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Abstract 

Depression can be contagious. This means that not only do depressed individuals 

experience depressive symptoms, but their romantic partners are also at risk of vicariously 

experiencing depressive symptoms. From an attachment lens, this vicarious transfer of 

depressive symptoms between romantic partners is expected to be exacerbated in the context of 

anxious attachment relationship instability, and verbal aggression. Using 571 German couples 

from the Panel Analysis on Intimate Relationships and Family Dynamics, I tested how these 

three relationship factors may moderate the expression of depressive symptom contagion 

between men’s and women’s depressive symptoms at two time points. Results revealed that, 

generally, one partner’s depressive symptoms were associated with less depressive symptoms in 

the other partner—suggesting the opposite of a depressive symptom contagion. However, for 

both men and women, anxious attachment increased the risk of depressive symptoms contagion 

between partners cross-sectionally but not longitudinally. Together these results contribute to the 

literature by suggesting that the depressive symptom contagion did not occur among a general 

population of German couples, but would occur in the context of anxious attachment. Thus, in an 

effort to reduce depression contagion among couples, clinicians are advised to focus on reducing 

anxious attachment.  
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Chapter 1 - Introduction 

Depressive symptoms can be contagious, meaning that individuals exposed to depressive 

symptoms in others can be at a greater risk of experiencing depressive symptoms themselves 

(Joiner & Katz, 1999). This is called depressive symptom contagion and has staggering 

implications. For example, millions of adults are diagnosed with depression each year around the 

world (Depression, 2017). Particularly in Germany, women’s risk for depressive symptoms 

grows higher each year and women continually report higher depressive symptoms than men 

(Bretschneider et al., 2012; Thorn et al., 2017). Furthermore, men and women with depressive 

symptoms in Germany also are at risk for poorer health and lower social functioning (Maske, 

Buttery, Bessdo-Baum, Riedel-Heller, Hapke, & Busch, 2016) as well as an increased risk for 

suicide (Hawton, Comabella, Haw, & Saunders, 2013). Due to depressive symptom contagion, 

the more that people are exposed to depressive symptoms, the more likely they are to experience 

depressive symptoms themselves and struggle with these similar challenges. This is concerning 

for people in romantic relationships as they can be uniquely vulnerable to depressive symptom 

contagion. Furthermore, this is problematic as couples with depressive symptoms often have 

difficulty communicating with each other and have more emotionally strained relationships 

(Sharabi, Delaney, & Knobloch, 2016). From an attachment theoretical framework (Bowbly, 

1969; Hazan & Shaver, 1987), the depressive symptom contagion occurs because one partner is 

anxiously attached with the other partner and, thus, vulnerable to the depressive symptom 

contagion. Despite the growing literature on the depressive symptom contagion among romantic 

couples (e.g., Joiner & Katz, 1999; Katz, Beach, & Joiner, 1999), it remains unclear when this 

contagion occurs in some couples and not in other couples (Joiner & Katz, 1999). Understanding 
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the contexts that explain this contagion are important and can provide insight for clinicians in 

treating depressive symptoms in romantic couples.  

Although, it is known that the expression of depressive symptoms can be related with 

biology, hereditary, and numerous other causes (Chaturvedi, Clancy, Schaefer, Oluwole, & 

McCrae, 2017; Lebowitz, Ahn, & Nolen-Hoeksema, 2013; Okbay et al., 2016), in this study I 

focus on how depressive symptoms may be linked with a partner’s depression symptoms, and 

three salient relationship dynamics that may moderate this link. More specifically, I will study to 

what extent an anxious attachment style, verbal aggression, and relationship instability moderate 

depression symptom contagion between partners (Bishop, Norona, Roberson, Welsh, McCurry, 

2019; Sharabi, Delaney, & Knobloch, 2016). Each of these relationship factors are associated 

with elevated depressive symptoms separately (Bishop, Norona, Roberson, Welsh, McCurry, 

2019, Knobloch & Knobloch-Fedders, 2010; Sharabi, Delaney, & Knobloch, 2016), and they 

could explain the contexts wherein depressive symptom contagion occurs in couples. Thus, 

relying on attachment theory and existing literature, I aim to test to what extent these three 

relationship factors might moderate the association between partnered men’s and women’s 

depressive symptoms concurrently and also at two time points one year apart. These findings 

contribute to the literature in at least three ways. First, these findings can explain the contexts of 

when the depressive symptom contagion occurs in romantic couples. Second, they add to the few 

studies that used large samples and advanced statistical methods to examine the depressive 

symptom contagion by using a larger sample of 571 couples using moderated path analyses. 

Lastly, these findings can offer key insights for clinicians in working with couples presenting 

with depressive symptoms to better understand how certain relationship factors could potentially 

increase the risk of a depressive symptom contagion.  
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Chapter 2 - Theory and Literature Review 

 Attachment Theory 

Romantic relationships can be a source of comfort and stability for many partners. This 

dynamic, however, becomes altered when a partner experiences depressive symptoms. From an 

attachment theory (Bowlby, 1969) framework, depressive symptoms can arise out of how 

individuals regulate themselves when presented with stress and negative events in the context of 

their close relationships. Partners first learned how to interact and regulate themselves from how 

they interacted with their parents when they were infants. For example, parents who were warm 

and supportive when they were stressed, developed a secure bond with their parent. On the other 

hand, parents who were dismissive, avoidant, or harsh when they were stressed, developed a 

more insecure bond with their parents. When adults, these bonds are played out in romantic 

relationships. When one partner experiences depressive symptoms, this can be stressful for the 

couple. Insecurely attached partners will be more fearful, anxious, and distressed and as such 

doubt themselves, their relationship, and be unsure of how to approach their partner. From this, 

insecure partners are theoretically vulnerable to depressive symptoms.  

This insecure attachment can be expressed relationally, and thus certain relationship 

dynamics can explain the context for when depressive symptom contagion occurs. Avoidant and 

anxious attachment behaviors are both common ways partners respond when their relationship 

feels threatened. Avoidant attachment is characterized by responding to this discomfort in the 

relationship with distance, whereas anxious attachment is characterized by responding to this 

discomfort with heightened efforts to seek out reassurance and connection (Mikulincer & 

Shaver, 2007). In this study I focus specifically only on anxious attachment due to the expected 

exacerbated effect on partners of this reassurance-seeking from a partner who is already 
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struggling with a more depressed mood. Thus, anxious attachment, relationship instability, and 

verbal aggression are highly salient relationship factors from an attachment perspective. First 

within romantic relationships, insecure attachments can be illustrated by an anxious attachment 

style (Brennan, Clark, & Shaver, 1998; Mikulincer & Shaver, 2003). When partners struggle to 

regulate themselves when distressed, partners with an anxious attachment will tend to doubt 

themselves and be emotionally insecure, such as feeling that their partner does not like them as 

much as before. In other words, an anxiously attached partner would be more vulnerable to 

depressive symptoms when their partner experiences depressive symptoms. Second, when 

partners are more anxiously attached, the doubts about themselves often turn to emphasizing 

doubts about their relationship. An anxiously attached partner can perceive their relationship to 

be unstable, which can theoretically dampen their mood and they may experience more 

depressive symptoms. Thus, a partner who perceives greater relationship instability would be 

vulnerable to depressive symptoms when their partner experiences depressive symptoms. Third, 

anxiously attached partners may excessively seek their partner because they feel emotionally 

insecure, which can lead them to be hostile or verbally aggressive towards their partner in an ill-

fated attempt at seeking assurance that a partner still cares. Theoretically, this verbal aggression 

comes from an emotionally insecure place that would increase their risk of depressive symptoms. 

From this, verbally aggressive partners would be at risk for depressive symptoms when their 

partner experiences depressive symptoms.  

Taken together, anxious attachment, relationship instability, and verbal aggression can be 

both directly linked with a partner’s depressive symptoms and are expected to moderate the 

expression of depressive symptoms between partners. Attachment theory provides a framework 
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to study depressive symptom contagion among couples and explore the degree to which these 

relationship factors explain the depressive symptom contagion effect. 

 Literature Review 

 Depressive Symptom Contagion  

The phenomenon of depressive symptoms being contagious and that people can also 

experience depressive symptoms by being around, working with, and living with people with 

depressive symptoms is generally supported by two meta-analyses (Joiner & Katz, 1999; Segrin 

& Dillard, 1992). However, when examining romantic relationships, specifically, there is some 

support for depressive symptom contagion, but there are also inconsistent findings within the 

literature. Particularly, young romantic partners are more likely to report depressive symptoms 

when their partners were depressed (Katz, Beach, & Joiner, 1998). Similarly, one partner’s 

depressive symptoms were linked with increases in their partner’s depressive symptoms (Katz, 

Beach, & Joiner, 1999). Also, both partners in the relationship tended to have similar levels of 

depressive symptoms over 10 years (Holahan, Moos, Moerkbak, Conrkite, Holahan, & Kenny, 

2007). On the other hand, there are times when the depressive symptom contagion effect was not 

supported, such as among some romantic couples (Lemay & Cannon, 2012) and speed dating 

couples (Le, Gotlib, Noorgate, & Kuppens, 2016).  

