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The association between relationship functioning and depressive symptoms is well estab-
lished. This study examined the effects of the Marriage Checkup, a brief two-session Assess-
ment and Feedback relationship intervention, on depressive symptoms. Two hundred and
nine married couples participated in the Marriage Checkup and were randomized into Treat-
ment (N = 108) and Waitlist-Control Conditions (N = 101). Compared to the control
condition, intervention participants reported significant improvements in depressive
symptoms (d = 0.55), with an even greater effect for those who were reporting more severe
baseline depression symptoms (d = 0.67). These outcomes are comparable to those within
long-term individual psychotherapy, couple therapy, and pharmacology trials, making this
the briefest intervention to date to demonstrate significant improvements in depressive symp-
toms. Clinical implications are discussed.

Intimate relationship quality is strongly associated with mental health outcomes. The link
between depressive symptoms and marital discord is widely recognized (Beach, Katz, Kim, &
Brody, 2003; Christian, & O’Leary, & Vivian, 1994; Whisman, 2007) and the bidirectional nature
of the association is well established (Whisman, 2001). Individuals suffering depressive symptoms
are more likely to have distressed relationships, and individuals in distressed relationships are over
three times more likely to experience Major Depression and over five times more likely to experi-
ence Dysthymia (Whisman, 1999). The consistency of these findings highlights the important role
interpersonal relationships play in overall mental health, and the promising potential for address-
ing depression at a relational level.

Couple Interventions for Depression

Given the association between marital distress and depression, several researchers have devel-
oped couple-based interventions in an effort to address individual mood disorders. Relationship
scientists have gathered compelling evidence for the effectiveness of couple therapy for treating the
symptoms of depression (Barbato & D’Avanzo, 2008; Beach & O’Leary, 1992; Bodenmann et al.,
2008; Cohen, O’Leary, & Foran, 2010). Barbato and D’Avanzo (2008) conducted a meta-analysis
of 567 subjects and found that couple therapy for depression as well as individual therapy for
depression worked with the added benefit of also reducing relationship distress. In addition,
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several intervention studies specifically targeting relationship satisfaction have found a concurrent
reduction in depression symptoms (Whisman & Beach, 2012). Furthermore, research indicates that
the reduction of depression symptoms is, at least partially, mediated by improvements in relation-
ship satisfaction (Beach & O’Leary, 1992).

More recently, researchers examined the efficacy of an online relationship program on rela-
tionship functioning and individual outcomes such as depression (Doss et al., 2016). Partners com-
pleted online activities and participated in four 15-min calls with a study staff member, totaling
8 hrs of participation time. Individuals in the treatment condition experienced significant reduc-
tions in depressive symptoms (d = 0.50) compared to those in the waitlist condition, with an even
greater effect for those who reported more significant depressive symptoms at baseline (d = 0.71).
Taken together, the literature in this area suggests that couple therapy is an effective and promising
treatment for individuals suffering from depression, whether the primary aim of the intervention is
the depression or relationship discord.

Individual Pharmacological and Psychotherapy Interventions for Depression

Despite the emergence of relational treatments for depression, the majority of existing
research examines individual-level treatments. A significant volume of research in this area
involves pharmacological treatments. This is significant for couples because many individuals trea-
ted for depression pharmacologically are in long-term relationships and are motivated to seek
treatment either by their partner or because of the effects of their depressive symptoms on their
relationship. Hundreds of randomized controlled trials have claimed that antidepressants are more
effective in the treatment of depression than placebo (Cipriani et al., 2018; Mulrow et al., 1998).
However, there are discrepancies in reported effect sizes within these trials and while antidepres-
sants have demonstrated superiority over placebo, only 25-30% of people achieve full remission
and 40-50% of people do not respond at all (Kocsis, 2003). Notably, when unpublished data are
taken into consideration (controlling for the publication bias), Kirsch and colleagues discovered
that pharmacological treatments fail to demonstrate a significant difference from placebo (2008).
One thing that has been demonstrated is that the baseline depressive symptom severity is a signifi-
cant predictor of treatment outcomes with antidepressant medications (Fournier et al., 2010; Khan
et al., 2002; Kirsch et al., 2008), such that the effect size of the drug—placebo difference tends to
range from small for those experiencing mild to moderate depressive symptoms (e.g., d = 0.20) to
large for those experiencing more severe symptoms (e.g., d = 0.81; Fournier et al., 2010). These
findings indicate that the effectiveness of pharmacological treatments for depression varies signifi-
cantly based on baseline symptom severity. Taken together, the existing literature paints a compli-
cated, unresolved, and potentially biased picture of pharmacological treatments of depression.

