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In this 'study, the influence of partnership on depression and coping with Parkinson’s disease has been investigated. Twenty-
three single female patients, 46 married patients (23 female, 23 male) with unimpaired partnership and 42 patients (21 female,
21 male) whose partnership had worsened since the onset of disease, were compared with regard to depression and self reported
extent of psychosocial distress. Single female patients tended to have higher depression scores than patients in a stable partner-
ship, esRecially in items concerning personal worthlessness and senselessness of life. Patients differed in the extent of distress
concerning social behavior, psychelogical problems/anxiety and efficiency. Within the group of single female patients two
subgroups emerged: (1) patients with low extent of distress in all aspects; (2) patients who were highly distressed by psychologi-
cal Proble_ms and physical disability but weakly distressed from social interaction. Male and female patients living in a stable
partnership reported only a generally low to moderate extent of distress. More than half of the male and female patients who
I‘gported an impairment of their relationship also had scores of moderate to severe depression. These patients also had the
highest extent of distress in each of the aspects assessed. The results are dicussed with regard to possible interactive effects of the

disease, quality of the partnership and availability of coping strategies.
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INTRODUCTION

Parkinson’s disease, a chronic neurodegenerative dis-
orde_r, requires the continuous adaptation of patients and
rela_tlyes 1o motor symptoms and cognitive impairment. In
addition, depression is one of the psychiatric/psychologi-
cal Qisturbances frequently reported in connection with
Parkinson’s disease (Gotham et al., 1986). The reported
frequency of depression ranges from 20% (Patrick and
Levy, 1922) to 90% (Mindham, 1970). The onset of the
disease, its progression, the uncertainty about the future
and the anticipated or real changes in daily and social life
are possible additional stressors in Parkinson’s disease.
Up 10 now it has not been definitely clarified to what
€xtent depression in Parkinson patients is (a) independent
of Parkinson’s disease, (b) a direct consequence of a neu-
fotransmitter dysfunction, (c) a reaction to the disease.
9"3 suggested hypothesis is that a cerebral transmitter
Imbalance ig prerequisite for depression, if certain individ-
‘llglgz;ld psychosocial factors also occur (Gotham et al.,
beA further factor of depression in Parkinson patients may
: related to the changes in network-function. Research on
etwork-function postulates that social relations of the
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individual are important determinants of psychological
and physical health, general psychological welfare, and
life expectancy. Marital status and especially the quality of
a relationship are being discussed as factors which influ-
ence coping with stressors and the incidence of
depression. In their review of the available literature, War-
heit et al. (1975) concluded: “Married persons have lower
rates of (mental) disorders than unmarried ones. The
widowed, separated, and divorced have higher rates than
single persons.” (p. 167). lifeld (1982) described similar
results from a study of the population of Chicago. For mar-
ried individuals permanent stress in the marriage showed
the highest correlation with depression (7 = 0.46). Stress
at work and financial problems correlated much less with
the incidence of depressive disorders.

The present report does not consider the question of the
causation of depression in Parkinson patients, but rather
whether there is a relationship between depression and the
quality of partnership. Furthermore, it describes the differ-
ences in the occurrence of stressors caused by the disease
and the ability to cope with them depending on the marital

status.
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FIG. 1. Living situation of the female and male Parkinson patients.

TABLE |. Sample characteristics

Sample Age Hoehn & Yahr Duration

(years) {se¥f-rating)  (years)
Mean (S.D.)

Single temale

patients (n=23) 68.4 (7.4) 26(08) 54(4.9)

Femnales, stable

partnership (7=23) 68.2 (7.6) 27(08) 59(45)

Females, impaired

partnership (n=21) 685 (9.8) 34{(09) 8.9(65)

Males, stable

partnership (n=23) 69.0(74) 24(09) 6.4(5.1)

Males, impaired

partnership (n=21) 87.5(10.4) 34(04) 8.0(53)

METHOD

Sample

Five subgroups were selected out of a population of 325
Parkinson patients who took part in a nation-wide ques-
tionnaire survey.

Three subgroups were formed out of the sample of
female patients (n = 125): (1) single patients (n = 23); (2)
patients who lived together with a partner and who
reported that their relationship was not impaired by the
disease (n = 23). (3) patients who reported that their
relationship had been impaired since onset of the disease
{n =21). In contrast to the female patients in the 1otal
sample, 89% of the men lived with a partner and only 8%
were single. Therefore only a sample of the married men
{stable, n =23, and impaired relationship. n = 21) were
included in the current comparison (Fig. 1).

