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  ABSTRACT

The current pre-/posttest pilot study investigated the impact of an individual 
nurse-led active listening intervention for spouses of individuals with depression 
(herein referred to as patients) on spouses’ psychological states and patients’ de-
pressive symptoms. Sixteen couples participated in the study. Individual sessions 
were conducted over 10 weeks to help spouses express their thoughts and feel-
ings. Psychological measurement scale scores did not change markedly postinter-
vention for spouses; however, their subjective evaluations of the intervention were 
positive. In the qualitative analysis, spouses stated that they were able to express 
their thoughts and feelings and that the sessions were meaningful. Moreover, 
postintervention depressive scores of patients improved signifi cantly. Findings 
suggest that the nurse-led intervention of active listening for spouses may provide 
a better environment for improving the depressive symptoms of patients. [Journal 
of Psychosocial Nursing and Mental Health Services, 61(12), 19-25.]

Depressive disorder is a common 
mental disorder that aff ects ap-
proximately 280 million people 

worldwide (Institute of Health Metrics 
and Evaluation, 2019). Repeated relapses 
and prolonged depressive states oft en 
lead to prolonged treatments (Malhi & 
Mann, 2018). For family members of 
individuals with depression (herein re-
ferred to as patients), they oft en sacri-
fi ce their personal lives owing to various 
emotional, social, physical, and fi nancial 
burdens and their continued attention 
to the patient’s depressive symptoms 
(Priestley & McPherson, 2016; Radfar et 
al., 2014).

Among family members, spouses 
tend to live with and care for patients 
longer than patients’ children or other 
caregivers (Priestley et al., 2018; Yu et 
al., 2020). Patients’ relapses oft en cause 
repeated and persistent anxiety in their 
spouses (Bottorff  et al., 2014; Marguerite 
et al., 2017; Priestley et al., 2018). How-
ever, although patients with depression 
receive treatment and support, many of 
their spouses remain deprived of profes-
sional help (Priestley et al., 2018). Th ere-
fore, it is important to focus on spouses’ 
feelings as well as provide them with op-
portunities to express their feelings and 
the challenges they face (Priestley et al., 
2018). 

In a narrative literature review on 
supporting families of adults with men-
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tal illness, Ewertzon and Hanson (2019) 
emphasized the importance of assessing 
family members’ experiences. Th ey also 
stated that an individual active listening 
approach by health care professionals is 
an important family support interven-
tion to reduce alienation, burden, and the 
stress of families of patients with mental 
illness (Ewertzon & Hanson, 2019). Ac-
tive listening is one of the skills listed in 
the Nursing Interventions Classifi cation 
(Bulechek et al., 2012) and is infl uenced 
by Rogers’s theory. Rogers (1951), in his 
theory of client-centered therapy, stated 
that if an interviewer keeps provid-
ing unconditional positive regard and 
keenly listens to the thoughts behind 
an interviewee’s statements, interview-
ees can refl ect on their experiences, be-
come aware of repressed feelings, and 
reorganize themselves in the process of 
expressing emotions. Many case reports 
on interviews based on Rogers’s theory 
have qualitatively revealed reduced feel-
ings of alienation and increased positive 
self-evaluation (Farber et al., 2018). Th e 
family nursing theorist, Lorraine Wright 
(2005), argued that the duties of nurses 
and their high level of patient interaction 
place them in a unique position to off er 
emotional support to patients and their 
families through therapeutic conversa-
tions with active listening. In this way, 
nurses can provide Rogers’ (1957) three 
core conditions for therapeutic change: 
empathy, congruence, and uncondi-
tional positive regard. Th e intervention 
with active listening provides a safe and 
accepting space in which the patient and 
their family can relay the narrative of 
their experiences and fi nd an outlet for 
emotional pain. However, to the best of 
our knowledge, no intervention studies 
have been reported for spouses of pa-
tients with depression using a nurse-led 
individual active listening approach.

Th e purpose of the current pilot study 
was to investigate the impact of an in-
dividual nurse-led active listening in-
tervention for spouses of patients with 
depression. We hypothesized that the 
intervention would positively change 
spouses’ perceived social support, self-

esteem, and level of self-reported de-
pression. Qualitative analysis was per-
formed using an open-ended question 
to obtain spouses’ subjective assessments 
of the intervention. As it is well known 
that spouses’ psychological states and 
patients’ depressive symptoms interact 
(Benazon & Coyne, 2000), we also hy-
pothesized that depressive symptoms of 
patients would improve aft er the inter-
vention of spouses.

METHOD

Design

Th is was a single-group pre-/post-
test pilot study. Aft er patients and their 
spouses provided informed consent to 
participate in the study, spouses par-
ticipated in a nurse-led intervention. 
During the study period, patients were 
treated as usual by their attending psy-
chiatrists. Eff ects of the intervention on 
spouses and patients were quantitatively 
assessed. A qualitative evaluation of the 
intervention’s impact on spouses was 
also performed.

