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ABSTRACT

The present study assessed the impact of client/relationship variables in
predicting outcome in a dynamic/experiential approach to marital therapy. On
the basis of an examination of the theoretical assumptions underlying this
approach, three predictor variables were assessed: attachment, self-
disclosure, and trust. Outcome criteria included 1) marital satisfaction
level, 2} marital satisfacticn gains, 3) intimacy level, and 4} therapist
rating of improvement. It was hypothesized that couples presenting with higher
levels of attachment, self-disclosure and trust would be more likely to be
maritally satisfied, as indicated by a higher level of marital satisfaction
and intimacy at pesttreatment and at fellow-up. It was also hypothesized that
couples presenting with lower levels of attachment, self-disclosure and trust
would be most likely to make the largest gains in marital satisfaction at
posttreatment and at follow-up, and receive a high rating cf improvement from
their therapist at tefmination. Thirty-four couples were provided with 12
sessions of Emotionally Focused Marital Therapy {(EFT). Couples were assessed
at pretreatment, pesttreatment, and at a thréé:month follow-up.

Couples who were most likely to be maritally satisfied at termination
indicated a higher level of couple-therapist alliance at the end of the third
session. Couples who were most likely to be maritally satisfied at follow-up
consisted of: a) females who indicated a higher level of faith (trust} in
their partner at intake, and b) partners who indicated a higher level of the
therapeutic alliance at the end of the third session.

For individuals, males who were most likely to be maritally satisfied at
termination were, at intake, most likely to engage in a higher level of
proximity-seeking (attachment). Males who were most likely to be maritally
satisfied at follow-up were with females who indicated a higher level of faith

in their partner.



Couples who were most likely to make the largest gains in marital
satisfaction at termination indicated a higher level of therapeutic alliance
by the end of the third session. Couples who were most likely to make the
largest gains in marital satisfaction at follow-up: a) indicated a lower level
of marital satisfaction at intzke, b) consisted of males who indicated a lower
level of use of attachment figure at intake, and ¢) indicated a higher level
of couple-therapist alliance at the end of the third session.

For individuals, males who were most likely to make the largest gains in
marital satisfaétion at termination were cvlder and had been rated as being
less emotionally expressive by their partner at intake. Males who were most
likely to make the largest gains in marital satisfaction at follow-up were
older at intake.

There were two additional criteria of ocutcome: intimacy level and
therapist rating of improvement. Results revealed four significant predictors
of the level cf intimacy. First, the couple's general level of intimacy at
intake was the strongest predictor of the couple's general level of intimacy
at follow-up. Couples with a higher level of intimacy at intake tended te have
a higher level of intimacy at follow-up. Second, couples who established a
higher level of alliance with the therapist by the end of the third session
tended to show a higher level of intimacy at follow-up. Third, one aspect of
trust, the females' level of faith significantly predicted those males who
were likely to have the highest level of intimacy at fellow-up. Fourth, the
females' level of apathy self-disclosure at intake significantly predicted her
follow~-up level of intimacy.

The fourth criteria of outcome was the therapist rating of improvement at
posttreatment. There was only one significant predictor of therapist rating of
improvement. Couples who had established a higher level of alliance by the end
of the third session were most likely to have been rated as improved by
therapists.

Conclusions and suggestions for future research were made on the basis of

the results of this study.



iii

Acknowledgements

I would first like to thank Dr. Pierre Baron, Dr. Henry Edwards, and Dr.
Pierre Mercier for their constructive advice in formulating this study. I
would also like to thank Dr. Dwayne Schindler for assistance with the
statistical analyses.

I would like to acknowledge and thank the participating couples in this
study who demonstrated courage and commitment in resolving very emotionally
painful and highly intimate issues.

I would like to offer a very heartfelt thank you to the therapists in this
study who exhibited such a high level of determination, dedication, skill and
energy throughout this project: Brenda Saxe, Jan DeCrespigny, Jan Gordon
Walker, David McPhee, Leanne Campbell, Veronica Kallos, Ann Simms, Alison Lee,
Robin Gagnon, Margo Lemelin, and Lisa Larocque.

A study of this magnitude could not have been accomplished without the
efforts of a thesis supervisor. I would like to thank Dr. Susan Johnson-
bDouglas for her infinite energy, dedication and perhaps most impertantly, for
her constant faith in me and in the study.

The support and encouragement of friends was invaluable in coping with the
rigours of such a program. I am so grateful to have such wonderful friends who
were always there for me and who made my life during this program so much fun.
Thank you, Leanne, Darren, Veronica, Bob, David, Jules, Nili, and Kim.

Finally, how can I begin te thank someone who has been with me through the
good times and the difficult times for over 7 years. I would like to thank
Susan, my partner and beloved, for teaching me about faith, commitment, and

acceptance.



TABLE OF CONTENTS

Abstract ..... b i e eas e e aaa e n ettt e a e n e i
Acknowledgements ......veneveaernnn f e et eeeeeea et e e, iid
Table 0f COMEENES . u ittt it e ittt st tnatatssactnotecnosannnns iv
Tables in TeXbt ....v. e iinrennnnnnnrennnnn e et s e e, X
CHAPTER I INTRODUCT ION ...t vt st i et s nnestonestsaesssesssennesrsanssnnsanaa 1
Review 0f the Literature ... .. it iiniiitin it enareensonirannaenrsnsns .5
Demographic Characteristics ....... N fee e, 5
Relationship Characteristics ...ttt ittt 8
Perscnality Factors .......... b e et e et hee ettt 12

Symptom Correlates of Marital Distress ........... ..., 14
PSYChopathology v i vi vt ien et ttnaiecasaassttonecnsoannsonannnesns 16

Summary of the Research Literature ........ ...ttt nnarreonrennn 17
Implications for This Study ............. enm e nm e s eeaa e e e 19
CHAPTER II EMOTIONALLY FOCUSED THERAPY (EFT) ..o v v vve vt ennnnnannas 23
Empirical Research on EFT.............. e ear e es et e et 26
Summary of Empirical Research and Implications for this Study ........... 29
Theoretical Assumptions A EFT, ...ttt is et ttereeanreenannrserrnnens 31

1. Attachment Paradigm. ... eeetcnnnnereerenaeoenaeeraaeeeennnnns 31
Predictor Variable: Secure Attachment............c..veeiunvnunans 36

2. Role of &Affect .......

U 1 |

Predictor Variable: Affective Self-Disclosure

...... seeeriea....40

3. Enactment of New Interactions............ .o, .4l
Predictor Variable: Trust ..., .....iieeerroreneeeacanennenenas ....43

Summary of Relationship Variables......... B e a4 necaaaam et 46
Attachment, Self-Disclosure, Trust and Intimate Relationships v . .47
Rationale for This Study ...... e e e, f et te ettt 51
Hypotheses ....ccviiiienrerennn St h e e e e e et e ey e 54
CHAPTER III METHOD ........c0viueu.. e Ch et et e, .. 006
SuUbJeCtES L.t it ittt et  t e et ettt e et e e P heee e 56



Inclusion Criteria....... e et ear e aa e e ettt e e 56
Therapists. . vt eeee ittt otnennenns e e e e et v .57
Treatment Sethilg. . oot ii it s et ieeteteenseeeenoenesnsasesanesceneannnns 57
Instruments......... e 58
Telephone Screening Procedure ....... e e e ea e e 58
Information and Consent Form ............... G e e edae s v-..58
Demographic Data Questionnaire ...... et e e e et 59
Dyadic Adjustment Scale..... et e e e et e 59
Miller Social Intimacy SCEle .. ..iiteeninrnrecnrecenneanaenes B, 60
Bdult Attachment Scale ........veivevennn e B -4
Relationship Trust Scale ............. f e er e aa e 64
Emotional Self-Disclosure 5cale .......ciivncarinnsanas e . .65
Couples Therapy Alliance SCAle . ...t nreneinnrernreserraannennenns 67
Therapist Rating Scale (D. A. 5.) ... iiuiiinininnroenrassernrosssnnans €8
Implementation Checklist ............. C e h e m i aeeee et 70
Procedure .........convenvnean e arecanaa e ranaans et .70
Outcome Criteria ............. et e e et re st 72
Data Analysis ................. e e ereserae e et st aae 73
CHAPTER IV RESULTS ............ e e e s e e C e s e e 76
Preliminary Analyses ........ e e e eae e e e 76
Implementation Checks ........ e etaa e e e e aeae e ree et 80
Demographic Characteristics and OQUtCOME ... iierome e enee e eenenn. ....82
Therapeutic Alliance .......... ettt aee e ettt e e e 83

Tests of Gender Equivalence on Independent and Dependent Measures .......86

Clinical Treatment Effects .......... et e atericer e e e e 86
Attachment aﬂd Marital Satisfaction Level .........cccvvn.. f et e ta e 91
Attachment and Marital Satisfaction Gains .......... Pee ettt a e e 96
Attachment and Intimacy Level ..,......... Sttt e n e e T
Attachment and Therapist Rating of Improvement ..uuweeeveereroereeans ...100
Affective Self-Disclosure and Marital Satisfaction Level .....vvesoon... 101

Affective Self-Disclosure and Marital Satisfaction Gains



vi

Affective Self-Disclosure and Intimacy Level ......u.cuvimnnncnnnsaneen 105
Affective Self-Disclosure and Therapist Rating of Improvement .......... 106
Trust and Marital Satisfaction Level .. ... .. ...t iiiinitinnnnnrnnnnn. 107
Trust and Marital Satisfaction Gains .......... ... nnnnnnnn, 115
Categorical Trust Question .... ... ...ttt ineeanenraaaanaanan, 117
Trust and Intimacy Level ... ...t in it ittt ittt et s seaaaeannnn, 118
Trust and Therapist Rating O0f IMpProvemMENL ...t in e eineenonennernnenas 120
Association between Predictors and Therapeutic Alliance Level .......... 120
CHAPTER V DISCUSSION .......cuonuue.n P e e e e e e e e, 123
Summary of Results ................ e e e r e r e e, 124
Demographic Characteristics ....... e eeea et e e 127
Therapeutic AllianCe ... ... .iir it iin it eernnearsrorrrsrrarennaarssnns i28
Clinical Treatment Effects ...uiieivrvrnrennnennns e e 133
Attachment .......... . i, e, et e 135
Affective Self-DisCloBUIE ...ttt ittt ittt e ety 137
Trust ..t i i ieiien e cennns e e b eeamra e e ee st e 142
Conclusions .....ivecuveeenn e f et e 149
Limitations of This Study ..... C e et a e e ae e a e e, 152
Suggestions for Future Research ...........c.iiiiiiiiinonmannnennnnnan . 153
REFERENCES. ..........coceien.n H i e a e e e s s e et 155
APPENDICES.............cc... e e e et e e .- e et e e 178
APPENDIX A, ...ttt ien s tornnnneannens e eia e - f e v e e 178
Telephone Screening Procedure ............ e e h e e e 179
Information and Consent FOrm ............... cees e r e, 182
Demographic Data Questionnaire......... e e e 185
Implementation Checklist .......... e e, 187
Newspaper advertisement..... e e eean . e e e e 190
APPENDIX B..........0viinuunn e e et et e et e e e 191
Dyadic Adjustment Scale........ e et e it e aeee e a e, 192
Miller Social Intimacy Scale ....... e e e e e e r e e i 196



vii

Therapist Rating Scale (D. A. S.} tuvurerinnnnosrsoareanseanansanes v....198
Interpersonal Trust Scale .......ivvecrenrnrccncncenroannan -1 0§
Bdult Attachment Scale ...... C s es et e et ve...206
Expression of Emotion Scale for Couples ....... e rs ey U I
Couple Therapy Alliance Scale ...............ccc.. e e r e e 217

APPENDIX C .......... C s i e . s st i et s e Cer s rera e 220
Table C-1 Pearson Correlations between Predictor Variables and

Pretreatment Marital Satisfaction level ....... ..., 221

Table C-2 Pearson Correlations between Demographic Characteristics and

Marital Satisfaction at Posttreatment and Follow-Up ......... 222

Table C-3 Multiple Regression of Males' Age on Males' Follow-up Marital

Satisfaction Level ......+ c0cemeeen- f e s e sttt 223

Table C-4 Multiple Regression of Alliance on Posttreatment and

Follow-up Marital Satisfaction Level ....... Cee e et ranae...224

Table C-5 Summary of Multiple Regression of Alliance Factors on

Posttreatment and Follow~up Marital Satisfaction Level ...... 225

Table C-6 Multiple regression of Alliance on Posttreatment and Follow-up

Intimacy Level ..... et aettanr et i e 226

Table C-7 Multiple regression of Alliance on Therapist Rating of

Table C-
Table C-
Table C-

Takle C-

Table C-

Table C-

Table C-

Improvement ....vivevencncnn- e e et e st ettt e 227
8 Means and Standard Deviations of Dependent Variables ......... 228
9 Means and Standard Deviations of Trust scores ..... e .. 229
10 Means and 3tandard Deviations of Attachment scores .......... 230

11 Means and Standard Deviations of Self rating on
self-disclosure .......iiiiiiiiiiii ittt e 231
12 Means and Standard Deviations of Partner Rating on Self-
Disclosure ............. ettt et ceee...232
13 Means and Standard Deviations of Total Self-Disclosure ......233
14 Independent Samples t-test for Detecting Gender Differences

on Independent and Dependent Variables .............. ceee....234



Table

Table

Table

Table

Table

Table

Table

Table

Table

Table

Table

Table

Table

Table

Takle

Table

c-15

C-16

c-17

c-18

c-18

c-20

c-21

Cc-23

c-24

c-25

c-26

c-30

viii

Percentage of Subjects who Recovered and Improved ........... 235
Percentage of Couples who Recovered and Improved by Degree

of Marital Distress ...... e et e e eatraec ettt e 236
Pearson Correlations between Attachment and Intimacy Level

at Posttreatment and Follow-Up....vrieeeenrcananrcaanans vaee.237
Multiple Regression of Attachment on Couples Posttreatment
INtimacy LeVEL ...t it ittt insrncassansnonensonronnns cer..238
Pearson Correlations between Predictor Variables and

Therapist Rating of Improvement ...........ceuieeenrnonananscas 239
Pearscn Correlations of Female Self-Disclosure Factors and
Marital Satisfaction Level at Posttreatment and Follow-Up....240
Pearson Correlaticns of Male Self-Disclosure Factors and
Marital Satisfaction Level at Posttreatment and Follow-up ...241
Pearson Correlations of Female Self-Disclosure Factors and
Marital Satisfaction Change SCOreS .....verevrivreannreaaennan 242
Pearson Correlations of Male Self-Disclosure Factors and
Marital Satisfaction Change Scores ........iiueniinrnvinnnnans 243
Pearson Correlations between Self-Disclosure and Intimacy

Level at Posttreatment and Follow=Up ....cvvrinrencnnranrens 244
Pearson Correlations of Female Self-Disclosure Factors and
Intimacy Level at Posttreatment and Follow-Up ............... 245
Summary of Multiple Regression of Apathy Self-Rating on
Females' Follow-up Intimacy Level .......... e ete i 246
Pearson Correlations of Male Self-Disclosure Factors and
Intimacy Level at posttreatment and Follow-up ...........un.- 247

Multiple Regression of Self-Disclosure Factors on Males'