 With that said, however, a number of studies supported only one direction of the 

contagion, meaning that the association either depended by gender or other factors. For example, 

men’s depressive symptoms are linked with higher depressive symptoms in women (Revenson, 

Marin-Chollom, Rundle, Wisnivesky, & Neugut, 2016). This same association was also found in 

distressed couples (Kouros & Cummings, 2010) and mediated by women’s stress (Knoll, 

Schwarzer, Pfuller, & Kienle, 2009). However, other findings suggest that men may be more 
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vulnerable to women’s depressive symptoms (Fredrisksen, von Soest, Smith, & Moe, 2019; 

Joiner & Katz, 1999; Kahn, Coyne, & Margolin, 1985) as women’s depressive symptoms are 

linked with higher depressive symptoms in men (Morgan, Love, Durtschi, & May, 2018). 

Conversely, some studies suggest that there are minimal gender differences in how depressive 

symptom contagion occurs, but these studies strongly encourage more studies on the differences 

in how the depressive symptom contagion affects men and women (Benazon & Coyne, 2000; 

Joiner & Katz, 1999). Together this literature provides some support for the depressive symptom 

contagion effect among couples, but it could vary by gender. I aim to add to this literature by 

testing the depressive symptom contagion among both men and women in romantic 

relationships.  

 When examining this literature further, most studies used samples of less than 200 

couples (e.g., Katz, Beach, & Joiner, 1999; Lemay & Cannon, 2012; Knoll, Schwarzer, Pfuller, 

& Kienle, 2009; Holahan, Moos, Moerkbak, Conrkite, Holahan, & Kenny, 2007; Le, Gotlib, 

Noorgate, & Kuppens, 2016), and only three with larger samples (Fredrisksen, von Soest, Smith, 

& Moe, 2019; Kouros & Cummings, 2010; Revenson, Marin-Chollom, Rundle, Wisnivesky, & 

Neugut, 2016). This suggests a need for studies with larger samples to increase the statistical 

power of the study to detect unique dyadic contexts of depressive symptom contagion within 

couples. Additionally, only three studies used actor-interdependence models to simultaneously 

assess and control for actor and partner effects within each couple (Fredrisksen, von Soest, 

Smith, & Moe, 2019; Kenny, Kashy, & Cook, 2006), whereas most of these studies relied on 

data from one partner using multiple regressions, correlations, and experimental designs (e.g., 

Kouros & Cummings, 2010; Knoll, Schwarzer, Pfuller, & Kienle, 2009). Using larger dyadic 

samples allows for more statistical rigor in examining the depressive symptom contagion effect 
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among couples. Further limiting generalizations from existing literature, most of this literature 

was cross-sectional with only three studies examining the depressive symptom contagion effect 

at more than one time point (Fredrisksen, von Soest, Smith, & Moe, 2019; Holahan, Moos, 

Moerkbak, Conrkite, Holahan, & Kenny, 2007; Kouros & Cummings, 2010). Considering this 

literature, I aim to contribute by using a large German sample, advanced statistical methods, and 

examining the depressive symptom contagion at two time points.  

 Severity of Depressive Symptoms 

A number of studies about depressive symptom contagion among couples noted that their 

samples had “relatively low levels of depressive symptoms” (Fredrisksen, von Soest, Smith, & 

Moe, 2019; Holahan, Moos, Moerkbak, Conrkite, Holahan, & Kenny, 2007; Kouros & 

Cummings, 2010, p. 143; Revenson, Marin-Chollom, Rundle, Wisnivesky, & Neugut, 2016). 

These findings on couples with low levels of depressive symptoms could suggest that depressive 

symptoms do not need to reach clinical levels in order to affect their partner’s depressive 

symptoms (Kouros & Cummings, 2010). However, two of these studies only supported one 

direction of the depressive symptom contagion effect, and it is possible that couples with less 

depressive symptoms may not completely capture the depressive symptom contagion effect. This 

is an important issue because previous studies using the Panel Analysis of Intimate Relationships 

and Family Dynamics—which I aim to use—revealed a large sample of couples with relatively 

low depressive symptoms on average (Morgan, Durtschi, Kimmes, 2018; Morgan, Love, 

Durtschi, & May, 2018).  Given the potentially low levels of depressive symptoms, it is 

important to investigate those couples with depressive symptoms rather than couples with 

virtually no depressive symptoms. In order to address this, I aim to examine a contagion effect of 

depressive symptoms among couples by classifying if at least one partner reported a mild level 
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of depressive symptoms. That way I can test a sample of couples experiencing  more depressive 

symptoms as well as test whether partner A’s depressive symptoms is associated with more or 

less depressive symptoms in partner B.  

 Relationship Factors 

Despite this sizable literature, there is a call for greater understanding of why and when 

depressive symptom contagion occurs in some couples and not in others (Joiner & Katz, 1999). 

A few studies have heeded this plea and identified women’s stress (Knoll, Schwarzer, Pfuller, & 

Kienle, 2009) secure and insecure attachment (Fredrisksen, von Soest, Smith, & Moe, 2019), and 

reassurance seeking (Joiner, 1994) as contexts that explain when the depressive symptom 

contagion effect occurs within couples. However, these are not the only factors in romantic 

relationships. I answer this call and extend these few studies by examining additional 

relationship factors that can explain why the depressive symptom contagion occurs in some 

couples but not in others. 

 Recently, Sharabi and colleagues (2016) used qualitative methods to better understand 

what couples experienced when one or both partners were depressed. They analyzed responses 

from 135 couples who had been diagnosed by a professional for depression. They found 

depression had nine effects on these couples’ relationships: emotional strain, less romance and 

sexual intimacy, struggle to communicate, isolated, lack of energy, dependence on the 

relationship, less understanding about depression, uncertainty about the relationship, a closer 

relationship, and miscellaneous effects. Although, many of the findings confirmed theoretical 

components that had been tested quantitatively for decades, Sharabi and colleagues also 

highlighted three important relationship factors that are especially germane to attachment theory, 

including: emotional insecurity (i.e., anxious attachment), relationship instability, and verbal 
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aggression for future research. However, I was unable to identify any study that examined these 

relationship factors together, and each of these relationship factors had yet be tested as 

moderators for the depressive symptom contagion. Thus, I aim to expand upon the literature by 

testing the role these relationship factors may have in explaining the depressive symptom 

contagion effect among couples. Even though these relationship factors have not been tested 

together in connection with depressive symptom contagion, these relationship factors have been 

separately linked with depressive symptoms. 

Anxious Attachment. There is a wealth of literature examining the association between 

anxious attachment and depressive symptoms (e.g., Bishop, Norona, Roberson, Welsh, McCurry, 

2019; Bowlby, 1980; Burnette, Davis, Green, Everett, Worthington Jr, & Bradfield, 2009; 

Cooper, Shaver, & Collins, 1998; Hankin, Kassel, & Abela, 2005; Lee & Hankin, 2009; 

Mickelson, Kessler, & Shaver, 1997; Simpson et al., 2003; Wei, Heppner, & Mallinckrdt, 2003; 

Whisman, 2017). A general consensus can be found in that those who are anxiously attached are 

more vulnerable to greater depressive symptoms. This association has been found among 

Chinese adults (Jinyao et al., 2012; Mak Bond, Simpson, & Rholes, 2010), US college students 

(Marganska, Gallagher, & Miranda, 2013), pre- and post-partum women (Scharfe, 2007), and 

new parents (Rholes, Simpson, Kohn, Wilson, Martin, Tran, & Kashy, 2011). One study 

examined the depressive symptom contagion using insecure attachment as a moderator among 

1,036 couples transitioning to parenthood (Fredrisksen, von Soest, Smith, & Moe, 2019). 

Fredrisken and colleagues (2019) examined these couples at seven time points beginning with 

couples mid-pregnancy and 12 months postpartum. They found that insecurely attached partners 

were negatively affected by their partners’ depressive symptoms six weeks later. This provides 

potential support for anxious attachment as a moderator, but also highlights several areas to 
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consider when expanding upon this study. First, Fredrisken and colleagues measured insecure 

attachment as both avoidant and anxious attachment styles, making it unclear whether the 

moderation is due to anxious attachment or avoidant attachment styles. This is important as 

anxious and avoidant attachment styles are two different ways of coping with insecurities 

(Mikulincer & Shaver, 2003). Second, this sample was specific to parents expecting and then 

raising a child, which can be challenging for couples as they navigate new roles and 

responsibilities (Deave, Johnson, & Ingram, 2008). This experience could be different when 

examining general populations of couples. From this, we aim to build upon this study by 

specifically examining anxious attachment as a moderator of the depressive symptom contagion 

among a general sample of couples.  

