
Emotionally focused marital therapy decreased marital distress and
improved marital functioning in couples with ill children

Both sertraline and imipramine reduced symptoms in dysthymia
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Objective
To evaluate the effectiveness of emo-
tionally focused therapy (EFT) in de-
creasing marital distress in couples
with chronically ill children.

Design
Randomised controlled trial with
5-month follow-up.

Setting
Tertiary care paediatric hospital in
Ottawa, Ontario, Canada.

Patients
32 couples (mean age 37 y) having
marital distress (indicated by a score
of 110 on the Dyadic Adjustment Scale
[DAS]) and living with a chronically
ill child. Exclusion criteria were mari-
tal violence, psychiatric history, a cur-
rent desire to divorce, alcohol or drug
abuse, or primary sexual dysfunction.

Intervention
16 couples were allocated to EFT and
16 to a wait-list control group. EFT

Commentary
Few controlled trials evaluating EFT in
family members who provide caregiving
functions have been done. Given the small
sample size in the study by Walker and
colleagues, the positive and enduring ben-
efits of marital therapy reflect strong un-
derlying effect sizes, which, in turn, are
consistent with the generally observed
benefits of marital therapy (1).

It is noteworthy that only half of the
couples recruited met the inclusion criteria
(64% of the couples initially interested de-
clined to participate because the father was
subsequently unwilling) and that the drop-
out rate during therapy was low. The au-
thors' difficulty with getting control couples
to complete the 5-month follow-up is of im-
portance for clinical researchers because this
reflects the continuing problem of choos-
ing the right control groups.

The children's diseases represented in

evolved through 9 steps focusing on
conflicts ancf establishing new solu-
tions to marital problems provided
over ten 90-minute periods held ev-
ery week or every other week.

Main outcome measures
Scores on the DAS, the Miller Social
Intimacy Scale (MSIS), Communica-
tion Skills Test (CST), and die Couples
Therapy Alliance Scale (CTAS).

Main results
Couples receiving EFT had a higher
overall level of marital adjustment (on
DAS) than did the control group
immediately after treatment and at
5-month follow-up (P = 0.01). At
5-month follow-up, couples receiving
EFT showed greater intimacy (on
MSIS) than did those in the control
group (P = 0.01). Couples receiving
EFT had a lower level of negative com-
munication (on CST) than did those
in the control group (P = 0.05). At
5-month follow-up, more couples
receiving EFT had improved on the
DAS than did those in the control group
{12 (75%) vs 4 (25%), P = 0.005}*.
{This absolute risk improvement (ARI)
of 50% means that 2 couples would
need to be treated (NNT) with EFT
(rather than a wait-list control treat-

this study were quite different (e.g., diabe-
tes, asthma, and cancer). Although the re-
sultant strain on parents may be similar
even when the diseases are different, it
would be interesting to determine whether
EFT was equally effective across all dis-
ease groups. It is hoped that this study will
encourage other researchers to do more
fine-grained analyses of childhood disease
(e.g., parent-problem matches).

What makes this study important, how-
ever, is its value in the current context of
health care changes. Public health care sys-
tems are capable of dealing with medical cri-
ses, but they are poorly equipped to cope
with chronic diseases. This inability is cur-
rendy held to be a prime reason for the cost
explosion in health care. Patients with
strong family supports cope much better
with chronic health problems and are less
likely to be a drain on health care dollars.

ment) for I additional couple to expe-
rience improvement on the DAS at
5-month follow-up, 95% CI1 to 6; the
relative risk improvement (RRI) was
200%, CI 36% to 661%.}* At 5-month
follow-up, more couples receiving
EFT had recovered {6 (38%) vs 1 (6%),
P = 0.03; ARI 32%; NNT 4, CI 2 to
34; RRI 500%, CI 12% to 3507%}*.
None of the couples receiving EFT de-
teriorated by > 6 points on the DAS,
whereas one third of couples in the
control group deteriorated by > 6
points (P< 0.05).

Conclusion
An emotionally focused marital inter-
vention decreased marital distress and
improved marital functioning in
couples with chronically ill children.
Sources of funding: Hospital for Sick
Children's Research Foundation and the Kid-
ney Foundation of Canada.

For article reprint: Dr.J.G. Walker, Depart-
ment of Psychology, Children's Hospital of
Eastern Ontario, 401 Smyth Road, Ottawa,
Ontario K1H8L1, Canada. FAX 613-738-
4202.

•Numbers calculated from data in article.

Family members as caregivers are therefore :v:
: : i:;

important players in a seamless system of î;::.; •
care for chronically ilj patients, and they can •: :• ;^;:i
(and wili) burn out. Providing emotional ^H*'.
and, if necessary, professional support to '•%:.):£
caregivers of chronically ill patients can be •: ̂ W.
a cost-effective means of complementing ^-^
the necessary medical (and expensive) care. . •;<• -H''
Walker and colleagues are the first to make .<^ik
a strong case for the emotional drain that : ••:-:...:.;:*•:
caregiving for the chronically ill entails and ::~$:0;.
then to describe an intervention that can / \:M^r-
reduce caregiver distress. X'^Sl
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Objective
To evaluate the effectiveness and
safety of sertraline and imipramine in
treating patients with dysthymia.

