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Background

Depression is a primary cause of illness and disability among teenagers, and the incidence of depression and the number of untreated young people have increased in recent years. Effective intervention for those youths could decrease the disease burden and suicide or self-harm risk during preadolescence and adolescence.





Objective

To verify the short efficacy of the systemic couple group therapy (SCGT) on youths’ depression changes and families with depressed adolescents.





Methods

The study was a self-control trial; only within-group changes were evaluated. Participants were couples with a depressed child who was resistant to psychotherapy; they were recruited non-randomly through convenient sampling. The paired-sample t-test and Wilcoxon signed-rank test were used to compare differences before and after interventions. The effect sizes were also estimated using Cohen’s d. Spearman’s correlation analysis was used to examine associations between changes.





Results

A downward trend was seen in depressive symptoms after treatment, and Cohen’s d was 0.33 (p = 0.258). The adolescents perceived fewer interparental conflicts, and the effect sizes were medium for perceived conflict frequency (0.66, p = 0.043), conflict intensity (0.73, p = 0.028), conflict solutions (0.75, p = 0.025), coping efficacy (0.68, p = 0.038), and perceived threat (0.57, p = 0.072). For parents, global communication quality, constructive communication patterns, and subjective marital satisfaction significantly improved after interventions, with large effect sizes (1.11, 0.85, and 1.03, respectively; all p < 0.001). Other destructive communication patterns such as demand/withdraw (p = 0.003) and mutual avoidance (p = 0.018) and communication strategies like verbal aggression (p = 0.012), stonewalling (p = 0.002), avoidance–capitulation (p = 0.036), and child involvement (p = 0.001) also reduced, with medium effect sizes (0.69, 0.52, 0.55, 0.71, 0.46, and 0.79, respectively). Meanwhile, the associations between depression changes and changes in interparental conflicts (p < 0.001) and marital satisfaction (p = 0.001) were significant.





Conclusions and clinical relevance

The SCGT offers the possibility for the treatment of families with depressed children who are unwilling to seek treatment. Helping parents improve communication and marital quality may have benefits on children’s depressive symptoms.
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Introduction

Depression is a serious mental health problem during adolescence; the prevalence of the youth population experiencing depression at any one time is 2.6% (1, 2). Depression is a leading cause of youth illness and disability and also predicts a wide range of long-term negative effects, including mental disorders in adulthood, educational under-achievement, and increased risk of self-harm and suicidal behavior (3). The prevalence of depression and the number of young people with untreated depression have increased in recent years (4). Longer duration of untreated depression leads to greater severity, poorer prognosis, higher suicide and self-harm risk, and cognitive impairment (5). Effective intervention for those youths with depression could decrease the disease burden and suicide and self-harm risk during preadolescence and adolescence, a sensitive period of social and neural development (6).

The current National Institute for Health and Care Excellence (NICE) guidelines for the treatment of moderate/severe depression in youths recommend individual cognitive behavioral therapy (CBT), interpersonal therapy (IPT), family therapy, or psychodynamic psychotherapy for at least 3 months (7). However, there are also difficulties in engaging depressed youths in psychotherapy. Recent trials have demonstrated a significant level of drop-out from CBT and other therapies (8). Children are usually embedded in a family context and dependent on their parents for nurturance, support, and assistance; depression does, of course, run in families (9).

Findings point to the negative impacts of exposure to high interparental conflicts on youth’s adjustment problems, aggression, conduct disorders, anxiety, and depression (10, 11). The interparental conflicts influence the family environment in which children learn and grow. Children are also likely exposed to indirect effects of interparental conflicts, which affect parenting behaviors—the effects “spilling over” from the interparental relationship to the parent–child relationship (12). Partners who are satisfied with and receive support from their spouse tend to be more available and responsive to their children’s needs and vice versa (13). High marital conflicts, low marital satisfaction and fitness, and maladaptive communication and problem-solving are risk factors associated with depression in children (14, 15). For depressed youths with difficulties engaging in psychotherapy, parental involvement in the therapy may help reduce those risk factors, bringing direct or indirect benefits for depressed children.