Psychotherapy treatments for depression have existed nearly as long as pharmacological solu-
tions, and their efficacy has been clearly demonstrated. A meta-analysis of 12 studies of empirically
supported treatments (ESTs) for depression found that the median effect-size for reducing depres-
sive symptoms was small (¢ = 0.30), with 54% of participants (who completed treatment) report-
ing improvement (Westen & Morrison, 2001). In terms of long-term effects, the one study, of the
12, that followed clients for a significant period of time, found no difference between the treatment
and control condition at 18 months, suggesting that the majority of people did not sustain
improvement in depressive symptoms following therapy (Westen & Morrison, 2001). Additional
studies have shown similar results, reporting a 48% response rate after completing 16 sessions
(e.g., Keller et al., 2000). A common theme in the existing literature is the assumption that depres-
sion, and particularly chronic depression, requires more frequent therapy sessions in order to yield
positive results (e.g., Thase et al., 1994).

When pharmacological and psychotherapy treatments for depressions are directly compared,
researchers have found that participants who received cognitive therapy were less likely to relapse
after treatment than those who discontinued antidepressant medication, and no more likely to
relapse than those who continued their medication (Evans et al., 1992; Hollon et al., 2005). Overall,
the research indicates that antidepressant medication and psychotherapy are about equally effec-
tive in treating depression. Psychotherapy is the preferred treatment for mild to moderate depres-
sions (National Institute for Health & Care Excellence, 2009), the combination of some forms of
psychotherapy with pharmacological treatments may be superior to either approach alone when
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the patient is experiencing severe symptoms (Arnow & Constantino, 2003; Keller et al., 2000), and
psychotherapy tends to have more enduring effects than pharmacological approaches (Hollon
etal., 20095).

The Marriage Checkup. The present study investigated the effect a relationship-oriented
annual checkup had on depressive symptoms. The Marriage Checkup (MC) is a brief, preventative
intervention designed to be the relationship health equivalent of physical and dental health check-
ups. Given the supposition that relationships are a comprehensive health system (Cordova, 2013),
the MC was developed to attend to the health and well-being of our relationships in the same way
that we attend to the health and well-being of our teeth and bodies. The MC, comprised of an
Assessment and Feedback session, draws on therapeutic techniques from Motivational Interview-
ing (MI; Miller & Rollnick, 2002) and Integrative Behavioral Couple Therapy (IBCT; Jacobson &
Christensen, 1996). More specifically, couples are guided through a discussion about their relation-
ship history and what drew them together, invited to identify and celebrate their primary strengths
as a couple, and finally work with the clinician to create a deeper and more compassionate under-
standing of their chief concerns (for more information on the Checkup protocol, please see
Cigrang et al., 2016). Targeted toward all couples at any stage in their relationship, the MC is
designed to reduce barriers to help seeking present in traditional Couple Therapy contexts (Morrill
etal., 2011).

The goals of the Marriage Checkup, in the service of building intimacy between partners, are
threefold. First, the MC aims to reorient the couple toward the strengths and positive qualities of
their relationship. This should theoretically diminish depressive symptoms through a similar mech-
anism demonstrated within the gratitude literature, in that the depressive symptoms are often char-
acterized by a hyper focus on negative thoughts, feelings, and experiences. Within this literature
there is evidence to suggest that shifting the focus of attention to more positive qualities of experi-
ence results in improved mood outcomes (Lambert, Fincham, & Stillman, 2012). In addition,
within the treatment theory of the MC, increasing couple focus on the positive qualities of the rela-
tionship enhances intimacy by creating a more positive emotional context within which vulnerable
experiences can be met. Second, the MC works to foster acceptance of common relationship con-
cerns and patterns the couple may be experiencing. This should work to diminish depressive symp-
toms via an increase in the type of psychological flexibility (in the relationship context) targeted by
third-wave acceptance approaches (Hayes, Luoma, Bond, Masuda, & Lillis, 2006). Within the
MC, meeting common concerns with acceptance facilitates intimate events, which in turn increase
the experience of felt intimacy (Cordova & Scott, 2001). Finally, the MC intends to reactivate the
partners to wholeheartedly attend to the health and well-being of their relationship. This theoreti-
cally should diminish depressive symptoms through a similar mechanism to that demonstrated in
the behavioral activation literature (Jacobson et al., 1996). The Marriage Checkup is intended to
address a range of relationship issues, including those related to partners’ mental health. While the
MC does not specifically treat psychopathology, it does address any mental health issues raised by
the couple.

In a randomized controlled trial, the MC demonstrated significant gains in relationship satis-
faction, intimacy, and acceptance (Cordova et al., 2014). Couples showed sharp gains in all out-
comes in the weeks immediately following both their first and second checkup. Those gains
mostly held steady in the year following the first checkup, and slowly eroded over the year follow-
ing the second checkup. Based on the existing literature, we had three primary hypotheses for the
current study. First, couples in the treatment group would show reductions in depression symp-
toms after participating in their Marriage Checkup, compared to couples in the control group.
Second, depressed individuals at baseline would show larger treatment effects than nondepressed
individuals. And finally, the treatment effect would be mediated by relationship satisfaction.

