36 

Wife 

4.4 1 . 16 

3.0 .52 

2.3 .01 

1 . 5 .56 

.9 .90 

1 • 4 1. 36 

.6 .83 

3.3 .70 

Note. All ratings based on a 7 point (0 to 6) scale with larger 
values indicating greater frequency. 
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Means with different subscripts were found to be significantly 
different (£ < .05) using Scheffe's Post Hoc Test. 

-~£ < • 05. 
•'d~£ < • 01 • 
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interactions, Eigenvalue = 5.7, variance = 37%. The second factor 

involves inhibited marital communication with withdrawal and refusing 

to talk by the wife (when sad) and nongenuine support by the husband 

in response, Eigenvalue = 2.0, variance = 13%. The third factor was 

characterized by positive marital communication, Eigenvalue = 1.8, 

variance = 11%. Factor IV clearly refers to the use of alcohol by the 

wife both generally and specifically in response to episodes of 

sadness, Eigenvalue = 1.8, variance = 11%. 

Not surprisingly, the factor structure of the 

Relationship Questionnaire responses from the husbands and wives 

overlapped considerably. Both analyses revealed important dimensions 

characterized by open, positive marital communication, alcohol use 

by the wife when she is feeling sad, and an interaction dimension with 

the husband reacting to the wife's sadness and withdrawal w~th non

genuine support or negative feelings. 

Results of the Multiple Regression Analysis 

A step-wise multiple regression analysis was performed in 

order to concurrently examine the relationship of a number of husband 

variables with the level of depression reported by the wife. The 

results of the factor analyses of the husband's SCL-90, the wife's 

IMI ratings of the husband, and the husband's Relationship Question

naire responses were used to select a set of 25 variables across these 

instruments which best reflected the important husband dimensions in 

the total sample (~= 50). This was accomplished by selecting one 

or two measures which loaded highest on the major dimensions defined 
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by the factor analyses of each of the instruments. These exemplar 

variables were then used as the independent variables in the multiple 

regression on the wife's Beck Depression Inventory score. The 

exemplar approach was selected over the more usual factor score 

approach in order to simplify the interpretation of the results of 

the multiple regression; in this way the individual scales retain 

their original meanings while they also represent the major factors 

extracted from the various instruments. 

The summary results of the multiple regression analysis 

are presented in Table 14. The step-wise procedure identified the 

husband's Locke-Wallace marital adjustment score as the single best 

predictor of the wife's level of depression,~= -.48. In descending 

order of importance as defined by their unique relationship with the 

dependent variable, other important predictor variables included: 

the husband's SCL-90 Hostility score,~= .48, ~=.58; the husband's 

angry response to sadness in the wife, ~ = .43, ~ = .63; the degree 

of alcohol-related problems in the husband, ~ = -.20, ~ = .65; the 

husband's response of physical comfort to sadness in his wife, r = 

-.03, ~ = .65; the husband's response of depression to sadness in 

his wife,~= .15, R = .69; and the husband's response of nongenuine 

support to sadness in the wife, r = -.14, ~ = .]0. Stopping the 

regression at this point due to the increasingly small. increments 

to the multiple correlation coefficient (~), yields a multiple 

correlation which accounts for 49% of the total variance in the 

wife's Beck score. Overall£= 5.86, £ < .01. These results suggest 



Table 14~ Results of the Step-Wise Multiple Regression. a 

Dependent Variable = Wife's Beck Depression Score 

Step Independent Variable Multiple! Simple r Overa 11 

Husband's Lock-Wallace .49 -.48 15. 1 
Score 

2 Husband's SCL-90 .58 .48 12. 1 
Hostility Scale 

3 Responds with Anger .63 .43 10.3 
to wife's sadness 

4 Husband's Alcohol .65 -.20 8.2 
Problem Indexc 

5 Responds with Physical .67 -.03 7.2 
Comfort to wife's sadness. 

6 Responds with Depression .69 .15 6.5 
to wife's sadness 

7 Responds with Nongenuine .70 -.14 5.9 
Support to wife's sadness 

aThe mUltiple regression analysis used 25 husband variables 
selected on the basis of factor analysis to predict the wive's 
level of depression {Beck Score}. All four subject groups were 
used in the analysis (~= 50). 

bAll £ values were significant beyond the £ < .001 level. 

cA composit score combining the husband's rating of alcohol 
use, frequency of intoxicaiion, and alcohol-related problems. 
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that the husband's view of the marriage, level of hostility, and 

usual response to sadness in his wife, together correlate strongly 

with the level of depression reported by the wife. Further, the 

multiple regression results suggest that marital maladjustment, 

feelings of anger, and angry responses to the wife (as rated by the 

husband) each independently add to the correlation with the wife's 

level of depression when considered as a set. This strengthens the 

previous findings from the planned comparisons when these variables 

were considered separately. 
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CHAPTER 4 

DISCUSSION 

The results of this study clearly document the important 

relationship of clinical depression in the wife with marital adjust

ment as well as the husband's specific responses of hostility and 

rejection. Relative to married couples with no~depressed patient 

and normal control wives, depressed patient wives and their husbands 

rated their marriages as more maladjusted with less open communication. 

The husbands of the depressed patients also reported feeling more 

anxiety and acting less honestly or supportively specifically when 

interacting with their spouses. Husbands in the depressed patient 

group also rated their wives more negatively in terms of their inter

personal impact and rated their own actions as more generally negative 

when interacting with the spouse. Finally, both husbands and wives 

in the depressed patient group rated themselves as feeling more 

hostile generally, while the husbands saw their wives as specifically 

impacting them in a hostile manner. Contrary to previous reports and 

the hypotheses from this study, the husbands of the depressed patients 

did not report more guilt or depression generally nor in response to 

the wife; neither did they report specifically responding to episodes 

of sadness in the wife with anger or nongenuine support. The following 

sections will re-examine the hypotheses tested in the study in light 
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of the obtained results, previous research, and theories of depression. 

Following this, some methodological issues and limitations of the 

study will be discussed. Finally, some implications for future 

research and clinical practice will be presented. 

Hypotheses 

Mood Induction 

The expected induction of guilt and depression among 

husbands of the depressed patients was not found in this study. 

Neither spouse reported increased feelings of guilt or depression 

in the husband while interacting with the wife generally nor specifi

cally in response to episodes of sadness in the wife. Although one 

of the two more generalized and enduring self-report measures of 

depression (SCL-90) indicated greater trait depression among the 

husbands of the depressed patients, the other and better-validated 

trait measure (Beck Inventory) did not discriminate among the three 

comparison groups. 

Husbands in the depressed group did, however, report 

increased feelings of anxiety specifically while interacting with 

their wife; but did not rate themselves as more anxious generally on 

the SCL-90. As with depression, this may be usefully conceptualized 

in terms of the state-trait distinction described by Spielberger 

(1978). Thus the husbands of the depressed patients relative to the 

other two groups report greater state anxiety when interacting with 

their wife but did not report greater trait anxiety manifested in 



other interpersonal settings. The failure to replicate previous 

results supporting the induction of guilt and depression in those 

interacting with depressed subjects could be related to the intimate 

and long-term nature of the interpersonal relationship in this 

sample. The three studies which have previously reported induction 

of similar negative affects (Coyne, 1976b; Hammen and Peters, 1978; 

Reese, 1980) each involved one-time stranger interactions with the 

depressed target. The only research to study mood induction in 

actual relatives and friends of depressed patients (Arkowitz et al., 

1979) also reported negative results. 

On a more speculative note, this apparent discrepancy 
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in the literature may be explained by a two-stage pattern of induced 

response in those interacting over time with the depressed person. 

Initial feelings of guilt and depression induced in the interacting 

other may be aversive and therefore reduced over time through physical 

avoidance, substance abuse, or psychological defenses such as denial 

and reaction formation on the part of those interacting with the 

depressed person. These defensive and avoidant behaviors by the 

significant other would be reinforced by the resulting ~ecrease in 

the induced negative affect. Such a process would explain the 

positive results on induced negative affect reported by analogue 

studies with one-time stranger interactions as well as the lack of 

results with actual depressed patients interacting over time with 

friends and relatives. This two-stage interactional process is also 
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consistent with the initial feelings of induced depression and 

guilt with nongenuine support followed by irritation and rejection 

on the part of the interacting other described by Coyne (1976a). 

It is equally possible that the negative results on 

induced guilt and depression are the result of a sample selection 

bias whereby men who are particularly sensitive to induced negative 

affects do not remain married to depressed women but exit the social 

field by divorce or abandonment. Such couples, as well as those who 

refused to come in after being invited, would not appear in the 

current sample. Empirical examanation of these possibilities would 

require repeated measures of induced affect over time along with 

measures of psychological defensiveness in the husbands of the 
\ 

depressed patients. 

While the finding of greater state anxiety in the 

husbands of the depressed wives is consistent with Coyne's (1976a) 

interpersonal model; the lack of support in this study for induced 

state guilt or depression may require some qualification of his 

specific mood induction hypothesis. The induction of negative 

affective states in the husbands of clinically depressed patients 

would appear to be a fleeting phenomenon at best; the results of 

the current study suggest that negative mood induction are limited 

to specific interactions with the depressed spouse (i.e., they are 

not generalized personality traits or clinically significant problems) 

and to the early phase of the depressive episode. 
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The lack of greater levels of trait anxiety among the 

husbands of the depressed patients woul"d also argue against the 

"assortive mating hypothesis" as an explanation of the greater state 

anxiety reported. That is, it is more likely that the husband became 

anxious as a result of interacting with the depressed (and anxious) 

wife rather than two premorbidly anxious individuals deciding to marry. 