Participants and Setting

Inclusion criteria for spouses were: (a) 
aged 20 to 75 years; (b) had been notifi ed 
of the patient’s diagnosis; (c) legally or 
de facto married to the patient; and (d) 
could verbally communicate in Japanese. 
Exclusion criteria for spouses were: (a) 
currently participating in family support 
programs (e.g., family psychoeducation, 
family peer support); and (b) diagnosed 
and treated for a mental disorder.

Inclusion criteria for patients were: 
(a) diagnosis of a depressive episode (In-
ternational Statistical Classifi cation of 
Diseases and Related Health Problems 
[ICD]-10, code F32) or bipolar disor-
der with a current depressive episode 
(ICD-10, code F31.3); (b) received out-
patient treatment at study onset; and (c) 
obtained their attending psychiatrist’s 
approval to participate in the study. Pa-
tients with severe suicidal thoughts at the 
study onset, as assessed by the attending 
psychiatrist, were not enrolled. 

We enrolled participants from three 
institutions in Japan—a psychiatric out-

patient department of a general hospital, 
a private psychiatric hospital, and psy-
chiatric clinic—from July 2017 to April 
2019; the interventions were conducted 
from August 2017 to August 2019. Pa-
tients’ attending psychiatrists and the 
research team assessed the eligibility of 
prospective participants. Psychiatrists at 
each institution explained the study to all 
individuals who met the inclusion crite-
ria; aft er expressing their interest in par-
ticipating in the study, they were referred 
to the research team. Among the 23 
couples who received the explanation, 19 
agreed to participate. Four couples did 
not participate for the following reasons: 
patient refused participation (n = 1), dif-
fi culty scheduling the intervention with 
spouses (n = 2), and spouse refused par-
ticipation (n = 1).

Intervention

Framework. We prepared a docu-
ment outlining the principles of inter-
viewing and intervention procedure to 
ensure homogenous quality of the in-
tervention. Principles of interviewing 
were based on Rogers’s (1951) theory of 
client-centered therapy and active listen-
ing skills (Bulechek et al., 2012). In sum-
mary, the principles of interviewing were 
as follows: (a) not denying or directing 
spouses; (b) continuing to display a deep 
interest in spouses; (c) using questions or 
statements to stimulate the expression of 
thoughts and feelings; and (d) trying to 
deeply understand the thoughts behind 
the expressed message and content of the 
conversation.

Based on the procedures described 
in a study of a family psychoeducation 
intervention (Katsuki et al., 2011) and 
a review of psychotherapeutic nursing 
interventions (Sampaio et al., 2015), we 
set the duration of our intervention at 10 
weeks. Th e intervention was delivered 
over three to four sessions, occurring 
approximately once every 3 weeks. Th is 
duration was chosen based on Katsuki 
et al.’s (2011) study, which showed a brief 
program of four sessions spread over 6 
weeks to be an eff ective intervention for 
families of patients with depression. Th e 
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session was conducted in a private room, 
with one nurse interviewing one spouse. 
Th e session’s date and time were set per 
spouses’ schedules. At the beginning of 
the session, spouses were informed that 
they could talk freely about their thoughts 
and feelings. Without any structured in-
terview guide, interviewers encouraged 
spouses to express (a) the condition and 
treatment course of patients, (b) how they 
were involved with patients, and (c) their 
thoughts and feelings at the time.

Interviewers. Interviewers were nurs-
es who had at least 5 years of nursing 
experience and attended a 90-minute 
instruction session about the study held 
by the fi rst author (M.H.). Specifi cally, 
this instruction session included expla-
nations of the study plan, principles of 
interviewing, intervention procedure, 
and description of previous research on 
the experiences of spouses and families 
of patients with depression. Overall, 
three nurses, including the fi rst author, 
conducted the intervention. 

Fidelity. Audio was recorded with 
spouses’ permission. Th e fi rst author 
listened to the audio recordings to deter-
mine whether the interviewer followed 
the principles of interviewing. If permis-
sion was not obtained, the fi rst author 
asked the interviewer about the conver-
sational interaction aft er the session to 
confi rm fi delity of the intervention.

Data Collection

We obtained demographic character-
istics of spouses via a self-reported ques-
tionnaire. Demographic data and clinical 
variables of patients were obtained from 
medical records. Th e following measures 
were assessed at two time points: pre- 
and postintervention.

Measurement Tools for Spouses. Mul-
tidimensional Scale of Perceived Social 
Support (MSPSS). Th e MSPSS, initially 
designed by Zimet et al. (1988), mea-
sures perceptions of support from three 
sources—family, signifi cant other, and 
friend. Recently, many studies have used 
the MSPSS to assess perceived social iso-
lation, with other studies establishing its 
validity (Ma et al., 2020). Th e MSPSS is 

a 12-item, self-reported questionnaire 
rated on a 7-point Likert scale (1 = very 
strongly disagree; 7 = very strongly agree). 
Total score and subscale score were cal-
culated by averaging all 12 items and 
each subscale, respectively; higher scores 
indicate higher perceived social support. 
Th e original version had high internal 
consistency (Cronbach’s alpha = 0.88) 
and moderate construct validity (Zimet 
et al., 1988). Th e Japanese version of the 
MSPSS also has good reliability and va-
lidity (Iwasa et al., 2007). 