Posttreatment Intimacy Level .........cvvevuenman e n e .248
Pearson Correlations of Trust and Intimacy Level at
Posttreatment and Follow-up ..........0.n.. e m et 249

Surmary of Multiple Regression of Trust on Couples

Posttreatment Intimacy Level .............. e 250



ix

Table C-31 Multiple Regression of Trust on Females' Posttreatment

Intimacy Level .......... P

Table C-32 Multiple Regression of Trust on Males' Posttreatment
veee..252

Intimacy Level ......... e
Table C-33 Multiple Regression of Trust on Males' Follow-up Intimacy ...253



Table

Table

Table

Table

Table

Table

Table

Table

Takle

Table

Table

Table

Table

Table

Table

10

11

12

13

14

15

Tables in the Text

Reliability Statistics for Predictor Measures .........ciieeeunn 79
Reliability Statistics for Dependent Measures........ e 80
Pearson Correlation between Attachment and Marital Satisfaction
Level ....... e aasans e et S r e 92
Summary of Multiple Regression of Attachment on Couples' Marital
Satisfaction Level at Posttreatment ........... - X |
Summary of Multiple Regression of Attachment on Males'
Posttreatment Marital Satisfaction Level ............civriunrnn- 95
Summary of Multiple Regression of Attachment on Males'

Follow-up Marital Satisfaction Level .........ciiiinvmnnnenanens 96

Pearson Correlations between Attachment and Marital Satisfaction
Change Scores ..... e e e a e e s eaar et 98
Pearson Correlations between Self-Disclosure and Marital
Satisfaction Level ...... e bt r e e e e e he st 102
Pearson Correlations between Self-Disclosure and Marital

Satisfaction Change 5COTE5 ...vivevenenn. et i mee e et 104

Pearson Correlations between Trust and Marital Satisfaction

Summary of Multiple Regression of Trust on Couples' Posttreatment
Marital Satisfaction Level
Summary of Multiple Regression of Trust on Couples' Follow-up
Marital Satisfaction Level
Summary of Multiple Regression of Trust on Females' Posttreatment

Marital Satisfaction Level .......ireeenereresnoerasenenennnnas 111

Summary of Multiple Regression of Trust on Males' Posttreatment
Marital Satisfaction Level
Summary of Multiple Regression of Trust on Males' Follow-up

Marital Satisfaction Level .. ...t isirenrnnerosonernneanenens 114



=i

Table 16 Pearson Correlations between Trust and Marital Satisfaction

Change SCOLES . .ueerrinmnnrnrereananannans e e e s 116

Table 17 Percentage of Categorical Trust Couples who Recovered and

Improved ......... e S he e e e e aa e 118

Table 18 Multiple Regression of Trust and Szlf-Disclosure on Couples'

Alliance Level ......itiiierinnrrncsanresr st nsansennns e eee122



CHAPTER I INTRODUCTION

A substantial body of research in marital therapy has developed over the
last two decades. Within this broad category of research activity, several
major trends have emerged. The first research trend has been to determine the
efficacy of marital therapy in general. This research has found that marital
therapy in general is effective in alleviating marital distress in couples
receiving treatment compared to a waiting-list control group (Gurman &
Kniskern, 1978; Baucom & Hoffman, 1986; Jacobson & Addis, 1993). Given the
research evidence supporting the efficacy of marital therapy, the seceond
research trend has been to focus attention on comparative ocutcome studies that
compare two or more different approaches to marital therapy. The general
conclusion has been that, with certain exceptions, few significant
differences, in terms of outcome, have been found among the various approaches
to marital therapy (Hahlweg & Markman, 1983; Baucom & Hoffman, 1986). These
findings suggest that no one treatment modality is significantly more
effective than another.

The fact that comparative research has been generally unable to establish
the superiority of any one particular approach to marital therapy and the fact
that there is a high level of variability in couples' response to marital
therapy (Jacobson, Follette & Elwood, 1984), has signalled the need for
researchers to investigate predictors of outcome in marital therapy with the
ultimate goal of matching specific couples to specific approaches (Jacobsorn,
1984: Jacobson, Follette & Elwood, 1984; Bennun, 1985; Baucom & Hoffman, 1986;
Snyder, Mangrum, & Wills, 1993). Thus, the current trend in marital therapy,
similar to individual psychotherapy, is research that focuses upon factors
that might be influentizl in determining outcome in specific approaches.

Researchers in both individual and marital therapy are currently
investigating three factors that appear to be influential in determining
therapy outcome: characteristics of clients, therapist interxventions, and the

client-therapist interaction (Garfield & Bergin, 1978; Bergin & Garfield,



1986; Jacobson & Addis, 1993; Snyder, Mangrum, & Wills, 1993). In particular,
client variables have begun to receive considerable attention.

Many authors have stated that the client is the most important variable in
determining outcome in psychotherapy (Frank, 1979; Strupp, 1973). According to
a panel of experts engaged in psychotherapy practice and research, it has been
estimated that two-thirds of therapy outcome variance is due to clients’
efforts (Prochaska & Norcross, 1982). This would suggest that client variables
might be more important for outcome than therapist variables (Prochaska &
DiClemente, 1986). Frank (1374), in a review of 25 years of psychotherapy
research, concluded "that the most important determinants of long-term
improvement lie in the patient" (p.339). As a result, it appears essential
that in order to increase our understanding of the effectiveness of
psychotherapy, research is needed to establish the specific forms of
psychotherapy that are beneficial for specific clients and to define the
characteristics of both client and therapy that have led to successful cutcome
{Bergin & Lambert, 1978; Frank, 1979). Recent findings in the individual
psychotherapy literature suggesting that successful outcome is a function of a
congruence between client personality and psychotherapeutic approach (Berzins,
1977; Beutler, 197%; Beutler & Mitchell, 1981; Beutler, 1983; Calvert,
Beutler, & Crago, 1988) confirm the usefulness of matching clients to a
therapeutic approach in order to increase the likelihood of successful
outcome.

In a similar vein, current marital therapy research has been conducted to
ascertain the couple characteristiecs that are associated with positive
outcome. Marital therapy researchers view the couple's relationship as the
client in outcome studies. The client/relationship variables that have been
investigated thus far include age, length of marriage, divorce potential,
level of commitment, positive feelings, power inequality, personality factors,
symptom correlates of marital distress such as depression, and
psychopathology. Some client variables that have been investigated are
associated with the relationship (i.e length of marriage, divorce potential,

level of commitment, positive feelings) and seme client variables may be



viewed as individual variables which impact on the relationship (i.e.
depressive symptoms, psychopathelogy, level of affiliation, level of
independence} . Hereafter, both types of client variables will be referred to
as relationship variables in that they have been chosen for their hypothesized
impact on the marital relationship.

Previous research that examined relationship variables as predictors of
marital therapy outcome has selected variables without regard to the theory or
intervention strategies of that particular therapeutic approach {(i.e. Jaccbson
et. al., 1986; Snyder, Mangrum , & Wills, 1993). For the most part, previous
studies have selected variables on the basis of demographic characteristics
such as age and length of relationship or general observations of maritally
distressed couples such as positive or negative emotional affect, divorce
potential, depressive symptomatology and psychopathology in one partner. For
purposes of advancing the field of marital therapy, studies are needed that
select relationship variables that are related to the clinical interventions,
goals and/or theoretical aims of the particular therapy in question.

As well, the majority of the research studies that have examined the
association between relationship variables and marital therapy cutcome have
focused on Behavioral Marital Therapy (BMT). This research has begun to
identify which couples are the most and least likely to benefit from BMT. In
comparison, the dynamic/experiential approaches to marital therapy have
produced little research (Gurman & Kniskern, 1%78; Baucom & Hoffman, 198%6;
Jacobson & Addis, 1993; Snyder, Mangrum, & Wills, 1993). Thus, there is a need
within the marital therapy field to assess couples' responses' to
"nonbehavicral" approaches so that we can further our understanding of which
couples benefit from which treatment approaches to increase the likelihood of
successful outcome for all types of couples.

One alternative approach to Behavioral Marital Therapy is Emotionally
Focused Marital Therapy (EFT). EFT is a dynamic/experiential approach to
marital therapy that is currently recognized as the second most empirically

validated marital therapy approach (Alexander, Holtzworth-Munrce & Jameson,



1994) . Randomized controlled trials have shown EFT toc be very 2ffective at
reducing marital distress in the general population {Jchnson & Greenberg,
1985a, 1985b; James, 1991; Goldman & Greenberg, 1992), and in couples with a
depressed partner {(Dessaulles, 1991). Moreover, in one comparative study, EFT
has been found to be superior to behavioral marital therapy in increasing
marital satisfaction, increasing intimacy and reducing target complaints
reported by couples prior to therapy (Johnson & Greenberg, 1985a). Although
recent research has identified several in-therapy processes related to outcome
in EFT (Johnson & Greenberg, 1988), no research studies have yet examined
which relationship variables predict successful outcome when EFT is the
treatment modality. Thus, there has been a dearth of research investigating
which types of couples are most likely to benefit from this approach.

The purpose of the present study is to assess the contribution of three
relationship variables in predicting outcome in EFT. In contrast to previous
studies, the three relatlonship variables in this study will be selected on
the basis of the theoretical assumptions underlying this approach.

First, the literature identifying associations between
predictor/relationship variables and marital therapy outcome will be reviewed.
Next, a description of EFT will be presented with an emphasis on the basic
theoretical assumptions underlying this approach. A description of those
relationship variables that are theoretically linked to this approach will
follow. Finally, hypotheses concerning the asscciation between these

relationship variables and outcome in EFT will be presented.
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In general, the relationship variables that have been investigated to date
can be classified intc five categories: 1) demographic variables, 2)
relationship characteristics, 3) personality factors, 4} symptom correlates of
marital distress, and 5) psychopathology. This section will review those
studies that have attempted to determine an association between these
relaticonship variables and outcome in marital therapy. First, studies that
have investigated varicus demographic characteristics of couples will be
presented. Second, there will be a discussion of those studies investigating
relationship characteristics and outcome. Third, a discussion of those studies
that have assessed the association between personality factors and cutcome
will be presented. Fourth, a discussion ¢f those studies that have identified
symptom correlates of marital distress as predictors of outcome will be
presented. Fifth, studies that have investigated psychopathology and outcome
will be presented. Finally, conclusicns based on this review of the literature

and implications for this study will be highlighted.

D nic Variah

The first attempts te relate relationship variables to marital therapy
outcome focused on demographic variables. One of these demographic variables
was age. Several studies have suggested that younger couples benefit more from
behavioral marital therapy {(BMT) than older couples (Turkewitz & O'Leary,1981;
Baucem, 1984; Hahlweg, Schindler, Revenstorf, and Brengelmann, 1984; Bennun,
1985) ., For example, Turkewitz and O'Leary (1981) conducted a comparative
cutcome study of 30 couples assigned to either behavioral marital therapy or
communicaticr therapy. They found that the mean age of the couple was the
strongest g. dictor of outcome. The correlations ranged from -.52 to -.76.
Further analyses revealed that younger couples changed more in behavioral

marital therapy while older couples responded better to communication therapy.



In another study that assessed the relation between age and ocutcome, Baucom
(1984} randomly assigned 72 maritally distressed couples to one of four
treatment conditions consisting of variations of behavicoral marital therapy.
In order to replicate the findings of Turkewitz and O'Leary (1981}, couples
were divided into two groups on the basis of age: a younger-couple group with
a mean age of 25.1 and an older-couple group with a mean age of 37.2. Analyses
revealed that younger couples improved significantly more than the older
couples on a self-report measure in which a person indicates thz amount of
behavior change desired of the spouse in specific areas of marital
interaction. However, there were no significant effects of age on the Marital
Adjustment Scale, a frequently used measure to assess global marital
satisfactiocn.

Other research, however, has not found age to be related to ocutcome
(Freeman, Leavens,& McCulloch, 1969; Crowe, 1978; Mendonca, Lumley, & Hunt,
1982; Jacobson, Follette, & Pagel, 1986; Snyder, Mangrum, & Wills, 1993).
Moreover, in a recent study designed to replicate the findings of previous
research that suggested a significant assocation between age and cutcome,
Jacobscn et. al. (1986} included more psychometrically sound criterion
variables and more rigorcus statistical analyses than those used in previous
research. For example, these authors used a more established measure of
marital satisfaction (i.e Dyadic Adjustment Scale). As well, due to the fact
that pretreatment marital satisfaction accounted for 37% of the variance in
posttreatment marital satisfaction, these authors partialled out the effects
of pretreatment marital satisfaction on outcome. These researchers provided 60
couples with 12 sessions of behavioral marital therapy. These authors did not
find a significant association between age and outcome.

Other demographic variables that have been examined bu:t not found to relate
to marital therapy outcome have included length of marriage, number of
previous marriages, and number of children (Freeman, Leavens, & McCulloch,
1969; Crowe, 1978; Hahlweg, Schindler, Revenstorf, and Brengelmann,1984;
Bennun, 1985; Snyder, Mangrum, & Wills, 1993). For example, Crowe (1978)

assigned 42 couples to three forms of conjoint marital therapy: behavioral,



insight-oriented and supportive-control style. Couples received between 5-10
sessions. Many demographic variables were examined for their prognostic
significance including sccial class, duration of marriage, duration of problem
and presence of children. None of these variables had a significant influence
on outcome. In one therapeutic approach, the behavioral one, educational level
was negatively correlated with outcome., That is, the uneducated couples
obtained higher scores on marital adjustment at the end of therapy than the
educated couples. It is important to note that this finding was obtained with
a sample of five couples.

In another major study that assessed demographic variables relating to
outcome, Hahlweg and his associates (1984) assigned 85 maritally distressed
couples to either BMT, Communication Therapy conjoint, Communication Therapy
coenjoint-group, or a walting-list contrel group. Demographic characteristics
such as length of partnership and number of children were assessed. There were
no significant correlations between these variables and marital therapy
outcome.

Tn a more recent study that assessed demographic variables relating to
outcome, Snyder, Mangrum & Wills (1993) assigned 55 couples to either
behavicral or insight-oriented marital therapy. Couples received up to 25
sessions with an average of 18.9 sessions of behavioral marital therapy and
an average of 19.0 sessions of insight-oriented marital therapy. Demographic
characteristics such as age, race, education, occupational status, length of
marriage, number of previous marriages, and number of children were assessed,
Results suggested that none of these variables were significantly predictive
of outcome at posttreatment. At four-year follow-up, occupational status was
significantly related to outcome. Couples were more likely to be divorced or
maritally distressed four years following therapy if partners were either

unemployed or were employed at unskilled labour.

.t



Relationshio CI et apt

A second focus of research has been to investigate the association between
relationship characteristics and outcome in marital therapy. One such example
is level of commitment (Beach & Broderick, 1983). Commitment was seliected on
the belief that a certain level of commitment between partners may be
necessary to maintain the willingness to resolve problems in the face of
insecurity and instability. In this study, 42 couples who were provided
between 10-15 sessions of behavioral marital therapy were asked to read a
definition of commitment developed by the authors and to rate themselves on a
0 to 100 scale to indicate how commited they are to their marriage. For
females, the level of commitment prior to therapy predicted gains in marital
gatisfaction at the end of therapy. In contrast, for males, less commitment at
intake was associated with greater gains in posttreatment marital
satisfaction.