The extremely low incidence of previous episodes of major depression 

and nondepressed Beck scores for husbands, but not wives, in the 

depressed patient group would argue against the assortative mating 

hypothesis in depression as well. These speculations are in line 

with previous longitudinal studies of marriages in which one member 

is neurotic (e.g., Collins, Kreitman, Nelson, and Troop, 1971). Such 

studies have indicated that the high concordance in neurotic symptom

otology among older married couples is due more to pathological 

influences of the neurotic spouse on the healthy one than to assorta

tive mating of two neurotic individuals. 

Increased Social Rejection 

Coyne (1976a) and others have suggested that the 

induction of negative affects such as anxiety in those inter.acting 

with depressed persons may in part mediate the-increased social 

rejection and interpersonal difficulties noted in depressed couples. 

Replicating earlier research results (Coyne, 1976b; Hammen and Peters, 

1978; Howes and Hokanson, 1979), the results of this study largely 

supported the social rejection hypothesis. Both husbands and wives 



in the depressed patient group rating the husband's actions while 

interacting with the wife as more negative. In addition to this 

indirect index of rejection, the depressed patient wives, but not 

husbands, rated the husband as feeling more rejecting, and acting 

more rejecting and less loving than did wives in the nondepressed 

patient and normal control groups. 

The support of this hypothesis is tempered by the 

failure of either spouse to rate the husband as more rejecting 

specifically in response to episodes of sadness in the wife and 

the failure of the husband to replicate the wives' ratings of his 

feelings or actions of love and rejection while interacting with 
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the wife. The fact that the depressed patient wives, but not their 

husbands, rated the husbands as more rejecting raises the possibility 

that the depressed patients may have been biased in their perceptions 

of the marital relationship; perhaps due to the negative cognitive 

set described by Beck (1967). Although this possibility cannot be 

completely ruled out, the fact that both spouses rated the husbands 

in the depressed patient group as acting less positively toward the 

wife and all ANOVA tests for this possible bias were negative make it 

I es s like I y. 

Like the results reported by Arkowitzand his collegues 

(1979), this study did not find greater self-reported levels of social 

rejection by significant others interacting with depressed patients. 

This parallels the failure to replicate previous results on induced 

depression or guilt and may similarly represent a difference due to 
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the intimate, enduring nature of the relationship studied. Both 

spouses did admit to some indirect indices of rejection (i .e., negative 

evaluations of the husband's behavior toward the depressed wife), 

perhaps the more direct measures of rejection (e.g., lido you act and 

feel rejecting of your wife?") were too threatening in the context 

of an ongoing marital relationship. The couples may have found 

these questions too threatening for a number of reasons: they may 

have feared disclosure to the other spouse, they may have been 

uncomfortable at the thought of the experimenter reading such a 

socially undesirable response, or they may have found the admission 

of rejection of their spouse personally threatening and denied it. 

With the analogue relationship paradigm used by other researchers 

(e.g., Coyne, 1976b; Reese, 1980), the direct admission of social 

rejection of the depressed person by the interacting other could be 

expected to be much less threatening since the raters knew that they 

would never interact with the depressed target again. In this study 

and that of Arkowitz et al. (1979) such admissions could be expected 

to be more threatening to the rater and subject to a greater social 

desirability response set since the interaction with the depressed 

person would continue after the study. 

In any case, the perception of the depressed wives in 

this study is that their husbands are more rejecting and less loving; 

both spouses rated the husband's actions as less positive toward the 

depressed patient wives. These results are consistent with Coyne's 

(1976a) interpersonal description of depression and previous research 



results which predicted increased social rejection of the depressed 

person by interacting others. Clearer confirmation of this key 

construct may be obtained in future studies which use less reactive, 

more indirect measures of rejection (e.g., time spe8t alone with the 

spouse); objective behavioral ratings of the interpersonal behavior 

of couples; and direct assessment of social desirability response 

sets. 

Nongenuine Support 

The two most direct measures of nongenuine support 
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given by the husband to the depressed patient wives were not in the 

hypothesized direction. Neither spouse in the depressed patient 

group rated the husband as reacting to the wife's sadness with non

genuine support nor did they show the expected discrepancy between 

feelings vs. actions of support while interacting with the wife more 

generally. Two related but less obvious measures relevant to the 

nongenuine support hypothesis were in the expected direction. Both 

spouses in the depressed patient group rated the husband as acting 

less honestly and the husbands rated themselves as acting less 

supportively with their wife than did those in the two control groups. 

So, although the husbands of the depressed patients were not rated 

directly as responding to their wife with nongenuine support; they 

were seen as less honest or supportive when interacting with their 

wife in general. 

None of the previous studies in the interpersonal 

literature on depression attempted to assess directly the construct 
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of nongenuine support; however, two studies have reported post hoc 

results consistent with Coyne's (1976a) key construct of nongenuine 

support: Howes and Hokanson (1979) found that strangers interacting 

with depressed role players gave more support statements while also 

showing greater rejection in the form of more silences and negative 

statements; Arkowitz et al. (1979) found that friends and relatives 

rated depressed outpatients more negatively, but still reported that 

they would like to spend more time with them. These indirect results, 

like the ratings of decreased honesty and support presented here, 

represent indirect measures or approximations of nongenuine support, 

at best. 

With respect to the depressed wife's perception of 

support (genuine or otherwise) from the husband, the current study 

also found that the depressed patient wives (who were not studied in 

previous research) did not view their husband's actions toward them 

as positive or supportive. The depressed patient wives in this 

study rated their husbands not only as less supportive, but also 

as less honest, loving, and more rejecting. On the IMI they rated 

their husbands as more mistrusting, detached, inhibited, and sub

missive; but not as more nurturant than did the normal control 

wives. On the other hand, the husbands of the depressed patients 

in this study rated their wives as more hostile, mistrusting, 

detached, submissive, and less agreeable on the IMI compared to the 

normal control group. For both husbands' and wives' IMI ratings, 

the nondepressed group did not significantly differ from either the 



depressed patient or normal control groups but fell between the two 

on most scales. These IMI results replicate those reported by Howes 

and Hokanson (1979) who found the same five IMI scales elevated when 

interacting strangers rated a depressed role player compared to both 

normal and physically ill (nondepressed) roles. They also reported 
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a greater impact by the depressed role player on the Inhibited, 

Succorant (help-seeking), Nurturant, and Affiliative subscales; 

results not found in the current study. The IMI results also parallel 

those predicted by Kiesler (1980) who, after reviewing the literature 

on the interpersonal impact of psychoneurotic depression, suggested 

that these patients should produce stronger impacts on the Abasive, 

Submissive, Succorant, Inhibited, Hostile, and Detached subscales 

from his IMI. 

Consistent with Coyne's (1976a) model, the results of 

the current study indicate that the depressed patients view their 

husbands as more detached and mistrusting as well as less honest with 

them; the husbands of the depressed women saw themselves as less 

supportive and viewed their wives as more hostile mistrusting and 

detached. It is equally clear that the construct of nongenuine 

support is exceedingly difficult to operationalize or objectively 

assess, at least by self-report. Behavioral ratings of interpersonal 

interactions which consider nonverbal inflectional and gestural cues 

in addition to the manifest content of speech may be helpful in this 

task. In addition, future research may profitably focus on validating 

the IMI ratings of the interactants against these and other behavior 

rating systems. 



Marital Adjustment, Communication, 
and Hostility 

Hypothesis 5, which predicted greater marital mal-

adjustment among the depressed patient couples, received strong 

support from the results of this study. As predicted, both spouses 

in the depressed patient group rated the quality of their marriage 

as more maladjusted than did the nondepressed patient or normal con-

94 

trol couples. These results appear clinically as well as statistically 

significant in that the depressed patient spouses l ratings of marital 

adjustment fall into problem marriage range while those of the two 

control group both fall into the normal range according to published 

norms (Locke and Wallace, 1959). The importance of this result is 

underlined by its consistency and magnitude. 

The striking finding of decreased marital adjustment 

and satisfaction among both spouses in the depressed couples replicates 

previous research results with the Beck and Locke-Wallace scales 

(Coleman and Miller, 1975) and other measures of depression and 

marital adjustment (Reustow et al., 1978; Weissman and Paykel, 1974). 

Like the results of Collman and Miller (1978), this study found a 

positive relationship between depression in one spouse and the rating 

of marital problems; and found little relationship between self-

reported depression in the two spouses. The current study did find 

a high positive correlation between depression in the wife and the 

husband's rating of marital problems; contrary to the sex differ~nce 

reported by Coleman and Miller (1978) who orily found a similar relation-

ship to exist between the husband's level of depression and the wife's 
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rating of the marriage. This discrepancy may be understood in terms 

of sampling differences between the two studies since subjects for 

Collman and Miller (1978) were less educated couples presenting to a 

rural Canadian mental health center for psychiatric treatment. These 

differences may have increased the social desirability bias for the 

husband's ratings of marital adjustment in the Canadian sample, 

thereby decreasing the correlation with depression in the wife. 

The results of this and a number of studies using differing 

methods of assessing depression and marital adjustment all support a 

strong positive relationship between clinical depression and marital 

dysfunction; however, the direction of causality and possible vari

ables which may mediate this well-established relationship are less 

clear. Depression in one spouse may cause marital problems; a con

flicted marital relationship may cause depression in one or both 

spouses; or possibly some third variable(s) may cause both depression 

and marital dysfunction. These three possible relationships are by 

no means mutually-exclusive; it is quite likely that each has some 

explanatory value depending on moderator variables such as genetic 

predisposittons to depression or irritibility; environmental stress 

on the relationship; or the type, severity, and length of the 

depressive episode. 

Although speculative at this point, it is possible that 

the better functioning marriages of the nondepressed patient couples 

in this study may have provided some protection against prolonged 

depression since the depressed and nondepressed patient wives reported 
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episodes of serious depression in the past but the currently non-

depressed wives reported that their episodes of sadness or depression 

do not last as long. This inference is supported by Brown and Harris 
I 

(1978) who found that daily access to an intimate, confiding relation-

ship (e.g., supportive husband or steady boyfriend) protected against 

the onset of clinical depression among women facing similar stresses. 