Study Overview

The present study tested the efficacy of a randomized control trial of the Marriage Checkup
on depressive symptoms and was built on previous work in several ways. First, in line with the
checkup model, the Marriage Checkup is substantially briefer than previous approaches, lasting a
total of three therapy hours: 90 min for the Assessment Session and 90 min for the Feedback Ses-
sion. The majority of couple-based interventions targeting mood disorders and relationship
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distress involve 16-20 hrs of therapy (Bodenmann et al., 2008; Jacobson, Dobson, Fruzetti, Sch-
maling, & Salusky, 1991; O’Leary & Beach, 1990) and the briefest known therapy study to date
required 10 therapy hours (Cohen, O’Leary & Foran, 22010). Cutting the time requirement even
further, Doss et al. (2016) offered an 8-hour IBCT-based online program for couples (though this
intervention did not include any time with an actual therapist and was predominantly self-driven).
The MC appraoch used in the current study required only a three hour time committment, less
than half of the time of even the briefest exisitng options for couples.

Second, the MC uses an acceptance and motivational enhancement-based approach to help
couples. Nearly all of the studies examining couple therapy for depression emphasize changing
behaviors and cognitions (Beach & O’Leary, 1992; Emanuels-Zuurveen, & Emmelkamp, 1996;
Foley, Rounsaville, Weissman, Sholomskas, & Chevron, 1989; Jacobson et al., 1991; Teichman,
Bar-El, Shor, Sirota, & Elizur, 1995; Whisman & Beach, 2012). Only a handful of studies employed
a noncognitive or behavioral-based approach. Of the few, one looked at the efficacy of systemic
couple therapy for depression (Leff et al., 2003), one examined Emotionally Focused Therapy
(EFT), an attachment-based approach, compared to treatment as usual for depression, (Witten-
born, Liu, Ridenour, Lachmar, Mitchell, & Seedall, 2018), and a third tested an online IBCT pro-
gram for relationship distress and individual outcomes (Doss et al., 2016). The potential benefit of
an acceptance and motivational-based treatment is that these approaches lend themselves to
briefer and yet equally effective interventions (Miller & Rollnick, 2002). The current study is inno-
vative in that it is the first study to examine the effects of an in-person, dyadic, acceptance-based
approach to the treatment of relationship health, examining depression as a major outcome vari-
able. Finally, the current study evaluates the use of an annual Booster checkup and utilizes cutting
edge data analytic techniques to model the phenomenon in a more accurate and nuanced way than
previously possible.

METHODS

Participants

Participants were 215 couples recruited from a New England city; 209 were opposite-sex cou-
ples, and six were same-sex couples. Same-sex couples were excluded from the analysis for two rea-
sons: we did not have enough same-sex couples to make meaningful inferences about them
separately from opposite-sex couples and we planned to test sex-specific effects. The average age of
the participants was 44.5 years for women (SD = 10.8) and 46 years for men (SD = 11.4) with a
range of 20-78 years. The majority of participants were Caucasian (93.3%), followed by Black
(2.7%), Asian (2.7%), Hispanic (1.7%), and American Indian (0.7%). The average length of the
marriage was 15.2 years (SD = 12.0, ranging from 22 days to 56 years). On an average, couples
had two children, and a household income between $75,000 and 99,000. The majority of the
sample (88%) graduated high school, and 43.9% had a bachelor’s degree or higher.

Procedures

When couples were determined eligible to participate, the Research Coordinator randomly
assigned an identification number from the master randomization list. The identification number
was placed on a key and on the couple’s pretreatment questionnaires. Couples were enrolled in the
study following return of the pretreatment questionnaires and informed of their treatment condi-
tion. Couples in the treatment condition completed baseline questionnaires and then attended their
MC, which consisted of an Assessment and Feedback Session. One year after their initial checkup,
treatment couples participated in a Booster MC, where they followed the same procedures as the
first year. Couples in the wait-list control condition were offered an MC after 2 years. All partici-
pants completed questionnaires throughout 2 years of follow-up. The current analysis includes five
time points: baseline, and measures collected every 6 months through 2-year follow-up. More
detailed information on procedures and participant flow can be found in Cordova et al. (2014).

Measures

Depression. We measured depression with the Center for Epidemiologic Studies Depressions
Scale (CES-D; Radlof, 1977). The CES-D is a 20-item self-report scale designed to measure
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depressive symptom frequency. Scores range from 0 to 60, with higher scores indicating greater
symptoms. Typical items include “I was bothered by things that usually don’t bother me” and “I
felt that everything I did was an effort.” Internal reliability for this scale was high for women
(Cronbach’s o from .90-.92) and men (o from .87-.92).

Relationship satisfaction. We measured relationship satisfaction with the Quality of Marriage
Index (QMI; Norton, 1983) and the global distress subscale of the Marital Satisfaction Inventory-
Revised (GDS; Snyder, 1997).