Design
Randomised, double-blind, placebo-
controlled trial with 12-week follow-up.

Setting
17 university-affiliated research clin-
ics in the United States.

Patients
416 outpatients (mean age 42 y, 65%
women) who met Diagnostic and Sta-
tistical Manual of Mental Disorders,
Third Edition, Revised criteria for pri-
mary dysthymia with early onset (oc-
curring before age 21 y). Exclusion
criteria were major medical condi-
tions; bipolar, panic, major depressive,
or generalised anxiety disorders; psy-
chosis; alcohol or drug dependency;
previous nonresponse to > 2 anti-
depressant regimens; use of psycho-
tropic drugs in the previous 2 weeks;
or pregnancy or lactation.

Intervention
13 4 patients were allocated to sertraline,
initially 50 mg, which was increased at
the physician's discretion in 50-tng in-
crements after 3 weeks at weeks 4,6, and
7 to a maximum dose of 200 mg/d. 136
patients were allocated to imipramine,
increased weekly in 50-mg increments
from 50 to 300 mg/d unless a therapeu-
tic response was achieved or adverse ef-
fects were dose limiting. 140 patients
were allocated to matching placebo.

Main outcome measures
Scores on die Hamilton Rating Scale
for Depression (HAM-D), the Mont-
gomery-Asberg Depression Rating
Scale (MADRS), the Hopkins Symp-
tom Checklist (SCL-90), the self-rated
version of the Inventory of Depressive
Symptoms (IDS-SR), and the Clinical
Global Impressions (CGI) scale.

Main results
410 patients (99%) were included in the
intention-to-treat analysis. Both ser-
traline and imipramine led to reduced
scores on the 17-item HAM-D (P= 0.04
and P = 0.01 for sertraline and imipra-
mine vs placebo, respectively); the
MADRS (P = 0.01 and P = 0.003); the
SCL-90 (P < 0.05); and the IDS-SR
(P < 0.05). No significant differences ex-
isted between sertraline and imipra-
mine on effectiveness measures. By
using a score of 1 or 2 (very much or

much improved) on the CGI scale to
define a response to treatment, response
rates were 59% for sertraline, 64% for
Jmipramine, and 44% for placebo (P =
0.02 for sertraline vs placebo and P <
0.001 for imipramine vs placebo). {The
absolute risk improvement of 15%
(20% for imipramine vs placebo) means
that 7 patients (5 for imipramine) would
need to be treated with sertraline (com-
pared with placebo) to have 1 additional
patient respond to treatment, 95% CI
4 to 35 (CI 3 to 13 for imipramine); the
relative risk improvement was 3 3 %, CI
6% to 69% (44%, CI 16% to 82% for
imipramine).}* More patients in the
imipramine group discontinued treat-
ment because of adverse events than
did those in the sertraline or placebo
groups. Attrition rates did not differ
between sertraline and placebo groups.

Conclusions
Both sertraline and imipramine were
more effective than placebo in reduc-
ing symptoms in patients with pri-
mary dysthymia with early onset.
More patients in the imipramine
group discontinued therapy because
of adverse events.
Source of funding: In part, Pfizer Inc.
For article reprint: Dr. M.B. Thase, West-
ern Psychiatric Institute and Clinic, 3811
O'HareStreet, Pittsburgh, PA 15213, USA.
FAX 412-624-6042.

Commentary

Most trials that evaluate antidepressant
agents have eidier too short a duration or
too small a sample size. This trial by Thase
and colleagues has neither flaw. It is well
done, and the results have considerable va-
lidity. This trial confirms that patients with
chronic depression have an impressive re-
sponse to nonspecific effects of treatment,
which is further increased by medication.

. Both die old (imipramine) and the new
: (sertraline) medications show equal effec-

tiveness, but sertraline is better tolerated.
:: Whether the same applies to the newer

tricyclics or the heterocyclics is less clear.
: The main problem with this study is de-
termining the patient characteristics. The

'Numbers calculated from data in article.

diagnosis of primary dysthymia is difficult in
primary care, but that is where most cases of
depression are treated, Most general prac-
titioners recognise only 3 categories of de-
pression—mild, moderate, and severe.
Dysthymia is an unusual disorder because it
is mild to moderate in terms of current symp-
toms but severe in terms of duration and
impairment. If general practitioners have
difficulty in recognising patients who have
dysthymia, then the selection of participants
for diis trial adds to the problem. The mean
duration of illness was 30 years, with typical
onset at age 12 years. Affective disorders are
characterised by relapse and remission.
However, in more than 30 years of illness,
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no patient had > 2 months' remission, which
makes the illness unusually chronic.

Dysdiymia is by definition a chronic disor-
der, even if not quite as chronic as in diis study.
Whedier these valuable treatment effects are
maintained beyond 12 weeks is a crucial ques-
tion and wiil no doubt be answered in due
course. Despite the issues about limited
generalisability, good evidence now easts to
justify the use of antidepressant medication
in die treatment of dysdiymia.

Simon Wessely, MD
King's College Medical School and Institute

of Psychiatry
London, England, UK
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