There are several problems with these findings. First, this measure has
been used in only one study and has not been proven to be a wvalid and reliable
measure of commitment. For example, these authors reported a low level of
concurrent validity for husbands. Second, the level of pretreatment marital
satisfaction was not partialled out of the regression analyses. This could be
a problem given that pretreatment marital satisfaction has been known to
contribute substantially to the variance in post-therapy marital satisfaction
(Jacobson et. al., 1986).

Another relationship characteristic that has been investigated is the
amount and intensity of emeotional affection between partners. Emotional
affection was selected in recognition of the powerful influence that the
presence or absence‘of affection may have in the couple's motivation to
improve their relationship. From an exchange theory perspective, a couple with
a certain level of affection will likely exhibit interactions that are
positively reinforcing. These positive interactions may reinforce the
willingness to improve the relationship. There is evidence that positive

emotional affection towards partner at intake is predictive of successful



outcome in both behavioral marital therapy and communication therapy (Hahlwegq,
Schindler, Revenstorf, and Brengelmann,1984; Turkewitz & O'Leary,1981; Crane,
Newfield, & Armstrong, 1984; Snyder, Mangrum, & Wills, 1993). For example,
Hahlweg and his associates (1984) assigned 85 maritally distressed couples to
either BMT, Communication Therapy conjoint, Communication Therapy conjoint-
group, or a waiting-list control group. Sets of predictor variables were
formed into three groups: 1) the intensity and durxation of conflict, 2) the
quantitiy and quality of affection/intimacy, and 3) demographic
characteristics such as age, length of partnership and number of children.
Measures used included self-~report questionnaires and a marital interaction
observation rating system. Results suggest that only the emotional~affective
qualitv of the relationship predicted successful outcome in marital therapy.
Specifically, these researchers ldentified the following three factors as
indicative of an unfavourablie prognosis in marital therapy: 1) the female
scores low on the PFB Togetherness /Communication Scale, 2) both partners
score low on the PFB Tenderness Scale, and 3) the frequency of sexual
interaction is less than twice per month. These authors concluded that the
qguality of emotional affection is predictive of cutcome.

Recently, there have been concerns raised about the validity of these
findings (Jacobson et. al., 1986). For example, in order to analyze predictors
for successful outcome, Hahlweg and his associates (1984) rated a couple as
successful when 1) both partners rated their relationship as somewhat happy
{i.e., a rating of three or more on a scale of one to five on a General
Happiness Rating Scale), and 2) at least one partner scored one or more points
higher on the Marital Adjustment Scale when compared to the pretest score.
There are problems with this approach. First, the General Happiness Rating
Scale has not been proven tc be a reliable and valid measure for assessing
marital satisfaction. Second, this commonly used method of classifying couples
as either "improved" or "not improved" results in a great loss of information
(Jacobson et. al., 1986). Valuable information such as thé degree of

improvement and whether a couple remained in the distress range has been lost.
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Turkewitz and O'Leary (198l) also investigated the association between the
degree of emotional affection between partners and outcome. In this
comparative outcome study, 30 couples were assigned to either behavioral
marital therapy or communication therapy. One of the predictor variables
measured was the extent of positive feelings between partners. Positive
feelings, was assessed by the Positive Feelings Questicnnaire (PFQ), a self-
report gquestionnaire designed to measure the extent of positive feelings a
person experiences in various aspects of the relationship. These researchers
found that positive feelings that partners have towards each other, prior to
therapy, are positively correlated with changes in the female's marital
satisfaction as a result of marital therapy.

A more recent study that investigated the association between level of
emotional affection and ocutcome was conducted by Snyder, Mangrum, & Wills
{1993). In this study, 55 couples were assigned to either behavioral or
insight-oriented marital therapy. Couples received up to 25 sessions with an
average of 18.9 sessions of behavioral marital therapy and an average of 19.0
sessions of insight-oriented marital therapy. The degree of emotional
affection between partners at intake was assessed by the Marital Satisfaction
Questionnaire, a self-report measure of relationship functioning. Results
suggested that couples with a high level of negative marital affect at intake
were more likely to remain maritally distressed at posttreatment and four-year
follow-up. These researchers utilized hierarchical regression analyses to
determine the contribution of the predicter variables after controlling for
pretreatment marital satisfaction. Their use of a multivariate prediction
model has been recommended to increase knowledge regarding predictors of
success in marital therapy {(Jacobson et. al., 1986). This study was one of the
few studies that utilized statistically stringent methods to assess the impact
of emoticnal affection on marital therapy outcome.

There are several problems in assessing positive affection. First, it
seems intuitively cbvious that the more satisfied a couple is prior to
therapy, the mere likely they will be maritally satisfied at the end of

therapy. In fact, research suggests that the pretreatment level of global
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marital satisfaction, as measured by the Dyadic Adjustment Scale, is highly
correlated with outcome and accounts for 37% of the variance in marital
satisfaction following behavioral marital therapy (Jacobson et. al.,1986).
Another proklem with investigating emotional affection is that it is too
general in scope to be able to identify the key ingredient (s} underlying
positive feelings. For example, it may be that a high degree of emotional
affection/positive feelings toward a partner may be indicative of high levels
of trust in the relationship. Predictor variables such as positive feelings
need to be more specific so that marital researchers can identify the factors
influencing both marital satisfaction and marital distress. Thus, the
assessment of emotional affection and/or global marital satisfaction as a
predictor variable does not increase our understanding of the factors that
influence marital satisfaction or the therapeutic interventions that are
necessary in the process of increasing marital satisfaction among distressed
couples,

A more recently investigated relationship characteristic was power
inequality between partners (Whisman & Jacobson, 1990). Whisman and Jacobson
(1990) provided 31 distressed couples with an average of 23 sessions of
behavioral marital therapy. Prior to onset of therapy, the degree of each
couple's power balance/imbalance was assessed from observations of partners'
discussion of the events of their day. Results suggested that, after
contrelling for the effects of pretreatment marital satisfaction, the couple's
power inecuality prior to therapy predicted treatment outcome at posttest and
six-month follow-up. Thus, couples with a greater power inequality at intake
were more likely to benefit from behavicoral marital therapy.

The fourth relationship characteristic that has been assessed was the
couple's problem-solving skills (Snyder, Mangrum, & Wills, 1993). In this
major study assessing numerous predictor variables, 55 couples were assigned
to either behavioral or insight-oriented marital therapy. Couples received up
to 25 sessions with an average of 18.9 sessions of behavioral marital therapy

and an average of 19.0 sessions of insight-oriented marital therapy. Problem-
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solving was assessed on a self-report measure of relationship functioning
(Marital Satisfaction Inventory, Snyder, 1981). Results suggested that couples
with a wide variety of problem-solving deficits at intake were more likely to

be classified as maritally distressed and/or be divorced at four year follow-

up.
Persopnality Factors

The third major focus of research has been to investigate personality
factors that relate tc outcome in marital therapy. There have been three
studies that attempted to establish a relation between persconality factors and
marital therapy outcome {(Baucom & Aiken, 19884; Jacobson et. al., 1986; Snyder,
Mangrum, & Wills, 1993). The personality factors that have been assessed were
the level of masculinity/femininity and the level of affiliation/independence.

Three studies have focused on masculinity/femininity (Baucom & Aiken, 1984;
Jacobson et. al., 1986; Snyder, Mangrum, & Wills, 1993). In the first study,
Baucom and Aiken (1984) examined masculinity and femininity on the basis of
previous research that suggested that both of these personality factors were
related to a couple's marital satisfaction level. Masculinity, defined as
possessing a goal-oriented, instrumental approach and femininity, defined as
possessing an interpersonally-coriented, sensitive and understanding approach,
were both perceived by these authors as being necessary to deal with conflict
in the relationship. In this study, 54 non-distressed and 54 maritally
distressed couples were assessed in order to determine the association between
masculinity, femininity, and marital satisfaction. The maritally distressed
couples were given marital therapy. Masculinity and feminiunity were assessed
using a scale that was developed from items on the Califormia Psychological
Inventory. Individuals obtaining high scores on the masculinity scale "view
themselves positively overall, have confidence in themselves in achievement-
oriented and social interactions, and behave in ways to assume direct control
over their envirenments" (p.439). Individuals cbtaining high scores on the

femininity scale "place a major value on interpersonal relaticnships and are
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attuned to the needs and feelings of others {p. 439)". These authors found
that the female's level of femininity prior to treatment was significantly
correlated with increases in marital satisfaction for both partners at the end
of treatment. Masculinity did not predict outcome.

In a study designed to assess the validity of the above findings concerning
femininity and marital therapy outcome, Jacobson and his colleagues (1986)
criticized the above study on the basis of utilizing an unproven measure of
femininity, categorizing couples intoc only two groups as either "improved" and
"not improved”, and relying on statistical analyses that did not partial out
the contribution of pretreatment marital satisfaction to posttreatment marital
satisfaction. In contrast to Baucom and Aiken's study, Jacobson and his
colleagues used the Bem Sex Role Inventory and partialled out the contribution
of pretreatment marital satisfaction on posttreatment marital satisfaction. It
was found that the level of masculinity and femininity did not then predict
marital satisfaction at the end of treatment.

In the third study that attempted to determine an association between
masculinity/femininity and marital therapy outcome, Snyder, Mangrum, & Wills
(1993) assigned 55 couples to either behavioral or insight-oriented marital
therapy. Couples received up to 25 sessions with an average of 18.9 sessions
of behavioral marital therapy and an average of 19.0 sessions of insight-
oriented marital therapy. These authors used measures tc assess
masculinity/femininity tlat were similar to the measures used by Baucom and
Aiken (1984). Results suggested that couples who, at intake, indicated lower
séores on the Femininity scale were more likely to be classified as maritally
distressed at four year follow-up. There were no significant findings at
termination. These anthors concluded that couples who exhibited lower
"emotional responsiveness" at intake were less likely to improve following
marital therapy.

The other personality factor that has been assessed in the marital therapy
outcome literature was the interaction between affiliation and autonomy among

partners (Jacobson et. al., 1986}. In this study, 60 couples were provided
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with 12 sessions of behavioral marital therapy, although couples were able to
receive up to 16 sessions if necessary. on the basis of clinical descriptions
of couples exhibiting an affiliation/independence pattern whereby one partner
seeks intimacy and closeness and the other seeks activities that promote
autonomy and independence (Jacobson and Margolin, 1%79), it was believed that
this paradoxical, negative interaction pattern within couples would be highly
resistant to change in marital therapy and would'prevent couples from
achieving a high level of marital satisfaction. In this pattern, one partner
seeks to affiliate with the other partner who, in turn, seeks independence.
This interaction is self-reinforcing. The more the affiliative partner seeks
contact, the more the independent partner will seek to withdraw. As well, the
more the independent partner seeks independence, the more likely the
affiliative partner feels the need to seek contact. This pursue-withdraw
pattern has been noted to be problematic in marital therapy by various
clinicians and researchers (Jacobson & Margolin, 1979; Wile, 1981; Gottman &
Levinson, 1986; Greenberg & Johnson, 1986; 1988) . Preferences for affiliation
and independence were assessed on two subscales of the Edwards Personal
Praference Scale, a self-repcrt personality inventory. Vvarious analyses
indicated that a highly affiliative wife and a highly independent husband were
less likely to benefit from behavicral marital therapy. Jacobson and his
colleagues referred to this variable as the "degree of traditionality™ within
the couple. They concluded that the degree of traditionality was negatively

correlated with successful outcome in behavioral marital therapy.

; ~orrel : a1 D

A fourth set of relationship wvariables that has been investigated in
relation to outcome in marital therapy is symptom correlates of marital
distress. Symptom correlates of marital distress were obtained from clinical
descriptions of distressed couples presenting for therapy. One symptom of
marital distress that has been investigated is divorce potential. Previous

research suggested that the more steps taken toward divorce prior to onset of
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behavioral marital therapy (BMT), the less likely that there will be increases
in marital satisfaction at the end of therapy (Beach & Broderick, 1983; Ewart,
1378b; Hahlweg et, al., 1984). Moreover, these couples were more likely to
drop out of therapy (BEwart, 1978b).

Recent research, however, has not found divorce potential to be
significantly predictive of success in BMT (Jacobson et. al., 1986). In
contrast to other studies, divorce potentizl was assessed in this study by the
Marital Status Inventory. The Marital Status Inventory has been found to
possess very good reliability and validity (Weiss & Cerreto, 1980). In
contrast, the other studies utilized individualized scales that had not been
formally evaluated. As well, in contrast to other studies, this study utilized
a more rigorous statistical approach by partialling out pretreatment marital
satisfaction, The spouse with the highest score was used in the analyses.
Based on previous findings, it was predicted that couples in which at least
one spouse had taken concrete steps toward divorce would be less satisfied
with their relationship fellowing BMT. No significant findings were obtained.
These authors attributed the positive findings in other studies to the use of
unreliable and unproven measures and poor statistical methodology.

Another symptom correlate of marital distress that has been investigated
was depressive symptoms. This variable was selected due to the high incidence
of depressive symptoms reported by those seeking marital therapy {Jacobson,
1984) . Incensistent findings have been obtained regarding the association
between pretreatment levels of depression and outcome. In one study, 60
couples were provided with 12 sessions of behavioral marital therapy, although
couples were able to receive up to 16 sessions if necessary (Jacobson et. al.,
1986). In this study, the number of depressive symptoms was obtained from the
Problem Description Questionnaire, a checklist of presenting psychiatric
symptoms used at the University of Washington. Results suggested that couples
with a partner who endorsed a high number of depressive symptoms at intake
were more likely to be maritally satisfied at termination but not at follow-

up. In contrast, Snyder, Mangrum & Wills (1993} found that a high level of



16

depression at intake, as measured by significant T scores on the MMPI
Depression Scale, was negatively related to behavioral and insight-oriented
marital therapy outcome at termination and at 4-year follow-up. In this study,
55 couples were randomly assigned to either behavioral or insight-oriented
marital therapy and were provided with an average of 18.9 sessions of
behavioral marital therapy and an average of 19.0 sessions of insight-oriented

marital therapy.

Bsychopathology

A fifth major focus of research has been to investigate the association
between psychopathology and marital therapy cutcome. There have been
inconsistent findings with respect to psychopathology as a predictor of
outcome in marital therapy (Bennun, 1985; Sher, Baucom & Larus, 1990; Snyder,
Mangrum, & Wills, 1993). Bennun ({1985) assigned 45 couples to 10 sessions of
conjoint behavioral marital therapy, group marital therapy or a one-partner
treatment modality. Results suggested that couples presenting with phobias,
anxiety and/or obsessive-compulsive behavior were less likely to exhibit
change in these target areas at posttreatment or at the six meonth follow-up.
In a similar vein, Sher, Baucom and Larus (199%90) assigned 35 couples into
three groups: a) distressed couples in which one member exhibits a significant
level of depression but no other psychopathology {as measured on the MMPI
Depression scale), b) distressed couples in which one member exhibits a
significant level of psychopathology other than depression (as measured on
other MMPI clinical scales), and c) distressed couples with no significant
levels of depression or psychopathology. Couples were given 15 sessions of
cognitive behavioral marital therapy. Results suggested that couples with one
member who exhibited psychopathology were least likely to meet the criteria
for clinically significant change. The results of both of these studies
suggest that specific psychopathology may be a prognostic indicator of
unsuccessful outcome in behavioral marital therapy.