Such a positive marital relationship could exert a prophylactic 

effect which would prevent or curtail serious depression in a number 

of ways. A supportive and communicative husband could reduce 

depressive cognitions by persistently challenging the irrational 

beliefs of the wife (Beck et al., 1979); increasing reinforcing 

activities for the couple (Lewinsohn, 1975); or recommending timely 

professional intervention. 

The primacy of marital difficulties in the development 

of some depressive episodes is suggested by the research of Weissman 

and Paykel (1974) whose longitudinal study found that increased 

marital conflict often preceded relapses in clinical depression and 

that ongoing interpersonal friction (especially with the spouse) 

remained problematic .after other symptoms of the acute depressive 

episode had remitted. 

Inhibited marital communication may represent a mediating 

variable between depression in the wife and marital problems more 

generally. In the current study, depressed patients r~ported signifi-

cantly less open marital communication than did wives in the other two 

control groups. In addition, both spouses in the depressed patient 



97 

reported that the wife would Ilappear depressed but refuse to talk 

about itll more frequently than the normal control group; and the 

depressed patient wives reported that they openly discussed what was 

making them sad less frequently than the normal control group. These 

results are consistent with previous research reporting decreased 

and disrupted marital communication among couples with a depressed 

spouse (Hinchcliffe et al., 1977; Weissman and Paykel, 1974), a 

pattern whic~ continues after remission of the major symptoms of 

depression. Such a chronic pattern of inhibited communication, 

whether due to skill deficits or incompatible personality traits 

(e.g., extreme irritability or introversion), could predispose a 

couple to both depression and marital dysfunction. If marital dis

agreements cannot be discussed and resolved as they arise, conflict 

could build to the point of physical hostility or divorce. A lack 

of open marital communication could also foster the pattern of non

genuine support and resentment of the nondepressed spouse described 

by Coyne (1976a) as central to the maintenance and exacerbation of 

clinical depression in its interpersonal context. 

Similarly, greater hostility or irritibility in one or. 

both spouses could mediate the observed relationship between depres

sion and marital problems. This study found that both the depressed 

patients and their husbands rated themselves as more hostile generally 

than did spouses in the other two groups. These SCL-90 ratings Were 

~linically as well as statistically significant in that they represented 

above average values when compared to other psychiatric outpatients. 
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In addition, the husbands of the depressed patients rated their 

spouses as more hostile on the IMI and reported that they felt more 

angry specifically when interacting with their wives than did husbands 

in the other two groups. 

While husbands in the depressed patient group reported 

more generalized feelings of anger or hostility, specific items 

reflecting overt, angry responses directed at the wife did not dis

crim-inate among the three comparison groups in the study. This sug

gests that while both spouses may experience greater feelings of 

hostility, the husbands at least inhibit the direct expression of 

this affect to the depressed patient wives. For their part, the 

depressed patients may express more overt hostility toward the 

husband since he rates her as impacting him in a.hostile manner on 

the IMI. This two-part finding, although unexpected, is consistent 

with earlier reports of both "inhibited communication" and "inter

personal friction" based on interviews with recovering depressed 

women (Weissman and Paykel, 1974). Both spouses appear to be feeling 

angry but the direct communication of these feelings is blocked. 

This is also consistent with Coyne's (1976a) model which posits 

inhibition of honest communication and angry feelings by the inter

acting other as central elements to the pattern of the "depressive 

drift" whereby the other's responses of nongenuine support along with 

feelings of anger and rejection increases depression in the target. 

That the depressed patients themselve~ also report greater 

levels of hostile feelings and are se~n by their husbands as more 



hostile agrees with the results of a growing body of research which 

has examined the role of hostility in clinical depression. In re

viewing this llterature, Arkowitz and Holliday (1980) found that 

99 

most of the better-designed studies which examined these variables 

among outpatient populations reported that depressed patients were 

more hostile than appropriate control groups. This robust finding 

was replicated using a variety of patient groups, research designs, 

and assessment techniques. These results are somewhat surprising 

since most major psychological theories of depression clearly predict 

lowered levels of externally-directed hostility in depression. For 

example, Beck (1967) and Seligman (1975) both predict lowered 

hostility levels since depressed persons do not believe that their 

responses (hostile or otherwise) will be. successful. Freud1s theory 

of retroflected hostility also predicts less outwardly-directed 

hostility as all angry impulses are directed toward the depressive1s 

own ego rather than external objects. Lewinsohn (1975) and Ferster 

(1973) use behavioral theory to argue for decreased hostility in 

depression through extinction and punishment of these responses by 

interacting others. ~ith respect to hostility in depression, the 

theories are consistent, persuasive, but apparently incorrect. The 

data from this and the majority of studies in the area are clear: 

clinically depressed outpatients feel and act more, not less hostile 

than normals. 



Summary and Caveats 

The results from this study of clinical depression and 

the marital relationship found great~r social rejection of the de

pressed wife and more marital problems characterized by inhibited 
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open communication and greater feelings of hostility in both spouses 

in the depressed patient couples. Induced guilt or depression in 

the husbands of the depressed patients was not found, although these 

men did report more anxiety specifically when interacting with their 

wives. Nongenuine support of the depressed patients by their husbands 

was not supported by the more direct measures of this construct, but 

both spouses saw the husbands of the depressed patients as less 

supportive or honest when interacting with their spouses. 

These results were largely consistent with Coyne's 

(1976a) model of depression which describes a mutually-reinforcing 

cycle of depression leading to interpersonal disturbance which leads 

to further depression, more interpersonal problems, and so on. 

Although Coyne suggests that the process begins with depressive 

behavior arising from a variety of causes, chronic marital distress 

with inhibited, hostile communication between the spouses would be an 

equally-likely starting point. The cross-sectional, correlational 

design of this study does not permit firm causal interpretations 

about these interpersonal variables and depression, but a plausible 

hypothesis is that marital distress can be both a cause and the result 

of clinical depression depending on other risk factors. Depressions 

arising from more endogenous (biochemical) events may disrupt marital 
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communication and adjustment which, in turn, leads to further 

depression. In other situations, a chronically maladapted marriage 

may lead to depression in the more socially or genetically vulnerable 

spouse which then further erodes the marital quality and exacerbates 

the depression. 

The relationship between interpersonal variables and 

depression now appears well established, but theoretical explanations 

of causation and mediating processes remain unproven. Coyne's (1976a) 

notion of induced depression and guilt in those interacting with the 

depressive and thereby causing them to nongenuinely support but act 

in a subtly hostile or rejecting manner was not substantiated in this 

study. Husbands of the depressed wives did report more anxiety 

specifically when interacting with their wives and this may have 

mediated some of the negative affects and behaviors reported. 

Looking at the other side of the interaction, chronic 

marital problems and hostile interactions with poor communication 

skills may lead to depression by a reduction in positive reinforce

ment available to the spouse (e.g., Lewinsohn, 1975). Repeated 

negative marital interactions over time could also produce depression 

by fostering negative cognitive sets {e.g., Ilnobody loves me,11 lIit 1s 

an Illy fault,11 III cannot winll} which become ingrained and generalize 

to other situations {e.g., Beck, 1967; Seligman, 1975}. Finally, 

chronic aversive stimulation may lead to neuroregulatory changes 

resulting in depression (Tueting et al., 1981). 



102 

The striking finding of greater hostility in the 

depressed patients in this and other recent studies of clinical 

depression has important theoretical implications since most major 

psychological theories of depression predict lower hostility among 

depressives. Psychodynamic (e.g., Freud, 1917), behavioral (e .. g., 

Lewinsohn, 1975), and cognitive (e.g., Beck, 1967) theories all 

predict lowered levels of externally-directed hostility in depression 

all appear equally at odds with this consistent research result 

(Arkowitz and Holliday, 1980). 

The results from this study should be considered in 

light of several methodological issues and potential biases. The 50 

subject couples in the study were subject to a possible selection bias 

due to self-selection and the referral process. The women selected 

for the study were not intended to represent a random or representa

tive sample of the general community or of any specific psychiatric 

groups. Women in the two patient groups may well be somewhat less 

disturbed than typical outpatients in psychotherapy since some of 

the more seriously depressed patients may have been screened out by 

their therapists or chose not to participate on their own. Similarly, 

patients with more disturbed marital relationships may also be under

represented as a number of potential subjects declined to participate 

because of their husbands' unwillingness to come in to the clinic. 

Also excluded by the selection criteria were inpatients and couples 

whose marital problems lead to divorce or separation. Thus, couples 

with severe marital pathology or serious cases of depression may 

be underrepresented in the two patient groups. 
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On the other hand, couples recruited for the normal 

control group may well have self-selected for increased marital or 

psychological problems since the study was advertised as involving 

marriage and conducted by the psychology department. This possible 

bias is supported by similar SCL-90 scores for the nondepressed 

patient and normal control wives and the substantial number of normdl 

control wives who were excluded because they scored in the depressed 

range on the Beck Inventory. Overall, these effects may have pro

duced patient groups which were less disturbed, and normal controls 

which were more disturbed from the populations from which they were 

recruited. 

The use of the Beck Inventory and psychotherapy patient 

status to define the two patient groups apparently did produce a 

group of patients who were moderately clinically depressed with 

moderate to severe levels of psychological disturbance in general. 