Verbal aggression. When partners verbally berate their partner by yelling, screaming, 

and stating demeaning comments they are being verbally aggressive. Although there is 

substantial support for verbal aggression to occur in couples generally (e.g., Gou & Woodin, 

2017; Renner, Reese, Peek-Asa, & Ramirez, 2015), there are a few studies that examine verbal 

aggression specifically within couples coping with depressive symptoms. The expression of 

verbal aggression can be both a symptom of depressed mood and a partner receiving verbal 

aggression may be at elevated risk for depression. Couples with depressive symptoms can 

become verbally aggressive as evidenced by Sharabi’s (2016) findings. Consequently, verbal 

aggression is associated with greater depressive symptoms (Graham, Bernards, Flynn, Tremblay 

& Wells 2012; Marshall, Sippel, & Belleau, 2011). Several decades ago, one study found that 

women’s verbal aggression was associated with men reporting higher depressive symptoms, but 

men’s aggression was not associated with women’s depressive symptoms (Segrin & Fitzpatrick, 
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1992). From these few studies, there is a need for more studies on verbal aggression among 

couples with depressive symptoms.   

 Relationship instability. As couples manage one or both partner’s depressive symptoms, 

they may feel their relationship is in trouble and feel uncertain about the future (Knobloch & 

Delaney, 2012; Sharabi et al., 2016). This is unsurprising as depressive symptoms have been 

linked with some couples ending their relationship (Breslau et al., 2011). Over the past decade, 

there is growing support that couples with depressive symptoms tend to experience relationship 

uncertainty or instability (Knobloch & Knobloch-Fedders, 2010). Particularly, depressive 

symptoms are linked with greater relationship instability (Knobloch & Knobloch-Fedders, 2010). 

This association was also found among military couples (Knobloch, Ebata, McGaughlin, & 

Ogolsky, 2013; Knobloch & Theiss, 2011), and mediated by coping (Fink & Shapiro, 2013). 

Additionally, in the context of depressive symptoms, relationship instability is linked with 

partners soliciting criticisms (i.e., negative feedback-seeking; Knobloch, Knoblcoh-Feeders, & 

Durbin, 2011) and partners preferences to avoid talking about important relationship topics 

(Knobloch, Sharabi, Delaney, & Suranne, 2016). Although relationship instability has been 

linked with greater depressive symptoms, it has not been used to describe the depressive 

symptom contagion effect among couples. I aim to add to these studies by examining 

relationship instability as a moderator between both partner’s depressive symptoms.  

Confounding variables. Beyond these three relationship factors, the literature has 

identified a number of confounding variables to consider when testing depressive symptoms in 

couple relationships. First, even when testing specific relationship dynamics, it is important to 

also test for the couple’s overall level of relationship satisfaction (Katz, Beach, & Joiner, 1999). 

This is because relationship satisfaction broadly captures the overall feelings of the relationship 
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and is linked with less depressive symptoms (Beach, Fincham, & Katz, 1997; Kouros & 

Cummings, 2010; Morgan, Durtschi, Kimmes, 2018). Second, it is important to also account for 

the length of time couples that have been together as relationships develop over time (Roberson, 

Norona, Lenger, & Olmstead, 2018). Third, depressive symptoms could be attributed to 

economic deprivation or hardships, which is also linked with worse depressive symptoms 

(Kavanaugh, Neppl, & Melby, 2018). Fourth, education is a viable aspect when considering 

depressive symptoms. For example, people with less education report greater risks of 

experiencing higher levels of depressive symptoms (von dem Knesebekc, Pattyn, & Bracke, 

2011). This, however, is not always the case and people who are have more education also report 

higher depressive symptoms (Bracke, Pattyn, & von dem Knesebeck, 2013). Fifth, couples with 

household income at and below poverty levels are more susceptible to depressive symptoms 

(Kessler et al., 1994; Zimmerman & Katon, 2005), thus household income is a viable control. 

Sixth, overall health is related with depressive symptoms in that poorer health is associated with 

higher depressive symptoms (Jones, Ledermann, Fauth, 2018; Kosloski, Stull, Kercher, & Van 

Dussen, 2005). Seventh, age has been associated with depressive symptoms, particularly among 

older adults (Kessler, Foster, Webster, & House, 1992; Tampubolon & Maharani, 2017). Eighth, 

there are a number of aspects to consider when examining a German population, which include 

relationship status, residing in East or West Germany, and migrant status. Married couples tend 

to report less depressive symptoms than couples that are cohabiting (Maske, Buttery, Bessdo-

Baum, Riedel-Heller, Hapke, & Busch, 2016). There continue to be differences in depressive 

symptoms based on whether residents live in the Eastern or Western regions of Germany (Thorn 

et al., 2017; Helbich, Plener, Hartung, & Blüml 2017). Finally, first and second generation 

migrant women tend to report more depressive symptoms than native Germans (Sieberer, 
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Maksimovic, Ersoz, Machleidt, Ziegenbien, & Calliess, 2012). Based on this literature, when 

testing the depressive symptom contagion effect among couples, we aim to control for men’s and 

women’s relationship satisfaction, age, education, and health as well as economic deprivation, 

household income, relationship duration, relationship status, residing in East or West Germany, 

and migrant status.  

 Present Study 

Using attachment theory as a framework and based in the existing literature, I aim to test 

the extent to which anxious attachment, relationship instability, and verbal aggression moderate 

the depressive symptom contagion effect between partners in a romantic relationship. In order to 

establish a possible contagion effect, I will determine to what extent men’s and women’s 

depressive symptoms are correlated at one time point and then at one year later. Next, I then aim 

to test the following research questions:  

RQ1: To what extent do men’s and women’s anxious attachment, relationship instability, 

and verbal aggression predict their own (actor effects) and their partners’ (partner effects) 

depressive symptoms cross-sectionally?  

RQ2: To what extent do anxious attachment, relationship instability, and verbal 

aggression moderate the association between men’s depressive symptoms predicting 

women’s depressive symptoms cross-sectionally, as well as women’s depressive 

symptoms predicting men’s depressive symptoms cross-sectionally?   

RQ3: To what extent do anxious attachment, relationship instability, and verbal 

aggression moderate the association between men’s depressive symptom predicting 

women’s depressive symptoms one year later, as well as women’s depressive symptoms 

predicting men’s depressive symptoms one year later?   
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Chapter 3 - Method 

 Procedure 

This study was part of a series of projects studying depressive symptoms and relational 

dynamics in romantic couples using the Panel Analysis of Intimate Relationships and Family 

Dynamics (Pairfam; Morgan, Durtschi, & Kimmes, 2018; Morgan, Love, Durtschi, & May, 

2018), thus there are some methodological similarities between these studies using this same data 

set. This study expands upon these previous studies by specifically examining the depressive 

symptom contagion among couples cross-sectionally and longitudinally. Specifically, I used two 

waves (Waves 3 and 4) from the Pairfam (Release 9.1; Bruderl et al., 2018), which is a 

longitudinal study of a nationally representative German sample. The developers accomplished 

this by using a stratified sampling design that divided the country into regions and then sampling 

households within those regions. Respondents were comprised of anchors from three different 

cohorts by birth year: 1971-1973, 1981-1983, and 1991-1993. Beginning in 2008, the Pairfam 

annually assessed anchors and their partners on a variety of measures, which is expected to 

continue until 2022. Anchors were interviewed each year by a computer-assisted self-

administered interview, whereas their romantic partner completed a questionnaire submitted via 

mail. In 2008, the sample consisted of 12,402 anchors and 3,743 partners. By Wave 3, the 

sample consisted of 7,901 anchors and 2,362 partners, whereas the sample consisted of 6,999 

anchors and 2,182 partners by Wave 4. These data have been collected and are publicly available 

upon request. For more information on these procedures see Huinink et al. (2011) and steps to 

obtain access to the data visit http://www.pairfam.de/en/study.html.   

Not all of the variables of interest were assessed at each wave. For example, anxious 

attachment was assessed at every other wave, whereas depressive symptoms were assessed at 



15 

every wave after the baseline wave. Thus, we used Waves 3 and 4, which had 1,992 couples who 

met inclusion criteria of remaining together for those two waves. The following couples were 

removed from the sample used due to not fitting the focus of this study on heterosexual adult 

couples who live together: Couples who identified as gay or lesbian couples (N = 19), widowed 

(N = 3), divorced or separated (N = 66), living a part, but together (N = 249), and couples with 

adolescent partners (N = 4) were excluded from the sample. This resulted in a sample of 1,642 

heterosexual couples ages 18 and older.  