In contrast, Snyder, Mangrum, & Wills, (1993) found that, in general, the



17

couple's level of psychopathology was insignificant in predicting outcome in
both behavioral and insight-oriented marital therapy. In this study, 55
couples were provided with an average of 18.9 sessions of behavioral marital
therapy and an average of 1%.0 sessions of insight-oriented marital therapy.
Psychopathology was assessed on the MMPI clinical scales. A measure of the
overall level of psychopathology in the relationship was obtained by
calculating the mean of scales 1-4 and 6-9 on the MMPI. The only significant
finding was that couples who obtained lower scores on the MMPI K(Correction)
scale at intake were more likely to be classified as maritally distressed at
four-year follow-up. These authors concluded that couples with lower
"psychological resilience" at intake were least likely to be maritally

satisfied following marital therapy.

Summary of the Research Literature

There are several conclusions that can be made on the basis of a review of
the literature. First, in general, demographic variables such as length of
marriage, number of previous marriages, and number of children have not been
found to be related to cutcome in marital therapy, with the exception that
couples who were older and who were either unemployed or employed at unskilled
labour were found to be less likely to benefit from marital therapy. However,
more recent studies have found no significant correlation between age and
outcome.

Second, studies assessing relationship characteristics have suggested that
couples with a high level of negative marital affect and/or a high level of
"emotional disengagement" (Jacobson & Addis, 1993) including a low frequency
of sexual contact, less togetherness, tenderness, and emotional responsiveness
were less likely to benefit from marital therapy. Moreover, couples with a
female partner who indicated a high level of commitment to the relationship
and couples who indicated a high level of power inequality at intake were more

likely to improve following behavioral marital therapy.
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Third, research assessing the association between personality factors and
outcome has provided incensistent findings with respect to masculinity,
femininity and marital therapy outcome. In two studies, a high level of
femininity was associated with successful outcome. In contrast to these
findings, a third study found that the couples' level of femininity and
masculinity was not predictive of outcome. Research has also suggested that
couples with a high number of problem-solving deficits and highly
"traditional” couples with a female indicating a high level of affiliation and
a male indicating a high level of independence were less likely to be
maritally satisfied following behavioral marital therapy.

Fourth, research that assessed the relation between symptom correlates of
marital distress and marital therapy outcome has also provided inconsistent
‘findings. This area of research has selected predictor variables on the basis
of observations of maritally distressed couples seeking therapy. Two variables
have been assessed in the research literature: the number of steps taken
toward divorce and the degree of depressive symptoms at intake.

Finally, there have been inconsistent findings with respect to
psychopathology and marital therapy outcome. Two studies have suggested that
couples who have one partner who exhibited some form of psychopathology were
less likely to be maritally satisfied following marital therapy. The third
study found that an eoverall level of psychepathology as well as specific
psychopathological symptoms, as measured on the MMPI scales, were not
significantly related to outcome. '

It is important to note that, although the degree of pretreatment marital
distress was not the focus of past research, several studies have suggested
that the couples' pretreatment level of marital satisfaction at intake was
significantly related to marital therapy outcome (Jacobson et. al,, 1986;
Whisman & Jacobson, 19%0; Snyder, Mangrum & Wills, 1993). For example, in one
study, the pretreatment marital satisfaction level accounted for 37% of the
variance in posttreatment marital satisfaction and 30% of the variance in
follow-up marital satisfaction (Jaccbson et. al., 1986). In another study, the

pretreatment marital satisfaction level accounted for 28% of the variance in
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posttreatment marital satisfaction and 46% of the variance in follow-up
marital satisfaction (Whisman & Jacobson, 1990). Thus, the results of these
studies suggest that those couples who were severely distressed at intake were

less likely to be maritally satisfied following marital therapy.

Tmols . for This Stud

The above review of the research literature contains several important
implications for research assessing predictors of success in marital therapy.
First, there have been inconsistent findings with respect to demographic
characteristics such as age, personality factors such as masculinity and
femininity, and symptom correlates of marital distréss such as divorce
potential and depressive symptoms. It has been suggested that the inability of
previous research to obtain censistent results is due to poor and varied
methodology (Jacobson et. al., 1986:; Snyder, Mangrum & Wills, 1993). This
includes the use of unreliable measures, classifying counles into two basic
groups of "improved"™ and “"not improved" that eliminate important information,
employing differing operationalizations of outcome (e.g. absoclute levels of
distress at outcome vs. change scores), and not excluding the contribution of
pretreatment marital satisfaction that has been found to contribute
significantly to posttreatment marital satisfaction. When proven and reliable
measures as well as sound statistical analyses were employed in a recent study
(Jacobson et. al., 1986), very few significant findings were obtained: age,
divorce potential, and femininity/masculinity were not predictive of outcome
in behavioral marital therapy.

Prior research implies then that it is necessary to utilize more
statistically reliable measures for defining successful outcome and to utilize
more rigorous statistical analyses for assessing the impact of predictor
variables on ocutcome. For example, multiple regression analyses have been
recommended as being the most reliable manner of assessing the contribution of

predictor variables on marital therapy outcome beyond that attributable to
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pretreatment marital satisfaction (Jacobson, Follette, & Pagel, 1986; Snyder,
Mangrum, & Wills, 1993). In this procedure, the pretreatment marital
entisfaction level 1s entered first and the predictor variable is entered
second. The dependant viriable is the posttreatment and follow-up marital
satisfaction level.

Second, most of the previous research that analyzed the association between
relationship variables and outcome focused on a behavioral approach to marital
therapy (Jacobson & Addis, 1993; Snyder, Mangrum, & Wills, 1993). With one
exception (i.e Snyder, Mangrum, & Wills, 1993}, there has been a dearth of
research relating relationship variables to outcome in empirically validated
dynamic approaches to marital therapy. The investigation of relationship
variables relating to outcome in more dynamic approaches will allow us to
ascertain the responses of particular couples to this approach so that the
field of marital therapy can begin to differentiate the responses of couples
to various therapeutic approaches.

Third, previous research has attempted to identify the varilables
predictive of outcome in marital therapy without regard to the fundamental
process of that particular therapy. The majority of studies have focused on
relationship variables such as age, ength of relationship, divorce potential,
level of commitment, emectional affection and masculinity and femininity. For
the most part, the selection of these variables has been on the basis of
previous studies that suggest an association between these variables and
marital satisfaction. For purposes of advancing the field of marital therapy,
it has been suggested that the selection of relationship wvariables should be
related to the clinical interventions, goals and/or theoretical aims of the
therapy in question (i.e. Jacobson et. al., 1986; Snyder, Mangrum , & Wills,
1993) . This will allow the marital therapy field to differentiate which
strategies and interventions are most effective with specific couples to
increase the probability of successful outcome for that particular therapeutic
approach. The fact that no marital therapy outcome study has attempted to
identify relationship variables that are uniquely relevant in terms of theory

and clinical practice to the fundamental approach of the therapy in question
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may account for the lack of progress in this endeavour as well as the
inconsistent findings. It would seem to be crucial then, to select
relationship variables that are theoretically linked to a particular approach
to marital therapy and to begin to study predictors of success in other kinds
of therapy such as dynamic approaches rather than in behavioral marital
therapy.

Another implication is that it seems logical and relevant that this kind of
research should explore relationship variables that are theoretically relevant
to our general understanding of intimate relationships and that have clear
implications for altering such relationships. However, with the possible
exception of masculinity/femininity and affiliation/independence, the majority
of the relationship variables previously selected have not increased our
understanding of intimate relationships. For example, the study of predictor
variables such as demographic characteristics, divorce potential, depressive
symptoms, and psychopathology do not advance our investigation of the
intricate dynamics of intimate relationships. As theories of intimate
relationships have become more sophisticated in their analyses of marital
problems, other wvariables such as attachment, self-disclosure and trust have
been proposed as relevant to understanding marital relationships (Weiss, 1978;
Hendrick, 1981; Holmes & Rempel, 1989; Jacobson & Margolin, 1979; Hazan &
Shaver, 1987; Collins & Read, 1990; Waring, 1981; Waring & Chelune, 1983). For
example, it has been suggested that trust is a central aspect in the
development and maintenance of intimate relationships (Hendrick, 1981; Holmes
& Rempel, 1989). Yet, there has been a complete lack of research relating
trust to attempts to resolve interpersonal conflict (Rempel, Holmes, & Zanna,
1983).

It appears that, given the present state of research examining relationship
variables as predictors of ocutcome in marital therapy, future research is
needed and such research should be conducted with the following points in
mind: 1) the selection of predictor variables should be on the basis of the

theoretical approach under investigation as well as on the basis of advancing
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our understanding of intimate relationships; 2) studies should utilize
statistically reliable and valid criteria of successful outcome as well as
rigorous statistical analyses to measure the impact of predictor variables on
outcome, and 3) there is a need for the investigation of predictors of outcome
in alternative apprcoaches to behavioral marital therapy (BMT).

The purpcse of the present study is to investigate the predictors of
outcome in a dynamic/experiential approach to marital therapy, EFT. iIn order
to select predictor wvariables that would be thecretically linked to EFT, a
general overview of this approach to marital therapy will be presented in the
following section. A presentation of the empirical evidence on EFT will
follow, An examination of the theoretical assumptions that form the basis of
this approach will then be presented highlighting the three predictor
variables that appear to be theoretically and clinically significant in
influencing outcome in this approach. Finally, hypotheses regarding the
association between these three predictor variables and cutcome in EFT are

presented.
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CHAPTER II: EMOTIONALLY FOCUSED COUPLES THERAPY (EFT)

Emoticnally Focused Therapy (EFT) is an integration of systems theory and
an experiential approach to therapy (Johnson & Greenberg, 1985a,1985b;
Greenberg & Johnson, 1988). Systems theory emphasizes communication patterns
between partners that maintain and reinforce a dysfunctional interactional
pattern (Sluzki, 1978). The experiential approach emphasizes the expression of
previously unexpressed affective states in the process of change (Perls,
Hefferline & Goodman, 1951; Greenberg & Safran, 1987). The focus of EFT is to
identify particular dysfunctional interaction patterns and to access
underlying emotional experiences that maintain these patterns. The
identificatien and exploration of underlying emotional needs leads to the
discovery of new aspects of self that evoke new responses from the partner.
The expression of previously unexpressed emotional needs such as acceptance
and comfort facilitates a change in the interactional pattern such that there
is increased accessibility and responsiveness within each partner. It is
hypothesized that facilitating emotional experiencing will lead to different
perceptions of self and partner and consequently, new perceptions of the
relationship (Greenberg & Johnson, 1986)

In EFT, intrapsychic and interpersonal perspectives are combined in that
interactional positions adopted by the partners are assumed to be maintained
by both individual emctional experience and by the way interactions are
orgénized. The therapist using EFT constantly moves between a focus on
intrapsychic experience and interpersonal context and uses each to expand on
and redefine the other. The goal of therapy is then to access, express, and
reprocess the emotional responses underlying each partner's interactional
position and thereby facilitate a shift in these interactional positions
toward accessibility and responsiveness. This then results in a more secure
and satisfying bond.

EFT is experiential in that it views partners as being active perceivers

constantly constructing the meaning of their experience, including their
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perception of self and partner, on the basis of their current emotional state.
In this approach, emotional experience is considered to override other cues
and provide a framework for the creation of meaning.

Similar to experiential therapies in general, the central focus of EFT is
on the client's present experience and how the client processes that
experience. The therapist from the beginning of therapy is involved in the
validation, heightening, and expansion of whatever is poignant in each
client's experience (Perls et. al., 1951; Rogers, 1351). Acceptance of the
other's phenomenclogical world by the therapist and ultimately by the other
partner, and validation of each partner's responses to that world, are key
elements in therapy. The aspects of experience that are not attended to are
brought into awareness, identified with, and integrated into the client's
sense of self.

In experiential theory, it is not the feelings or needs that clients have
that are problematic, but the disowning and disallowing of these feelings and
needs (Greenberg & Johnson, 1988; Wile, 1981). Distressed partners are not
viewed as expressing developmental deficits or infantile impulses or
projections, and they are not viewed as in need of skill coaching to improve
communication or problem solving. The assumption is that if each partner is
able to access and own new aspects of self in a relationship, and redefine the
relationship context in terms of these new experiences, then new adaptive
responses will occur. A blaming, hostile, angry partner who accesses her
longing for comfort and reassurance, fof example, can then be encouraged to
express this experience in such a way as to evoke a positive response from her
partner. This then restructures the emotional bond and allows for greater
closeness and a new set of positive interactions.

The EFT approach is'systemic in that each partner's response is constantly
framed in terms of the other's behavior and in terms of the reaction a
particular response is likely to evoke in the other. There is a constant focus
on the structure and process of interaction. The degrees of closeness/distance
and deominance/submission are monitored as is the unfolding of automatic

negative cycles such as " I attack because you withdraw"; "No, I withdraw
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because ycu attack". The position each partner takes in the interaction is
made explicit, expanded on and linked to underlying emotions. A blaming
position might then be framed in terms of a desperate seeking for contact, and
in terms of how the other spouse's behavior maintains this desperation. Such a
frame allows for a new interaction to be structured around desperation rather
than hostility. Certain emotional responses tend to be associated with
particular positions; for example, when underlying feelings are attended to,
blamers typically speak of being isolated, unloved, and deprived, withdrawers
on the other hand often speak of feeling helpless, inadequate, unaccepted, and
intruded upon (Greenberg & Johnson, 1988).

The therapist not only focuses upon and reframes interactions but also
directs and encourages couples to enact problematic cycles in therapy, to
explore emotional responses as they occur, and to restructure interactions by
accessing underlying feelings. The therapist, for example, may direct a
withdrawing husband teo explicitly state to his spouse that he is intimidated

and afraid to show himself in the relationship,
clinical S . 1 I :

EFT is designed to be a brief form of psychotherapy in that treatment
usually involves 8~20 sessions, the first two of which constitute assessment.
EFT consists of a sequence of steps which the partners progress through and
repeat at deeper and more relevant levéls as therapy progresses. These steps
are:

1. The delineating of conflict issues in the core struggle.

2. Identifying the negative interaction cycle.

3. Accessing unacknowledged feelings.

4, Reframing the problem in terms of underlying feelings.

5. Promoting identification with disowned needs and aspects of self.

6. Promoting acceptance of the partner's experience.

7. Facilitating the expression of needs and wants.
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8. Facilitating the emergence cf new solutions.

9, Consclidating new positions.

Emoirical B ] EET

This section will review the empirical research on EFT, First, a discussicn
of the ocutcome research will be presented. Second, a discussion of the process
research will follow. Finally, a summary of EFT research and implications for
this study will be presented.

To date, there have been six outcome studies on Emotionally Focused
Therapy (Johnson & Greenberg, 1985a; 1985b; Goldman & Greenberg, 1992; James,
1991; Dessaulles, 1991; Dandeneau & Johnson, 1994). The first study (Johnson &
Greenberg, 1985a) compared EFT and behavioral marital therapy (BMT). Forty
five moderately distressed couples were randomly assigned to the two
approaches or to a waiting-list control group. Couples in the treatment groups
were provided with eight sessions of a particular approach by experienced
therapists who were committed to their respective approaches. Results
indicated that couples provided with EFT cobtained higher ratings on marital
satisfaction (as measured by the DAS, Spanier, 1976} and intimacy (as measured
by the PAIR, Schaefer & Olson, 1981) after therapy compared with those couples
provided with BMT. As well, EFT was more effective than BMT in reducing the
couples' target complaints. This study is one of the very few controlled
studies in which a more dynamically oriented marital therapy is contrasted to
a behaviorally-oriented marital therapy.