The nondepressed patients, however, reported much less general 

psychological distress as well .as less depression (the selection 

criterion). In fact, their SCL-90 ratings of psychological sympto

matology and distress more closely paralleled those of the normal 

control women than the depressed patients. This confounding of level 

of depression with level of general psychopathology, although unex

pected, is understandable. Given the high correlations between 

depression and other forms of psychological distress previously 

reported in the literature (e.g., Derogatis, Lipman, and Covi, 1973), 

it is not surprising that removing all patients reporting even mild 
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levels of depression would reduce other forms of psychological 

distress in the nondepressed patient group. This inadvertent con

found does render the interpretation of the group differences reported 

in the study more problematic, since differences in the hypothesized 

direction may represent an effect of level of psychopathology in 

general as well as clinical depression per se. Despite this limitation, 

the nondepressed patient group still controls for psychotherapy 

patient status and as least mild psychological distress (enough to 

seek and be accepted into therapy}. 

The use of self-report instruments with clinical 

populations raises the question of possible response sets or biases 

among the patients. Efforts to reduce a possible bias from social 

desirability included insuring complete confidentiality, careful 

wording of test items, and randomly reversing the direct.ion of 

rating scales. The possibility of a response set specific to depres

sion, akin to Beck 1 s (1967) cognitive distortions in depression, was 

specifically examined in this study by testing to see if the depressed 

patients significantly differed in their perceptions both from their 

husbands and from wives in the other two groups. Although no signifi

cant Sex X Group interactions suggestive of this type of cognitive 

distortion were found in the factorial ANOVA procedures, the fact 

that several one way ANOVAs showed significant differences for the 

depressed wives but not their husbands, indicates the possibility 

of this bias. 
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Research and CI inical Impl ications 

In addition to documenting the powerful relationship 

of husband and relationship variables with clinical depression in 

the wife, the results of this study also raised a number of issues 

which could be addressed in future research. The cross-sectional, 

correlational design used in the study precluded definitive examina

tion of causality and its direction in the relationships reported. 

Longitudinal studies which repeatedly assessed depression and marital 

interaction variables may be useful in this regard. Causal relation

ships could also be elucidated through controlled clinical studies 

which therapeutically treated hypothesized mediating variables in the 

marital relationship (e.g., communication skills, decreasing hostility) 

and observed resulting changes in depression. The mirror image of 

this experimental design; that is, treating the depressed spouse and 

assessing changes in marital interaction, could also be useful. 

In addition to these design issues, reliable and valid 

assessment techniques for the central interactional constructs will 

also be necessary for productive research in this area. Results of 

this study suggest that direct self-report scales, although useful 

for tapping consciously-available moods and perceptions, may need to 

be supplemented by other measurement devices to round out the picture. 

Specifically, psychometric scales assessing psychological defensiven~ss, 

social desirability sets, negative cognitive sets specific to depression 

may be helpful in understanding the self-reported responses of similar 

studies in the future. Behavioral rating scales scored by objective 
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judges on the basis of audio or videotapped marital interactions may 

also be helpful. Complex multilevel communication constructs such 

as nongenuine support or passive aggressivity may require the 

development of sophisticated behavioral coding systems which have 

judges consider nonverbal and contextual cues as well as the direct 

verbal content and gross behaviors of the marital interactions. 

Finally, the reliable diagnosis and subclassification of 

disorders in the depressive spectrum will be important to research 

on interpersonal aspects of depression. As with previous research 

on the pharmachological response and genetics of depression (Perris, 

1969), there is good reason to expect that different subtypes of 

clinical depression have diffel"lng interpersonal dynamics. The 

Research Diagnostic Criteria developed by Endicott and Spitzer 

(1978) appears to offer a reliable system of diagnostic groupings 

of depression and other psychiatric disorders which could be used 

to define experimental and control groups in future studies. 

Since this study did not focus on treatment issues in 

depression or marital dysfunction, specific therapeutic recommenda

tions based on these results would be premature and inappropriate. 

However, the striking relationship of husband and marital variables 

with clinical depression in the wife may have some important general 

implications for the clinical assessment and treatment of depression. 

Results of this and previous research would strongly argue for a care

ful assessment of the marital relationship including the husband's 

behavioral and affective responses to the wife in all married women 



presenting with clinical depression. Based on this individualized 

evaluation, consideration could then be given to possible marital 

therapy to improve communication skills or control hostile feelings 

and actions as an adjunct to the more standard psychotherapeutic 

and pharmachological treatments of depression. 
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Table A-1. Summary Definitions of SCL-90 Clinical Scales. a 

Scale 

Somatization 

Obsessive
Compulsive 

Interpersonal 
Sensitivity 

Depression 

Anxiety 

Hostility 

Phobic Anxiety 

Paranoid Ideation 

Psychoticism 

General Symptom 
Index 

Positive Symptom 
Total 

Positive Symptom 
Index 

Items 

12 

10 

9 

13 

10 

6 

7 

6 

10 

90 

b x 

b x 

Definition 

distress from perceptions of bodily 
dysfunction: cardiovascular, gas
trointestinal, respiratory symptoms, 
headaches, backached and pain com
plaints are included. 

ego-alien thoughts, impulses and 
actions experienced as unremitting 
and irresistible. 

feelings of inadequacy and inferior
ity, self-deprecation, interpersonal 
discomfort, and self-consciousness. 

dysphoric affect and mood, loss of 
interest, motivation, and energy, 
hopelessness, suicidal ideation, and 
somatic correlates of depression. 

feelings of restlessness, nervousness, 
and tension; somatic signs of anxiety, 
panic attacks, and dissociation. 

feelings, thoughts, and actions 
indicative of anger. 

irrational fears of travel, open 
spaces, crowds, and social situations. 

projective thinking, hostility, 
suspiciousness, delusions, and 
grandiosity. 

florid psychotic symptomology, psychotic 
t.hought processes, schizoid lifestyle. 

best general indicator of psychological 
distress: Grand Total/90 

number of positive symptoms endorsed. 

average elevation of positive symptoms: 
Grand Total/Positive Symptom Total. 

aDefinitions are adapted from Derogotis (1977). 

bNumber of items vary depending on the number of positive (non-zero) 
symptoms endorsed by the subject. 
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Table A-2. Summary Definitions of the 15 Interpersonal Scales of 
the Interpersonal Message Inventory:a 

Scale Definition 

1. Dominant 

2. Competitive 

3. Hostile 

4. Mistrusting 

5. Detached 

6. Inhibited 

7. Submissive 

8. Succorant 

9. Abasive 

10. Deferent 

11. Agreeable 

12. Nurturant 

13. Affi 1 i at ive 

14. Sociable 

15. Exhibitionistic 

THE PERSON TENDS TO 

lead, direct, influence and control others 

seek and compete for recognition and status 

criticize, ridicule, punish or agrees against 

doubt or suspect the attitudes, feelings 
and intentions of others 

be aloof, withdrawn and seclusive from others 

withdraw from attention and be shy with others 

be passive and docile and appease others 

get others to help and to take the lead with 
his problems and decisions 

accept blame, belittle himself and 
apologize to others 

support and serve a person who is superior 
or a leader 

be cooperative, helpful, considerate and 
equalitarian with others 

actively support, be sympathetic towards 
and give helpful advice to others 

show liking, warmth, and friendship to others 

be gregarious and join groups 

seek attention, notice and approval from 
others 

aDefinitions adapted from Kiesler (1978). 
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Table A-3. Summary of the Relationship Questionnaire. 

Section 

I. Background Information 

I I. Relationship History 

I I I. Personal History 

IV. Interactions with 
Spouse (past month) 

V. Husbands Actions 
during Interactions 
with Wife 

V I. Husband's Feel ings 
during Interactions 
wi th Wi fe 

V II. Interactions when 
Wife is Fee 1 i ng Sad 

Items 

7 

6 

14 

7 

10 

10 

20 

Content 

Subject's name, age, sex, 
education, ethnicity, and 
date 

Length of marriage, previous 
marriages, children at home, 
length of courtship, marital 
therapy history 

personal therapy history, 
ROC criteria for major depres
sive disorder diagnosis, 
history of depressive 
episodes, alcohol history 

sexual interactions, decision
making, open discussion, fre
quent winner, and effects of 
arguement 

intensity ratings on: happiness 
anxiety, guilt, anger, depres
sion resentment, support, 
honesty, love, and rejection 

intensity ratings on the 
same 10 scales as above 

frequency and length of 
episodes, frequency ratings 
on 7 behaviors of the wife 
when sad, frequency ratings 
on 8 behaviors of the husbands' 
to wife's sadness, effect of 
husband's responses 



Relationship Questionnaire 
(FORM I I) 

I. Background Information 

1. Name 2. Age 3. Sex 
4. Education (In years) 5. Occupation 
6. Ethnic Background: Anglo Black Chicano Other (specify) 

(ci rcle one) 

7. Today's Date 

II. Relationship History 

1. How long have you been married? __ years 

2. Number of previous marriages? 

3. Number of children living at home? 4. The i r ages? ____ _ 

5. How long did you know your spouse before you got married? _____ _ 

6. Have you and your current spouse ever received marital counseling or therapy? 
__ Yes __ No If yes, how many sessions? __ 7. When? __ (month & year) 

III. Personal History 

1. Have you ever received professional counseling or psychotherapy? ___ Yes ___ No 

2. If yes, how many sessions? __ 3. When? (month & year) 

4. Have you ever had a period that lasted at least one week when you were 

bothered by fee ling very sad o~ depressed? __ Yes ____ No (I f yes, comp I ete 

next Items; If no, skip to item number 12 on the top of the next page.) 