In the present study, we employed systemic couple group therapy (SCGT) focusing on interparental conflicts to verify 1) the efficacy on marital quality and 2) the good impact on children. We included the listed variables for family, e.g., interparental communication satisfaction, marital satisfaction and fitness, and adolescents’ perception of interparental conflicts and interparental communication, which have been proven to impact depressive symptoms of adolescents (6 10). We postulated that interparental communication, marital satisfaction, and fitness will be improved and that perceived interparental conflicts and depression in children will change along with the change in interparental relationships. This study could offer a potential approach to intervention in depressed youths unwilling to participate in therapy.





Methods

The design of the present study was a self-control trial. We focused on the within-group effects before and after the SCGT intervention for parents with depressed youths. The study was approved by the Biomedical Ethics Committee of Peking University Sixth Hospital. The findings of the study were reported according to the Strengthening the Reporting of Observational Studies in Epidemiology (STROBE) checklist.




Participants

Couples were eligible for the study if 1) their current marital status ≥1 year; 2) their dyadic adjustment scale (DAS) ≤95 reported by at least one spouse; 3) they are Chinese; 4) one of their children is diagnosed with depressive disorders according to the International Classification of Diseases (ICD), 11th edition, without medication or not under stable medication during the treatment period; 5) their children <18 years; 6) their depressed adolescents exhibit resistance to participating in psychotherapy; and 7) their children stay in contact with one or both parents. Exclusion criteria were as follows: 1) other urgent issues, i.e., active suicidal intent, serious self-harm, and frequent non-attendance; 2) other comorbid disorders required exclusion such as schizophrenia and substance addiction.

Participants were recruited through convenient sampling in mainland China from October 2021 to January 2022. Written informed consent was obtained from all participants.





Measures

Demographic characteristics included age, education, family income, and marriage length. The dyadic adjustment scale (DAS), quality of marriage index (QMI), conflicts and problem-solving scale (CPS), communication patterns questionnaire (CPQ), and primary communication inventory (PCI) were used in the present study.

The DAS is a 32-item inventory scored on a Likert scale, which can reflect marriage adjustment and satisfaction among couples (16). It contains four dimensions: affection expression, dyadic consensus, dyadic cohesion, and marital satisfaction. Higher scale scores represent greater marital satisfaction. The cutoff score of the DAS is 107, which is considered an indicator of serious distress in married couples (17). In the present study, Cronbach’s α values were 0.95 and 0.96 for husband and wife, respectively.

The perceived quality of marital relationship (marital satisfaction) was assessed using the QMI. The QMI is a six-item scale that asks spouses to rate on a 9-point scale (18). The higher the score (ranging from 6 to 45), the better the marital quality. In the present study, Cronbach’s α values were 0.98 and 0.98 for husband and wife, respectively.

The CPS was utilized to measure specific marital conflict strategies. The CPS is a 44-item questionnaire that comprises four conflict dimensions (i.e., frequency, severity, resolution, and efficacy) and six conflict strategy subscales (i.e., cooperation, avoidance–capitulation, stonewalling, verbal aggression, physical aggression, and child involvement) (19). In the present study, Cronbach’s α values were 0.76–0.95 and 0.69–0.95 for husband and wife, respectively, on each dimension.

The CPQ is designed to gauge the extent to which couples employ conflict patterns when dealing with relationship problems. Each partner indicates what typically occurs in their relationship on a 9-point scale. The CPQ measures mutual discussion, understanding, and problem-solving (mutual constructive communication), and demand/withdraw (demand/withdraw communication) (20).

The PCI adopted here is a 19-item 5-point Likert scale that assesses verbal and non-verbal communication between partners (21). Higher scores reflect greater satisfaction with a couple’s communication level (22). In the present study, Cronbach’s α values were 0.94 and 0.92 for husband and wife, respectively. Communication frequency in the last month was assessed using a 5-point scale adapted from the communication scale of the partnership questionnaire. A higher score means more communication frequencies.