In the second study, Johnscn & Greenberg (1985b) assigned those couples who
were on the waiting-list control group in the previocus study to eight sessions
of EFT with less experienced marital therapists than those used in the initial
study. Results indicated that these couples showed significant changes in
marital satisfaction, intimacy and target complaints. The effect size obtained
in this study, however, was smaller than that obtained in the previous study.
These authors have suggested that the smaller effect size may be due to the

utilization of novice therapists.
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In the third outcome study (Goldman & Greenberg, 1992), EFT was compared to
an interacticonal systemic treatment. The interventions used in this treatment
consisted of paradoxical interventions designed to alter the negative
interaction pattern (Weeks & L'Abate, 1982). Forty two couples were randonmly
assigned to 10 sessions of either EFT, the interactional systemic treatment or
to a waiting-list control group. Results indicated that, at termination, both
treatments significantly improved the quality of marital relationships when
compared to the walting-liist control group. Couples in this study were more
severely distressed than the couples in the other two EFT outcome studies
suggesting that EFT is effective in alleviating severe marital distress.

In the fourth outcome study, James (1991) attempted to determine whether
the effectiveness of EFT could be enhanced with the addition of a four session
communication skills package. In this study, one treatment consisted of twelve
sessions of EFT and the other treatment consisted of eight sessions of EFT
plus four sessions of communication skills training. Forty two distressed
couples were randomly assigned to 12 sessions of either EFT, the EFT plus the
communication skills, or to a waiting-list control group. Results indicated
that both treatments made significant gains over untreated controls on
measures of marital satisfaction and target complaint improvement but not on
measures of psychosocial intimacy and passionate love. Both treatments proved
to be equally effective on measures of marital satisfaction and target
complaint improvement at termination of therapy. Results suggest that a skills .
component does not significantly add to the effectiveness of EFT.

In the fifth study, Dandeneau & Johnson (19%4) compared the effects of
interventions taken from EFT and Cognitive Marital Therapy (CMT) (Waring &
Russell, 1980) on levels of intimacy, trust and marital satisfaction. Thirty-
six non-distressed couples seeking to enhance their relaticonship were randomly
assigned to either EFT or CMT or to a waiting-list control group. Couples in
the treatment groups were provided with six sessions of one particular
approach by therapists who reported a preference for that particular approach.

Results indicated that both therapeutic approcaches significantly improved the



28

levels of intimacy, trust and marital satisfaction at termination. Howeverx, at
follow-up, there was a differential effect in favour of EFT on these three
variables. These results suggested that an affect-oriented intervention such
as EFT may be a more appropriate approach for increasing marital intimacy than
a cognitive-oriented intervention such as CMT.

In a feasability study, Dessaulles (1991) assessed the comparative
effectiveness of EFT and pharmacotherapy for the treatment of depression
occurring concurrently with marital distress. Eighteen distressed couples in
which the female partner was clinically depressed were randomly assigned to
either EFT or pharmacotherapy for a 1l5-week treatment period. The severity of
depression and level of marital distress were measured at pre and post-
treatment and at six month follow-up. Results indicated that both treatments
were equally effective in reducing the severity of depression at
posttreatment . However, at follow-up, females assigned to the pharmacotherapy
treatment were more likely to be depressed at follow-up than those females
assigned to EFT. In addition, although EFT reduced the level of marital
distress in both partners, the improvement was found to be significant only
for the females. The findings from this study suggest that EFT may be
effective in reducing females' severity of depression and their level of
marital distress.

Given that the effectiveness of this approach to marital therapy has been
empirically validated, research has recently focused on identifying the in-
therapy processes that relate to outcome (Alden, 1987; Johnson & Greenberg,
1988). In these two studies, peak and poor sessions of a sample of couples
were compared using a combination of therapists' and couples' reports of which
sessions produced the most progress and change. 2 comparison of peak and poor
sessions of therapy showed that peak sessions were characterized by deep
experiencing and more affiliative interaction than poor sessions (Alden, 1987;
Johnson & Greenberqg, 1988). These two studies suggest that high levels of
emotional experiencing and high levels of affiliative, accepting behaviors are
associated with successful outcome in EFT.

There is recent evidence supportive of the hypothesized process of change
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in EFT (Greenberg, Ford, Alden & Johnson, 1993). For example, in one study,
couples' behaviour in session 7 of therapy was judged by independent ratexrs to
be significantly more supportive, affirming and understanding than couples’
behaviour in session 2 of therapy. As well, in another study, independent
raters judged the couples' interactions to include a significant increase in
the level of responsiveness and understanding following a partner's intimate
self-disclosure in contrast te the couple interactions prior to a partner
intimate self-disclosure. The results of these studies support the EFT
hypothesis that an intimate self-disclosure leads to a change in a couple's
interaction toward increased levels of affiliation, responsiveness, and

intimacy.

. ¢ EFT F ; { Implicat) e bis Stud

There are several conclusions that can be made with respect to research on
EFT. First, research suggests that, in general, EFT is effective in
alleviating marital distress. However, although EFT has been found to be
effective, an examination of the outcome studies on EFT suggest that there is
considerable variability in couples' response to this approach. For example,
in a recent review of the clinical treatment effects of EFT, Johnson &
Greenberg (1994) report the findings of seven outcome studies with respect to
the percentages of recovery and improvement. Results suggest that the
percentages of couples who could be considered to be maritally satisfied at
posttreatment range from 46% to 79%., As well, the percentages of couples who
could be considered to have improved at posttreatment range from 66% to 86%.
These results suggest that although many couples could be considered to have
benefited from EFT, there are couples who have not benefited from this
approach. Moreover, this variability in EFT outcome is consistent with
research suggesting a high level of wariability in couples' response to
behavioral marital therapy (Jacobson, Follette & Elwood, 1984). As well,

research on BMT has suggested that although a majority of couples improved
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their relationship through therapy, the improvement was substantial for only a
minority {(Jacobson, Follette, Baucom, Hahlweg & Margolin, 1983). Thus, studies
are needed to determine which couples would be most likely to be maritally
satisfied and which couples would be most likely to obtain large gains in
marital satisfaction in EFT and indeed in all marital therapy approaches.

Second, on the basis of the process research in EFT, it appears that change
is associated with heightened emotional expression, an increase in affilitiave
behaviors, the taking of a self focus and the feeling that one's experience
was validated by the therapist. Blthough EFT process research has identified
several in-therapy processes that relate to change, studies are needed to
identify those couples who may be more likely to exhibit a high level of
emotional expression and/or affiliation during EFT. Moreover, the
investigation of predictor variables may be beneficial in assessing prognosis
for a specific couple and/or identifying which types of couples are most
likely to benefit from such an approach. Such research may lead to the
development of a theoretical model for predicting outcome.

In conclusion, it would be highly desirable to begin to develop a
theoretical model for predicting outcome in EFT, The investigation of
relationship variables as predictors of outcome may allow therapists to assess
the couple's suitability for EFT. Morecver, based on this prognosis,
modification or introduction of a particular intervention for a specific
couple may enhance the probability of successful outcome for that particular
couple. Thus, this type of research has the potential to enable the field of
marital therapy to match a couple to a particular treatment approach in order
to enhance the probability of successful outcome.

In order to select relationship variables that would be clinically and
thecretically linked to EFT, as suggested by marital therapy researchers
(Jacobson, Follette & Elwood, 1984; Snyder, Mangrum & Wills, 1993), the
following section will examine the three theoretical assumptions with a view
to selecting those variables that would be related to ocutcome in this

approach.
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T) {cal . ¢ EFT

EFT is an approach to marital therapy that is based on Bowlby's attachment
theory (1969; 1973) in its conceptualization of the general nature of intimate
relationships, including the nature of marital dysfunctien and satisfaction,
With respect teo the treatment of marital distress, EFT is based on a synthesis
of interactional systems theory (Jackson, 1965; Sluzki, 1978), and
experiential theory (Perls, Hefferline & Goodman, 1951; Rogers, 1951).

This section will outline the three theoretical assumptions underlying the
theory and practice of EFT: 1) the conceptualization of an intimate
relationship in terms of an emotional bond, 2} the primary role of
experiencing and expressing emotion in modifying intimate relationships, and
3) the process of change involving the enactment of new interactions rather
than the attainment of skills or insight, Each of these assumptions will then

be linked to a specific relationship variable.
ASSUMPTION 1

The first assumption of EFT is that the most appropriate manner of
conceptualizing intimate relationships is that of an intimate bond. The EFT
conceptualization of the nature of adult intimate relationships and the
appropriate manner of treatment of such relationships is radically different
from the more established Behavioral Marital Therapy (BMT). The behavioral
approach to marital therapy (i.e. Jacobson, 1978; Weiss, 1978) is based on
Thibaut and Kelley's (1859) social exchange theory. It posits that individuals
in relationships are concerned with maintaining a favourable cost/benefit

ratic, From this perspective, the basis ¢f-a good relationship is a successful

quid pro quo arrangement where couples reinf;ﬁds each other at an equitable
rate over time (Stuart, 1976). In this exchange model, conflict arises when
partners begin to use coercive tactics to modify the other's behavior in orderx

to obtain more favourable exchanges rather than using positive reinforcement.
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The implication for treatment is that the skills of positive behavior
modification and negotiation are seen as the key to the maintenance of an
intimate relationship. This conceptualization of relationships emphasizes
negotiating skill and the use of rational control to change problematic
behaviors. Treatment then consists of teaching couples the skill of rational
bargaining so that they may contract for more satisfying exchanges (Stuart,
1976) . '

In contrast, the EFT conceptualization of intimate relationships is based
on attachment theory which conceptualizes intimate relationships in terms of
an emotional bond. A bond refers to the enduring affectional tie that one
person forms to a specific other (Aimsworth, 1969; Bowlby, 1973) and the set
of attachment behaviors aimed at maintaining closeness and contact with that
significant other. In this theory, working models of self and other guide
expectations and attachment behaviors but affect is considered to be the most
powerful motivator and organizer of behavior.

From this perspective, a bond can be operationalized as a need for easy
access to the attachment figure or partner; a desire for closeness to that
figure, especially in times of stress; comfort and diminished anxiety when
accompanied by the partner; and an increase in distress, protest, despair,
insecurity and anxiety when the partner is inaccessible. The key factors,
then, would appear to be accessibility and responsiveness {(Bowlby, 1973;
Ainsworth, 1973). Accessibility refers to the availability of the attachment
figure, the ease with which this figure may be contacted when needed.
Responsiveness refers to the willingness to be affected or influenced by the
other and to recognize the other’'s needs or desires. The quality of such a
bond is "continually defined by the process of interaction between the two
participants" (Johnson, 1986, p. 261).

The institution of marriage tends to foster attachment in that it creates
the context for familiarity and interdependence (Weiss, 1982). Attachment
needs are increasingly being recognized as essential aspects of adulthood that
form the core of the emotional bond in close relationships (Weiss, 1982;

Johnson, 1986; West, Sheldon, & Reiffer, 1987; Hazan & Shaver, 1987;
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Collins & Read, 1990).

Consistent with attachment theory, EFT views adults as possessing an
innate need for emotional contact and security. EFT postulates that each
individual has an innate need for and depends upon closeness with attachment
figures, and this is considered healthy and adaptive rather than maladaptive
or dysfunctional. The EFT therapy process validates these needs for closeness,
emotional contact, and security that reside in each partner.

According to both EFT and attachment theory, each individual maintains an
inner working model of self and other that is always in process. Based on
previous interactions with significant others and the nature of present
interactions, individuals develop beliefs about their own self-identity, their
self-worth, and the availability and responsiveness of others to meet their
needs, and act accordingly.

Both EFT and attachment theory view emotion as central to the development
and maintenance of an attachment bond. From this perspective, affect serves to
motivate and organize the attachment behaviors necessary to maintain closeness
{Sroufe, 1979) and creates a framework for how an individual perceives his/her
partner., In an intimate relationship, affect influences our perceptions of the
other, motivates us to move towards or away from the other, and affective
expression evokes responses in the other. Thus, from this perspective,
emoticnal responses play a very large part in organizing the positions people

take in intimate relationships,

o Implicati £ 2 ] 73 s

On the basis of attachment theory, EFT views marital satisfaction in terms
of the degree of closeness and security experienced in the relationship and
each partner's level of accessibility and responsiveness to one another. From
the EFT perspective, maritally satisfied couples have formed a secure
emotional bond with each other. In contrast, EFT views marital distress in

terms of the degree of alienation, isclation and emotional deprivation that
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each partner experiences in the relationship as a result of the inability to
satisfy normal needs for contact and intimacy. The inability of at least one
partner to obtain much needed closeness from the other results in increased
anxiety, anger, depression and/or emotional detachment. According to EFT,
then, maritally distressed couples are struggling with an insecure bond.

The first implication for treatment would appear to be that treatment
should focus on each partner's sense of security or, conversely, sense of
deprivation and isolation in the relationship. In contrast to the behavioral
therapist's focus on the partners' negotiating skills, the EFT therapist
attempts to validate, explere and expand each partner's underlying feelings of
fear, anxiety, isolation, and deprivation of emotional contact and to
facilitate the expression of the basic need for increased security and
emotional contact.

A second treatment implication is that the needs for contact and security
which most couples express are to be considered as a natural part of being
human. EFT views distressed relationships in terms of deprivation of healthy
adult needs rather than as an arena for neurosis (Greenberg & Johnson, 1986b;
Wile, 198l1). From this perspective, relationship problems are not created by
the expression of impulses or desires for contact and intimacy but rather from
the denial or distortion of these desires. For example, an individual's
inability to obtain much needed intimacy and closeness from her partner will
eventually lead tc a blaming, angry, and critical stance on her part. The
effect of this blaming stance on her partner, however, leads him to assume a
defensive, self-protective and withdrawing position. As a result, her needs
for intimacy and closeness continue to be unsatisfied. From the EFT
perspective, the validation and expression of such needs should then be the
key aspect of the therapy process. The disclosure of vulnerability, in
particular, seems to be a powerful tool toc evoke contact and responsiveness
from a significant other. For example, when this individual can access and
express her longing for intimacy with her partner and reassurance that she is
lovable, her partner is more likely to take a reassuring, responsive position.