5. During this time (depression), did you seek halp from anyone such as 

your doctor, a counselor, clergyman, or a friend? ___ Yes __ No 

6. During the worst of these times, were you bothered by (check as many as apply): 

a. Increased appetite and weight gain? How much did you gain? ____ pounds 

b._Decreased appetite and weight loss? How much did you lose? __ pounds 

c._Increased usual amount of sleep? How much more than usual? __ hours/night 

d._Decreased usual amount of sleep? How much less than usual? ___ hours/night 

e._Loss of usual energy? 

f._Loss of interest or pleasure In usual activities? 

g._Feelings of guilt? 

h._Difficulty in concentrating? 
I._Suicidal thoughts or actions? What did you do? __________ _ 

j._Feellngs o~ Increased thoughts or actions? 

k._Feellng of being slowed down In speech or actions? 
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7. How much did these feelings of 

work or get along with others? 

depression interfere with your ability to 

(cl rcle the appropriate "X") 
X X X 

no 
Interference 
(could still work as 
well as when not de
pressed) 

X X X X 

moderate 
Interference 

(still able to work some, 
but quality of work defi
nitely affected by 
depression) 

totally unable 
to work ·(had to stay 

at home or hospital 
because of depression) 

8. When was the first of these periods? (month/year) -------
9. When was the last of these perlods? ________ (month/year) 

10. 

11. 

12. 

14. 

When was the worst (most depressed) of these perlods? _________ (month/year) 

About how many of these periods have you had in your llfetime? ___ periods 

In an average week, how many days do you have at least one alcoholic 
beverage? ___ days per week. 

In your judgment, about how of ton do you become Intoxicated? 

X X X X X X X 

never monthly dai ly 

In your judgment, how much a problem is your alcohol use? 

X X X X X X X 
no problem moderate -. serious 
(No interference problem problem 
with activities) (Interferes with at (Interferes with 

least one major area several major areas of 
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of life) life, e.g., work, family, 
health, legal) 

IV. Interactions with Spouse (In the past month) 

1. About how often do you and your spouse have sex? times per month 

2. How satisfying are these sexual experiences for you? 

X X X X X X X 
extremely moderately not at all 
satisfying satisfying satisfying 

3. Who has been making most of the decisions in your marriage for· the past month? 

X X X X X X X 
wife hal f & half husband 

4. During the past month, how much have you and your spouse openly discussed 

things or "talked things out" between you? 

X X X X X X X 
no moderate frequent open 
discussion discussion discussion 

5. About how often do you and your spouse get Into heated discussions or 

arguments? 

X X X X X X X 
never monthly weekly dally more than 

once a day 



6. In these arguments, who usually "wins" or comes out on top? 

x x x 
husband 

x 
half & half 
or nei ther 

x x x 
wife 

7. What effect do these arguments have on your marital relationship? 

x 
very 
harmful 

x x x 
neutral 

v. Husband's Actions during Interactions with Wife 

x x x 
very 

helpful 

Please read the following feelings carefully and circle the "X" which best 

describes how you ~ or behaved when Interacting with your wife In the past 

month. Make the rating on the basis of how much you showed or expressed each 

feeling to your wife, regardless of how you may have been feeling inside. 

1. HAPPINESS 

X X 
very 
happy 

2. ANXIETY 

X X 
.' very 

anxious 

3. GUILT 

X X 
not at all 
guilty 

4. ANGER 

X 
very 
angry 

5. DEPRESSION 

X 
not at all 
depressed 

6. RESENTMENT 

X 

X 

X X 
very 
resentful 

7. SUPPORT 

X 
very 
supportive 

X 

X 

X 

x 

X 

X 

X 

x 

X 
moderately 

happy 

X 
moderately 

anxious 

X 
moderately 

guilty 

X 
moderately 

angry 

X 
moderately 
depressed 

X 
m6derately 
resentful 

X 
moderately 
supportive 

X x 

x x 

X X 

X X 

X X 

X X 

X X 

x 
not at all 

happy 

x 
notatall 

anxious 

X 
very 

gui lty 

X 
not at all 

angry 

X 
very 

depressed 

X 
not at all 
resentful 

X 
not at all 
supportive 
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8. HONESTY 

X X X X X X X 
very moderately not at all 
honest honest honest 

9. LOVE 

X X X X X X X 
not at all moderately very 
loving loving loving 

10. REJECTION 

X X X X X X X 
not at all moderately very 
rejecting rejecting rejecting 

V I. Husbnad's Feelin2s durln2 Interactions with Wife 

Now, please reat the same items again, but this time circle the "X" which 
best describes your feelings inside when interacting with your wife In the 
past month. Make the rat I ng 011 the basis of how you typically felt Inside 

whether you expressed or showed these feelings or not. 
1. HAPPINESS 

X X X X X X X 
very ,ooderate I y not at all 
happy happy happy 

2. ANXIETY 

X X X X X X X 
very mOderately not at all 
anxious anxious anxious 

3. GUILT 

X X X X X X X 
not at all moderately very 
guilty gull ty gui lty 

4. ANGER 

X X X X X X X 
not at all moderately not at all 
angry angry angry 

5. DEPRESSION 

X X X X X X X 
not at all moderately very 
depressed depressed depressed 

6. .. RESENTMENT 

X it v X X X X 1\ 

very moderately not at all 
resentful resentful resentful 

7. SUPPORT 

X X X X X X X 
very moderately not at all 
supportive supportive supportive 
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8. HONESTY 

X X X X X X X 
very moderately not at all 
honest honest honest 

9. LOVE 

X X X X X X X 
not at all moderately very 
loving loving loving 

10. REJECTION 

X X X X X X X 
not at all moderately very 
rejecting rejecting rejecting 

Interactions when Wife is Feelln9 Sad 

Everyone feels some what sad or depressed from time to time. In the normal 

course of dally living we all experience times when we feel very sad, are 

"down In the dumps" or "have the buIes" or the "blahs." 

1. About how many times has your wife felt this way In the past month? 
___ times. In the past year? ___ times. 

2. Generally, about how long do these depressed feelings last? 

X X X X X X X 
never seconds minutes hours 'days weeks months 

3. How do you know that your wife is depressed? What does she do to communicate 

her sadness and depression to you? Consider your interactions for the past 

month. 

a. Does she tell you in words how she Is feeling? 

X X X X X X X 
almost sometimes almost always 

never (about half the time (when depressed) 
(when depressed) when depressed) 

b. Does she become angry and argumentative? 

X X X X X X X 
almost sometimes almost never 
always 

c. Does she withdraw from you by refusing to speak or leaving the room? 

X X X X X X X 
almost sometimes almost always 
never 

d. [}:>es she become phys i ca II y 111 (get a headache, stomach cramps, back pain)? 

X X X X X X X 
almost sometimes almost always 
never 
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e. Does she look or appear depressed but refuse to admit or talk about it? 
X X X X X X X 
almost sometimes almost always 

never 

f. Does she cover It up by actIng overly cheerful or Iitoo happy?" 

X X X X X X X 
almost sometimes almost never 
always 

g. Does she Ilcover Up" her depressed feelings by using more alcohol? 

X X X X X X X 
almost sometimes almost never 

always 

h. Briefly list other things that your wife does that iets you know she 

is sad or depressed: 

4. What is your typical reaction to your wlfels depressions? 

a. Do you discuss the sItuation with her to find out what caused the 

sadness and what you two can do to Improve matters? 

X X X X X X X 
almost sometimes almost always 

never (about half the time (when depressed) 
(when depressed) when depressed) 

b. Do you leave her alone until she feels better? 

X X X X X X X 
almost sometimes almost never 
always 

c. Do you try to cheer her up by Joking or changing the subject? 

X X X X X X X 
almost sometimes almost never 
always 

d. Do you' become angry at her for acting that way? 

X X X X X X X 
almost somt~tin1es almost always 
never 

e. Do you become depressed as well? 

X X X )(' X X X 
almost sometimes almost alway"s 

never 



f. Do you feel gull ty because you may have had something to do with 

her depression? 

X X X X X X X 
almost sometimes almost never 
always 

g. Do you give her support and comfort when you really don't mean it? 
X X X X X )( X 
almost sometimes almost always 
never 

h. Do you give her physical comfort like hugging and being close? 

X X X X X X X 
almost sometimes almost always 
never 

i. Briefly list other things that you do when your wife becomes depressed: 

J. What effect do these things you do usually have on your wife's 

depression? 

x 
very 
harmful 

X X X 
neutral 

X X X 
very 

helpful 
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II. 

Back5jround Information 

Relationship Questionnaire 
(FORM W) 

1. Name . ___________ .2. Age. ____ ... 3. Sex'--____ _ 

4. Education (In years) 5. Occupation ------
6. Ethnic Background: Anglo Black Chicano Other (speclfy) ____ _ 

(circle one) 

7. Today's Date 

Relatlonshle Histor~ 

1. How long have you been married? __ years 

2. Number of previous marriages? 
3. Number of children 1 ivlng at home? __ 4. Thel r ages? ____ _ 

5. How long did you know your spouse before you got married? ____ _ 
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6. Have you and your current spouse ever received marital counseling or therapy? 
__ Yes __ No If yes, how many sessions? __ 7. When? __ (month & year) 

III. Personal History 

1. Have you ever received professional counseling or psychotherapy? __ Yes __ No 

2. If yes, how many sesslons? __ 3. When? (month & year) 

4. Have you ever had a period that lasted at least one week when you were 

bothered by feeling very sad or depressed? __ Yes __ No (If yes, complete 

next Items; If no, skip to item number 12 on the top of the next page.) 

5. DurIng this time (depression), dId you seek help from anyone such as 

your doctor, a counselor, clergyman, or a frlend? __ Yes __ No 

6. Durl ng the ~ of these times, were you bothered by (check as many as app ly) : 
a. Increased appetIte and weight gain? How much did you galn? ____ pounds 

b. Decreased appetite and weight loss? How much did you lose? ____ pounds 

c. Increased usual amount of sleep? How much more than usual? __ hours/nlght 

d. Decreased usual amount of sleep? How much less than usual? __ hours/nlght 

e._Loss of usual energy? 

f._Loss of Interest or pleasure In usual activities? 

g._Feelings of guilt? 

h._DIfficulty In concentrating? 
i._SuIcidal thoughts or actions? What dId you do? __________ __ 

J._Feellngs of Increased thoughts or actions? 
k._Feellng of being slowed down In speech or actions? 