Rosenberg’s Self-Esteem Scale 
(RSES). Th e RSES measures self-esteem 
(Rosenberg, 1965); in the current study, 
we used the Japanese version (Mimura 
& Griffi  ths, 2007). Th e RSES is a 10-item 
self-reported questionnaire rated on a 
4-point Likert scale (1 = strongly dis-
agree; 2 = disagree; 3 = agree; 4 = strongly 
agree). Total score for each question was 
calculated (range = 10 to 40), with high-
er scores signifying higher self-esteem. 
Th e reliability coeffi  cient of Cronbach’s 
alpha for the Japanese version was ade-
quately high (Mimura & Griffi  ths, 2007). 

Patient Health Questionnaire-9 
(PHQ-9). Th e PHQ-9 is a self-reported 
questionnaire that assesses depression 
(Spitzer et al., 1999); we used the Japa-
nese version (Muramatsu et al., 2007) 
in the current study. Total score ranges 
from 0 to 27 categorized as 0 to 4, none; 
5 to 9, mild; 10 to 14, moderate; 15 to 19, 
moderate to severe; and 20 to 27, severe 
depressive symptoms. Th e Japanese ver-
sion of this tool has good reliability and 
validity (Muramatsu et al., 2007). 

Multiple Choice and Open-Ended 
Questionnaire on the Intervention. 
Spouses were asked to respond to an 
anonymous questionnaire postinterven-
tion to obtain their subjective assessment 
of the intervention. Th e questionnaire 
comprised three multiple-choice ques-
tions on the intervention content (i.e., 
the number, length, and preferred for-
mat of the sessions), rated on a 3-point 
Likert-type scale. Th e questionnaire also 
contained an open-ended question on 
the impressions or thoughts about par-
ticipating in the study.

Measurement Tool for Patients. 
Hamilton Depression Rating Scale 
(HDRS). To assess patients’ depres-
sive symptoms, the attending psychia-
trist or a clinical psychologist used the 
HDRS (Hamilton, 1960). Th e HDRS 
is a 17-item clinician-administered 
scale assessed by a semi-structured 
interview to measure the severity of 
depressive symptoms over recent and 
extended time intervals. Total HDRS 
scores of 0 to 7, 8 to 13, 14 to 18, 19 to 
22, and ≥23 indicate none, mild, mod-
erate, severe, and very severe depression, 
respectively.

Data Analysis

Spouses’ and patients’ demographic 
characteristics were statistically pre-
sented using frequencies and percent-
ages, means, and standard deviations. 
We performed paired sample t tests to 
determine pre- and postintervention dif-
ferences. Th e Wilcoxon signed-rank test 
was used for the PHQ-9, as its normality 
was not assumed by the Shapiro–Wilk 
test. Eff ect sizes were also assessed us-
ing Cohen’s d with the following criteria: 
small (d ≥ 0.20), medium (d ≥ 0.50), and 
large (d ≥ 0.80) (Cohen, 1992). All sta-
tistical analyses were performed using 
SPSS version 24.

Spouses’ responses to the multiple-
choice questions evaluating the inter-
vention were presented using frequen-
cies and percentages. Qualitative data 
from the open-ended question regard-
ing the intervention were analyzed us-
ing thematic analysis (Braun & Clarke, 
2006). One researcher (M.H.) coded the 
comments into semantic units, iden-
tifi ed commonalities between these 
codes, and grouped them into themes 
and subthemes. Th e raw data, analyti-
cal processes, and results were verifi ed 
by members of the research team who 
were not involved in the intervention or 
data collection (R.C., T.H.) and an ex-
perienced qualitative researcher (H.F.). 
Th ematic analysis was also supervised 
by an independent qualitative research 
expert who was not a member of the re-
search team.
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Ethics

Th e study was approved by the Eth-
ics Committee of the Kobe Univer-
sity Graduate School of Health Sci-
ences (No. 580-1) and adhered to the 
ethical standards of the Declaration of 
Helsinki. Th e study plan was posted as 
a hypothesis-testing study on the UMIN 
registry system (UMIN000028198) 
before the study onset. Aft er provid-
ing written and oral explanations of 

the study to potential couples, written 
informed consent was obtained from 
spouses and patients.