& third treatment implication is that emotional experience is of primary
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importance in intimate relationships. Emotional experience is a powerful
source of information as to what partners need/desire from each other. The
exploration and expression of emotional experience tends to lead to the
formulation of needs. Once the underlying primary emotion is experienced, the
therapist encourages both partners to express the needs and wants associated
with these emotions. For example, " As I am aware of my fear, I realize that
what I need from you is reassurance." From this perspective, the sharing of
heightened emotional experience facilitates bonding and the growth of intimacy
in that both partners become more accessible and responsive to one another.
Thus, marital therapy should concern itself with affective experiences and
should use these experiences to restructure the marital bond. EFT is
particularly consistent with attachment theory in that it stresses, not
insight into emotion, as much as a new synthesis of emotional experience which
enables partners to become more accessible and responsive to each other's
emotional needs. In both EFT and attachment theory, emotion is seen as a
primary communication system and a socurce of adaptive behaviors,

Given the emphasis in EFT on the exploration and expression of needs for
closeness, dependency, and reassurance, it may be that an individual's
beliefs, perceptions and/or feelings regarding the appropriateness of and
potential for meeting these needs in an intimate relationship may determine
the couple's involvement in the therapy process. It seems logical to suppose
that individual differences with respect to the major features that
characterize adult attachment styles may influence the couple's ability and/or
willingness to engage in a therapy that stresses and focuses on these aspects
of a relationship. The major features that characterize adult attachment
include the tendency to reduce distance from the attachment figure in times of
stress, the degree to which physical separation, actual or anticipated, is
perceived as nonthreatening to the attachment relationship, the ability to
sustain confidence in the future of the attachment relationship, the extent to
which exploration and adaptive response (coping with usuail -routines) are

independent of the attachment figure's physical presence, the extent to which
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both individuals report the need for an attachment figure (i.e. a provider of
security) and be able to function as an attachment figure, the extent to which
the attachment figure is perceived as reliably accessible and as responding
appropriately and favourably to most of the individual's needs, and the extent
to which the individual asks for the attachment figure's availability and
responsiveness {West, Sheldon, & Reiffer, 1987; Weiss, 1982; Bowlby, 1969,
1973) . Individuals who endorse most of these features are classified as
securely attached while individuals who only endorse a few or none of these

items are classified as insecurely attached.

Although it is assumed in EFT that all maritally distressed couples are
struggling with a specific bond that has become insecure, the extent to which
individuals endorse these features of a secure attachment may significantly
influence the therapeutic efforts to restructure this bond. EFT attempts to
facilitate a new synthesis of emotional experience which enables partners to
modify their interactional positions and become accessible and responsive to
each other's emotional needs. Accessibility and responsiveness have been
identified as being crucial to the development and maintenance of bonds. In a
therapeutic process such as EFT, the exploration and expressicn of new aspects
of the self, particularly of emotional vulnerability, directly promotes
contact and trust, which then gives rise to new perceptions of the spouse and
a new willingness to respond in a caring fashion. Since EFT emphasizes
emotional experiencing and the importance of increasing the level of
accessibility and responsiveness between partners, individual differences with
respect to the level of comfort with closeness and interdependency and the
belief that the partner is accessible and responsive may be a significant
predictor of the extent of 2 couple's ability and/or willingness to use the
EFT process to strengthen their bond.

The degree of security, or in other words, the extent to which individuals

believe that others are available, accessible and responsive to their needs,
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the extent to which they seek comfort from their partner in times of stress,
and the extent to which they themselves feel comfortable in being their
partner's attachment figure may have a significant positive impact on a
therapeutic approach that emphasizes the expression of vulnerable emotions,
needs and desires in facilitating intimacy and interdependency. From this
perspective, then, the extent to which individuals possess attitudes and
beliefs that are associated with a higher level of secure attachment would be
expected to be positively correlated with the level of marital satisfaction
following EFT. Thus, couples with a higher level of attachment security at
intake would be most likely to be maritally satisfied at posttreatment and
follow-up, as indicated by higher levels of marital satisfaction.

In contrast, individuals with a low level of attachment security are the
most likely to feel alienated and emotionally isolated from their partner.
These individuals may also be likely to emphasize autonomy, self-reliance, and
to maintain distance from their attachment figure as a response to their lack
of faith in each others' caring and responsiveness. In EFT, the sharing of
heightened emotional experience would be expected to facllitate bonding and
the growth of intimacy in that both partners are likely to become more
accessible and responsive to one another. Couples with a lower level of
attachment would be expected to become more emotionally interdependent through
the EFT process and thus, most likely to make the largest gains in marital
satisfaction following EFT. Thus, couples with lower attachment levels at
intake are more likely to make large gains in marital satisfaction as
indicated by marital satisfaction change scores but less likely to be
considered maritally satisfied fellowing therapy.

In summary, couples with a higher level of attachment security prior to
onset of therapy would be expected to achieve a high level of marital
satisfaction following EFT. Couples with a lower level of attachment security
at intake are most likely to make large gains in marital satisfaction but are

less likely to be considered maritally satisfied following EFT.
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ASSUMPTION 2

A second theoretical assumption in EFT is that the experience and
expression of emotion is a powerful pathway to altering a couple's
interaction. This assumption is based on experiential theory (Perls,
Hefferline & Goodman, 1951; Rogers, 1951; Greenberg, Rice, & Elliot, 19%3). In
an experiential view of human functioning, the individual's internal
experiencing is regarded as the primary referent of therapy. From this
perspective, peovple are regarded as functioning more effectively when they pay
attention to all of their internal experiences. In this manner, people are
then able to respond holistically to situations in adaptive ways. From this
perspective, the manner in which pecple interrupt or interfere with their
emerging awareness and experiencing has been seen as central to understanding
individual dysfunction. A dysfunctional individual selectively attends to a
restricted subset of experience and blocks off other experiences. The result
is that some aspects of experience fail to be integrated and are disowned or
disclaimed. In therapy, expanding the range of emotional experience is central
so that previously unacknowledged aspects of self can be integrated into a
more holistic self-concept. The experiential therapist attempts to expand the
scope of experience which makes available potentially adaptive organismic
feelings and needs.

EFT conceptualizes emotion as " a construction arising from a complex
synthesis of concepts, schemas, and expressive motor responses which then form
the basis for the perception of new experience and the creation of meaning”
{Greenberg & Johnson, 1986, p. 3). This is different from cognitive-behavioral
or rational emotive approaches where emotion is seen as a response to
cognition. People in EFT are seen as "active percelivers, constructing meanings
and organizing experience on the basis of current emotional states" (Greenberg
& Johnson, 1986, p. 3).

EFT views affect as being a privileged source of information about ocur

behavior in interpersconal situations. Affect grides us either toward or away
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from people in ocur environment and thus, represents the connection between us
and our environment {Greenberg & Johnson, 1988). In this framework, atfect
serves to motivate attachment behaviors necessary to maintain closeness
(Sroufe, 1979) and acts as the framework for how an individual perceives
his/her partner. Affect, in EFT, is not expressed for the sake of catharsis
but serves as a biologically adaptive primary signalling system which tends to
override other cues and dominate the creation of meaning. In an intimate
relationship, affect influences our perceptions of the other, motivates us
towards or away from the other, and evokes responses in the other. From this
perspective, the underlying emotional responses help to organize the positiocns
people take in intimate relationships. Furthermore, it is believed that
certain core cognitions and/or cognitive-affective sequences are learned
originally in specific affective states and are much more accessible when that
staté is re-experienced (Greenberg & Séfran, 1384, 1987).

One of the major tasks in an emotionally focused approach to marital
therapy is to access emotions. The therapist uses various interventieons such
as empathic reflection and evocative responding that facilitate a reprocessing
of key emoticnal experiences. Emotional responses must be evoked by the
therapist and experienced by the clients, as vividly and intensely as
possible, otherwise no new aspect of self is realized and changes do not
occur. The self-disclosure of affective experiencing facilitates a change in
the negative interaction pattern such that there is increased accessibility
and se~ognsiveness within each partner. Partners begin to perceive each other
as being emotionally vulnerable which elicits new responses such as compassion
and protection. Accessing emotional experience, then, is considered to lead to
different perceptions of self and partner and consequently, new perceptions of
the relationship {(Greenberg & Johnson, 1986). Thus, from this perspective,

affect is a prime target and agent of change in treating marital conflict.
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Predictor Yariable: Affective Self-disclosure

EFT is based on the ability and/or willingness to self-disclose wvulnerable
emotional needs and feelings. One indicator of a couple's attitude towards
emotion and their level of comfort with the expression of emotions is the
extent to which both partners have engaged in affective self-disclosure prior
to onset of therapy. It may be that those couples who have engaged in a
moderate te high level of affective self-disclosure have been naturally able
to incorporate self-disclosure into their interactions and/or feel comfortable
‘with emotional expression. Thus, they may be more likely to perceive the
benefits of emotional expression in an intimate relationship. These
individuals may be more likely to allow themselves to explore new emotional
territory in the presence of their spouse.

Seceond, couples who have engaged in prior affective self-disclosure may
have been able to maintain a certain level of faith that the other will be
responsive to and accepting of expressed emotions. Individuals who view their
partners as more accepting will be more likely to explore and express their
emotional needs and thus, would be more likely to be emotionally engaged in
the therapeutic process than those individuals who believe that their partner
is emotionally closed off.

The degree of affective self-disclosure, then, is pertinent to experiential
theory in that couples who have engaged in some self-disclosure may be more
likely to feel comfortable with and to perceive the benefits of emotional
expression and to be less emotionally constricted. Partners must self-disclose
their emotional needs from a position of vulnerability to create the change
events which have been associated with increased marital satisfaction at
termination of EFT (Johnson & Greenberg, 1988). According to EFT research and
experiential theory, partners need to self-disclose as part of the
reprocessing of emotion and the altering of interactional positions which then
leads to increased marital satisfaction. For these reasons, it may be
hypothesized that couples with higher levels of affective self-disclosure at

intake would be more likely to be maritally satisfied at posttreatment and
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follow-up, as indicated by higher levels of marital satisfaction.

In centrast, couples with lower levels of affective self-disclosure may
exhibit a limited range of emotional expression as well as a high degree of
inhibition or restriction of vulnerable aspects of self to partner. These
emotionally inhibited couples would be expected to experience a very low level
of emotional closeness and intimacy and thus, a low level of marital
satisfaction. In this sense, couples with a low level of affective self-
disclosure would be expected to have the largest room for improvement in terms
of marital satisfaction. In EFT, the therapist attempts to provide a safe
environment that is conducive to the exploration, validation, and expression
of emotions., It weould be expected that the expression of vulnerable emotions
by low self-disclesing couples would facilitate an increased sense of intimacy
and closeness between partners. These emoticnally inhibited couples may be
more likely to sxperience very significant, positive effects of emotional
self-disclosure compared to emotionally expressive couples. Consecuently,
couples with lower levels of affective self~-disclosure may be most likely to
make the largest gains in marital satisfaction following EFT. Thus, it can be
hypothesized that couples with lower levels of affective self-disclosure at
intake are most likely to make large gains in marital satisfaction as
indicated by marital satisfaction change scores but are less likely to be

considered maritally satisfied following EFT.

ASSUMPTION 3

A third theoretical assumption in EFT is that a crucial part of the process
of change involves the enactment of new interactions rather than the learning
of new skills or the attainment of insight. The enactment of new interactions
is assumed to occur through the reframing of each partner's position in terms
of underlying emotional needs and desires for intimacy, acceptance and
reassurance., The expression of these needs and desires tend to evoke more

caring, empathic responses from the other and thus, lead to a more intimate,




42

secure bond and an increase in marital satisfaction. This assumption is based
on a aynthesis of interactional systemic theory, experiential theory and
attachment theory.

Consistent with systems theory, EFT focuses on events in intimate
relationships, not in isolation, but in the context in which they occur. The
relationship between individuals and their communication patterns becomes the
focus rather than the characteristics of the individuals themselves. In this
sense, EFT relies on the concepts of interactional patterning and circular
causality rather than individual dynamics and linear causality. For example,
an individual nags and is angry because the partner withdraws, while the
partner withdraws because this individual nags and is angry. Individuals are
viewed as manifesting particular behaviors in response to contextual
determinants. These circular interactions form consistent and table patterns
over time. The therapeutic task in treating conflict in relationships with the
systems approach is to restructure these defensive, rigid, and repetitive
interactions so that individuals will engage in new, flexible, and less
defensive interactions.

One issue that may be problematic in the therapeutic attempts to create
more flexible interactions is the extent of rigidity and/or defensiveness of
the couple's pattern. In part, the rigidity or defensiveness of the pattern is
based on each individual's negative expectations of the other. From a systemic
perspective, one individeal’s negative expectations may have the effect of
reinforcing the other's negative expectations. This cycle may be very
difficult to break because changing these pafterns involves risk and
confronting the unknown. A large risk is involved for an individual to be able
to venture beyond the familiar, predictable ﬁattern.

In part, the EFT therapist attempts to facilitate an accepting environment
conducive to the exploration of unknown emotional territory for both
individuals. However, individuals need to take risks that put them in a
position of emotional vulnerability in the other's presence. This emotional
vulnerability consists of letting go of prior inhibitions, defenses and rigid

expectations of the other's response to the expression of specific emotions.
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In essence, the risk in disclosing unacknowledged emctions such as fear of
abandonment or feeling inferior must be based on some faith that the other
still cares and will be somewhat responsive to any show of emotional
vulnerability. If not, then individuals will not put themselves in a position
of vulnerability that is so crucial to the EFT process.

There appear to be three components that may influence the likelihood of
success for the EFT therapist in creating more flexible, open and intimate
interactions between partners: 1) the extent of the couple's rigid and
defensive pattern, 2) the willingness to take emotional risks and attempt new
interactions, and 3) some belief in the other's accessibility and
responsiveness, Couples with a highly rigid and defensive pattern who are not
willing to take risks that put them in a position of vulnerability and who do
not believe that their partner will be somewhat responsive are less likely to
complete the tasks set by the therapist and initiate new interaction patterns.
As a result, these couples would be less likely to be maritally non-distressed
following therapy. One factor that appears to be related to all these three

components in the EFT process of changing interactions is trust.

predi Varizble: T

There are several components in the definition of trust which relate to the
three theoretical orientations underlying EFT. Trust has these compenents: 1)
trust evolves out of past experience and prior interaction; 2) trust involves
dispositional attributions that are made to the partner, such that he/she is
regarded as reliable, dependable and concerned with providing expected
positive outcomes; 3} trust invelves a willingness to put oneself at risk, be
it through intimate disclosure, reliance on another's promise or sacrificing
present rewards for future gains; and 4) trust is defined by feelings of
confidence or security in the caring responses of the partner and the strength
of the relationship (Rempel, Holmes and Zanna, 1985). Moreover, trust involves

a complex blend of cognitive and emoticnal elements. The aspects of trust
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based on learning involve the person's expectations about their partner's
reliability and dependability while the aspects of trust based on affective
factors involve hope, a feeling of basic security, and the strength of the
bond (Rempel, Holmes, & 2Zanna, 1985).

The first two components of trust are related to interactioconal systems
theory. From this perspective, trust would appear tc be strongly related to a
couple's interaction. Very low levels of trust may play an important role in
maintaining a rigid and defensive interaction pattern. People with lower trust
levels may be more likely to expect or predict that their partner will act in
an angry, critical, distant or defensive manner. They may be more likely to
view their partner's motives as less positive. Compared to couples with a
higher level of trust, they may see their partner as more self-centred,
uncaring, intolerant, and unresponsive. People who are reluctant to express
trust are in no position to risk giving their partner the benefit of the
doubt. A context is then created in which both partners have less faith in one
another and have less positive expectations for successfully satisfying their
needs for contact, reassurance and acceptance. This results in both partners
developing and maintaining self-protective, rigid positions. This cycle is
very difficult to break because individuals need to take risks in order to
restore their confidence that their partner cares for their well-being (Holmes
& Rempel, 19839). In relation te the EFT process, then, very low trust levels
may be associated with a highly rigid and defensive interaction pattern that
is maintained by each partner's negative expectations and negative
attributions of the other. In contrast, couples with a higher level of trust
may be more able and/or willing to alter their negative perception of each
other and may be less disposed to view their partner's positive behavior in
therapy with suspicion. For EFT, the degree of trust between partners may
influence the rigidity of the cycle and may determine the success of the
therapeutic attempt to create more flexible, less defensive interaction
patterns.