Quality of marriage index—The QMI is a six-item self-report scale designed to measure gen-
eral satisfaction within married relationships. Scores can range from 6 to 45 with higher scores
indicating greater levels of satisfaction, and lower scores indicating greater levels of distress. Items
include “my relationship with my partner is strong,” “my partner and I are really a team,” and
“my relationship with my partner makes me happy.” Response options on the first five questions
range from 1 (strongly disagree) to 7 (strongly agree). The sixth item assesses the general degree of
happiness within the relationship and is answered on a 10-point scale ranging from 1 (extremely
low) to 10 (extremely high). Internal reliability for this measure was extremely for both women
(Cronbach’s o from .94-.97) and men (o from .92-.97).

Marital satisfaction inventory-global distress subscale—The GDS measures overall marital sat-
isfaction with 22 true or false questions describing the relationship. Example items include, “There
are many things about our relationship that please me,” “Our relationship has been very satisfy-
ing,” and “The good things in our relationship far outweigh the bad.” Items were summed and
converted to t-scores (Snyder, 1997). Internal consistency in this sample was good for women (o
from .92—.94) and men (o from .91-.94).

Analytic Strategy

We used latent change score models in a structural equation modeling framework to examine
changes in depression symptoms across time, and multivariate latent change models to examine
the dynamic relationships between depression and relationship satisfaction across couple members
(McArdle, 2009). Latent change score models are an extension of latent growth models (Meredith
& Tisak, 1990). Similar to growth curves, they include a slope term that captures the average tra-
jectory of change. In addition to modeling trajectories, latent change models include change scores
between each wave that capture deviations from the average amount of change. For the univariate
models, this was a convenient way to model nonlinear within-person and between-person trajecto-
ries. For the multivariate models, latent change scores were preferable to other common
approaches (e.g., growth curves) because they allowed more flexibility to examine the dynamics of
change from wave-to-wave, allowing us to disentangle contemporaneous from time-lagged associ-
ations between variables, and dynamic processes that occurred across partners and over time.
Multigroup models were employed to explicitly model differences in means and variances between
treatment arms.

Models were built in a stepwise fashion. Preliminary models indicated moderate correlations
between partners’ scores for satisfaction (r = .54—.61) and smaller correlations for depression
(r = .18-.40), indicating that it would be more appropriate to model processes at the individual-
level rather than to assume processes occurring at the couple level (i.e., a common fate model).
First, separate models were fit to men and women to ensure good local fit of means and variances.
The best fitting model for each sex was then combined and covariances were included between
partners’ scores at each time wave. After finding the best fitting combined model for men and
women, we examined differences between the treatment and control groups with a multigroup
invariance testing strategy. The baseline model allowed all parameters to vary across intervention
arms. To increase parsimony, we used the free baseline approach (Stark, Chernyshenko, & Dras-
gow, 2006) beginning with an unconstrainted model and testing simpler models by imposing suc-
cessive equality constraints between treatment and control groups. Differences between nested
models were tested stepwise using the Wald Test (Wald, 1945). The Wald Test compares the fit of a
model where parameters are constrained equal to one and where the same parameters are freely
estimated. It is chi-square distributed and asymptotically equivalent to a chi-square test. Global fit
for all models was evaluated with the chi-square test, where a nonsignificant result indicates a good
fit of the model to the data, and the Comparative Fit Index (CFT), Tucker Lewis Index (TLI), and
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root mean square error of approximation (RMSEA), where values >.95 indicated acceptable fit for
the CFI and TLI, and below .06 indicated acceptable fit for the RMSEA (Hu & Bentler, 1999).

All structural equation modeling analyses were conducted in Mplus version 7.3. Because our
depression outcome was nonnormally distributed (skew range: 0.70-1.57, kurtosis range: —0.48 to
2.72), we used a maximum likelihood estimator with robust standard errors (i.e., a sandwich esti-
mator called with the MLR estimator in Mplus) (Muthén & Muthén, 1998-2011). We calculated
standard errors for indirect effects using bias-corrected bootstrapping, which is preferable to
model-based standard errors because it accounts for nonnormality of indirect effects (Williams &
MacKinnon, 2008).

Missingness increased over time to a maximum of 28% at 2 years for women, and 31% at
1 year 6 months for men (27% at the final wave). Little’s Missing Completely At Random test
indicated there was patterning to missingness (x*(152) = 208.73, p = .002), which is common in
longitudinal studies with dropout. Maximum likelihood estimators are unbiased under conditions
up to missing at random (Enders & Bandalos, 2001), meaning that if missingness/dropout was
dependent on the level of a variable already included in the model (e.g., depression) then estimates
would remain unbiased. Previous analyses using pattern mixture modeling in this sample have
indicated that missing at random was a reasonable assumption for these data (Cordova et al.,
2014). To calculate the treatment effect (Hypothesis 1), we fit a multigroup model and parameter-
ized the latent change component of the model to reflect additive change. The trajectory compo-
nent of the model (e.g., the linear slope) was constrained equal between the treatment and control
groups. The average change score for the control group was centered at zero and change scores
were freely estimated in the treatment group. This parameterization is known as an additive-
change model (McArdle, 2017), meaning that the amount of change in the control group was
entirely captured by the linear slope, but the treatment group had an additional, nonlinear compo-
nent of change captured by the change scores at each wave. A significant time-varying change score
meant the amount of change for that period was significantly different between groups. The total
treatment effect at each wave was calculated by summing all change scores up to that point.
Cohen’s d effect sizes were calculated by dividing cumulative treatment effects by the pooled base-
line standard deviation (Cohen, 1988). Because preliminary analyses indicated that participants in
the treatment group had higher baseline levels of depression, we took two steps to adjust these dif-
ferences. First, we adjusted for baseline differences by calculating treatment effects as the amount
of change that occurred over treatment rather than as differences in endpoints only (i.e., differ-
ence-in-differences analysis; Dimick & Ryan, 2014). Second, because change may be related to
baseline scores, we controlled this by regressing change scores on the baseline intercepts.