The children’s perception of interparental conflict scale (CPIC) was used to examine the relationship between interparental conflict, and child behavioral and emotional problems (23, 24). The CPIC has four subscales: conflict properties (i.e., conflict frequency and intensity), triangulation/stability (i.e., enduring aspects of conflict as well as the degree to which children feel caught between parents), self-blame (i.e., the extent to which children blame themselves for interparental conflict), and perceived threat regarding potential negative consequences of interparental conflict, such as divorce.

Children’s depression was assessed using the children’s depression inventory (CDI). The CDI has five subscales: anhedonia, negative affect, low self-esteem, low efficacy, and interpersonal problems. Responses are scored on a 0–2 scale with “2” representing the severe form of a depressive symptom and “0” representing the absence of that symptom. The cutoff value is 19. Cronbach’s α was 0.86–0.95 (25).





Outcomes

The primary outcomes were remission of depression in youths and the association between remission of depressive symptoms and perceived interparental conflicts in youths and interparental communication. Depressive symptoms were assessed before and after treatment according to CDI. The perceived interparental conflicts were examined using CPIC before and after treatment. Interparental communication satisfaction was assessed through indicators of constructive communication, such as constructive communication patterns and cooperating communication strategies, and indicators of destructive communication including demand/withdraw communication patterns, mutual avoidance communication patterns, and communication strategies, such as verbal aggression, physical aggression, child involvement, stonewalling, and avoidance–capitulation, before and after treatment according to the CPS and CPQ.

The secondary outcomes were the improvement of interparental communication satisfaction, reduction of perceived interparental conflicts in youths, and enhancement of marital satisfaction and fitness before and after treatment according to the CPS, CPQ, CPIC, CPI, QMI, and DAS. The raters were both psychiatrists (GBL and QY) and blinded to the participants’ treatment conditions.





Intervention

The present study adopted a 5-week online SCGT for parents with depressed youths. The treatment protocol was based on family systems theory with the characteristics of short duration and intensive interventions. It contained one preparation session (approximately 2 hours), five intervention sessions (2 hours each session), and four discussion sessions (approximately 1 hour each session). Each participant underwent 16 treatment hours in total. Intervention and discussion session was conducted once a week; moreover, there was no discussion session in the fifth week. The experimental material was presented through word sheets. The detailed interview outlines are presented in the Supplementary Material. Two instances of non-attendance were considered dropping out of the study. In the current study, one participant dropped out of the study due to COVID-19 infection. The remaining subjects participated in all the sessions.

Interventions were provided by a qualified clinical psychologist (WYL) and a graduate student in clinical psychology (MTJ) who were trained in systemic family therapy and systemic couple therapy. They noted treatment records after each treatment and scored whether key treatment points were followed. A senior psychiatrist and psychologist (TDH) supervised the interventions.





Statistical analyses

In the present study, the Shapiro–Wilk test was employed to verify the normality of data because our study was a small sample trial. A paired-sample t-test was used for data of normal distribution, while the Wilcoxon signed-rank test was applied to data of non-normal distribution to compare differences in depressive symptoms, perceived interparental conflicts, perceived interparental communication in youths, and the interparental communication satisfaction, marital satisfaction, and fitness in parents before and after interventions. The effect sizes were estimated using Cohen’s d; in the current study, the effect sizes of 0.2–0.3 were small, 0.5 medium, and ≥0.8 large (26). Subgroup analyses for gender and stress levels were performed.

The associations between depression, adolescents’ perceived changes, and interparental changes were further examined to show whether adolescents’ perceived changes and interparental changes affected the change in depression level. Spearman’s correlation analysis was used because some data had a non-normal distribution. LJJ and YJL performed the data analysis. All analyses were performed in SPSS 22.0, and p < 0.05 (two-sided) was considered significant.