The five subgroups were matched as closely as possible
according 1o age. duration and severity of disease
{Table D.

The female and male patients with impaired partnership
reported significantly higher severity of the disease than
the other groups (x° =19.8, p < 0.05).

There were no significant differences between the sub-

samples with regard to the duration of the disease, the edy-
cation. and the occupation. ’
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Questionnaires
The patients answered various questionnaires about psy-
chosocial distress, somatic and motor symptoms,
depression, and contentment with life. For the current
study, data from the Inventory of Psychosocial Distress in
Parkinson’s Disease (BIMP-P) and from the Self-Rating
Depression Scale (SDS; Zung, 1976) were analysed.

The Inventory of Psychosocial Distress in Parkinson's
Disease (BIMP-P) contains questions about the following
aspects of distress: (1) Distress from social behavior and
social activity (21 items). (2) Distress from anxiety/
psychological distress (22 items). (3) Distress from lack of
efficiency (18 items).

Scores of each item were scaled from 1 (not applicable)
to 6 (applicable and a severe burden). The presence of 2
stressor is therefore defined by a score greater than 1. The
range from 2 to 6 describes the intensity of distress.

The extent of distress within each of the three subscales
is defined as follows:

sum of rating values
extent of distress =

% 100
number of items X 6

(maximum scale value)

These scores range between 20 and 100.

The Self-Rating Depression Scale (SDS; Zung, 1976)as
a psychiatric instrument assesses psychological and
somatic symptoms of depression. The patient rates 20
statements; ratings range from 1 (never)to 4 (always)- The
total scores range from 20 to 80. Patients with “no
depression”, “slight”, ‘“moderate”, and “severe
depression” can be determined from norms reported by
Zung (1976; CIPS, 1981) For the current statistical analy-
ses, patients with moderate (scores 48-55) and severe
depression (scores > 55) were pooled.

Ten items (50%) of the SDS describe somatic disorders.
These are not only indicators of depression but also relate
to the symptoms of Parkinson’s disease. Therefore tWO
subscores were determined: (1) a score from 10 items with

psychological content; (2) a score from 10 items concert-
Ing somatic disorders.
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FIG. 2. Percentages (%) of Parkinson patients with no, slight, and moderate to sev-
ere depression (according to Zung, 1976).

Statistical methods

Group means of the variables defined above were com-
pared by one way analysis of variance (ANOVA) for inde-
pendent samples (Tuckey-test for comparisons between
tWo groups). The Mann-Whitney U-test was used for non-
Parametric comparisons. Distributions of frequencies
were analysed using x2-test. Specific profiles of distress
were determined by cluster analysis (Quickcluster,
spss/pc 1989).

RESULTS

Depression

Single female patients showed higher depression scores
lhi}n patients (male and female) with unimpaired partner-
ship. The highest scores of depression were found in
female and male patients whose partnership had become
worse since the onset of the disease.

As shown in Fig. 2, the total depression scores of the
SDS indicated moderate to severe depression for 47.4% of
the single female patients, 58% of the female and 50% of
the male patients with impaired partnership. In contrast,
0“1}/ 10% of the female patients and 23% of the male
Patients with a stable partnership suffered from moderate
l? severe depression. These differences were statistically
Significant (x2 = 15.84, p = 0.04).

Only the scores from psychological items of the
SDS revealed significant mean differences between the
five groups (comparison by one-way ANOVA! X,
=2L6; x, =19.8; Xpimpuirai = 194 Fimpuinstn =

2.8 O % )
S5 Ximpairestmy = 23.3; p < = 0.01). A posterior: comparl-

sons showed that male and female patients with unim-
paired partnerships had significant lower means in the
“psychological” depression-scores than the male and
female patients whose partnership had become worse.
There were no other statistically significant differences
between means. Furthermore, no significant differences
were found for the scores concerning somatic aspects of
depression.

Further comparisons revealed the following significant
differences for single items (Mann-Whitney U-test;
p < 0.05; item number in brackets):

1. Single female patients reported the following less
often than male and female patients with stable partner-
ship: (17) I think that I am useful and that people need me.
(18) 1 am having a rather satisfied life. (19) I still enjoy to
do things that I used to do.