To examine moderation (Hypothesis 2), we included a dummy variable that characterized
high baseline severity using the recommended CES-D cut score of 16. We tested whether high base-
line severity was associated with larger changes at each time point and larger changes in the treat-
ment group than the control group. To calculate the moderation effect, we subtracted the
difference between groups at each time point using the delta method via the MODEL CON-
STRAINT command in Mplus (Raykov & Marcoulides, 2004). To calculate the cumulative mod-
eration effect, we summed these differences across time. For effect size estimates, we calculated the
total effect for the group with clinically significant symptoms by adding the main effect to the mod-
eration effect.

To examine mediation (Hypothesis 3), we used a multivariate latent change model (McArdle,
2009). Relationship satisfaction was included as a latent variable measured by the QMI and GDS.
Factor loadings were fixed to 1 at all time points for the QMI, and loadings for the GDS were held
equal across time and across men and women to ensure that marital satisfaction was measuring the
same construct in both partners.

In the multivariate latent change model, we examined how husbands’ and wives’ changes in
relationship satisfaction related to their own and each others’ changes in depressive symptoms
(i.e., an actor—partner model; Cook & Kenny, 2005) both contemporaneously and with a 6-month
time lag (See Figure 1). We hypothesized that we would see stronger contemporaneous effects
(changes occurring across the same wave) and weaker time-lagged changes, as we expected depres-
sive symptoms and relationship satisfaction to be tightly intertwined. We tested a series of nested
models using the free baseline approach (Stark, Chernyshenko, & Drasgow, 2006) to determine
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Figure 1. Actor Partner Model of changes in relationship satisfaction related to changes in depres-
sive symptoms.

whether the relationship between depression and marital satisfaction was the same across time,
and whether actor and partner effects differed by sex. To calculate Cohen’s d for indirect effects,
we multiplied the treatment effects on marital quality by the respective actor and partner effects of
marital quality on depression, then divided by the baseline standard deviation of depression. We
calculated effects for each specific wave, as well as the total cumulative effect across follow-up.

RESULTS

H]I: treatment effects

The final model provided an excellent fit to the data, x2(28) = 31.16, p = .31, CFI = 1.00,
TLI = 0.98, RMSEA = 0.03. We examined numerous intermediate models, and their fit statistics
are provided in a supplementary online document, Table S1. Effect sizes are presented in Figure 2
(Table 1).

A linear slope provided a good fit to the control group’s trajectory of depression symptoms.
The slope was not statistically significantly different from zero, indicating that the control group
maintained a similar level of depression across the entire study. The treatment effect did not vary
across men and women (x*(10) = 5.11, p = .88), so it was constrained equal across sex to provide
an average effect. The treatment group experienced a sharp, nonlinear gain in the time interval fol-
lowing the first checkup (¢ = 0.22) and did not significantly change compared to the control group
thereafter. Although the size of the effect did not change, the treatment effect became nonsignifi-
cant at 18 and 24 months (p values .067 and .10, respectively).

Change score variances indicated that individuals’ symptom levels varied markedly from wave
to wave, underscoring the episodic nature of symptoms. The average fluctuation of women’s
depression scores was 22% lower in the treatment group than the control group, suggesting that
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treatment not only reduced the mean level of depression symptoms, but it also stabilized their fluc-
tuation. This was not the case for men.

H?2: moderation effects

Twenty percent of men and 32% of women had depression scores above the cutoff for clinical
significance. The final model constrained men’s and women'’s slopes, treatment effects, and moder-
ation effects equal. Fit of the final model was adequate, y*(57) = 91.54, p = .003, CFI = 0.97,
TLI = 0.93 RMSEA = 0.08. Because the chi-square was significant, we examined local fit by look-
ing at the size of the raw versus model-estimated residuals. Residuals for all paths of interest were
small, and no patterning to the residuals suggested that major changes to the model would signifi-
cantly improve fit. We took this as evidence that the model was valid for the areas of primary sub-
stantive interest.