7. How much did these feelings of 

work or get along with. others? 
depression interfere with your ability to 

(el rcle the appropriate "X") 

x x 
no 
interference 
(could still work as 
well as when not de
pres!'!ed) 

X X X X X 

moderate 
Interference 

(still able to work some, 
but quality of ' work defi
nitely affected by 
depression) 

totally unable 
to work (had to stay 

at home or hospital 
because of depression) 

8. When was the first of these periods? (month/year) 

9. When was the last of these periods? (month/year) 

lO. When was the ~ (most depressed) of these periods? (month/year) 

11. About how many of these periods have you had In your lifetime? periods 

12. In an average week, how many days do you have at least one alcoholic 

beverage? days per week. 

13. In your judgment, about how often do you become intoxicated? 

X X X X X X 

never monthly 

14. In your judgment, how much a problem Is your alcohol use? 

X X X X X X 
no problem 

X 

dally 

X 
serious 
problem (No Interference 

with activities) (I nterferes wi th 
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moderate 
problem 

(Interferes with at 
least one major area 
of life) 

several major areas of 
life, e.g., work, family, 
hea I th, lega 1) 

IV. Interactions with Spouse (In the past month) 

1. About how often do you and your spouse have sex? times per month 

2. How satisfying are these sexual experiences for you? 

X X X X X X X 
extremely model'ate I y not at all 
satisfying . satisfying satisfying 

3. Who has been making most of the decisions In your marriage for the past month? 

X X X X X X X 
wife half & half husband· 

4. During the past month, how much have you and your spouse openly discussed 

things or "ta I'ked things out" between you? 

X X X X X X X 
no moderate frequent open 
discussion discussion discussion 

5. About how often do you and your spouse get Into heated discussions or 

arguments? 

X X X X X X X 
never monthly weekly dai Iy more than 

once a day 



6. In these arguments, who usually ''wins'' or comes out on top? 

X X X X X X X 
husband half & half wife 

or nei ther 

7. What effect do these arguments have on your marital relationship? 
X 
very 
harmful 

X X X 
neutral 

v. Husband's Actions during Interactions with Wife 

X X X 
very 

helpful 

Please read the following feelings carefully and circle the "X" which best 

describes your husband's actions or behavior while interacting with you during 
the past month. Make the rating on the basis of how much of each feeling he 

exhibited or showed to you, regardless of how he may have been feeling inside. 

1. HAPPINESS 

X 
very 
happy 

2. ANXIETY 

X X X 
moderately 

happy 

X x X 
not at all 

happy 

X~ ____ ~X ______ ~X~ __ ~~~X~~ __ ~X~ ____ ~X~ __ ~~~X~~ 
very moderately not at all 
anxious 

3. GUILT 

X 
not at all 
guilty 

4. ANGER 

X 
very 
angry 

5. DEPRESSION 

X 

X 

X X 
not at all 
depressed 

6. RESENTMENT 

X X 
very 
resentful 

7. SUPPORT 

X 
very 
supportive 

X 

x 

X 

X 

X 

X 

anxious 

X 
moderately 

guilty 

X 
moderately 

angry 

X 
moderately. 
depressed 

X 
moderately 
resentful 

X 
moderately 
supportive. 

X X 

X X 

X X 

X X 

x X 

anxious 

X 
very 

guilty 

X 
not at all 

angry 

X 
very 

depressed 

X 
not at all 
resentful 

X 
not at all 
supportive 
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8. HONESTY 

X X X X X X X 
very moderately not at all 
honest honest honest 

9. LOVE 

X X X X X X X 
not at all moderately very 
loving loving loving 

10. REJECTION 

X X X X X X X 
not at all moderately very 
rejecting rejecting rejecting 

VI. Husband's Feelings during Interactions with Wife 

Now, please read the same items again, but this time circle the "X" whi ch 

best describes your husband's actual feelings inside while interacting with 
you' In the past month. Make the rating on the basis of how he typically 
felt inside whether he expressed or showed the feelings to you or not. 

1. HAPPINESS 

X X X X X X X 
very moderately not at all 
happy happy happy 

2. ANXIETY 

X X X X X X X 
very moderately not at all 
anxious anxious anxious 

3. GUILT 

X X X X X X X 
not at all moderately very 
guilty gull ty guilty 

4. ANGER 

X X X X X X X 
not at all moderately not at all 
angry angry angry 

5. DEPRESSION 

X X X X X X X 
not at all moderately very 
depressed depressed depressed 

6. RESENTMENT 
X X X X X X X 
very moderately not at all 
resentful resentful resentful 

7. SUPPORT 

X X X X X X X 
very moderately not at all 
supportive supportive supportive 



VII. 

8. HONESTY 

X X X X X X X 
very moderately not at all 
honest honest honest 

9. LOVE 

X X X X X X X 
not at all moderately very 
loving loving loving 

10. REJECTION 

X X X X X X X 
not at all moderately very 
rejecting rejecting rejecting 

Interactions when Wife Is Feellnli! Sad 
Everyone feels some what sad or depressed from time to time. In the normal 
course of dally living we all experience times when we feel very sad, are 
"down In the dumps" or "have the bules" or the "blahs. 1I 

1. 

2. 

3. 

About how many times have you felt this way (sad, blue, etc. ) in the past 
month? times. --- In the past year? times. 

Generally, how long do these sad feel i ngs last? 

X X X X X X X 
never seconds minutes hours days weeks months 
How do you let your husband know that you are feel ing sad or depressed? 
What do you do to communicate these feelings to him? Consider your' 

interactions with your husband for the past month: 

a. Do you tell him in words how you are feeling? 

X X X X X X X 
almost sometimes almost always 

never (about half the time (when depressed) 
(when depressed) when depressed) 

b. Do you become angry and argumentative? 

X X X X X X X 
almost sometimes almost never 
always 

c. Do you withdraw from him by refusing to speak or leaving the room? 

X X X X X X X 
almost sometimes almost always 
never 

d. Do you become phys I ca 11 y 111 (get a headache, stomach cramps, etc.)? 

X X X X X X X 
almost sometimes almost always 
never 
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e. Do you look or appear depressed but refuse to admit or talk about It? 

X X X X X X X 
almost sometimes- almost always 

never 

f. Do you cover It up by acting overly cheerful or II too happy?" 

X X X X X X X 
almost sometimes almost never 

always 

g. Do you cover up your depressed feelings by using more alcohol? 

X X X X X X X 
almost sometimes almost never 
always 

h. Briefly list other things that you do which let your husband know 

that you are depressed: 

4. When you are feeling sad or depressed, what does your husband typically do? 
What is his reaction to your depressions? 
a. Does he discuss the situation with you to find out what causes the 

sadness and what you two can do about it? 
X X X X X X X 
almost 
never 

(when depressed) 

sometimes 
(about half the time 
when depress~d) 

b. Does he leave you alone until you feel better? 

X 
almost 

always 

X X X X 
sometimes 

X 

almost always 
(when depressed) 

X 
almost never 

c. Does he try to cheer you up by joking or changing the subject? 

X 
almost 

always 

X X X X 
sometimes 

d. Does he become angry at you for acting that way? 

X 
almost 
never 

X X X 
sometimes 

e. Does he become depressed as we II? 

X X X X 
almost 

never 
sometimes 

X 

X 

X X 
almost never 

X X 
almost always 

X x 
almost always 
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f. Does he feel guilty because he may have had something to do wi th 

your feelings of depression? 

X X X X X X X 
almost sometimes almost never 
always 

g. Does he give you support and comfort when he really does not mean it? 

X X X X X X X 
almost sometimes almost always 
never 

h. Does he give you physical comfort like hugging and being close? 

X X X X X X X 
almost so~etlmes almost always 
never 

I. Briefly list other things that your husband does when you are depressed: 

J. What e"ff-ect do the things that your husband usually does have on 

your depressions? 

X 
very 
harmful 

X X X 
neutra I 

X X X 
very 

helpful 
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Table B-1. Means and F Values on Selected Demographic Variables. 

GROUP MEANS OR TOTALS X2 or 
Variable Depressed Nondepressed Normal F 

a Value 

Wives' Results 

Age 34.1. 40.7 35.2 1.13 

Education 13.4 14.7 16. 1 2.12 

Years Married b 9.6 12.3 9.3 .34 

Previous Marriages c 
.5 .5 .5 0 

Number of children bd 
1.4 1.5 1.1 .25 

Spouse Known e 1.6 3.1 5.4 1.49 

Diagnosis of .7 .6 .3 2.44 
Depression? 

Race f 2.79 

Caucasion 10 10 8 
Black 0 0 1 
Chicano 1 1 2 

Husbands' Results 

Age 37.8 42.8 37.6 .59 

Education 13.1 15.7 15.5 2.20 

Previous Marriages .5 .5 .5 .5 

Diagnosis of .2 .0 .2 .46 
Depression? 

Race 3.20 

Caucasion 11 9 10 
Black 0 1 1 
Chicano 0 1 0 

aA11 £ and X2 tests yielded £ values greater than .05. 

bThese variables were obtained from both husband and wife and did 
not vary between spouses. 

cThe number of previous marriages. 

dTh~ number of children currently living in the home. 

eThe number of years the spouse. was known before the marriage; i.e., 
the length of the courtship period. 
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f Race is a categorical variable therefore the tabled values are group 
totals which were tested with the X2 statistic with DP = 4. 



Table B-2. Treatment Agency and Diagnoses of the Patient Groups. 