As expected from previous literature (e.g., Morgan, Durtschi, & Kimmes, 2018), this 

sample had low average scores of depressive symptoms for both men (M = 1.60) and women (M 

= 1.68). Specifically, the majority of the sample reported minimal depressive symptoms with 

76% of women and 83% of men had averages below 2, which corresponded to “sometimes 

experiencing depressive symptoms.” Furthermore, at Wave 3, only 9% (N = 106) of couples had 

both partners reporting a 2 (sometimes) or higher, which is too small of a sample size to conduct 

path analyses (Kline, 2016). In order to examine a sample of couples where at least one partner 

was experiencing depressive symptoms at the level of “sometimes or more,” I limited the sample 

to only those couples with at least one partner that rated a 2 (sometimes) or higher on their 

overall depressive symptoms. This allowed for an examination of the depressive symptom 

contagion among couples, particularly couples with at least one partner with more moderate 

depressive symptoms. This resulted in sample of 571 couples (35% of sample) with minimal to 

higher levels of depressive symptoms. On average, these couples had slightly higher depressive 

symptoms for both men (M = 1.93) and women (M = 2.09), while 31.80% of women and 49.40% 

of men had averages below 2.  
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 Sample Characteristics 

 These sample characteristics were from men’s and women’s responses at Wave 3. On 

average, men were 35.99 years old (SD = 6.44) and women were 33.21 years old (SD = 5.79). Of 

these couples, the majority were married (76%) while 24% were cohabitating. These couples 

had, on average, been together for 11 years (SD = 5.99) and had a monthly household income of 

€2,940.69 ($4,082.97, SD = €1,200.95). Further, 75% had at least one child. Men in these 

relationships were, on average, 36 years old (SD = 6.44). Most men had full time employment 

(77%), 39% had a university level education. On the other hand, women in these relationships 

were, on average, 33 years old (SD = 5.79), 22% had full time employment, and 32% had a 

university level education. Concerning health, 25% of women and 16% men rated poor and bad 

overall health, while the remaining majority reported satisfactory to good levels of overall health. 

The majority of the sample, (81%) resided in the western region of Germany. Although most 

couples were native Germans (78%), 22% of couples included a partner with a 1st or 2nd 

generation migrant partner that were half-German (6%), ethnic-German immigrant (6%), of 

Turkish background (3%), and other non-German background (8%).  

 Measures 

Depressive symptoms. Depressive symptoms were measured by ten items that assessed 

overall mood, which ranged from “I feel good” and “I enjoy life” to “I am depressed” and “My 

mood is gloomy”. These items were rated on a scale from 1 (almost never) to 4 (almost always). 

This scale was from the State-Trait Depression Scales (Spaderna, Schmukle, & Krohne, 2002), 

which has been shown to be highly correlated with the Beck Depression Inventory (Beck & Steer 

1987) and Zung Self-Rating Depression Scale (Krohne, Schmukle, Spaderna, & Spielberger, 

2002; Zung, 1986). Although this is a German scale and given in the German language, it has 
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been shown to also have consistency in measuring depression among English speaking samples 

from the English version (Krohne, Schmukle, Spaderna, & Spielberger, 2002). I separated these 

items by biological sex in order to create men’s and women’s depressive symptoms. After 

recoding, higher scores indicated higher levels of depressive symptoms. These items were then 

averaged together to create a single measure of men’s and women’s depressive symptoms, which 

had strong reliability for both men (α = .90) and women (α = .88) at Wave 3 as well as for men 

(α = .87) and women (α = .86) at Wave 4.  

Anxious attachment. Anxious attachment was measured by five items that were 

abbreviated from two subscales from the Munich Individuation Test of Adolescence (Walper, 

1997, Walper, Schwarz, & Jurasic, 1996). The five items were “I have the feeling that I like my 

partner more than he/she likes me”, “Sometimes I’m not sure if my partner enjoys being with me 

as much as I enjoy being with him/her”, “I’m often afraid my partner thinks I’m silly or stupid if 

I make a mistake”, “Sometimes I’m afraid that my partner would rather spend time with others 

than with me”, and “When I disappoint or annoy my partner, I’m afraid that he/she won’t like me 

anymore”. All of the items were rated from 1 (not at all) to 5 (absolutely). These five items have 

been used previously as a measurement of anxious attachment (Kimmes, Durtschi, Clifford, 

Knapp, & Fincham, 2015; Park, Johnson, MacDonald, & Impett, 2019) and shown to be a valid 

measurement for anxious attachment when compared with The Experiences in Close 

Relationships-Revised Questionnaire (Fraley, Waller, & Brennan, 2000)—a widely used 

measure for attachment (Park, Johnson, MacDonald, & Impett, 2019). I separated these items by 

biological sex and then averaged the items together to create men’s and women’s anxious 

attachment. These had acceptable reliability for both men (α = .77) and women (α = .77) at Wave 
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3, which were comparable to previous studies where reliability ranged from .68 to .78 (Kimmes, 

Durtschi, Clifford, Knapp, & Fincham, 2015; Park, Johnson, MacDonald, & Impett, 2019). 

Relationship instability. Three items measured relationship instability that were adapted 

from the Marital Instability Index (Booth, Johnson, & Edwards, 1983). Each partner responded 

to whether they had in the past year “thought that [their] relationship or marriage was in trouble”, 

“seriously considered a separation or a divorce”, and “seriously suggested to [their] partner a 

separation or divorce, or [their] partner suggested it to you”. These items were rated from 1 (yes) 

to 2 (no). I recoded these items and then averaged them together, so that higher scores indicated 

more instability about the relationship. Additionally, I separated these items by biological sex to 

create men’s and women’s relationship instability, which had acceptable reliability for men (α = 

.81) and women (α = .82) at Wave 3.  

Verbal aggression. Verbal aggression was measured by two items that assessed verbal or 

non-physical forms of aggression, which were adapted from the Marital Communication 

Questionnaire (Bodenmann, 2000). Each partner was asked how often they “insulted or verbally 

abused” and “yelled” at the other partner. This was rated from 1 (almost never or never) to 5 

(very frequently). I coded these items by biological sex and then averaged them together to create 

men’s and women’s verbal aggression, which had acceptable reliability for both men (α = .80) 

and women (α = .78) at Wave 3. 

Controls. Relationship satisfaction was assessed from 1 (very dissatisfied) to 10 (very 

satisfied), relationship status was coded as 0 = cohabitating or 1 = married, education was 

recoded to be 2 (university level or tertiary education) or 1 (less than university or tertiary 

education), number of children, migrant status was coded as 1 (migrant background) or 2 

(German native, non-migrant), overall health during the past 4 weeks was rated from 1 (bad) to 5 
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(good), full time employment was coded as 2 (full time employment) or 1 (other types of 

employment), and age (years). Household income (in Euros) was coded so that outlier values 

greater than 3 standard deviations from the mean were coded as the value of 3 standard 

deviations. Economic deprivation was measured by two items from the economic deprivation 

scale (Schwarz et al., 1997) which asked if couples had to forgo something because of their 

budget and were mostly short of money. These items were rated from 1 (not at all correct) to 5 

(completely correct) and an average score computed. Economic deprivation had strong reliability 

(α = .89). All of these controls were coded at Wave 3. Of these controls, the following variables 

were divided by biological sex to create controls for men and women: relationship satisfaction, 

age, education, full time employment, and health. The remaining variables represented controls 

at the couple level, including household income, economic deprivation, number of children, 

relationship duration, migrant status, residing in West Germany, household income, and 

relationship status. It is important to note that all of these measures were presented in the 

German language to German couples. For further measurement details see Thonnissen, Wilhelm, 

Friedrich, Alt, and Walper (2014) and Table 1.   
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Table 1. Descriptions of Men’s and Women’s Depressive Symptoms, Relationship Factors, 

and Controls (N = 571 couples). 

Variable   M or %           SD   Range α 

Men’s Depressive Symptoms W3 1.93 .51 1 – 4  .90 

Women’s Depressive Symptoms W3 2.09 .53 1 – 4  .88 

Men’s Depressive Symptoms W4 1.86 .52 1 – 4 .87 

Women’s Depressive Symptoms W4 2.05 .54 1 – 4 .86 

Men’s Anxious attachment 1.94 .79 1 – 5 .77 

Women’s Anxious attachment 1.94 .83 1 – 5 .77 

Men’s Relationship Instability 1.21 .34 1 – 2 .81 

Women’s Relationship Instability 1.26 .37 1 – 2 .82 

Men’s’ Verbal Aggression 1.93 .92 1 – 5 .80 

Women’s Verbal Aggression 2.29 1.08 1 – 5 .78 

Men’s Age 35.99 6.44 19 – 70 - 

Women’s Age 33.21 5.79 18 – 51 - 

Economic Deprivation 2.79 1.17 1 – 5 .89 

Number of Children 1.49 1.18 1 – 10 - 

Relationship Duration 10.52 5.99 .08 – 34.58 - 

Migranta 22.40% - 1, 2 - 

West Germanyb 81.10% - 1, 2 - 

Marriedc  76.20% - 1, 2 - 

Men’s Relationship Satisfaction 7.58 1.97 1 – 10 - 

Women’s Relationship Satisfaction 7.22 2.23 1 – 10 - 

Men Completed Colleged 38.80% - 1, 2 - 

Women Completed Colleged 32.40% - 1, 2 - 

Household Income 2940.69 1200.95 1 – 2 - 

Men’s General Health 3.47 .98 1 – 5 - 

Women’s General Health 3.26 1.06 1 – 5 - 

Men’s Full-Time Employment 76.70% - 1, 2 - 

Women’s Full-Time Employment 22.40% - 1, 2 - 

Note: a reference group was non-migrant. b reference group was East Germany. c reference group 

wascohabitating. d reference group was those with less than completed college. All of the 

variables, unless specified, were measured at Wave 3.  
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Analytic Plan 

The analytic plan was carried out in a number of steps. First, variables were coded in 

SPSS 25 (IBM, 2018). Particularly, to test how the relationship factors would moderate men’s 

and women’s depressive symptoms, I created the following interaction terms using Wave 3 

measures. Women’s depressive symptoms were multiplied with men’s anxious attachment, 

relationship instability, and verbal aggression, respectively, to create three interaction terms. 