We found a statistically significant moderation effect for baseline severity that indicated the
main effects for treatment on depression were driven primarily by larger effects for people with
greater severity (see Table 2 for model parameters and Figure 2 for effect sizes). The between-
group difference in the effect of baseline severity on change in depression scores was medium in size
(d = —0.53) and statistically significant. The total effect for more severe individuals (main
effect + moderation effect) was also in the medium range (d = 0.63). This difference eroded over
time and was nonsignificant at 18 months (p = —054), and near zero at 24 months.

H3: mediation effects

Actor and partner effects of changes in relationship satisfaction on changes in depression were
invariant across sex and time, so they were constrained equal to form a single actor effect and sin-
gle partner effect (Table 3). The model with lagged changes did not fit better than the model with
only contemporaneous effects, meaning that changes in depression due to relationship satisfaction
occurred in close proximity to one another. For parsimony, the lagged paths were trimmed from
the final model. Despite a significant chi-square, ¥*(354) = 482.67, p < .001, the final mediation
model otherwise provided a good fit to the data, CFI = 0.97, TLI = 0.96, RMSEA = 0.04. Here
again, despite the significant chi-square, inspection of local fit via model residuals showed residuals
that were small or zero for the paths of primary interest, indicating that inferences made from the
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Table 1
Multigroup Model for Treatment Effects

Control group Treatment group Significance tests for

Model parameter Estimate p Estimate p between-group contrasts
Women
Intercept 11.72 <.001  12.83 <.001 32
Average change score  —0.29*" 16" —0.29*! 17!
Treatment effect
A0-6 m — — —1.97°2 001 001
A6-12m — — 0.36° 57 .57
A12-18 m — — 0.09%* 88" 88
A18-24 m — — —0.83> 90" 91
Cumulative treatment effect
A0-6 m — — —1.97°° 001 001
A0-12 m — — —1.61°7 031" 034
A0-18 m — — —1.52°% 071 067
A0-24 m — — —1.6" .10 .10
Change score SD
SDA0O-6m 8.85 <.001 7.23 <.001 x*(4) = 10.68,
SDA6-12 m 9.27 <.001 8.84 <.001 p =.030
SDA12-18 m 9.04 <.001 5.85 <.001
SD A 1824 m 8.74 <.001 6.08 <.001
Men
Intercept 7.01 <.001 10.18 <.001 .003

Average change score  0.21% 2342 0212 23* —
Treatment effect

A0-6 m — — —1.97°2 001"  .001

A6-12 m — — 0.36% .57 .57

A12-18 m — — 0.09% 88" .88

A 18-24 m — — —0.83">  90® 90
Cumulative treatment effect

A0-6 m — — —1.97°¢  001®®  .001

A0-12 m — — —1.61°7  031® 031

A0-18 m — — —1.52°% 071" 071

A0-24 m — — —1.60*  .10® .10
Change score SD

SD A0-6 m 473 <00l 675  <.001 Y3(4) = 7.19,

SDA6-12m 6.71 <.001 6.49  <.001 p=.13

SDA12-18 m 6.63 <001 626  <.001

SD A 1824 m 7.27 <001 810  <.001

Note. Linear slope constrained equal across groups so treatment effect would be captured in
change scores. a#f = The letter a reflects parameters constrained equal across treatment and
control groups. The number following it indicates which parameters have been constrained
equal to each other. b = parameters constrained equal across sexes. A = change score. m,
months; SD, standard deviation.

model were valid. Given the large number of model parameters, the significant chi-square was
likely driven by an accumulation of small deviations between the observed and model-estimated
data.
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Table 2
Multigroup Model for Moderation by Baseline Depression Status
Between-group
contrasts:
Treatment treatment—
Control group group control
Estimate p Estimate p difference p
Cumulative effect of baseline severity
A0-6 m 1.33 045 -3.92 0.065 —5.25 0.012
A0-12 m —-1.22 43 —=5.06 .004 —3.84 .041
A0-18 m —1.04 56 —4.96 010 =392 .054
A 0-24 m —4.12 019 —4.56 017 —0.37 .86
Cumulative treatment effect—Ilow depression group
A0-6 m — - — — —1.05 0.19
A0-12 m — — — — —0.62 0.49
A0-18 m — — — — —0.78 0.40
A0-24 m — —  — — —1.34 0.18
Cumulative Treatment effect—high — — — —
depression group
A0-6 m — —  — — —6.29 0.001
A0-12 m — —  — — —4.46 0.014
A0-18 m — - — — —4.71 0.017
A 0-24 m — - — — -1.70 0.41
Note. A = change score. m, months.

Actors’ changes in relationship satisfaction were strongly related to changes in depression
across the same time period. Partner effects were small and nonsignificant. The indirect effect of
treatment action on depression through relationship satisfaction accounted for about three-quar-
ters of the treatment effect. Notably, the indirect effect was statistically significant at 2 years
despite the main effect for the model testing Hypothesis 1 dipping below significance, likely
because including relationship satisfaction in the model increased statistical power.