RESULTS

Attrition and Adherence

In total, 19 couples participated in the 
current study. At the end of the second 
session, three couples dropped out of the 
study because of a long-term business 
trip (n = 1) and hospitalization for treat-
ment of physical disease (n = 2). Th us, 16 
couples completed the intervention and 
questionnaires and had their data ana-
lyzed. We conducted three to four indi-
vidualized sessions with each spouse; 12 
spouses attended four sessions, whereas 
the remaining four spouses attended 
three sessions due to scheduling diffi  -
culties. Average number of sessions was 
3.75, average time per session was 45.9 
minutes, and average intervention dura-
tion was approximately 10 weeks.

Participants’ Demographic and 

Clinical Characteristics

Table 1 presents participants’ de-
mographic and clinical characteristics. 
Patients’ years since onset of depression 
ranged from 1 to 38 years (mean = 14.9 
years, SD = 10.6 years). Eleven patients 
had been hospitalized, four of whom had 
been hospitalized three or more times. 
Most (n = 15) patients had multiple de-
pressive episodes and recurrent chronic 
depression. During the study period, no 
patient received treatment other than 
the combination of supportive psycho-
therapy and medication, which they had 
already been receiving at baseline. For 15 
patients, the dosage of antidepressants or 
mood stabilizers remained unchanged 
during the study period; however, one 
patient had an increase in dosage of 
lamotrigine.

Measurement Scale Findings

Table 2 presents spouses’ and pa-
tients’ pre- and postintervention scores 
for each measurement tool. Among 
spouses, there was no signifi cant change 
in MSPSS total score (p = 0.17; d = 0.13). 
Signifi cant Other subscale score revealed 

a marginally signifi cant decline postint-
ervention (p = 0.049; d = 0.21), whereas 
no signifi cant diff erences were observed 
for the other two subscales (i.e., Family 
and Friend; p = 0.41 and 0.91, respec-
tively). Mean PHQ-9 score did not fol-
low a normal distribution and indicated 
a fl oor eff ect. At postintervention, no 
signifi cant change was observed in RSES 
or PHQ-9 scores for spouses. Regarding 
patients, mean total score for the HDRS 
exhibited a signifi cant decline postinter-
vention (p = 0.001; d = 0.50), with a me-
dium eff ect size (Table 2), suggesting pa-
tients’ depressive symptoms signifi cantly 
improved postintervention.

Intervention Questionnaire Findings

All 16 spouses returned the multiple-
choice and open-ended questionnaire on 
the intervention. Regarding number of 
sessions and session length, all spouses 
(n = 16, 100%) answered “just right.” 
For preferred session format, 15 (94%) 
spouses answered “one-on-one sessions.” 
Among all spouses, 11 (69%) provided 
a response to the open-ended ques-
tion. Th e qualitative analysis yielded 30 
codes, three themes, and 10 subthemes 
(Table 3). Th e three overarching themes 
were Satisfaction With Having Nurses 
Listen To Me, Usefulness of the Individual 
Nurse-Led Intervention, and Expectations 
of Further Family Support.

DISCUSSION

Th e current study investigated the 
impact of an individual nurse-led ac-
tive listening intervention for spouses of 
patients with depression. Aft er the inter-
vention, spouses’ perceived social sup-
port, self-esteem, and subjective depres-
sive level did not show any signifi cant 
changes except for a marginal decline in 
the Signifi cant Other subscale score of 
perceived social support. On the other 
hand, patients’ depressive symptoms 
improved markedly at postintervention. 
Th e questionnaire completed by spouses 
showed that many spouses considered 
the intervention a valuable opportunity.

Spouses’ MSPSS total scores did not 
improve signifi cantly aft er the interven-

TABLE 1

PARTICIPANTS’ 

DEMOGRAPHIC AND 

CLINICAL CHARACTERISTICS

Characteristic Value

Spouses (n = 16)

Age (years), mean 
(SD) (range)

60.6 (11) 
(34 to 75)

Sex, n (%)

Male 10 (63)

Female 6 (37)

Employment status, 
n (%)

Full-time/part-time 8 (50)

Retired/unemployed 8 (50)

Patients (n = 16)

Age (years), mean 
(SD) (range)

59.8 (11.7) 
(34 to 75)

Sex, n (%)

Female 10 (63)

Male 7 (37)

Diagnosis, n (%)

Bipolar depression 9 (56)

Major depressive 
disorder

7 (44)

Years since onset of 
depression, mean 
(SD) (range)

14.9 (10.6) 
(1 to 38)

Hospitalizations, 
n (%)

≥3 4 (25)

1 to 2 7 (44)

None 5 (31)
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tion. One reason may be the short du-
ration of the intervention. Conversely, 
the Signifi cant Other subscale scores 
declined signifi cantly aft er the interven-
tion. Although it is diffi  cult to identify 
the cause for this decline, it may be at-
tributable to the following reasons. Pre-
vious studies have shown that families 
of patients with depression oft en repress 
their feelings to avoid any negative eff ect 
on patients’ mental state (Bottorff  et al., 
2014; Skundberg-Kletthagen et al., 2014) 
and continue to struggle with caregiver 
burden and relationship strain (Priestley 
et al., 2018). Qualitative fi ndings in the 
current study showed that spouses could 
express their thoughts and feelings dur-
ing the sessions, which led them to eval-
uate the intervention positively. Spouses 
may believe they received substantial 
support from the nurse via the experi-
mental intervention setting, which they 
perceived to be comparatively more than 
the support they received from others on 
a daily basis.