2. Male and female patients whose partnership had
become worse reported the following more often than
male and female patients with stable partnership. (1) I feel
depressed and sad. (10) I get tired without reason. (15) I
am more aggressive than | used to be. (19) I am thinking it
would better for other people, if 1 were dead.

The reverse holds for the following items: (11) My
thinking is as clear as it used to be. (17) I think that | am
useful and that people need me. (20) I still enjoy to do
things that I used to do.

From these differences it appears that female patients
with a stable partnership have less problems with their
self-esteem than single female patients. On the other hand,
a lower quality of partnership in males and females is
related to a negative self-image in general.
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FIG. 3. Extent of distress in various aspects (according to the
inventory of Distress in Parkinson's disease). Boxplots of the
scores bf‘each group: 1, single female patients; 2, females, stable
partnership; 3, males, stable partnership; 4, females, impaired
partnership; 5, males, impaired partnership.

Psychosocial distress

The current data reveal associations between the extent
and the type of distress on the one hand, and the presence
and quality of a partnership on the other hand.

Extent of psychosocial distress
As sh.own.in Fig. 3. male and female Parkinson patients
with |mp.a|r.ed partnership reported a significantly higher
extent of distress within social behaviour/social activit
pgchnlogical distress/anxiety and lack of efficienc lhy’
single patients and patients with unimpaired partneishian
_The compartson (one-way ANOVA) of the exte‘m %f
d§§t.ress revealed the following significant between-gr
ditferences for the three different aspects of distressg' o

Soq'al t?ehavior/ social activity. Female patients with
an impaired partnership showed a significantly higher
exlgni of .dlstresﬁ than single female patients, Male
patients .wuh an impaired partnership reported .si nifi
cantly higher distress compared with both femalf ;nl(‘i
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male patients with a stable partnership and single female
patients.

Psychological distress/anxiety. Female and male
patients with an impaired partnership reported signifi-
cantly higher distress than the patients with a stable part-
nership. In addition, single female patients were

significantly less distressed than female patients with dif-
ficulties in their partnership.

Lack of efficiency. The extent of distress was exclus-
ively higher for female and male patients with impaired
partnerships compared with male patients with stable
partnerships.

No significant differences concerning the extent of dis-

tress were found when comparing single female patients
and patients with stable partnerships.

Profiles of distress

A cluster analysis was performed in order to describe spe-
cific profiles of distress. The distress sCOres from social
behavior/social activity, psychological distress/anxiety,
lack of efficiency were used in this analysis.

As shown in Fig. 4, four clusters emerged. Cluster 1
characterizes patients with a low extent of distress in all
three aspects. Cluster 2 shows a profile with a generally
moderate extent of distress. Cluster 3 describes patients by
aprofile with low extent of distress from social behaviour/
social activity, but high extent of distress from psych010gi'
callproblems and lack of efficiency. Cluster 4 was charac-
terized by a generally high extent of distress, especially
from psychological problems.

Thus, three of the four profiles do not specifically dif-
ferentiate between the various aspects of distress, but
re:ﬂect different general levels of distress (low, moderaté,
hlg!\). As an exception, cluster 3 describes a group of
pat_lefns who had few difficulties in social behavior/social
activity, but who reported moderate up to severe distress
from the other aspects.

Figure 5 shows the proportion of patients (%) who were
represented by the different clusters.

More than 40% of the patients with a stable pannership
as well as singles showed a generally low level of distress
(cluster 1). Single female patients reported either a general
low extent of distress (cluster 1, 47%) or a low extent of
::ress from socia'l activity and amoderate to severe distress
3;’;’ psychological problems and inefficiency (cluster 3.

_0). Onl)f 9% of the single female patients and 39, of the
;c)il;;e‘nts4W11h a slal?le partnership were represented by
palieé:\rts w(.g;nerz'll hlgh distress). In contrast, 31% of the
Cusiord %:le‘:’“c impaired partnership could be assigned 10
levelof Aistress Oées of ?nly 9% of th_ns group pointtoalow
their partnershi . One third of the patients with problems If

p reported amoderate to severe level of dis-
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FIG. 5. Percentages of Parkinson patients (%} within each cluster of distress.

tress, but a Jow extent of stress concerning soc‘ialhactn.vny
(cluster 3). The differences between th;: three distributions
were significant (x? = 19.9, p = 0.003). '
Th“fmale an; )f(emale patﬁ:nts with astable partnerslpp
Predominantly showed a low to moderate extent of dis-
tress. Patients with impaired partnerships tended t'o l;e
Moderately to severely affected. About half of the smE e
female patients proved to be slightly burdened. An;):j 'er
37% of the single female patients ha(fl Qlow extent q is-
tress from social behavior/social activity and had simul-

taneously a high extent of distress from psychological
problems and lack of efficiency.