Therapist Diagnosisa 

Dysthymic Disorder 

Depressive Personality 

Adjustment Reaction 

Anxiety Neurosis 

Marital Problems 

Alcohol Abuse 

Total 

b Treatment Agency 

Private Hospital 

University Hospital 

State Hospital 

Private Practice 

Total 

aD SM I I I C 1 ass if i cation. 

bAll patients were outpatients. 

Group Totals 
Depressed Nondepressed 

6 

2 

2 

0 

0 

11 

4 

5 

11 

0 

3 

4 

2 

1 

11 

6 

4 

0 

11 
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Table C-1. ANOVA Summary Ta~les for Husband's Feelings of Guilt, 
Anxiety, and Depression, with His Wife. 

Source df Mean Square F Value Eta2 

Guilt 

Main Effect 3 7.98 2.46 

Group Effect 2 9.51 2.94 .08 

Sex Effect 4.91 1. 51 .02 

Interaction 2 5.64 1. 74 

Explained 5 7.04 2.17 

Error 60 3.24 

Total 65 3.53 
Anxiety 

Main Effect 3 8.80 2.55 

Group Effect 2 13.20 3.82* • 12 

Sex Effect .02 .00 .00 

Interaction 2 .56 .16 

Explained 5 5.51 1.60 

Error 60 3.45 

Total 65 3.61 

Depression 

Main Effect 3 -' 2.03 .66 

Group Effect 2 2.77 .90 .03 

Sex Effect' .55 • 18 .00 

Interaction 2 1.23 .40 

Explained 5 1. 71 .56 

Error 60 3.08 

Total 65 2.98 

*.e. < .05. 
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Table C-2. ANOVA Summary Tables for Lock-Wallace Marital Adjustment 
Scores and Husbands' Action/Feeling Differe~ce. 

Source df Mean Square F Value Eta2 

Lock-Wallace Score 

Main Effect 3 3832.85 9. 58~h't 
Group Effect 2 5745.27 14.35~h't .31 
Sex Effect 1 8.02 .02 .00 

Interaction 2 644.42 1.61 
Explained 5 2557.48 6. 389~'t* 
Error 60 400.27 

Total 65 566.21 
Husband's Action/Feeling Difference with Wife 

Main Effect 3 3.16 1.77 
Group Effect 2 0 0 .00 

Sex Effect 1 9.47 5. 32~'t .08 
Interaction 2 .24 • 14 
Explained 5 1. 99 1. 12 

Error 60 1. 78 

Total 65 1.80 

*..e. <; .05. 
*~'t..e. < .01. 



Table C-3. ANOVA Summary Tables for Husbands' Feelings of Anger 
and Rejection ·with Wife. 

Source df Mean Square F Value Eta 2 

Anger 

Main Effect 3 5.44 1. 75 
Group Effect 2 7.41 2.38 .08 
Sex Effect 1.52 .49 .01 

Interaction 2 2. 11 .68 

Explained 5 4. 11 
Error 60 3. 11 

Total 65 3.19 
Rejection· 

Ma i n Effect 3 9.06 3.53* 
Group Effect 2 13.27 5. 15·~* . 14 

Sex Effect .74 .29 .00 

Interaction 2 2.97 1. 15 

Explained 5 6.65 2.58 

Error 60 2.89 

Total 65 2.89 

*.e. < .05. 
1o~.e. < .01. 
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Table 0-1. Rotated Factor Loadings for Husbands' SCL-90 Scales. 

Rotated· Factor 
Variables I I 

Somarization 

Obsessive-Compulsive 

Interpersonal Sensivity 

Depression 

Anxiety 

Hostility 

Phobic Anxiety 

Parinoid Ideation 

Psychoticism 

Additional Items 

General Symptom Index 

Positive Symptom Total 

Positive Symptom Index 

Eigenvalue 

Percent of Variance 

.74 

.77 

.52 

.55 

.77 

.20 

.64 

.55 

.68 

.70 

.81 

.87 

.32 

7.99 
92.20 

.22 

.32 

.43 

.43 

.40 

.82 

.25 

.55 

.36 

.41 

.61 

.36 

.63 

.69 
7.80 

Note. Analysis used principles components method with iterations 
and a Varimax rotation procedure ~ = 50. 
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Table 0-2. Rotated Factor Loadings for Wives' SCL-90 Scales. 

Variables Factor Loadings 

Somatization .27 

Obsessive-Compulsive 

Interpersonal Sensativity 

Anxiety 

Hostility 

Parinoid Ideation 

Psychoticism 

Additional Items 

Eigenvalue 

Percent of Variance 

.61 

.65 

.75 

.45 

.66 

.62 

.63 

4.67 
100.00 

Note. Analysis used principle components method with iterations 
and a Varimax rotation procedure ~ = 50. 
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Table D-3. Rotated Factor Loadings from Factor Analysis of Husbands' 
and Wives' IMI Subscale Scores. a 

Wives' Factors Husbands' Factors 
Variables I II III I II III 

Dominant .80 .10 -.40 .29 -.04 .39 
Competitive .94 · 18 -. 11 .31 -.07 .31 
Hostile .91 · 15 .05 .32 -.04 .09 
Mistrusting .96 .02 -.05 .34 -.09 -.03 
Detached .95 .05 -.07 .34 -.01 .06 
Inhibited .79 .09 .35 .29 · 16 -.26 
Submissive .73 • 15 .34 .31 .12 -.25 
Succorant .48 .06 .64 .22 · 18 -.39 
Abas i ve -.32 .25 .53 .07 .34 -.28 

Deferent -.42 .49 .33 .02 .44 -.17 
Agreeable -.86 .35 .09 -.20 .36 .08 

Nurturant -.83 .42 .04 -.20 .40 • 14 

Affi 1 i at ive -.48 .55 -.40 -. 15 .34 .34 

Sociable -.15 .63 -.29 -.04 .28 .26 

Exhibitionistic .63 .21 -.36 .25 · 14 .38 

Total Impact .75 .67 .10 .30 .34 .08 

Eigenvalue 8.61 2.19 2.00 6.61 3.50 1.84 

Percent of 53.8 13.7 12.5 4L3 21.9 11.5 
Variance 

a Analyses used principle components with iterations and Varimax 
rotation procedure; ~ = 50. 
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Table 0-4. Rotated Factor Loadings for Wife's Relation-
ship Questionnaire. 

Factors (Varimax Rotation) 
Variable II III IV V VI VII VIII IX 

Sex Frequency -.37 .4.2 
Sex Satisfaction 

Decisions? .49 
Discussion Freq. -.43 -.35 .47 
Argument Freq. .55 -.55 -.35 
Who Wins? .38 -.53 
Alcohol Problem .55 
Depressive Ox? .37 
Husb. Action Tot. -.86 
Husb. Feeling Tot. -.80 
Act/Feeling Diff. .66 
Length of Sadness -.62 
Wife's actions when sad: 

talks about it -.90 
becomes angry -.80 
wi thdraws .70 
becomes ill .69 
looks depressed .76 
acts "too happy" .36 .43 
uses alcohol .77 

Husband's reaction 
when wife is sad: 

talk it ave,,·· .65 
leave her alone -.63 
cheer her up .49 
feels angry .62 
feel s depressed .60. 

feels guilty .35 
gives nongenuine .33 

support 

gives physical .48 
comfort 

Eigenvalue 5.9 2.0 1.8 1.7 1.2 1.0 .9 .7 .6 
Percent of Variance 37 13 11 11 8 7 6 5 4 

Note. N = 50. Factor loadings < .33 have been omitted. 



Table D-5. Rotated Factor Loadings for Husband's Relation
ship Questionnaire. 

Factors (Varimax Rotation) 
Variable II III IV V VI VII VIII IX: 

Sex Frequency -; .56 
Sex Satisfaction .38 
Decisions? .76 
Argument Freq. .66 
Who Wins? .45 .39 -.41 

ll.lcohol Problem .43 
Depressive Ox? .63 
Husb. Actions Tot. .88 
Husb. Feel ing Tot. .90 
Act/Feeling Diff. -.37 .38 

Length of Sadness .70 

Wife's actions when sad: 

talks about it .58 .49 
becomes angry .35 
wi thdraws :82 
becomes ill .40 
looks depressed .34 .53 
acts "too happy'l .51 .37 
uses more alcohol .98 

Husband1s Response 
when wife is sad: 

talks it over .71 
leaves her alone -.88 
cheers her up 

feels angry -.39 .47 
feels depressed .37 .46 .57 
feels gull ty .73 
nongenuine supp. 

physical comf()/"t -.40 .41 

Eigenvalue 4.4 2.9 2.4 2.2 1.7 1.5 1.4 1.3 1.2 

Percent of Variance 16 11 9 8 6 6 5 5 4 

Note. N = 50. Factor loading < .33 have been omitted. 
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Table E-1. Means and Standard Deviations from the Relationship Questionnaire. 