RSES and PHQ-9 scores did not 
change markedly aft er the intervention. 
Self-esteem may be diffi  cult to change in 
a short period, as it is believed to change 
over the long term, although it some-
times fl uctuates temporarily (Harris & 
Orth, 2020). Because the depression 
scores (i.e., PHQ-9) of most spouses be-
fore the intervention were at the low end 
of the possible score range, resulting in 
a fl oor eff ect, it is reasonable that scores 
were not signifi cantly improved. Future 
studies, including those involving spouses 
with severe depression, might reveal the 
eff ectiveness of this intervention.

A signifi cant reduction in HDRS 
scores was found for patients postint-
ervention, indicating that patients’ 
depressive symptoms might improve 
following the nurse-led active listen-
ing intervention for spouses. Th is im-
provement through the intervention 
may be ensured by the following data. 
First, patients’ depression treatment re-
mained unchanged during the study pe-
riod. Second, approximately all patients 
had undergone long-term treatment for 
depression, with the average treatment 

T
A

B
L

E
 2

S
P

O
U

S
E

 A
N

D
 P

A
T

IE
N

T
 O

U
T

C
O

M
E

 M
E

A
S

U
R

E
S

 P
R

E
- 

A
N

D
 P

O
S

T
IN

T
E

R
V

E
N

T
IO

N

P
re

in
te

rv
e

n
ti

o
n

P
o

st
in

te
rv

e
n

ti
o

n

S
c

a
le

M
e

a
n

 

[M
e

d
ia

n
]

SD
[I

Q
R

]
R

a
n

g
e

M
e

a
n

 

[M
e

d
ia

n
]

SD
[I

Q
R

]
R

a
n

g
e

9
5

%
 C

I
t

p
C

o
h

e
n

’s
 d

Sp
ou

se
 (n

 =
 1

6)

M
SP

SS

To
ta

l
4.

9
1.

1
3.

3 
to

 6
.6

4.
8

1.
0

2.
9 

to
 6

.1
[–

0.
07

, 0
.3

5]
1.

43
0.

17
0.

13

Fa
m

ily
5.

5
1.

0
3.

5 
to

 6
.8

5.
4

1.
1

2.
8 

to
 6

.8
[–

0.
17

, 0
.3

8]
0.

85
0.

41
0.

11

Si
gn

ifi 
ca

nt
 O

th
er

4.
9

1.
2

3.
3 

to
 6

.8
4.

7
1.

3
2 

to
 6

.5
[0

.0
0,

 0
.5

3]
2.

14
0.

04
9

0.
21

Fr
ie

nd
4.

1
1.

6
1.

8 
to

 6
.8

4.
2

1.
3

2 
to

 6
.3

[–
0.

31
, 0

.2
8]

–0
.1

1
0.

91
0.

01

RS
ES

27
.8

2.
9

22
 to

 3
4

27
.1

2.
8

22
 to

 3
1

[–
0.

69
, 1

.9
4]

1.
01

0.
33

0.
22

PH
Q

-9
a

[3
.5

]
[3

.0
]

[3
.0

]
[2

.8
]

—
—

0.
92

—

Pa
tie

nt
 (n

 =
 1

6)

H
D

RS
10

.3
7.

2
2 

to
 2

9
6.

9
6.

2
1 

to
 2

4
[1

.7
0,

 5
.0

5]
4.

30
0.

00
1

0.
50

N
ot

e.
 IQ

R 
= 

in
te

rq
ua

rt
ile

 ra
ng

e;
 C

I =
 co

nfi
 d

en
ce

 in
te

rv
al

; M
SP

SS
 =

 M
ul

tid
im

en
si

on
al

 S
ca

le
 o

f P
er

ce
iv

ed
 S

oc
ia

l S
up

po
rt

; R
SE

S 
= 

Ro
se

nb
er

g’
s S

el
f-E

st
ee

m
 S

ca
le

; P
H

Q
-9

 =
 P

at
ie

nt
 H

ea
lth

 
Q

ue
st

io
nn

ai
re

-9
; H

D
RS

 =
 H

am
ilt

on
 D

ep
re

ss
io

n 
Ra

tin
g 

Sc
al

e.
 H

ig
he

r s
co

re
s i

nd
ic

at
e 

be
tt

er
 h

ea
lth

 st
at

us
, e

xc
ep

t f
or

 th
e 

PH
Q

-9
 a

nd
 H

D
RS

 sc
al

es
, w

he
re

 h
ig

he
r s

co
re

s i
nd

ic
at

e 
po

or
er

 sy
m

pt
om

s/
fu

nc
tio

ni
ng

.
a  W

ilc
ox

on
 si

gn
ed

-r
an

k 
te

st
. 