Next, men’s depressive symptoms were multiplied with women’s anxious attachment, 

relationship instability, and verbal aggression, respectively, to create another three interaction 

terms. Second, preliminary analyses were conducted using SPSS and Mplus 8.0 (Muthén & 

Muthén, 2012). Specifically, I tested for any measurement differences between anchor and 

partner scores, and determined an appropriate estimator to account for non-normality as well as 

missing data. Due to the dyadic nature of these analyses, I also tested for distinguishability 

between partners (Kenny, Kashy, & Cook, 2006). 

Third, prior to testing the research questions, I conducted Pearson’s correlations. 

Specifically, I used bivariate correlations, in Mplus, to test the degree that men’s and women’s 

depressive symptoms at both waves were correlated (see Figure 1). Fourth, using Mplus to test 

my research questions, I developed a path analysis model for men’s and women’s depressive 

symptoms. Specifically, men’s and women’s anxious attachment, relationship instability, and 

verbal aggression predicted men’s depressive symptoms for one model and then predicted 

women’s depressive symptoms for the other model (see Figure 1). Due to couples seldom 

agreeing on the effects that depressive symptoms have on their relationship (Sharabi, Delaney, & 

Knobloch, 2016), I expected the actor effects to be more strongly associated with their own 
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depressive symptoms, which would suggest that I use men’s and women’s relationship factors 

with their own depressive symptoms in the next steps.  

Fifth, I tested a moderation path analysis (see Figure 2). Specifically, men’s depressive 

symptoms were predicted by: women’s depressive symptoms, anxious attachment, relationship 

instability, and verbal aggression, three interaction terms, and the controls. Next, women’s 

depressive symptoms were predicted by: men’s depressive symptoms, anxious attachment, 

relationship instability, and verbal aggression, three interaction terms, and the controls. Due to 

the use of interaction terms and tests between depressive symptoms, I standardized all of the 

predictors and controls. Good model fit was evaluated by common model fit indices (Kline, 

2016), including: a non-significant chi-square test, CFI greater than .95, RSMEA and SMSR less 

than .05. Lastly, I added men’s and women’s depressive symptoms at Wave 4 as the outcome 

variables to the model in order to the depressive symptom contagion one year later (see Figure 

3).  
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Women’s Relationship. 
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Men’s Verbal 

Aggression 

Men’s Relationship 

Instability  

Figure 1. Path Analysis to Test Actor and Partner Effects.  

Note: All of the variables were measured at Wave 3. Controls are men’s and women’s age, 

full-time employment, relationship satisfaction, education, and health as well as household 

income, economic deprivation, relationship status, migrant status, resident in West 

Germany, and number of children.  
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Figure 2. Moderated Path Analysis Model at One Time Point.  

Note: All of the variables were measured at Wave 3. Note: All of the variables were 

measured at Wave 3. Controls are men’s and women’s age, full-time employment, 

relationship satisfaction, education, and health as well as household income, economic 

deprivation, relationship status, migrant status, resident in West Germany, and number of 

children.  
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Figure 3.  Moderated Path Analysis Model at Two Time Points.  

Note: T1 = Wave 3, T2 = Wave 4. All of the variables were measured at Wave 3. Controls 

are men’s and women’s age, full-time employment, relationship satisfaction, education, 

and health as well as household income, economic deprivation, relationship status, migrant 

status, resident in West Germany, and number of children.  
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Chapter 4 - Results  

 Preliminary Analyses  

 Measurement t-tests. I used independent t-tests to examine any measurement differences 

between anchor and partner responses for some of the controls as well as all of the predictor and 

outcome variables. From these tests, seven were significant, which ranged relationship instability 

(Cohen’s d = .07) and age (d = .15) to health (d = .22). These variables demonstrated effect sizes 

below or close to .20, so I moved forward with men’s and women’s responses of those variables.  

 Estimator. To adequately test the research questions, I evaluated the degree of missing 

data and non-normality to determine an appropriate estimator. Missing data ranged from 0% 

(e.g., relationship status) as the lowest to 12% (men’s depressive symptoms Wave 4) as the 

highest amount of missing data. These variables demonstrated normal distributions at the 

univariate level, but non-normal distributions at the multivariate level. Particularly, the 

moderator variables revealed skewness greater than ±3 and kurtosis ±7. Given the level of 

missing and non-normality, I used maximum likelihood estimation with robust standard errors 

(MLR; Muthén & Muthén, 2010), which accounts for missing data and non-normality.  

 Distinguishability. Due to the nature of dyadic data, I conducted an omnibus test of 

distinguishability to examine if the model could distinguish between men’s and women’s 

responses (Kenny, Kashy, & Cook, 2006). To accomplish this, in Mplus, I developed the RQ2 

model (Figure 2), and constrained all of the pathways, correlations, variances, and means to be 

the same. In comparing this constrained model to the unconstrained model, a significant MLR 

chi-square difference test (χ2 (191) = 2265.16, p < .01) found that the partners were indeed 

distinguishable. Thus, all statistical analyses were conducted by freely estimating the means, 

variances, and covariances between both partners in these models.  
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Correlations. To see if the depressive symptom contagion occurred in our sample, I ran 

Pearson correlations to test the degree men’s and women’s depressive symptoms were associated 

at Waves 3 and 4. These revealed a number of significant findings. First, the association between 

women’s depressive symptoms and men’s depressive symptoms were significant at Wave 3 (r = 

-.32) and Wave 4 (r = -.09). Second, women’s depressive symptoms at Wave 3 were associated 

with men’s depressive symptoms at Wave 4 (r = -.21), while men’s depressive symptoms at 

Wave 3 were associated with women’s depressive symptoms at Wave 4 (r = -.23). Given these 

zero-order correlations between men’s and women’s depressive symptoms were all negative, 

these correlations provided support for the depressive symptom contagion to not occur at one 

time point or longitudinally. In fact, contrary to expectations, these zero-order correlations 

indicate that the more one partner is experiencing a depressed mood, the other partner is 

expected to report less of a depressed mood. 

 Path Analysis 

 In building up to testing the depressive symptom contagion effect, I evaluated RQ1 to test 

if actor and partner effects were associated with men’s and women’s depressive symptoms. To 

accomplish this, a path analysis examined both actor and partner effects predicting men’s and 

women’s depressive symptoms. This model shown in Figure 1 with bidirectional pathways 

between each partner’s depressive symptoms did not converge, so to test RQ1, I instead tested 

each outcome in separate models. For example, all of the predictors and controls predicting 

women’s depressive symptoms was one model, whereas all of the predictors and controls 

predicting men’s depressive symptoms was another model. In each model, the variances of all 

the predictors and controls were correlated. Due to the use of moderators, all of the variables 

were standardized except the outcome variables, thus the results were drawn from the STDY 
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output in Mplus. This resulted in adequate or just-identified model fit for both men’s and 

women’s depressive symptom models: χ2 (0) = 0, CFI = 1.00; TLI = 1.00, RMSEA = 0 (95% 

confidence interval [0, 0]), and SRMR = 0. Refer to Table 2 for the detailed results, as I 

summarize results here with significance at p < .05. Concerning the depressive symptom 

contagion, more depressive symptoms were associated with a decrease in their partners’ 

depressive symptoms for both men (β = -.28) and women (β = -.31), while adjusting for multiple 

control variables. In general, a number of the actor effects were revealed to be significantly 

associated with depressive symptoms, whereas only one partner effect was significant. 

Specifically, men’s (β = .18) and women’s anxious attachment (β = .15) was associated with an 

increase in their depressive symptoms at the same time point. Men’s verbal aggression was 

associated with an increase in their own depressive symptoms (β = .09), however, women’s 

verbal aggression was not associated with their own depressive symptoms. Women’s relationship 

instability was associated with an increase in their own depressive symptoms (β = .10), but 

men’s relationship instability was not associated with their own depressive symptoms.  

Concerning partner effects, only more women’s verbal aggression was associated with a 

decrease in men’s depressive symptoms (β = -.10). Of the controls, only the actor effects were 

significant. For example, higher relationship satisfaction was associated with decreases in men’s 

(β = -.16) and women’s (β = -.13) depressive symptoms. Put simply, these results suggest that 

the actor effects of the predictor variables (e.g., anxious attachment) were significantly 

associated with increases in depressive symptoms. These results generally supported for the use 

of use actor effects in predicting depressive symptoms.  
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Table 2. Standardized Estimates, Standard Errors, and Significance Levels for Partnered 

Men’s and Women’s Depressive Symptoms at Wave 3 (N = 571).  