DISCUSSION

Overall, results of the current study suggest that a brief, acceptance- and motivation-based
relationship health checkup can significantly improve participant’s depressive symptoms, particu-
larly for those individuals with the most severe symptoms. Examination of the overall treatment
effect indicated that depressive symptoms significantly declined over the first 6 months in the treat-
ment group. Furthermore, though there was not an additional decline in symptoms at the time of
the Booster Session, treatment couples maintained their initial improvement over the course of the
study. Though the statistical significance of the difference between groups was marginal at 18 and
24 months (despite no diminishment in effect size), these between-group differences remained sig-
nificant at follow-up when statistical power was increased by considering relationship satisfaction
as a mediating variable. It should be noted that treatment couples received an additional checkup
at 1 year, likely contributing to the sustained effects. It is also notable that control couples’ depres-
sive symptoms remained stable for the assessed 2 years, suggesting that the average levels of
depressive symptoms were not spontaneously improving in the absence of intervention. Although
episodes of depression meeting criteria for MDD tend to remain chronic for only 20% of people
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Table 3
Direct and Indirect Mediation Effects

Parameter b V4 95% CI Cohen’s d
A Marital quality — A Depression
Actor effect —0.81 .014 — —
Partner effect 0.13 .68 — —
Actor’s indirect effect (Tx — A Actor’s marital quality — A Actor’s depression)
6 months —1.31 — [—2.66, —0.54] —0.13
1 year —0.23 — [—0.94, 0.40] —0.02
1 year 6 months 0.02 — [-0.65,0.77] 0.02
2 years 0.13 — [-0.76, 1.05] 0.01
Partner’s indirect effect (Tx — A Partner’s marital quality — A Actor’s depression)
6 months 0.20 — [—0.24, 1.02] 0.02
1 year 0.04 — [-0.07, 0.45] 0.00
1 year 6 months 0.00 — [—0.28, 0.18] 0.00
2 years —0.02 — [—0.54,0.15] 0.00
Total effects
Actor total through 2 years —-1.39 — [—2.99, —0.42] —0.14
Partner total through 2 years 0.21 — [-0.24, 1.11] 0.02

Note. Men’s and women'’s effects were constrained equal and time invariant in the final
model. CI = confidence interval. Cohen’s d was calculated as the size of the effect in depres-
sion that was explained by changes in marital satisfaction.

(Kocsis, 2003), our data suggest that in the absence of treatment, some measurable level of depres-
sive symptoms remain consistent over the 2 years that our participants were followed.

Furthermore, we believe innovative to this study, results indicated that, for women, treatment
stabilized the amplitude of fluctuations in depressive symptoms over the 2-year study period, sug-
gesting that their overall mood was not simply more positive, but less susceptible to dips toward
greater depression. In contrast, control couples’ symptom fluctuations remained comparably large
over the course of the study such that they demonstrated lower lows from baseline. It is our con-
tention that a significant marker of improvement in depression involves just this type of long-term
diminishment in the fluctuation of depressive symptoms. In other words, given the consensus that
depression is an episodic condition (Arnow & Constantino, 2003; Keller et al., 2000; Klein & Santi-
ago, 2003), effective treatment might best be marked by shortening the duration of any particular
acute episode, lengthening the asymptomatic time between episodes, and diminishing the negative
amplitude of episodic symptoms.

We next wanted to consider whether the MC would have a differential effect on depression
scores depending on the partners’ initial level of depressive symptom severity. First, we found a rel-
atively large percentage of partners scored above the cutoff for clinical significance, indicating that
the MC attracted people across the full continuum of distress, both individually and relationally.
Furthermore, while it was conceivable that partners with more severe depressive symptoms might
benefit less from a brief relationship health intervention, our results suggest exactly the opposite.
Examination of depressive symptom severity as a moderator revealed that more severely depressed
partners improved significantly more than less depressed partners in the treatment group com-
pared to the control group, with a fairly significant effect size. The size of the effect did, however,
erode by the final 24-month assessment point. These results suggest that targeting the relationship
health of more severely depressed individuals through a brief relationship health checkup can
rapidly improve depressive symptoms on par with lengthier couple-based treatments, (Barbato&
D’Avanzo, 2008; Beach & O’Leary, 1992; Bodenmann et al., 2008; Cohen, O’Leary, & Foran,
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2010; Doss et al., 2016), individual treatments directly targeting depression (Westen & Morrison,
2001), and standard pharmacological treatments (Fournier et al., 2010; Kocsis, 2003). Although it
is unclear from the existing literature whether lengthier treatments for depression might show ben-
eficial effects within a shorter time span, the possibility exists. Future studies of longer treatments
should assess the possibility that significant change might occur within the very early part of treat-
ment. That being said, it is worth noting that the MC is the briefest relationship intervention to
show this type of effect size on depressive symptoms.

Finally, though the difference between more and less severely depressed individuals eroded
over time, the overall intervention effect remained significant, suggesting that the slope of improve-
ment differed by group, such that people who were most depressed and accrued the most benefits
in the first year of the study were not the same people who benefitted most in the second year. One
possibility is that, given the episodic nature of depression, different sets of couples were distressed
at the beginning of the second year and consequently received more benefit.