23JOURNAL OF PSYCHOSOCIAL NURSING • VOL. 61, NO. 12, 2023



duration being 15 years since diagnosis. 
Th us, patients in the current study can be 
characterized as having chronic depres-
sion that does not readily remit with usu-
al treatment, such as medication (Hung 
et al., 2019). Previous research suggests 
that decreasing the burden on families 
of patients with depression might of-
fer a more supportive environment for 
patients (Coloni-Terrapon et al., 2020; 
Shimazu et al., 2011). Th erefore, active 
listening provided by nurses to spouses 
of patients with clinical depression may 
have decreased the burden on spouses, 
resulting in an improvement in the de-
pressive symptoms of patients. Further 
research is required to investigate the 
factors that may have aff ected the results 
of the current study.

Th e current study reported no par-
ticipant dropout attributable to the in-
tervention, with only 17% of couples 
refusing participation. Previous studies 
mentioned challenges in obtaining re-
search participation from family mem-
bers of patients with depression (Katsuki 
et al., 2018; Seikkula et al., 2013). Th ere-
fore, in the given context, the partici-
pation refusal ratio in our study seems 
acceptable. As our intervention was 
conducted individually, it is likely that 

spouses were more willing to participate. 
Moreover, responses to the open-ended 
questionnaire revealed that spouses of 
patients anticipate further development 
of our research. Th ese responses suggest 
that opportunities for nurses to actively 
listen to spouses’ thoughts and feelings 
would be appropriate.

LIMITATIONS

Th e current study has several limita-
tions related to its preliminary nature. 
First, the sample size was relatively small 
with no control group. Second, selec-
tion bias may exist, as participants were 
couples who were interested in the study. 
Th ird, attending psychiatrists who ad-
ministered the HDRS to their patients 
were aware of the study, which might 
have led to evaluation bias. Finally, a 
follow-up postintervention survey was 
not conducted. 

Future studies should further discuss 
the interventional framework to reduce 
alienation and increase self-esteem 
among spouses. Studies with control 
groups are also needed to investigate the 
impact of the intervention, including the 
mechanism by which the intervention 
for spouses improved patients’ depres-
sive symptoms. 

CONCLUSION

Th e individual nurse-led active lis-
tening intervention for spouses of pa-
tients with depression did not markedly 
change spouses’ psychological measure-
ment scale scores except for a marginal 
decrease in spouses’ perceived social 
support score on the Signifi cant Other 
subscale of the MSPSS. Spouses’ subjec-
tive evaluation of the intervention indi-
cated that it was an appropriate approach 
and provided an opportunity to express 
and resolve their thoughts and feelings. 
Patients’ depression scores improved 
signifi cantly aft er the intervention. Th is 
intervention for spouses might create a 
better environment for improving pa-
tients’ chronic depression. Further re-
search is needed to clarify the eff ects of 
the intervention, including the mecha-
nism by which it improved patients’ de-
pressive symptoms.

REFERENCES
   Benazon, N. R., & Coyne, J. C. (2000). Living with 

a depressed spouse. Journal of Family Psycholo-
gy, 14(1), 71–79. https://doi.org/10.1037/0893-
3200.14.1.71 PMID:10740683 

  Bottorff , J. L., Oliff e, J. L., Kelly, M. T., Johnson, J. L., 
& Carey, J. (2014). Surviving men’s depression: 
Women partners’ perspectives. Health, 18(1), 60–
78. https://doi.org/10.1177/1363459313476965 
PMID:23426793 

  Braun, V., & Clarke, V. (2006). Using thematic 
analysis in psychology. Qualitative Research 
in Psychology, 3(2), 77–101. https://doi.
org/10.1191/1478088706qp063oa 

  Bulechek, G. M., Butcher, H. K., Dochterman, J. 
M. M., & Wagner, C. M. (2012). Nursing inter-
ventions classifi cation (6th ed.). Mosby.

  Cohen, J. (1992). Statistical power analysis. Cur-
rent Directions in Psychological Science, 1(3), 
98–101. https://doi.org/10.1111/1467-8721.
ep10768783 

  Coloni-Terrapon, C., Favrod, J., Clément-Perritaz, 
A., Gothuey, I., & Rexhaj, S. (2020). Opti-
mism and the psychological recovery process 
among informal caregivers of inpatients suf-
fering from depressive disorder: A descriptive 
exploratory study. Frontiers in Psychiatry, 10, 
972. https://doi.org/10.3389/fpsyt.2019.00972 
PMID:32009996

  Ewertzon, M., & Hanson, E. (2019). Support in-
terventions for family members of adults with 
mental illness: A narrative literature review. 
Issues in Mental Health Nursing, 40(9), 768–
780. https://doi.org/10.1080/01612840.2019.1
591547 PMID:31145025 