 Women’s Depressive 

Symptoms     

Men’s Depressive 

Symptoms 

Parameter Estimate β SE β SE 

Men’s Depressive Symptoms (MDS) -.31** .04 - - 

Women’s Depressive Symptoms (WDS) - - -.28** .04 

Women’s Verbal Aggression (WVA) .08 .04 -.10* .04 

Women’s Anxious Attachment (WAA) .15** .04 -.04 .04 

Women’s Relationship Instability (WRI) .10* .04 .05 .04 

MDS x WVA .06 .04 -.04 .04 

MDS x WAA .13** .04 .03 .05 

MDS x WRI .04 .04 .15** .04 

Men’s Verbal Aggression (WVA) -.08 .04 .09* .04 

Men’s Anxious Attachment (WAA) .05 .04 .18** .04 

Men’s Relationship Instability (WRI) .00 .04 .07 .04 

WDS x MVA .00 .05 .01 .03 

WDS x MAA .07 .06 .12** .04 

WDS x MRI .07 .06 .05 .03 

Economic Deprivation .03 .04 .05 .04 

Number of Children -.02 .04 -.02 .04 

Relationship Duration .04 .04 .01 .04 

Migrant Status .06 .04 .07* .03 

West Germany .00 .03 -.03 .03 

Married  .01 .04 .04 .04 

Women’s Relationship Satisfaction -.13** .04 .00 .04 

Men’s Relationship Satisfaction .03 .03 -.16** .04 

Women’s College Education .01 .04 .02 .03 

Men’s College Education .00 .04 .10** .04 

Women’s’ Health -.31** .04 .07* .03 

Men’s Health -.00 .04 -.34** .04 

Household Income -.09* .05 -.04 .05 

Women’s Full-Time Employment .01 .04 .04 .04 

Men’s Full-Time Employment .05 .04 -.03 .03 

Men’s Age .04 .05 -.02 .05 

Women’s Age -.05 .05 -.02 .05 

Note. Men’s and women’s depressive symptoms as outcome variables were tested in two models, 

just-identified model fit for both men’s and women’s depressive symptom models: χ2 (0) = 0, 

CFI = 1.00; TLI = 1.00, RMSEA = 0 (95% confidence interval [0, 0]), and SRMR = 0. All of 

these variables were at Wave 3.  

*p < .05. **p < .01 (two-tailed). 
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 Moderated Path Analysis Model at One Time Point 

Next, I examined how relationship factors (i.e., actor effects) moderated the depressive 

symptom contagion at one time point by conducting a moderated path analysis as shown in 

Figure 2. The predictors, moderators, interaction terms, and controls predicted men’s and 

women’s depressive symptoms. Due to the direct test of men’s and women’s depressive 

symptoms, the outcome variables were also standardized, thus all of the results from this model 

are standardized. This model had good model fit (χ2 (8) = 4.99, p > .05; CFI = 1.00, RMSEA = 

0.00 (95% confidence interval [0.0, 0.03]), and SRMR = .003). I summarize the significant 

associations (p < .05) here, refer to Table 3 for full details. The actor effects of men’s and 

women’s verbal aggression, anxious attachment, and relationship instability were associated with 

their own higher levels of depressive symptoms respectively. Higher depressive symptoms in 

one partner was associated with lower scores on depressive symptoms in a partner. Specifically, 

men’s higher depressive symptoms were associated with less depressive symptoms in women (β 

= -.35) while women’s higher depressive symptoms were associated with men reporting lower 

depressive symptoms (β = -.41). 

Moderators. There were, however, only a few significant moderators. The depressive 

symptom contagion from women to men was moderated by men’s anxious attachment (β = .14). 

Specifically, when men reported being more anxiously attached, women’s depressive symptoms 

were associated with more depressive symptoms in men (Figure 5). The depressive symptom 

contagion from men to women was moderated by women’s anxious attachment and followed the 

same pattern as above; namely, when women were more anxiously attached, men’s depressive 

symptoms were associated with more depressive symptoms in women (β = .14; Figure 4).  
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Among the controls, women’s higher relationship satisfaction was associated with 

women’s lower depressive symptom scores (β = -.13). Women’s health was also associated with 

women’s lower depressive symptoms (β = -.32). Household income was associated with higher 

depressive symptoms in women (β = -.08). Additionally, men’s higher relationship satisfaction 

was associated with men’s lower depressive symptoms (β = -.17). Similarly, men’s increases in 

health was associated with men’s decreases in depressive symptoms (β = -.34). However, men’s 

education was associated with more depressive symptoms (β = .11). Migrant status was 

associated with more depressive symptoms in men (β = .08). 
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Table 3. Standardized Estimates, Standard Errors, and Significance Levels for Partnered 

Men’s and Women’s Depressive Symptoms (DS; N = 571). 

 Women’s Depressive 

Symptoms     

Men’s Depressive 

Symptoms 

Parameter Estimate β SE β SE 

Men’s Depressive Symptoms (MDS) -.35** .07 - - 

Women’s Depressive Symptoms (WDS) - - -.41** .07 

Women’s Verbal Aggression (WVA) .05 .04 - - 

Women’s Anxious Attachment (WAA) .15** .04 - - 

Women’s Relationship Instability (WRI) .11* .04 - - 

MDS x WVA .06 .04 - - 

MDS x WAA .14** .04 - - 

MDS x WRI .03 .04 - - 

Men’s Verbal Aggression (WVA) - - .06 .04 

Men’s Anxious Attachment (WAA) - - .20** .04 

Men’s Relationship Instability (WRI) - - .10* .04 

WDS x MVA - - .02 .04 

WDS x MAA - - .14** .04 

WDS x MRI - - .05 .03 

Economic Deprivation .03 .04 .04 .04 

Number of Children -.02 .04 -.04 .04 

Relationship Duration .05 .04 .01 .04 

Migrant Status .06 .04 .08* .03 

West Germany -.00 .03 -.04 .03 

Married  .01 .04 .03 .04 

Women’s Relationship Satisfaction -.13** .04 - - 

Men’s Relationship Satisfaction - - -.17** .03 

Women’s College Education -.00 .03 - - 

Men’s College Education - - .11** .04 

Women’s’ Health -.32** .04 - - 

Men’s Health - - -.34** .04 

Household Income -.08* .04 -.05 .04 

Women’s Full-Time Employment .01 .03 - - 

Men’s Full-Time Employment - - -.05 .03 

Men’s Age - - -.02 .04 

Women’s Age -.04 .04 - - 

Note: All of these variables were at Wave 3. Model fit: χ2 (8) = 4.99, p > .05; CFI = 1.00, 

RMSEA = 0.00 (95% confidence interval [0.0, 0.03]), and SRMR = .003. 

*p < .05. **p < .01 (two-tailed). 
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Figure 4. Women’s Anxious Attachment Moderates Men’s Depressive Symptoms 

Predicting Women’s Depressive Symptoms.  

Note: WAA = Women’s Anxious Attachment. MDS = Men’s Depressive Symptoms. All of 

the variables, including the outcome, were standardized, thus 0 in this figure represents the 

standardized mean of women’s depressive symptoms in the sample.  
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Figure 5. Men’s Anxious Attachment Moderates Women’s Depressive Symptoms 

Predicting Men’s Depressive Symptoms.  

Note: MAA = Men’s Anxious Attachment. WDS = Women’s Depressive Symptoms. All of 

the variables, including the outcome, were standardized, thus 0 in this figure represents the 

standardized mean of men’s depressive symptoms in the sample.  
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 Moderated Path Analysis Model at Two Time Points 

Finally, to examine the depressive symptom contagion across two time points, I built 

upon the previous model by having the previous predictors, moderators, and controls predict 

men’s and women’s depressive symptoms one year later (Wave 4), while also controlling for 

their respective depressive symptoms at Wave 3 (see Figure 3). Similar to RQ1, all of the 

variables were standardized except the outcome variables, thus the results were drawn from the 

STDY output in Mplus. This model had good model fit (χ2 (22) = 33.32, p > .05; CFI = .98, 

RMSEA = 0.03 (95% confidence interval [0.00, 0.05]), and SRMR = .01). This model revealed a 

number of significant associations (p < .05), which I summarize here. Refer to Table 4 for 

details. These results did not support a depressive symptom contagion longitudinally. 

Particularly, women’s higher depressive symptoms predicted their own higher depressive 

symptoms one year later (β = .54), but did not predict men’s depressive symptoms one year later. 

Similarly, men’s depressive symptoms predicted their own higher depressive symptoms one year 

later (β = .59), but did not predict women’s depressive symptoms one year later.  

Moderators. None of the moderators were associated with men’s and women’s 

depressive symptoms one year later, meaning that the moderators did not significantly explain 

the depressive symptom contagion. Of the controls, only migrant status was associated with an 

increase in men’s depressive symptoms one year later (β = .09).   
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Table 4. Standardized Estimates, Standard Errors, and Significance Levels for Partnered 

Men’s and Women’s Depressive Symptoms (DS) at Two Time Points (N = 571). 