Severity of Parkinson’s disease as a possible factor
of influence

The groups of male and female patients whose partner-
ships had worsened since the onset of the disease differ
significantly from the other groups concerning self assess-
ment of the severity of the disease. However, the corre-
lations between the severity of disease and the severity of
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depression varied from r =-0.05tor <= 0.39 for the dif-
ferent subgroups. Therefore it seems improbable that the
severity of the disease had a significant influence on the
depression in general.

DISCUSSION

Results from the present study suggest that social support
within a stable partnership reduces the risk for depression.
Social support from a partner may increase the emotional
stability of female and male patients and may, in particu-
lar, help to increase their self-esteem. From the theory of
Lazarus and Folkman (1984) on coping with diseases, the
following conclusion appears to be plausible: the stability
of social support provided by a partner, despite the strains
of daily life and the experience of damage (components of
the “stress syndrome™), may positively influence the
patients’ valuation of the disease and of its consequences.
Such support could influence the cognitive-emotional
coping strategies of the patient.

With regard to psychosocial distress, results indicated
that single female patients in general were either less bur-
dened by Parkinson’s disease, or they keep up their social
competence in spite of moderate to severe distress from
the psychological problems or the lack of efficiency and
motor symptoms. Examples of the latter are “fear concern-
ing the future”, “fear conceming progression of the dis-
case”, and “difficulties in daily work™. Single female
paticnts have to maintain their social contacts or find new
ones because they depend on their social environment toa
large extent and cannot rely on a partner. Female and male
patients whose partnership had worsened showed the
highest degree of depression, Compared with the single
female patients and the patients with a stable partnership,
they also reported the highest extent of distress from
social, psychological. and physical problems. Although
most of the male and female patients with difficulties in
partnership were strongly distressed in general, some had
few problems in social behavior and social activity. This
suggests that the patients had well functioning social con-
tacts. and thereby the possibility of gaining emotional
relief outside of their partnerships.

Within the longitudinal study with patients with coron-
ary heart disease (Badura er al.. 1987; Walyz. 1987). self
assessment of health and the estimation of interpersonal
processes in mamage had a strong influence on the long

term dgvelopment of depression after stroke. Important
predictive factors for montality after a st

) T roke were a default
of earty mobihization. alow social class and a lack of social
support by a partner. Therefore it seems probable that in-

temal strategies of coping. or interactional processes
wuhm lht partnership. are imponant for accepting the
chronic iliness. However. the results do n

. ot allow con-
clusions as to whether such factors as amouny of symp-
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toms, individual patterns of behavior, and interpersonal
processes influence successful or inadequate coping with
the disease of Parkinson patients.

We suppose that the questionnaire item on the quality of
the partnership covers different ways as to how partner-
ship and disease may interact. (1) The impairment of the
partnership could result from difficulties in coping with
the disease. (2) Problems in the partnership could have
already developed before the onset of the disease. The
deterioration of the relationship would become manifest
due to the changes caused by the disease. In both cases
partnership is no resource for developing adequate coping
strategies. It is rather a burden for the patient and his/her
relative. Moreover, as in the normal population, the
impaired partnership is an additional risk factor for
depression (Ilifeld, 1982). This increase in depression
must be regarded as independent from the disease.

As a vicious circle, inadequate coping with the critical
life situation on both the patient’s and the healthy partner’s
side might lead to a negative change in their relation.

In conclusion, the existence and especially the quality
of a partnership is important for the way of coping with
Parkinson’s disease. Thus, partnership is a central point
for psychological intervention in Parkinson’s disease.
Patients and their relatives should receive counselling
directly after diagnosis in order to support adequate cop-
ing with the various aspects of life and of the disease.
Initially after diagnosis, psychological counselling should
inform the patients and their relatives about various
aspects of the disease. Communication between patients
and relatives should be enabled about psychological prob-
lems associated with the disease as anxiety and fears of the
future, etc. Furthermore, dysfunctional behavioural pat-
terns such as overprotection by the partner and social with-
drawal of the patient must be addressed.
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