Findings

The flowchart of the present study is presented in Figure 1. We included data from 12 couples and 12 depressed youths ultimately. The mean age of parents was 45.13 years. The education of 19 (79.2%) participants was bachelor or above. The mean marriage year was 17.7, and 70.8% (17) of adult participants had severe marital stress (DAS ≤ 80).




Figure 1 | The flowchart of the systemic couple group therapy for families with depressed youths.



The mean age of adolescents was 13 years. The youths were an even mix of genders, and the mean age of male youths was 12 years, while the mean age of female youths was 14 years (Table 1).


Table 1 | Demographic characteristics of enrolled participants.






Children’s depression did not improve significantly post-intervention

The Wilcoxon signed-rank test was used to assess CDI differences before and after the intervention and found that there was a downward trend; however, no significant differences were seen in the depression level of children in the present study. Furthermore, Cohen’s d was 0.33, a small effect size (p = 0.258).





Parental communication quality markedly improved post-intervention

The paired-sample t-test indicated that the global communication quality and satisfaction significantly improved, with a large effect size (Cohen’s d = 1.11, p < 0.001). Constructive communication patterns significantly improved after intervention as well, and the effect size was large (Cohen’s d = 0.85, p < 0.001). Other communication patterns, such as demand/withdraw (Cohen’s d = 0.69, p = 0.003) and mutual avoidance (Cohen’s d = 0.52, p = 0.018), and communication strategies, like verbal aggression (Cohen’s d = 0.55, p = 0.012), stonewalling (Cohen’s d = 0.71, p = 0.002), avoidance–capitulation (Cohen’s d = 0.46, p = 0.036), and child involvement (Cohen’s d = 0.79, p = 0.001), also reduced (Table 2).


Table 2 | Comparisons of communication and marriage quality pre- and post-intervention.



The Wilcoxon signed-rank test indicated that communication frequency (Z = 3.14, p = 0.002) and cooperation strategy (Z = 2.18, p = 0.029) increased and physical aggression reduced (Z = −2.58, p = 0.010) (Table 2).

We further evaluated whether gender and DAS level impact the communication improvements, indicating that no significant differences were seen in gender and DAS level (DAS < 80 vs. DAS < 95 and DAS ≥ 80).





Parental marital quality markedly improved post-intervention

The findings of the paired-sample t-test demonstrated that significant improvements in subjective marital satisfaction occurred, with a large effect size (Cohen’s d = 1.03, p < 0.001). The findings of the Wilcoxon signed-rank test for DAS indicated that marriage adjustment significantly improved (Z = 3.49, p < 0.001) (Table 2). The average marital stress decreased from a severe level (62.67 ± 25.51) to a moderate or mild level (86.08 ± 26.20) through a 5-week intervention. The proportion of severe marital stress declined from 70.8% before intervention to 29.2% after intervention.

In addition, there were no significant differences for gender in both subjective and objective marital quality. However, compared with the mild/moderate stress level, better improvement was seen in the severe stress level for subjective marital satisfaction (13.00 ± 12.22 vs. 7.00 ± 5.07) and the DAS (29.76 ± 31.81 vs. 8.00 ± 9.78).





Children’s perceived parental conflicts decreased post-intervention

The findings of the paired-sample t-test demonstrated that marital conflict frequencies (p = 0.043) and intensity (p = 0.028) decreased, while marital conflict solutions (p = 0.025) and coping efficacy (p = 0.038) enhanced. The effect sizes were medium with 0.66 for conflict frequency, 0.73 for conflict intensity, 0.75 for conflict solutions, and 0.68 for coping efficacy. Also, the effect size was medium for perceived threat (Cohen’s d = 0.57), although it was not significant (p = 0.072) (Table 3). There were no significant gender differences in terms of the perceived conflict measures.


Table 3 | Perceived interparental conflicts of children pre- and post-intervention (paired-samples t-test).