 Women’s Depressive 

Symptoms     

Men’s Depressive 

Symptoms 

Parameter Estimate β SE β SE 

Men’s Depressive Symptoms (MDS) -.04 .04 -.05 .04 

Women’s Depressive Symptoms (WDS) .54** .05 .59** .05 

Women’s Verbal Aggression (WVA) .05 .05 - - 

Women’s Anxious Attachment (WAA) .07 .05 - - 

Women’s Relationship Instability (WRI) -.04 .05 - - 

MDS x WVA -.03 .04 - - 

MDS x WAA -.00 .04 - - 

MDS x WRI -.02 .05 - - 

Men’s Verbal Aggression (WVA) -  -.03 .04 

Men’s Anxious Attachment (WAA) -  .04 .05 

Men’s Relationship Instability (WRI) -  .02 .04 

WDS x MVA -  -.04 .04 

WDS x MAA -  .03 .04 

WDS x MRI -  -.02 .05 

Economic Deprivation .03 .05 .02 .04 

Number of Children .06 .05 .05 .04 

Relationship Duration -.04 .04 .01 .04 

Migrant Status .05 .04 .09** .03 

West Germany -.03 .04 -.03 .04 

Married  -.01 .04 .04 .04 

Women’s Relationship Satisfaction .01 .04 -.03 .04 

Men’s Relationship Satisfaction - - .01 .03 

Women’s College Education -.05 .04 - - 

Men’s College Education - - -.08 .04 

Women’s’ Health -.07 .04 - - 

Men’s Health - - -.02 .04 

Household Income -.01 .04 .02 .04 

Women’s Full-Time Employment .02 .04 - - 

Men’s Full-Time Employment - - .01 .04 

Men’s Age - - -.07 .04 

Women’s Age .05 .05 - - 

Note: All of these variables were at Wave 3, expect for the outcome variables: men’s (MDS4) 

and women’s (WDS4) depressive symptoms at Wave 4. Model fit: χ2 (22) = 33.32, p > .05; CFI 

= .98, RMSEA = 0.03 (95% confidence interval [0.00, 0.05]), and SRMR = .01. 

*p < .05. **p < .01 (two-tailed). 
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Chapter 5 - Discussion 

Depression can be contagious among couples and I sought to examine the contexts for 

when this depressive symptom contagion occurs. Specifically, if this depressive symptom 

contagion is more likely to occur when partners are more anxiously attached, perceive an 

unstable relationship, and are verbally aggressive towards their partner. Among 571 German 

couples, I tested this using moderated path analyses. These results provided a number of insights 

to my research questions. Perhaps most importantly, I discovered overall limited evidence for a 

depression contagion effect; rather, I found that when one partner had higher depressive 

symptoms, the other partner tended to have lower depressive symptoms. Additionally, I found 

that, generally, men’s and women’s higher anxious attachment, relationship instability, and 

verbal aggression predicted their own (actor effects) higher depressive symptoms cross-

sectionally (RQ1). Next, for both men and women, only anxious attachment moderated the 

association of depressive symptoms between partners cross-sectionally (RQ2). None of the 

relationship factors, however, moderated the association between women’s depressive symptoms 

predicting men’s depressive symptoms one year later (RQ3). Together these results contribute to 

the literature by identifying evidence contrary to a depression contagion effect, but rather a 

depression-suppression effect, characterized by higher depression in one partner being linked 

with lower depression in the other partner. However, in the context of anxious attachment, there 

was a significant elevated risk for a depression contagion to occur.  

Depression Contagion Among Couples 

Preliminary correlation analyses and the subsequent moderated path analyses consistently 

provided support for a depressive symptom contagion to not occur in this sample. Specifically, 

men’s and women’s higher depressive symptoms were associated with less depressive symptoms 
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in their partner at the same time point. This is contrary to what I was expecting and is 

inconsistent with much of literature, which showed that men’s and women’s depressive 

symptoms were associated with their partner’s depressive symptoms (Fredrisksen, von Soest, 

Smith, & Moe, 2019; Joiner & Katz, 1999; Kahn, Coyne, & Margolin, 1985; Kouros & 

Cummings, 2010; Revenson, Marin-Chollom, Rundle, Wisnivesky, & Neugut, 2016; Morgan, 

Love, Durschi, May, 2018;). On the other hand, these results are somewhat consistent with one 

study that found one partners depressive symptoms to be associated with a reduced positive 

affect among speed dating couples (Le, Gotlib, Noorgate, & Kuppens, 2016). This finding is 

puzzling because it suggests the opposite of the contagion effect, among a general population of 

couples with mild depressive symptoms on average, in that these partners may be repelled by the 

other partner’s depressive symptoms. From an attachment lens, I would expect one partner’s 

depressive symptoms to be associated with the other partner’s depressive symptoms. The fact 

that this did not occur suggests that depression is not contagious between partners.   

As mentioned previously, this sample particularly represents couples with one partner 

reporting higher depressive symptoms than the other partner. Given this, these findings 

demonstrate a lack of a contagion effect among a general population of German couples. There 

are a couple of possible explanations for this. First, one finding from Sharabi and collegaues 

(2016) is that couples with depressive symptoms also found enhanced intimacy. Partners were 

able to be supportive, encouraging, and foster feelings of love and fulfilment (Sharabi, Delaney, 

& Knobloch, 2016). Given the high averages of relationship satisfaction among this sample, 

these couples could be less vulnerable because they are supportive of each other when the other 

partner experiences depressive symptoms. Second, another possible explanation for this could be 

that it was normal for men in these couples to experience some depressive symptoms while their 
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partner did not experience any depressive symptoms. Furthermore, in a large sample of German 

women, German housewives were at a reduced risk of experiencing depressive symptoms 

(Sperlich, Arnhold-Kerri, & Geyer, 2011). Speculatively, men in these relationships may under-

function by not carrying out household, finance, and relationship tasks. In this case, men’s 

depressive symptoms may not be contagious because women were caring for their partner. It is 

possible that these women may compensate for their partners depressive symptoms by carrying 

out more of the housework, income, and relationship tasks, which could reduce the likelihood of 

them experiencing a depressive symptom contagion. This could be possible for men as well in 

that they may compensate for their partner when they experience depressive symptoms. Third, 

men’s and women’s health status was also associated with their own less depressive symptoms at 

the same time point. The association between health and depressive symptoms has been 

established among German men and women (Maske, Buttery, Bessdo-Baum, Riedel-Heller, 

Hapke, & Busch, 2016), pointing out that health is an important aspect when considering 

depressive symptoms. However, our sample was moderately healthy and these findings suggest 

that greater health reduces risk of depressive symptoms. Speculatively, this suggests that 

improved health may act as a protective factor for depressive symptoms among these German 

couples. However, not all couples have good health. Previously, the literature has shown that 

poorer health is associated with higher depressive symptoms (Jones, Ledermann, Fauth, 2018; 

Kosloski, Stull, Kercher, & Van Dussen, 2005). Particularly from a stress generation perspective 

(Hammen, 1991), general health stressors and chronic health are strong stressors that generate 

depressive symptoms. Although our finding suggested health as a protective factor for depressive 

symptoms, given the literature and stress generation theory, I encourage future research to 
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examine the extant that health describes the context for the depressive symptom contagion 

among couples.  

Anxious Attachment Moderates Depressive Symptoms Between Partners 

 Despite the depressive symptom contagion not occurring generally in this sample, 

anxious attachment was found to increase the risk of the depressive symptom contagion. 

Specifically, anxiously attached men and women were more vulnerable to experiencing 

depressive symptoms when their partners were also experiencing depressive symptoms. This 

supports attachment theory in that the more one partner experiences depressive symptoms, the 

more anxiously attached partner was more likely to experience the depressive symptom 

contagion. Particularly, an attachment lens could suggest that these men and women are more 

emotionally insecure and more worried about how their partner views them, than usual, when 

their partner experiences depressive symptoms. Their depressed partner maybe more withdrawn, 

irritable, and struggle to communicate with them, which could suggest that anxiously attached 

men and women pick up on this.  Furthermore, this supports anxious attachment as a 

moderator—albeit cross-sectionally and with small effect sizes—for the depressive symptom 

contagion. Previously, insecure attachment was found to moderate the association between 

partner’s depressive symptoms (Fredrisksen, von Soest, Smith, & Moe, 2019), and these findings 

expand this by specifically showing anxious attachment as a moderator for both partners. 

Theoretically, this supports an attachment lens in viewing depressive symptom contagion. 

Together, these findings support that for both partners, anxious attachment explained the 

context for depressive symptom contagion. It is important to note, however, that these 

attachment styles can be a function of current relationship dynamics or enduring characteristics 

of the partner (Girme et al., 2018; Scharfe, 2003). Specifically, one partner’s attachment style 
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can be stable over time as their attachment style was learned since childhood (Scharfe, 2003). 