The third component of trust, the element of risk, is related to

experiential theory. Extremely low levels of trust may be problematic in the
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therapeutic attempt to access emotions underlying the negative interactional
pattern. The risk, in EFT, consists of allowing new aspects of self to emerge
in the session which leads to the formation of new interactions. In order to
ask your partner to have your needs met, there has to be some degree of trust
that your partner cares, will listen, and perhaps be responsive. If trust is
extremely low, partners may be unwilling to begin to explore wvulnerable
emotions that imply a need to be met. This will have the effect of blocking or
impeding therapeutic efforts to identify, explore and express underlying
feelings of insecurity and the need to be responded to. Individuals with very
low trust levels may be more likely to adopt risk aversive strategies; they
will reject situations that put them in a pesition of vulnerability.

In contrast, individuals wich higher trust levels would be expected to be
able to set their doubts aside. These people will likely view positive
behavior by the other without suspicion. Moreover, these couples may be more
optimistic about their partner's ability to satisfy their emotional needs and
thus, be more motivated in therapy to ask their partner to respond. For
couples with some degree of trust, then, there is a greater probability of
increasing the level of accessibility and responsiveness in the relationship
and strengthening the attachment bond.

On the basis of the theoretical assumptions regarding the process of change
in EFT, it might be hypothesized that the higher the pretreatment level of
trust between partners, the more likely they may have more confidence in the
other's responsiveness, the more likely they will possess more positive
expectations about their partner's reliability, and thus, the more likely they
will take risks that put them in positions of emotional vulnerability. Thus,
it is hypothesized that couples with a higher mean level of trust at intake
are most likely to be classified as maritally satisfied at posttreatment and
follow-up, as indicated by higher levels of marital satisfaction.

In contrast, couples with lower levels of trust at intake would be expected
to exhibit a highly rigid and defensive interactional pattern, to possess

negative expectations and attributions of their partner, and to be highly
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reluctant to take emotional risks in EFT. They are also expected to indicate
the lowest level of marital satisfaction at intake. As a result, they may be
the least likely to be considered maritally satisfied following therapy.
However, due to the EFT focus on the exploration and expression of underlying
emotional needs for intimacy, acceptance and reassurance, couples with a lower
level of trust at intake would be expected to exhibit a more dramatic change
in terms of becoming more caring, responsive and empathic toward each other in
their interactions than couples with a higher level of trust. Couples with a
lower level of trust would be expected to make the largest gains in marital
satisfaction, as indicated by marital satisfaction change scores.

In summarizing, it is hypothesized that couples with a higher level of
trust at intake are most likely to be maritally satisfied but less likely to
make large gains in marital satisfaction at posttreatment and follow-up. It is
also hypothesized that couples with a lower level of trust are the most likely
to make large gains in marital satisfaction but not be considered maritally

satisfied at posttreatment and follow-up.

On the basis of an analysis of the three assumptions underlying EFT, three
variables have been proposed to be potential factors influencing outcome in
this approach: 1) level of secure attachment 2) level of affective self-
disclosure, and 3) level of interpersonal trust. Although these factors are
hypothesized to be important in EFT, there is research evidence which suggests
that these variables may be important in the development and maintenance of
intimate relationships. The following section will outline the association
between these variables and intimate reiationships. As well, in order to deal
with the concern that these variables may be correlated with one another, the
following section will discuss the association among these predictor

variables.
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L£-Disel i . 1ationshi

Previous research has suggested that these three variables are important in
developing and maintaining intimate relationships. There is research evidence
that a couple's marital satisfaction level is positively related to attachment
security (Collins & Read, 1990; Kobak & Hazan, 1991) and to their level of
self-disclosure (e.g. Miller & Lefcourt, 1982; Waring & Chelune, 1983;
Hendrick, 1981; Hansen & Schuldt, 1984). Research also suggests that trust is
positively related to feelings of love and happiness in the relationship
(Larzelere & Huston, 1980; Rempel, Holmes, & Zanna, 1985) and that marital
dissolution involves a deterioration ¢f trust between partners (Larzelere &
Huston, 1980). For example, Larzelere and Huston (1980) found that separated
and divorced individuals tended to have less trust for their ex~partners than
dating, newlywed and married couples had for their partners. Finally, several
studies have demonstrated that therapeutic approaches which emphasize
increased self-disclosure between partners significantly improved the levels
of intimacy, trust and marital satisfaction at termination (Waring, 1981;
Dandeneau & Johnson, 1994).

The results of these studies suggest that attachment, self-disclosure and
trust are important in developing a satisfying intimate relationship and key
researchers in this area have suggested that these variables are in fact
crucial concepts in understanding marital relationships (Weiss, 1978; Holmes &
Rempel, 1989; Jacobson & Margolin, 1979; Hazan & Shaver, 1987; Collins & Read,
1390; wWaring, 198l; Waring & Chelune, 1983). On the basis of previous research
and the EFT assumptions then, it would be expected that maritally distressed
couples recruited for this study would have lower levels of attachment, self-
disclosure, and trust than maritally satisfied couples. It would also be
expected that, as a result of the EFT process, couples will have become more
securely attached, self-disclosing, and trusting, and thus, more maritally

satisfied at posttreatment.

This positive association between marital satisfaction and the predictor
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variables suggests that the concept of marital satisfaction is a composite of
various elements which include attachment, self-disclosure, and trust. Cne
difficulty in delineating these variables from marital satisfaction is that
this concept (marital satisfaction) tends to be used in a vague and ambiguous
fashion (Spanier, 1976). For example, marital satisfaction measures include
such components as affectional expression (Spanier, 1976) which would be
expected to comprise an aspect of self-disclosure. However, marital
satisfaction measures also typically assess problem areas, conflict-resolution
abilities, and the overall degree of happiness/unhappiness.

A second difficulty in understanding the relation between these predictor
variables and marital satisfaction is how to interpret the directicnality of
the association. High levels of attachment security, self-disclosure and trust
may influence the level of marital satisfaction in the relationship. It is
equally plausible, however, that a couple'’s marital satisfaction level would
influence the extent of attachment security, self-disclosure, and trust in the
relationship. The most probable scenario may be that marital satisfaction,
attachment, self-disclosure, and trust are related in an interdependent,
interactional process whereby these variables reflect and influence each
other,

Although there is some indication in the research literature that these
variables are associated with each other, it appears that all three variables
are conceptually distinct. First, trust has been assoclated with the levels of
self-disclosure in a relationship (Altman & Taylor, 1973:; Larzelere & Huston,
1980) . For example, Larzelere and Huston (1980} ocbtained a correlation of .40
(p <.01) between depth of self-disclosure and trust among 20 married couples,
although the overall correlation was .25 (p <.0l) for the total sample size
(40 dating couples, 20 newlywed couples and 20 married couples). However, the
trust scale utilized in this study consisted of only eight items. Moreover,
self-disclosure items also included non-relationship issues such as religion,
family background, and work. Further research, utilizing a more comprehensive
trust scale, suggests that trust is moderately related to a glocbal rating of

self and partner self-disclosure (Boon & Holmes, 1990). These authors obtained
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correlations ranging from .32 to .46 (p <.0l) between self and partner ratings
of self-disclosure and trust in a sample of 113 married couples. On the basis
of these correlations, these authors have concluded that trust is conceptually
distinct from self-disclosure.

Second, there is evidence to suggest that comfort with closeness, a feature
of a secure attachment, is positively related to trust (Boon & Holmes, 1990;
Collins & Read, 1990). Although one study found that comfort with closeness is
positively related to both men's and women's trust in their partner (Boon &

Holmes, 1990), these authors cbtained significant findings (r =.37, p <.01)

[
o

only one of the two samples of married couples. The larger sample (n = 113}
did not generate positive findings in comparison with the smaller sample (n =
70) . Moreover, another study found that comfort with closeness was positively
related only to the men's trust in their partner (Collins & Read, 1990). These
authors obtained significant findings (r = .40, p <.001) with a sample of 71
undergraduate dating couples.

One explanation for the inconsistent findings concerning the relation
between trust and comfort with closeness may be due to the variety of measures
used in the different studies. Moreover, the measures used in obtaining data
in previous research are either revised versions of or, in some cases,
completely different from the measures that were utilized in this study. In
conclusion, although secure attachment may be positively related to trust, it
appears that, given the moderate correlation, the two variables may be viewed
as conceptually distinct.

Finally, with respect to the relation between self-disclosure and
attachment level, although there is some indication of an association between
a particular attachment style and self-disclosure (e.g. Bartholomew &
Horowitz, 19%1), there has been a lack of research in assessing the
association between overall self-disclosure and overall level of secure
attachment in an intimate relationship. Nonetheless, from an EFT perspective,
it may be expected that couples with an insecure bond are less likely to

engage in intensive emotional self-disclosure. Thus, there is likely to be
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some association between these two variables.

In summary, on the basis of a review of the research literature,
attachment, self-disclosure and trust appear to be central in the development
and maintenance of satisfying intimate relationships. Moreover, although these
variables may be related to each cther, attachment, self-disclosure and trust
appear to be separate and distinct concepts.

The following section will discuss the rationale of the study and will

present the hypotheses of this study.
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ionale for This Stud

It is clear that while the general efficacy of psychotherapy, both
individual and marital, has been demonstrated, research is needed that
investigates the factors influencing outcome. In reviewing the status of
psychotherapy research, Garfield (1986) has stated that psychotherapy research
must devote more attention to matching clients to therapeutic approach if we
are to increase our understanding of therapeutic effectiveness. Thus, the need
to differentiate therapeutic approaches that are appropriate for specific
individuals has now been established in beoth general psychotherapy (Frank,
1879; Beutler, 1983) and marital therapy literature (Baucom & Hoffman, 1986:;
Jacobson, Follette, & Pagel, 1986; Snyder et. al., 1993).

Within marital therapy, it appears that previous research that examined
relationship variables as predictors of outcon= has selected variables without
regard to the theory or intervention strategies of that particular therapeutic
approach (i.e, Jacobson et. al., 1986; Snyder, Mangrum , & Wills, 1993). For
the most part, previous studies have selected variables on the basis of
demographic characteristics such as age and length of relationship or general
observations of maritally distressed couples such as positive or negative
emotional affect, divorce potential, depressive symptomatology and
psychopathology in one partner. For purposes of advancing the field of marital
therapy, the selection of relationship variables needs to be related to the
clinical interventions, geals and/or theoretical aims of the particular
therapy in gquestion.

This study presents the first attempt to select relationship variables that
would appear to be theoretically and clinically significant in influencing
outcome in a particular approach to marital therapy. On the basis of a review
of the theoretical assumptions underlying EFT, three variables appear to be
theoretically and clinically significant in influencing cutcome in this
approach: attachment, self-disclosure, and trust. This study assessed whether

different levels of attachment security, self—disclosure, and trust between
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partners prior to onset of therapy influenced their willingness to become
emotionally engaged in the therapeutic process and thus, to improve their
relationship.

Second, most of the previous research has identified the responses of
particular types of couples to behavioral marital therapy. At the present
time, no individual difference variable or couple type has been linked with
either positive or negative responses to more dynamic approaches to marital
therapy. EFT is a dynamic/experiential appreach that has been proven to be
effective in alleviating marital distress and has been found to be as
effective and, in some instances, superior to behavioral marital therapy in
increasing intimacy (Johnson & Greenberg, 18%85a). Although previous research
has determined that EFT, in general, is effective and that specific in-therapy
processes relate to outcome, no study has yet examined the relationship
variables that are associated with outcome in this approach. Research
investigating relationship variables that are positively and negatively
assocliated with outcome in EFT will enable the marital therapy field in the
future to differentiate approaches that are appropriate for particular types
of couples with the ultimate goal of increasing the likelihood of successful
outcomes.

Third, the majority of previous research in this area has not increased our
theoretical understanding of the development, deterioration, and modification
of intimate relationships. Variables that have been selected in past outcome
studies such as demographic characteristics, divorce potential, positive
emotional affect, and evidence of psychopatholeogy in one partner have been
based on general observations of maritally distressed couples. Thus, there is
a need for further research to explore relatiecnship variables that are
theoretically relevant to cur understanding of intimate relationships and that
have clear implications for altering such relationships. This study was the
first attempt to determine the association between variables such as
attachment, self-disclosure, and trust that are deemed essential to the
develepment and maintenance of intimate relationships and outcome in marital

therapy.
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Fourth, it has been suggested that the inability of previous research to
obtain consistent results is due to poor and varied methodology (Jacobson et.
al., 1986; Snyder, Mangrum & Wills, 1993). This includes the use of unreliable
measures, classifying couples into two basic groups of “improved" and "not
improved" that eliminate important information, employing differing
operationalizations of outcome (e.g. absolute levels of distress at outcome
vs. change scores), and not excluding the contribution of pretreatment marital
satisfaction that has been found to contribute significantly to posttreatment
marital satisfaction. In order to assess the impact of the predictor variables
on ocutcome, separate multiple regression analyses for each predictor variable
were conducted as suggested by prominent marital therapy researchers (i.e.
Jaccbson, Follette, & Pagel, 1986:‘Snyder, Mangrum, & Wills, 1993). In
addition, this study utilized two secondary outcome criteria: the couple's

intimacy level and a therapist rating of improvement following therapy.
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Hvpotheses:

On the basis of the reviewed literature, the following are the primary

hypotheses in this study:

1. A higher mean pretreatment level of attachment, as measured v the Adult
Lttachment scale, will be positively associated with the posttreatment and
follow-up mean marital satisfaction level, as measured on the Dyadic

adjustment Scale.

2. A lower mean pretreatment level of attachment, as measured on the Adult
Attachment scale, will be negatively associated with gains in marital
satisfaction at posttreatment and follow-up, as indicated by marital

satisfaction change scores on the Dyadic Adjustment Scale.

3. A higher mean pretreatment level of affective self-disclosure, as
measured on the Affective Self-Disclosure scale, will be positively associated
with the posttreatment and feollow-up mean marital satisfaction level, as

measured on the Dyadi¢ Adjustment Scale.

4, A lower mean pretreatment level of affective self-disclosure, as
measured on the Affective Self-Disclosure scale, will be negatively associated
with the gains in marital satisfaction at posttreatment and follow-up, as
indicated by marital satisfaction change scores on the Dyadic Adjustment

Scale.

5. A higher mean pretreatment level of trust, as measured on the
Interpersonal Trust Scale, will be positively associated with the mean
posttreatment and follow-up mean marital satisfaction level, as measured on

the Dyadic Adjustment Scale.
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6. A lower mean pretreatment level of trust, as measured on the
Interpersonal Trust Scale, will be negatively associated with the gains in
marital satisfaction at posttreatment and follow-up, as indicated by marital

satisfaction change scores on the Dyadic Adjustment Scale.

Two secondary outcome criteria were included in this study: intimacy level
and therapist rating of improvement. The following are the additional

hypoctheses:

7. A higher mean level of attachment, self-disclosure and trust will be
positively associated with the level of intimacy at posttreatment and follow-

up, as indicated on the Miller Social Intimacy Scale.

8. A lower mean level of attachment, self-disclosure and trust will be

negatively associated with the therapist rating of improvement.