TABLE 3 

THEMES AND SUBTHEMES DERIVED FROM SPOUSES’ 

FREE DESCRIPTIONS OF THEIR EXPERIENCE OF THE NURSE-LED 

ACTIVE LISTENING INTERVENTION

Theme Subtheme

Satisfaction With Having 
Nurses Listen To Me

I felt my feelings were listened to fully 
I felt it was important to tell others about myself 

Usefulness of the Individual 
Nurse-Led Intervention

I felt the sessions were meaningful 
I was able to sort out my feelings 
I was able to affi  rm myself 
I rethought how to communicate with my partner

Expectations of Further 
Family Support 

I hope that my cooperation in this research will 
be useful 
I have expectations of family support 
I hope for more information about patient support 
I have expectations of enhanced consultation 
services in the future

24



  Farber, B. A., Suzuki, J. Y., & Lynch, D. A. (2018). 
Positive regard and psychotherapy outcome: A 
meta-analytic review. Psychotherapy (Chicago, 
Ill.), 55(4), 411–423. https://doi.org/10.1037/
pst0000171 PMID:30335454 

  Hamilton, M. (1960). A rating scale for depres-
sion. Journal of Neurology, Neurosurgery, 
and Psychiatry, 23(1), 56–62. https://doi.
org/10.1136/jnnp.23.1.56 PMID:14399272 

  Harris, M. A., & Orth, U. (2020). Th e link between 
self-esteem and social relationships: A meta-
analysis of longitudinal studies. Journal of Per-
sonality and Social Psychology, 119(6), 1459–
1477. https://doi.org/10.1037/pspp0000265 
PMID:31556680 

  Hung, C. I., Liu, C. Y., & Yang, C. H. (2019). 
Persistent depressive disorder has long-term 
negative impacts on depression, anxiety, 
and somatic symptoms at 10-year follow-up 
among patients with major depressive disor-
der. Journal of Aff ective Disorders, 243, 255–
261. https://doi.org/10.1016/j.jad.2018.09.068 
PMID:30248637

  Institute of Health Metrics and Evaluation. (2019). 
Global health data exchange. http://ghdx.
healthdata.org/gbd-results-tool?params=gbd-
a p i - 2 0 1 9 - p e r m a l i n k / d 7 8 0 d f f b e 8 a -
381b25e1416884959e88b 

  Iwasa, H., Gondou, Y., Masui, Y., Inagaki, H., 
Kawaai, C., Ohtsuka, R., Ogawa, M., Takayama, 
M., Imuta, H., & Suzuki, T. (2007). Reliability 
and validity of Japanese version of social sup-
port scale [article in Japanese]. Journal of 
Health and Welfare Statistics, 54(6), 26–33.

  Katsuki, F., Takeuchi, H., Inagaki, T., Maeda, T., 
Kubota, Y., Shiraishi, N., Tabuse, H., Kato, 
T., Yamada, A., Watanabe, N., Akechi, T., & 
Furukawa, T. A. (2018). Brief multifamily psy-
choeducation for family members of patients 
with chronic major depression: A randomized 
controlled trial. BMC Psychiatry, 18(1), 207. 
https://doi.org/10.1186/s12888-018-1788-6 
PMID:29929495 

  Katsuki, F., Takeuchi, H., Konishi, M., Sasaki, 
M., Murase, Y., Naito, A., Toyoda, H., Suzuki, 
M., Shiraishi, N., Kubota, Y., Yoshimatsu, 
Y., & Furukawa, T. A. (2011). Pre-post 
changes in psychosocial functioning among 
relatives of patients with depressive disor-
ders aft er Brief Multifamily Psychoeduca-
tion: A pilot study. BMC Psychiatry, 11, 56. 
https://doi.org/10.1186/1471-244X-11-56 
PMID:21477384

  Ma, R., Mann, F., Wang, J., Lloyd-Evans, B., 
Terhune, J., Al-Shihabi, A., & Johnson, S. 

(2020). Th e eff ectiveness of interventions for 
reducing subjective and objective social isola-
tion among people with mental health prob-
lems: A systematic review. Social Psychiatry 
and Psychiatric Epidemiology, 55(7), 839–876. 
https://doi.org/10.1007/s00127-019-01800-z 
PMID:31741017 

  Malhi, G. S., & Mann, J. J. (2018). Depression. 
Lancet, 392(10161), 2299–2312. https://
doi.org/10.1016/S0140-6736(18)31948-2 
PMID:30396512 

  Marguerite, S., Laurent, B., Marine, A., Tanguy, 
L., Karine, B., Pascal, A., & Xavier, Z. (2017). 
Actor-partner interdependence analysis in de-
pressed patient-caregiver dyads: Infl uence of 
emotional intelligence and coping strategies 
on anxiety and depression. Psychiatry Research, 
258, 396–401. https://doi.org/10.1016/j.psy-
chres.2017.08.082 PMID:28890228