However, attachment styles can adjust to changes within the relationship as the relationship 

develops over time (Fraley & Brumbaugh, 2004; Scharfe, 2003). This means that a partner’s 

anxious attachment could be a result of how their relationship is currently functioning, or a long 

standing way of how the partner relates with people—especially romantic partners. Given that 

we found that anxious attachment was a moderator for the depressive symptom contagion cross-

sectionally and not longitudinally, this could suggest that a partner’s anxious attachment may act 

as a function of current relationship dynamics. For example, this could explain why anxiously 

attached men and women were affected by their partners depressive symptoms. The depressive 

symptoms could disrupt how couples functioned and interacted with each other (Sharabi, 

Delaney, & Knobloch, 2016), thus adjusting the way they attach to each other. On the other 

hand, it is possible that these effects could be attributed to anxious attachment being a long 

standing characteristic—particularly of the relationship. Couples who have been together for a 

long time get used to each other. I speculate that couples together longer may be used to each 

other’s moods and depressive symptoms, thus, not be as affected by their partner’s depressive 

symptoms (Joiner & Katz, 1999). This could explain why given the context of anxious 

attachment and their partner’s depressive symptoms, men and women did not show an increase 

in depressive symptoms one year later.  

Verbal Aggression Not A Moderates For Depressive Contagion 

Third, men’s and women’s verbal aggression was associated with their own higher 

depressive symptoms at the same time point, which was consistent with previous literature (e.g., 

Graham, Bernards, Flynn, Tremblay & Wells 2012). However, verbal aggression was not found 

to moderate the depressive symptom contagion between partners both cross-sectionally or 
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longitudinally one year later. Although verbal aggression can be problematic for relationships 

(Coyne et al., 2017; Schumacher & Leonard, 2005), our sample rated mild to almost moderate 

levels of verbal aggression. Thus, our sample may not be very verbal aggressive towards one 

another. Perhaps, men and women perceiving a little bit more yelling, may not be distressing 

enough to put them at risk of the depressive symptom contagion. This could be the main reason 

in why verbal aggression was not found to be a moderator of the depressive symptom contagion. 

Furthermore, from our attachment lens, we would have expected verbal aggression to moderate 

the depressive symptom contagion, but our findings did not support this notion.  

Relationship Instability Not A Moderator For Depressive Contagion 

Fourth and similar to verbal aggression, relationship instability was not found to 

moderate the depressive symptom contagion between partners both cross-sectionally or 

longitudinally one year later. Although the results were consistent with previous literature in that 

relationship instability was associated with higher depressive symptoms (e.g., Knobloch & 

Knobloch-Fedders, 2010), relationship instability did not describe the context for when 

depressive symptom contagion could occur among couples. One potential reason for this could 

be that this sample was not highly “unstable”, meaning that they reported lower levels of 

relationship instability. Given previous work showing depressive symptoms as a risk for 

dissolution (Breslau et al., 2011) and potential relationship troubles (Knobloch & Delaney, 2012; 

Sharabi et al., 2016), it is possible that with samples of couples with greater instability, 

relationship instability may moderate the depressive symptom contagion. Thus, future research 

can examine relationship instability as a moderator among very distressed couples. Despite the 

non-significant findings, these findings contribute to the literature in that relationship instability 

had yet to be examined as a moderator for the depressive symptom contagion.  
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Lastly, although not a main focus in our study, but important considering the German 

population, migrant status was associated with an increase in men’s depressive symptoms at one 

point in time as well as one year later. Given that this finding was accounting for all of the other 

controls as well as predictors, this points out a potentially important stepping stone for future 

researchers with German migrants and mental health. Interestingly, this is inconsistent with a 

previous study that found that first and second generation migrant women tend to report more 

depressive symptoms than native Germans than men (Sieberer, Maksimovic, Ersoz, Machleidt, 

Ziegenbien, & Calliess, 2012). Thus, it is particularly interesting that migrant status was only 

associated with men’s depressive symptoms and not women’s. Due the various migrant groups in 

Germany, it is beyond the scope of this study to identify gender roles and dynamics as they vary 

by ethnicity and acculturation. For example, it is documented that German migrants can vary in 

terms of stress and health factors based upon how assimilated, acculturated, or separated they are 

with the German culture (Brand et al., 2017). However, this finding does warrant a need for 

further examination of the importance of gender when examining migrants and mental health.  

Implications 

 These findings can have a number of implications for clinicians working with couples 

that present with depressive symptoms. First, anxiously attached men and women are at an 

increased risk for depressive symptom contagion and as such I suggest that clinicians first assess 

for anxious attachment behaviors in couples. Particularly, emotionally focused couples therapy 

(EFT: Johnson, 2004) is a model of couples therapy that incorporates attachment theory in 

treating couples with depression and focuses on anxious attachment in the treatment (Denton, 

Wittenborn, & Golden, 2012; Dessaulles, Johnson, & Denton, 2003; Wiebe & Johnson, 2016; 

Wittenborn, Liu, Ridenour, Lachamr, Mitchell, & Seedall, 2019). Specifically, from an EFT 
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approach, clinicians can first map the negative interaction cycle that partner’s engage in when 

they argue as well as interactions that contribute to depressive symptoms. Mapping out this 

process can uncover attachment styles, particularly anxious attachment. Possible signs of an 

anxious attachment could be that partners express worry that their partner may not like them as 

much, and concern that they may not be good enough for their partner. Furthermore, anxiously 

attached partners often pursue their partner by asking lots of questions, doubting their partners 

responses, and potentially “clinging” to their partner for reassurance. Given these anxious 

attachment behaviors, their partners often respond by withdrawing or distancing themselves from 

their partner and when these partners experience depressive symptoms, this distancing could feel 

drastic to the anxiously attached partner and heighten their negative interaction cycle. This is a 

possible example of how this interaction could present in couples as clinicians map out the 

negative interaction cycle. As clinicians move forward with treatment, they can identify the 

underlying emotions that each partner experiences, but has difficulty sharing with a partner. 

These underlying emotions, theoretically, drive each partner to behavior and act their role in the 

cycle. Once identified, clinicians can aid couples, through enactments, to express these emotions 

with each other.  

 Second, I found that improved health could act as a proactive factor for both men’s and 

women’s depressive symptoms. Particularly, if couples present in good health, their health may 

be a positive factor reducing their depressive symptoms. Clinicians could continue to encourage 

these couples to improve and maintain their good health through diet, exercise, and healthy 

habits. Although our finding found health to be a protective factor, it is well established that 

one’s health can be related with one’s depressive symptoms (Goodwin, 2006; Patten et al., 

2018). Particularly, poor health can be related with worse depressive symptoms (Patten et al., 
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2018). Additionally, depressive symptoms can be attributed to a number of medication 

conditions (APA, 2013). Thus, it is important for clinicians to assess partner’s overall health and 

how it relates with their depressive symptoms in order to accurately diagnose depressive 

symptoms as well as conduct a thorough assessment. Although clinicians are not medical 

physicians, clinicians can encourage partners to improve their health, attend appointments, and 

be compliant with medication to name a few examples. If couples present vital health and 

medical issues, it would be crucial for the clinician to be collaborating with the couple’s medical 

physician with the couple’s permission.  

Limitations 

 These findings contribute to the literature, however, there are a number of limitations to 

acknowledge. First, and foremost, these findings are correlational and not causal. Furthermore, 

these significant associations were generally small effect sizes. Second, the depressive symptoms 

measure captured overall mood and was not able to measure other depressive symptoms 

identified the Diagnostic and Statistical Manual, 5th edition (DSM-5; American Psychiatric 

Association, 2013), such as loss of interest, changes in appetite, and thoughts of suicide. As 

mentioned previously, this sample generally reported lower levels of depressive symptoms. 

Thus, findings could be different among couples with higher depressive symptoms. Third, 

considering that anxious attachment was not a moderator for the depressive symptom contagion 

across two time points could suggest that one year may be too long of period of time to have an 

effect. For example, previously, insecure attachment acted as a moderator over a period of six 

weeks (Fredrisksen, von Soest, Smith, & Moe, 2019). Future research can further examine how 

anxious attachment acts as a moderator for the depressive symptom contagion among shorter 

periods of time—potentially through daily dairy studies.  Fourth, this couple also had low to 
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moderate levels of anxious attachment, verbal aggression, and relationship instability. These 

findings could be different among couples higher anxious attachment, verbal aggression, and 

relationship instability. As mentioned previously, future research could examine the depressive 

symptom contagion among couples that are more anxiously attached, verbally aggressive, and 

relationally unstable. Fifth, this sample was of German couples, fairly educated, and non-migrant 

status, and as such generalizability may be limited when comparing these results to other 

populations.  

Conclusion 

Depressive symptoms can be contagious, particularly among romantic couples. Even so, 

the depressive symptom contagion does not always occur and I sought to identify contexts for 

when this would occur in romantic relationships. This sample was less vulnerable to the other 

partner’s depressive symptoms, however, this changed when considering some relationship 

factors. Anxiously attached men and women were more at risk for depressive symptom 

contagion. Together, these relationship factors were able to describe contexts for when the 

depressive symptom contagion could occur or not occur. Potentially, this opens the door for 

researchers to further explore other relationship factors as well as individual and environmental 

factors that can describe when this phenomenon occurs. 
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