Husbands Wives 
Item Depressed Nondepressed Normal Depressed Nondepressed Normal 

Age 34.1 (11.2) 42.8 (12.8) 37.6 (13.9) 34.1 (11.2) 40.7 (9.8) 35.3 (12.1) 
Education (years) 13.1 (3.1) 15.7 3.3) 15.5 (3.8) 13.4 (3.8) 14.7 (2.8) 16.1 (2.7) 
Years married 9.6 (6.7) 12.3 12.2) 9.3 (8.6) 9.6 (6.7) 12.6 (12.4) 9.0 (8.8) 
Previous marriages .5 (.9) .5 ( .8) .3 (.5) .5 (.9) .5 (.7) .5 (.8) 
Number of children at home 1.4 (1. 3) 1.5 (1.4) 1.1 (1.1) 1.4 (1. 3) 1.6 (1. 4) 1. 1 (1.1) 
Length of courtship (years) 1.7 ( 1.6) 3.1 (3.0) 5.4 (8.4) 1.8 (1.6) 3.1 (3.0) 5.3 (8.5) 
Previous psychotherapy? .7 (.5) .5 (.5) .1 (.3) 1.0 (0) 1.0 (0) .6 ( .5) 
Previous marital therapy? .8 (.4) .• 4 (.5) .2 ( .4) .6 (.5) .5 (.5) .2 ( .4) 
Previous depressive episode? .6 (.5) .6 (.5) .3 (.5) 1.0 (0) .7 (.5) .8 (.4) 

Sought outside help? .6 (.5) .6 (.5) .7 (.6) .9 (.3) 1.0 (0) .8 (.4) 
Number of symptoms 5.0 (3.1) 3.9 (2.7) 5.3 ( .6) 6.7 (1.6) 6.6 (2.1) 3.8 (2.3) 
Amount of interference 2.7 (1.6) 2.4 (2.0) 4.0 (2.0) 3.5 (2.1) 3.4 (1.6) 2.2 (1.5) 
Number of episodes (life) 3.6 (4.8) 3.0 (2.0) 2.3 (2.3) 13.3 (28.4) 16.1 (36.1) 2.9 (1. 3) 

Alcohol frequency 1.9 (2.1) 3.5 (3.0) 2.7 (2.7) 1.0 (2.3) 1.4 (2.2) 2.6 (2.8) 
Intoxication frequency 1.2 (1 .3) 1.7 (1.8) .6 (.7) .2 ( .4) .4 (.6) .8 (1 .2) 
Alcohol problem rating .3 (.5) 1.1 (1.6) .2 ( .6) 0 (0) .1 (.3) 0 (0) 
Sex frequency/month 7.3 (5.3) 5.7 (3.3) 5.6 (3.2) 3.9 (3.7) 7.1 (4.3) 7.6 (5.2) 
Sex satIsfaction rating 4.3 (1.8) 4.6 (1.4) 4.5 (1.2) 2.7 (1.8) 4.3 (1.4) 3.9 (1.7) 
Marital decisions (O=wife) 3.3 (1.0) 3.1 (.7) 3.1 (.7) 2.6 (1.4) 2.8 (1.3) 2.7 (.7) 
Marital discussio~ frequency 3.3 (1 .3) 4.3 (1.6) 3.6 . (1.3) 3.1 (1.9) 4.9 (1 .3) 4.5 (1.3) 
Marl ta I argument frequency 2.6 (1.7) 2.2 (1.3) 1.9 (1.4) 3.0 (1.8) 2.0 (1. 5) 1.6 (1.4) 
Argument winner· (O=wife) 2.8 (.6) 2.6 (1. 1) 2.9 (.7) 3.7 (1.6) 3·3 (.6) 3.0 (0) 
Argument effect (O=negat I vel 2.7 (2.1) 3·3 (1.6) 3.0 (1.3) 2.9 (2.3) 3.9 (1.4) 3.3 (1.3) 
Husband1s actions with wife: 

Happiness (+) 3.0 (1. 5) 4.0 ( .8) 4.2 (1. 3) 2.8 (1.1) 4.4 (1 .3) 4.0 (1.5) 
Anxiety (-) 3.4 (1.4) 3.7 (1.5) 4.0 (1.3) 2.8 (1.9) 4.2 (1 .3) 3.8 (2.0) 
Guilt (-) 3.8 (1. 6) 5.3 ( .9) 4.6 (2.2) 3.6 (2.3) 4.4 (1.9) 5.7 (.5) 
Anger (-) 3.5 (1.3) 3.1 (1.7) 4.4 (1.4) 2.6 (2.1) 3·3 (2.5) 4.5 (1.4) 
Depression (-) 3.4 (1.2) 4.7 (1.0) 5.0 (1.5) 4.0 (1.7) 4.0 (2.0) 4.9 (1.1) 
Resentment (-) 4.1 (1.3) 4.5 (1.1) 5.3 (1.3) 3.5 (2.6) 4.2 (1.8) 5.3 (1.3) 
Support (+) 3.6 (1. 3) 4.5 (1.5) 4.8 (1.2) 3.3 (2.5) 4.1 (2.6) 5.0 (1. 0) 
Honesty (+) 4.4 (1.0) 5.5 (.5) 5.3 (1.0) 2.9 (2.4) 4.4 (1.8) 5.6 (.7) 
Loving (+) 3.7 (1.6) 4.6 (1.4) 4.5 (1.8) 3.5 (2.2) 4.6 (1.5) 5.4 (1. 3) 
Rejection (-) 3.9 (1.4) 4.7 (.9) 4.7 (.4) 3.3 (2.4) 4.8 (1.3) 5.5 (.7) 

.j:-
a 



Table E-l--Continued 

Husbands Wives 
Item Depressed Nondepressed Normal Depressed Nondepressed Normil-l 

Husband's feeling with wife: 
Happiness (+) 3.0 (1.5) 4.1 (1. 3) 3.8 (1. 7) 3.6 (1.7) 4.5 (1.5) 3.8 (1.4) 
Anxiety (-) 2.4 (1.4) 3.6 (1.4) 3.9 (1.9) 2.4 (2.3) 3.8 (2.0) 3.4 (2.0) 
Gu II t (-) 3.5 (1.6) 4.9 (1. 2) 4.0 (2.4) 3.8 (2.3) 4.6 (2.1) 5.7 ( .5) 
Anger (-) 3.1 (1.6) 3.0 (1.6) 4.4 (1.4) 3.2 (2.4) 4.0 (1.8) 4.1 (1.3) 
Depression (-) 3.3 (1.4) 4.3 (1.1) 3.9 (2.3) 3.7 (2.0) 3.9 (1.9) 4.3 (1.6) 
Resentment (-) 4.0 (1.6) 4.0 (1.2) 5.0 (1.9) 3.8 (2.6) 4.3 (2.0) 4.7 (2.1) 
Support (+) 3·1 (1.8) 4.2 (1.8) 4.6 (1.7) 3.8 (2.2) 4.3 (1.3) 5.4 (1.2) 
Honesty (+) 4.8 (1.0) 5.2 ( .8) 4.8 (1.5) ~.4 (1.8) 4.0 (1.8) 5.8 ( .4) 
Loving (+) 3.6 (1.6) 4.6 (1.6) 4.3 (2.1) 4.0 (2.2) 4.6 (1.6) 2.0 (1.6) 
Rejection (-) 3.9 (1.5) 4.2 (1 .6) 4.8 (1.7) 4.3 (2.2) 4.2 (1.6) 5.7 ( .5) 

Wife's sadnesses/month 12.5 (9.4) 6.3 (6.0) 3.6 (5.6) , 9.1 (10.3) 6.3 (6.0) 1 .8 . (. 9) 
Wife's sadnesses/year 122.7 (83.0) 36.1 (43.2) 25.6 (58.0) 33.0 (32.1) 36.1 (4j.2) 14.1 (15.9) 
Length of sadnesses 3.9 (1.0) 3.6 ( .8) 3.1 (.8) 3.5 ( .5) 3.6 (.8) 3.0 ( .5) 

Wife's Behavior in sadness: 
Talks about .It 2.9 (1. 5) 3.9 (1. 5) 3.9 (1.6) 3.0 (2.3) 3.9 (i. 5) 3.9 (2.2) 
Becomes angry 3.8 (1.1) 3.3 (1.2) 3.0 (1.3) 4.1 (2.4) 3.3 (1.2) 3·2 (1. 7) 
Withdraws from husband 3.6 (1.2) 3.0 (1. 7) 2.5 (1.6) 2.8 (2.0) 3.0 (1.]) 2.1 (1.8) 
Becomes physically III 2.9 (1.3) 3.5 (2.0) 1.8 (1.5) 2.2 (2.0) 3.5 (2.0) 1.7 (1.8) 
Refuses to talk about it 3.6 (1.5) 2.4 (1.6) 1.6 (.8) 2.7 (2.3) 2.4 (l.G) 1.5 (1 .7) 
Acts overly-happy 1.6 (1. 1) 1.0 (1.9) 1.5 (1.8) 1.5 (2.2) 1.0 (1. 9) 1.3 (1.8) 
Covers It with alcohol .1 (.3) 0 (0) .6 (1.8) .1 (.3) 0 (0) .2 (.7) 

Husband's response to wife: 
(2.4) Talks it over with her 3·5 (1.9) 4.2 (1.5) 4.1 (1.5) 3.0 4.2 (1.5) 4.1 (2.1) 

Leaves her alone 3.1 (1.3) 2.6 (1. 1) 3.4 (1. 3) 2.2 (1.9) 2.6 (1.2) 2.4 (1.6) 
Tries to cheer her up 2.9 (1.4) 2.9 (2.0) 3.4 (1.4) 1.9 (2.0) 2.9 (2.0) 2.4 (1.7) 
Feels angry with her 2.3 (1.6) 1.4 (1.1) 1.6 (1 .3) 2.3 (2.3) 1.4 (1.1) 1.3 (1.7) 
Fee I s depressed as t.e II 2.9 (1.8) 2.2 (1. 7) 2.1 (1.2) 1.8 (1.5) 2.2 (1.7) 1.9 (1.9) 
Feels guilty about it 3.1 (1.6) 2.2 (1. 7) 2.8 (1.4) 2.0 (2.3) 2.2 (1.7) 2.6 (2.0) 
Gives nongenuine support 1.1 (1.0) 1.5 (1.4) 2.0 (1.7) 1 .1 (1.4) 1.5 (1.4) .8 (1.4) 

Gives physical comfort 3.7 (1.9) 4.3 (1.6) 3.1 (2.1) 1.4 (2.4) 4.6 (1.6) 4.5 (2.3) 

Effect of husband's action 3.4 (1. 3) 4.6 (.7) 4.4 (.9) . 2.8 (2.2) 4.6 (.7) 4.4 (1.4) 

-'=" 
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