  Mimura, C., & Griffi  ths, P. (2007). A Japa-
nese version of the Rosenberg Self-Esteem 
Scale: Translation and equivalence assess-
ment. Journal of Psychosomatic Research, 
62(5), 589–594. https://doi.org/10.1016/j.
jpsychores.2006.11.004 PMID:17467414 

  Muramatsu, K., Miyaoka, H., Kamijima, K., 
Muramatsu, Y., Yoshida, M., Otsubo, T., & 
Gejyo, F. (2007). Th e patient health question-
naire, Japanese version: Validity according 
to the mini-international neuropsychiatric 
interview-plus. Psychological Reports, 101(3 
Pt 1), 952–960. https://doi.org/10.2466/
pr0.101.3.952-960 PMID:18232454 

  Priestley, J., & McPherson, S. (2016). Experiences 
of adults providing care to a partner or relative 
with depression: A meta-ethnographic syn-
thesis. Journal of Aff ective Disorders, 192, 41–
49. https://doi.org/10.1016/j.jad.2015.12.011 
PMID:26706831

  Priestley, J., McPherson, S., & Davies, F. (2018). 
Couples’ disease: Th e experience of living 
with a partner with chronic depression. Jour-
nal of Couple & Relationship Th erapy, 17(2), 
128–145. https://doi.org/10.1080/15332691.2
017.1372833 

  Radfar, M., Ahmadi, F., & Fallahi Khoshknab, M. 
(2014). Turbulent life: Th e experiences of the 
family members of patients suff ering from 
depression. Journal of Psychiatric and Mental 
Health Nursing, 21(3), 249–256. https://doi.
org/10.1111/jpm.12077 PMID:23638957 

  Rogers, C. R. (1951). Client-centered therapy: 
Its current practice, implications, and theory. 
Houghton Miffl  in.

  Rogers, C. R. (1957). Th e necessary and suffi  cient 

conditions of therapeutic personality change. 
Journal of Consulting Psychology, 21(2), 
95–103. https://doi.org/10.1037/h0045357 
PMID:13416422

  Rosenberg, M. (1965). Society and the adolescent 
self-image. Princeton University Press. https://
doi.org/10.1515/9781400876136 

  Sampaio, F. M., Sequeira, C. A., & Lluch Canut, 
M. T. (2015). Nursing psychotherapeutic 
interventions: A review of clinical studies. 
Journal of Clinical Nursing, 24(15-16), 2096–
2105. https://doi.org/10.1111/jocn.12808 
PMID:25819026 

  Seikkula, J., Aaltonen, J., Kalla, O., Saarinen, P., 
& Tolvanen, A. (2013). Couple therapy for 
depression in a naturalistic setting in Fin-
land: A 2-year randomized trial. Journal of 
Family Th erapy, 35(3), 281–302. https://doi.
org/10.1111/j.1467-6427.2012.00592.x 

  Shimazu, K., Shimodera, S., Mino, Y., Nishida, 
A., Kamimura, N., Sawada, K., Fujita, H., 
Furukawa, T. A., & Inoue, S. (2011). Fam-
ily psychoeducation for major depression: 
Randomised controlled trial. Th e Brit-
ish Journal of Psychiatry, 198(5), 385–390. 
https://doi.org/10.1192/bjp.bp.110.078626 
PMID:21343330 

  Skundberg-Kletthagen, H., Wangensteen, S., 
Hall-Lord, M. L., & Hedelin, B. (2014). Rela-
tives of patients with depression: Experiences 
of everyday life. Scandinavian Journal of 
Caring Sciences, 28(3), 564–571. https://doi.
org/10.1111/scs.12082 PMID:24111931 

  Spitzer, R. L., Kroenke, K., & Williams, J. B. (1999). 
Validation and utility of a self-report version 
of PRIME-MD: Th e PHQ primary care study. 
Journal of the American Medical Association, 
282(18), 1737–1744. https://doi.org/10.1001/
jama.282.18.1737 PMID:10568646 

  Wright, L. M. (2005). Spirituality, suff ering, and 
illness: Ideas for healing. F.A. Davis.

  Yu, S. H., Wang, L. T., SzuTu, W. J., Huang, L. 
C., Shen, C. C., & Chen, C. Y. (2020). Th e 
caregivers’ dilemma: Care burden, rejection, 
and caregiving behaviors among the care-
givers of patients with depressive disorders. 
Psychiatry Research, 287, 112916. https://
doi.org/10.1016/j.psychres.2020.112916 
PMID:32199183

  Zimet, G. D., Dahlem, N. W., Zimet, S. G., & 
Farley, G. K. (1988). Th e multidimensional 
scale of perceived social support. Journal 
of Personality Assessment, 52(1), 30–41. 
https://doi.org/10.1207/s15327752jpa5201_2 
PMID:2280326

25JOURNAL OF PSYCHOSOCIAL NURSING • VOL. 61, NO. 12, 2023