We next examined the mediation effect of relationship satisfaction on the association between
treatment and depressive symptoms. Initial examination of the mediation effect shows that changes
in depression occurred contemporaneously with changes in relationship satisfaction, and that the
effect was not lagged—or at least, not lagged in a time window captured by our 6-month intervals.
Three quarters of the treatment effect on depression was mediated by changes in relationship satis-
faction and the indirect effect remained significant at 2 years. Thus, our results are consistent with
the previous literature suggesting that relationship therapies have the benefit of both improving
relationship health (Whisman & Beach, 2012) and alleviating depressive symptoms simultaneously
(Barbato & D’Avanzo, 2008), and that alleviation of depressive symptoms is a dependable thera-
peutic effect of improving relationship health. Furthermore, these results are consistent with the
notion that relationship health is a health domain on par with others like physical health and men-
tal health and is inextricably intertwined with physical and mental health outcomes. It is conceiv-
able that mental health, particularly depression, is best conceptualized as inextricably relationally
contextualized, such that relationship health quality is potentially causally determinative of mental
health outcomes, as well as being causally determined by mental health symptoms. In the current
case, one could argue that when people are more depressed, they are more likely to evaluate their
relationship more negatively. And, while this may be the case, our analyses suggest the causal
arrow also points in the opposite direction, opening up questions about what drives that effect.
For example, it is possible that, given the lower change score variances for women, the MC results
in a greater acceptance of, and more compassion for, the normal day-to-day differences and chal-
lenges in a long-term intimate relationship, resulting in overall mood being less affected by the
presence of the relationships’ perpetual issues. The MC uses couple’s perpetual issues to build inti-
macy bridges through compassion elicitation, and it may be that the resulting sense of being deeply
understood and accepted within an ongoing intimate relationship addresses some part of the fun-
damental cause of depressive symptoms. As noted, we suspect that the mechanisms of change are
(a) shifts in the focus of attention to neglected positive qualities of experience (Lambert, Fincham,
& Stillman, 2012), thereby benefitting the intimacy process by creating a more positive environ-
ment within which to express relational vulnerability, (b) growth of relational acceptance capitaliz-
ing both on psychological flexibility (Hayes, Luoma, Bond, Masuda, & Lillis, 2006), and
increasing probability of intimate moments (Cordova & Scott, 2001), and (c) increases in behav-
ioral activation and effective relational practices (Jacobson et al., 1996).

In summary, while mental health is not directly targeted by the MC, the current study found
that the MC worked to rapidly improve depressive symptoms and diminish the amplitude of
depressive symptoms over time. We further found that improvements were strongest for partners
who had the most severe depressive symptoms, and that these improvements were largely mediated
by improvements in relationship satisfaction. The clinical implication, in keeping with the inten-
tion of the MC, is that any time a patient shows up for a Checkup, multiple health domains can be
assessed and addressed regardless of the specific target of the checkup. Relationship health check-
ups provide opportunities to detect, assess, and begin intervention for a variety of related health
issues, including both mental and physical health (e.g., anxiety, PTSD, substance abuse, and
depression). Furthermore, evidence demonstrates that treating relationship health has beneficial
effects on depressive symptoms that appear to be rapid and enduring. Finally, we provided
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evidence that treatment diminished the long-term amplitude of depressive symptoms over time,
which we suggest is an important outcome measure for disorders that are known to be episodic
and chronic.

Limitations

There are several notable study limitations. First, lack of diversity. Future studies of the MC
should include more diverse samples regarding race, ethnicity, sexual orientation, and SES. Diver-
sity is an area that too often receives a faint nod within the limitation section, yet merits much
more intentional and dedicated research. For example, a relatively high-income sample has access
to supportive resources and a lower income sample is subject to more contextual stress, suggesting
that future studies consider income as a moderator. We recognize the need for more representative
samples and have set the intention to recruit diverse participants and provide access to those who
may have previously been unable to participate in research. Also, people who are suffering more
debilitating levels of depression may not have been able to participate in a study of this kind, and
future research might focus on further reducing the systemic and practical barriers to treatment for
people with severe depression.

Conclusion

This study demonstrated that a relationship checkup had the power to significantly improve
the depth of suffering for those who experience symptoms of depression. Results indicate that
improvements in the relationship appear to strongly influence improvements in depression, sug-
gesting that intimate relationships are perhaps the most significant context for healing. The out-
comes are comparable to long-term individual psychotherapy, long-term tertiary couple therapy,
and antidepressant medications; and as such, the MC may be an attractive option for people strug-
gling with depression, especially those who do not wish to take medication and those who do not
have time and resources for long-term therapy.
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SUPPORTING INFORMATION

Additional Supporting Information may be found in the online version of this article:

Table S1. Fit statistics for intermediate models.
Table S2. Nested comparisons for multigroup models.
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