Correlations between interparental and children’s perceived changes

Parent values were averaged when considering correlations with adolescent data because we found that there were no gender differences in terms of measured variables.

For interparental relationships, subjective marital satisfaction had positive correlations with communication satisfaction (r = 0.70, p < 0.001) and constructive communication patterns (r = 0.58, p = 0.003) but negative correlations with demand/withdraw patterns (r = −0.62, p = 0.001), mutual avoidance patterns (r = −0.47, p = 0.022), verbal and physical aggression (r = −0.52, p = 0.009, and r = −0.47, p = 0.021, respectively), stonewalling (r = −0.55, p = 0.006), and child involvement (r = −0.48, p = 0.019). The DAS (marital fitness) positively correlated with communication satisfaction (r = 0.74, p < 0.001) and constructive communication patterns (r = 0.51, p = 0.012) but negatively correlated with mutual avoidance patterns (r = −0.41, p = 0.049).

For adolescents, depression level was significantly negatively correlated with interparental communication satisfaction (r = −0.52, p = 0.009) and interparental constructive communication patterns (r = −0.41, p = 0.044) and positively correlated with interparental mutual avoidance (r = 0.49, p = 0.016), marital satisfaction (r = 0.62, p = 0.001), and marital fitness (r = 0.70, p < 0.001). Perceived interparental conflict level positively correlated to interparental mutual avoidance (r = 0.46, p = 0.025), marital satisfaction (r = 0.43, p = 0.036), marital fitness (r = 0.67, p < 0.001), and depression level (r = 0.66, p < 0.001) (Table 4).


Table 4 | Correlations between interparental and children’s perceived changes.








Discussion

We designed the couple group therapy based on family systems theory to test the short efficacy of the intervention on families with depressed children and its effect on child depression changes. We found that SCGT could effectively improve interparental relationships and enhance marital satisfaction and fitness. It had a small effect size in improving the depressive symptoms of youths. There were positive relationships between interparental communication, marital satisfaction, and perceived interparental conflict and depression. Our study offers a potential way for families with depressed children who are unwilling to seek help.

There was a downtrend in depression scores after intervention without significance. One reason is limited to the small sample, and another is due to the short treatment duration. It could also be not enough to improve depression in children only through interparental intervention, and further studies are needed. However, the decrease in children’s depression scores was positively correlated with the increase in parents’ communication satisfaction, constructive communication patterns, the decrease in parents’ mutual avoidance patterns, and the reduction of perceived interparental conflicts. This provides an important direction for future clinical work; that is, parents need interventions to help them improve communication, which is likely to have a benefit on depressive symptoms for their children, especially for those unwilling to seek treatment. Children’s awareness of parental conflicts may be a mediating factor between parental conflict and childhood depression. In addition, a measure for suicidal ideation and the association between suicidal ideation and marital conflicts is needed in the future. Since suicidal ideation or suicide and self-harm risk among adolescents is a big step above depression, it is vital to reveal the role of marital conflicts in youths’ suicidal ideation and suicide and self-harm risk.

Rathgeber et al. found that the majority of participants in couple therapy were under mild/moderate marital stress; however, participants of the present study at baseline were under severe marital stress, indicating that SCGT could be an effective approach even for those couples with severe marital difficulties (27). Compared to couples with mild/moderate difficulties, greater improvements were seen in participants with severe marital difficulties. It indicated that in terms of marital quality, the current intervention was particularly effective for the severely affected population, which may be due to the unique therapeutic factor of group therapy, which is universality, which can lead group members to feel less alone or unique in their problems or level of misery (28). The spillover hypothesis from family systems theory suggests that the positivity or negativity experienced in the interparental relationship may transfer to the parent–child relationship (29). Emphasizing the importance of positive changes experienced in the interparental relationship on children would increase parents’ sense of efficacy, further transferring high stress to intensive hope and power.

Consistent with previous data, we also found that the more constructive the communication, the better the marital quality, and the more destructive the communication, the worse the marital quality (30). There were large effect sizes of communication satisfaction and constructive communication patterns. Medium effect sizes were seen in the demand/withdraw communication patterns, mutual avoidance patterns, verbal aggression, stonewalling, and child involvement, while there was a small effect size in the avoidance–capitulation strategy. It suggests that SCGT could enhance interparental communications. Both subjective marital satisfaction and fitness were positively correlated with communication satisfaction and constructive communication patterns and negatively correlated with mutual avoidance communication patterns in the present study. However, multiple destructive patterns and strategies affected subjective marital satisfaction, such as demand/withdraw patterns, verbal and physical aggression, stonewalling, and child involvement, which is in accordance with previous findings that 90.4% of the variance in marital satisfaction can be accounted for by couples’ communication (21). This is because destructive marital conflict involves more negative conflict resolution tactics, including aggressive and threatening behavior, arguing frequently, and leaving issues unresolved (11).

Perceived interparental conflict intensity and frequency declined, which is consistent with the decrease in interparental verbal and physical aggression and child involvement. In addition, the perceived increase in solving ability for marital conflict is consistent with the improvement of interparental constructive communication patterns and cooperative strategy, and the decline of demand/withdraw patterns, mutual avoidance patterns, and stonewalling strategy. Significant improvement in coping efficacy when facing interparental conflicts may be directly related to a decrease in the intensity and frequency of interparental conflicts and destructive communication patterns or an indirect benign internalization process. When parents are able to resolve conflicts that arise, the distress of children significantly reduces, and even if the conflict is not completely resolved, the distress reduces as well, which is positively correlated with the degree of resolution (31). It indicated that even if conflicts between parents persist, as long as it can help parents better handle conflicts, it can have a positive impact on the family and children. This highlights the importance of incorporating parent–child relationships when attempting to understand the underlying pathways between marital conflict and child functioning. However, for children, self-attribution and conflict contents related to themselves did not significantly change. A possible explanation is the limited efficacy of the intervention on children’s spontaneous emotional response and attribution style in a short time. Changes (aggressive behavior) in subsystems take a longer time to occur (29).





Limitations

There were several limitations in our study. First, the study was a single group, and only within-group changes were evaluated. This greatly affected the accuracy of the results and increased the possibility of biased results caused by factors that threaten internal and external validity. Second, a small sample size in the present study may result in inflation of Type 1 errors, and we interpreted findings with caution. A larger sample size (such as more than 400) trial should be conducted in the future using a structural equation modeling to multi-level modeling for the adolescent/parent structure of data to further offer a reliable conclusion. Third, the present study is not a randomized controlled trial (RCT), and the non-random selection of samples rendered further causal inferences of results. RCTs with large samples are needed to validate the efficacy of SCGT further in the future. Fourth, it would be better if there were qualitative data in the present study. Fifth, the treatment duration was limited, which may have hindered significant changes in some indicators requiring a longer time to occur, such as changes in children’s depressive symptoms, automated emotions, and attribution styles. Sixth, it is unclear how the impact of SCGT on participating families changes over time, as well as whether it will continue and for how long. Future research should extend the treatment cycle appropriately to bring about more significant therapeutic effects and be conducted with multiple follow-ups like 4 weeks, 6 months, or 1 year after the end of the intervention.





Conclusion and clinical relevance

The SCGT could significantly enhance interparental communication satisfaction, constructive communication patterns and strategies, communication frequencies, marital satisfaction, and fitness while reducing destructive communication patterns and strategies. Depressed youths also perceived less interparental conflict intensity, frequency and difficulty in conflict resolution, and a higher sense of self-efficacy. Helping parents improve communication and marital quality may affect depression symptoms for children in their families. The SCGT offers a possibility for the treatment of families with depressed children who are unwilling to seek treatment: spillover positive changes in the parental subsystem into the children subsystem through family systems dynamics and processes.
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