Although the hypotheses refer to mean couple scores, individual male and
female scores on all of the above measures will also be analysed as suggested

by Baucom and Mehlman {(1984).
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CHAPTER III: METHODOLOGY OF THE STUDY

Subjects

Subjects were recruited through newspaper and community advertisements
describing a research project for couples wishing to improve their
relationship. A total of B7 couples responded to these advertisements. Forty
couples met the inclusion criteria. Of these couples, three couples declined
participation in the study pricr to cnset of therapy, one couple was
eliminated from the study and referred for alcohol-related therapy due to one
partner's disclosure of alcoheol abuse at the second session, and twe couples
dropped out of the study during therapy. One couple dropped cut of the study
after the first session and stated their wish to separate. The other couple
dropped out of the study after 5 sessions due to a death in the family. Thus,
34 couples completed all the requirements of the study and were included in
the analyses.

0f the 34 couples included in the study, the average length of relationship
was 13.12 years (range = 1 - 42). The average age for females was 40,1 (8D =
11.0) and the average age for males was 43.2 (5D = 11.7). The age range for
the total sample was from 22 to 69 years of age. The average length of
education was 15.5 years (range = 10 - 22), the average annual gross family
income was $45,000 (range = $18,000 - 110,000), and the average number of
children was 1.44 ({(range = 0-4}, Twenty four couples (70%) were married. The
mean pretreatment level of marital satisfaction was 88.2 (range = 68.5 - 097).

Thus, this sample was considered moderately distressed.

Inclusion Cri .

Couples were screened through telephone and assessment interviews using the
following inclusion criteria:

1} presently living together and having cohabited for a minimum of
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one year

2} free of alcohel or drug related problems

3) no psychiatric treatment or medication in the past year

4) presently not receiving other psychoclogical treatment

5) no marital violence {(contraindicated in Emotionally Focused Therapy:
Greenberg & Johnson, 1988)

6) no history of physical and/cr sexual abuse, unless intensive trauma-
specific psychotherapy was undertaken prior to onset of
study

7) the average of the couple's marital satisfaction score must have been
less than or equal to 97 on the Dyadic Adjustment Scale, which is the

cutoff point for marital distress {(Spanier, 1976).
Therapists

There were 13 therapists in the study with an average of 12,9 months of
supervised couples therapy experience {range = 2-24 months). Twelve therapists
were Ph.D. clinical psychology interns at the Centre for Psychological
Services at the University of Ottawa. One therapist had Master's level
training at the Centre for Psychological Services. All therapists had prior
exposure to EFT through group supervision. Throughout the study, therapists
attended a weekly supervision group conducted by Dr. Susan Johnson-Douglas,

one of the originators of EFT.
Ireatment Setting

The Centre for Psychological Services of the University of Ottawa is a
research and training facility that provides psychological services te the
Ottawa-Carleten region. The Centre is staffed by registered psychologists who
provide clinical supervision to doctoral-level interns in Clinical Psychology.

The Centre has been accredited as a doctoral training facility by the American
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Psychological Associationm.

This section presents the instruments, questionnaires, and forms used in

this project.
Jardized Telepi S . i

The Telephone Screening Procedure was especially devised for the purposes
of this study. It consisted of a standardized questionnnaire to be used by a
research assistant to screen respondants to advertisements over the telephone.
It included questions pertaining to the inclusion criteria for this study,
some general information concerning requirements of subjects, as well as
additional information in case callers require clinical referrals for problems
such as substance abuse or alcoheclism. The form also included space for
appointment dates for purposes of assessment.

A copy of the Standardized Telephone Screening Procedure may be found in

Appendix A.
Information and Consent Form

The purpose of the Information and Consent Form was to clearly inform
potential subjects of the major procedures of the study, the requirements of
subjects, and most important, the issue of confidentiality. Couples were
reminded that their participation was voluntary and that they were able to
withdraw from the study without penalty. Their signed consent was requested
before the administration of screening instruments. As well, a confirmation of
consent was included once they were accepted into the study.

The Information and Consent Form was approved by the University Human
Research Ethics Committee prior to commencement of the study. A copy of the

form is attached in Appendix A.
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L hic T . . .
The demographic data questionnaire allowed proper description of the
population sampled for this study. Couples were asked questions pertaining to
age, number of years of cohabitation, number of children, gress family income,
whether they have had previocus marital counselling, and whether they have been
married previously. The demographic data guestionnaire may be found in

Appendix A.

Dvadic Adijustment Scale (DAS:; Spanier, 1976)

The Dyadic Adjustment Scale (DAS) is a self-report questionnaire which
yvields an index of global couple adjustment. It is currently considered to be
the instrument of choice for the assessment of marital adjustment in terms of
reliability and validity. It was used in this study as an ocutcome measure to
assess the level of marital satisfaction upon termination of EFT. The DAS was
administered at pretreatment, posttreatment, and at three month follow-up.

Development of scale

The DAS was based on a factor analysis and on a detailed study of already
existing marital adjustment scales. Beginning with an original item pool of
300 items previously used in all other scales measuring marital adjustment or
a related concept, approximately 200 (selected primarily for their content
validity) were included in a questionnaire which was administered to a sample
of 218 married persons and 94 divorced persons along with a smaller sample of
never-married cohabiting coﬁples. Items which did not significantly
discriminate between married and divorced samples were eliminated. & factor
analysis was used to test the adequacy of the proposed definition of
adjustment, verify the presence of hypothesized components, and to make the
final selection of items indicative of dyadic adjustment. The final result
yielded 32 items grouped into four components: satisfaction, cohesion,
consensus, and affectional expression.

Reliabili

Reliability was established for each of the component subscales as well as
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for the total scale using Cronbach's Coefficient Alpha. Reliability
coefficients ranged from .73 to .94 for subscales. The total scale reliability
was computed at .96.

validi

Content validity was determined by three judges who evaluated each item as
to its relevancy to contemporary relationships, its consistency with nominal
definitions of adjustment (Spanier and Cole, 1974, cited in Spanier, 1976) and
for its careful wording with appropriate fixed choice responses. Items not
meeting these criteria were eliminated.

Criterion wvalidity was supported by the fact that for each item, the
divorced sample differed significantly from the married sample. Furthermore,
the mean total scale scores for the married and diveorced samples were
significantly different at the .00l level. Construct validity was established
through factor analysis and a correlation with the most frequently used scale
at the time, the Locke-Wallace Marital Adjustment Scale. Correlations with the
Locke-Wallace were .86 for married respondents, and .88 for divorced
respondents.

Sgoring

Scoring of the scale is done by adding the different weights of each fixed
response. The scale has a theoretical range of 0~151. Higher scores indicate
less distress and better adjustment. The mean total scale scores were 114.8
for the married sample and 70.7 for the divorced sample. The distress cut-off
peint (97) has been set at one standard deviation (17.8) below the mean for
the married sample. In other words, a couple scoring below 97 is considered to
be distressed. Individual scores are summed and divided by two to obtain the
couple's mean total score. Te be included in this study, the mean total scale
score for each couple must have been less than 97 but not less than 75. A copy

of the DAS can be found in Appendix B,

The Miller Social Intimacy Scale (MSIS; Miller & Lefcourt, 1982)

This is a 17 item self-report measure of the maximum level of intimacy

currently experienced in a given relationship.
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Reliabili

Cronbach alpha coefficients of .86 and .91 ascertain that the 17 items
measure a single construct., Test-retest reliability was computed from two
administrations of the test over a 2-month interval. Test-retest correlations
were .96 (p <.001} over a Z-month interval and .84 {p <.001l) over a l-month
interval.

1lidi

Convergent validity was based on a high correlation (.71, p <.001) with a
version of the Interpersonal Relationship Scale assessing interpersonal trust
and intimacy in the marital relationship (Schlein, Guerney, & Stover, 1971,
cited in Guerney, 1977). This measure alsoc correlated inversely (-.65,

p <.001) with the UCLA Loneliness Scale (Russel, Peplau, & Ferguson, 1978)
thus adding to its convergent validity.

Construct validity was investigated by asking a group of subjects to
complete the MSIS twice: once for their closest relationship ‘and once for a
casual relationship. Scores of tests describing closest relationships were
significantly higher than for descriptions of casual relationships (t = 9.18,
p <.001). Further exploration of construct validity was done by comparing mean
intimacy scores of married subjects with those of unmarried subjects, and the
scores of married subjects with those of couples in marital therapy. Mean
intimacy scores were significantly higher for married than unmarried
respondents (t = 8.17, p <.001). Mean scores were also significantly greater
for the married sample than for the distressed clinic sample {(t = 6.14,

p <.001). Unmarried subjects scored significantly higher than married clinic
subjects (t = 2.56, p <.02), which supports the MSIS as a more precise measure
of intimacy than marital status.

Scering

Ratings on the l0-point scales are summed to obtain the maximum level of
intimacy currently experienced in the relationship, The theoretical range is
17-170. The total mean scores are for the unmarried sample: 137.5; for the

married sample: 154.3; and for the clinic sample: 126.3. The standard
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deviation for the total scores of the married sample was 9.3.

A copy of the MSIS§ can be found in Appendix B.

Attachment Ouestionnaire (AQ; West, Sheldon, & Reiffer, 1987)

This is a 35-item, self-report questionnaire designed to assess adult
attachment in terms of seven criteria and provisions definitive of the unique
function of reciprocal attachment in meeting security needs. The seven
criteria are separation protest, use of attachment figure, availability ,
reciprocity, secure base, feared loss, and proximity seeking.

Development of Scale

The first step was the identification of the component features of adult
attachment. Following the work of Bowlby (1969:;1973), Ainsworth (1978) and
Weiss (1982), these authors identified four criteria which distinguish the
functional goal of achievement of security. Secure base is the extent to which
exploration (moving away from home to participate in the larger environment)
and adaptive response (coping with usual routines) are independent of the
attachment figure's physical presence. Proximity-seeking refers to the
tendency to reduce distance from the attachment figure in times of stress,
Separation protest is the degree to which physical separation, actual or
anticipated, is perceived as threatening to the attachment relationship and,
therefore, results in responses to separation. Feared loss is the ability to
sustain confidence in the future of the attachment relationship. Reciprocity
was included as a fifth criterion to distinguish adult attachment from other
forms of attachment (i.e. parental), which are complementary rather than
reciprocal. Parental attachment consists of complementary infant behaviors
that are consistently care-eliciting and parental behaviors that are
consistently care-giving. In contrast, reciprocity describes a more flexible
system; over time each partner in the relationship may display either behavier
pattern. For adults, the expectation is that an individual will both require
an attachment figure (i.e. a provider of security) and be able to function as
an attachment figure.

In addition to the five criteria distinguishing adult attachment
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relationships, these authors explicated two provisions of attachment
relationships: availability/responsiveness and use of attachment figure.
Availability is the extent to which the attachment figure is perceived as
reliably accessible. Responsiveness refers to the extent to which the
attachment figure is perceived as responding appropriately and favourably to
most of the individual's needs. Use of the attachment figure is defined as
the extent to which the individual asks for the attachment figure's
availability and responsiveness.

The next major stage was the generation of a large item pool to comprise
each scale. Jackson's (1970) sequential system for scale development was used
to construct scales to assess each attachment feature. Items were nominated by
clinicians and research workers. Additional items were obtained from
interviews with patients and nonpatients. Each item was scrutinized for
clarity, brevity, content saturation, scalar uniqueness, and relative freedom
from bias. The resultant item pool consisted of 183 statements, balanced for
positive and negative wording. The scales were administered to a sample of 40
patients and nonpatients who volunteered for the initial pool study. The
second study consisted of 169 patients and 184 nonpatients.

Empirical testing of the scales was initiated to investigate the convergent
validity of items within the scale and the discriminant validity between
scales. On the basis of this testing, scales with alpha coefficients below .70
were revised (i.e elimination of items, factor analyses). The result is a
measure with 35 items and seven subscales.

Reliabili

The following are the respective internal alpha coefficients of reliability
for each of the scales: Secure Base (.84), Separation Protest (.90), Proximity
Seeking (.79}, Feared Loss (.88), Reciprocity (.85%5), Availability (.86), and
Use of Attachment Figure (.90). The total score reliability is .87. The two
week test- retest reliabilities for the scales are: Secure Base (.76},
Separation Protest (.76), Proximity Seeking {.B2), Feared Loss (.81},

Reciprocity (.67), Availability (.68), and Use of Attachment Figure (.77).
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1idi

Construct validity was measured using factor analyses. A three factor
orthogonal rotation does confirm the thecretical grouping of scales as
attachment criteria (secure base, separation protest, proximity seeking, and
feared loss), adult criterion (reciprocity) and attachment provisions
(availability and use of the attachment figure). A two factor solution
produces the same pattern, with reciprocity loading on factor 2.

Scoring

Each item is rated on & 5-point scale ranging from strongly disagree (1) to
strongly agree (5). For each individual, the theoretical range of scores is
35-175. Both partner's total score is summed and divided by two to arrive at a
mean score for each couple. Scores were reflected so that higher scores

indicated more secure attachment.

Ihe Relationship Trust Scale (RTS; Holmes, Boon & Adams, 1990)

The Relationship Trust Scale is a 30-item self-report inventory
specifically designed to assess interpersonal trust in married or cohabiting
couples. It was used in this study to assess the level of trust in the
relationship.

bevelopment of scale

The Rempel, Holmes and Zanna (1985) Trust Scale was substantially
reconstructed in order to render it more compatible with recent empirical
findings and theoretical speculation concerning issues of insecurity and
adjustment in marriage in relation to interpersonal trust (Holmes & Boon,
1390), attachment styles (Collins & Read, 1990}, and emotion (Gottman &
Levenson, 1986). Five factors emerged from an analysis of the responses of 226
married subjects, reflecting perceptions og partner responsiveness, capacity
to resolve conflict, partner dependability, faith in the partner, and concerns
about dependency. A series of factor analyses produced a final scale of 30
items: Responsiveness (8 items), Dependability-Reliability (6 items), Faith in

Partner's Caring (6 items), Conflict Efficacy (5 items), and Dependency
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Concerns (5 items).

Reliahilj

Reliability was established for each of the component subscales as well as
for the total scale using Cronbach's Coefficient Alpha. The standardized
reliabiliities for the subscales Responsiveness, Dependability-Reliability,
Faith in Partner's Caring, Conflict Efficacy, and Dependency Concerns were
.89, .83, .B4, .B4, and .83, respectively. The overall reliability was .89.
Test-retest reliability was approximately .72 over a three-year period.

validi

Construct validity was obtained by assessing the correlations between the
RTS and measures designed to assess people's level of comfort in being close
to their partner and believing in the availability and responsiveness of their
partner (Boon & Holmes, 19%0). This sample consisted of 70 married couples. As
expected, there were significant correlations between scores on the trust
scale and the couples' experiences in their relationship.

Discriminant validity of the revised scale was demonstrated by contrasts

with measures of self-disclosure, ambivalence, and anger, for bcth the self

and partner.

Scoring

Individuals are asked to respond to the 30 items on a 7-point scale ranging
from strongly disagree (1) to strongly agree (7). The theoretical range of
scores is 30-210. Scores for each of the subscales are added to provide an
overall score. Scores have been reflected so that higher scores indicate a
stronger presence of trust between partners. & couple's score is obtained by

combining each partner's score and dividing by two. A copy of this scale can

be found in Appendix B.

Emotional Self-Disclosure Scale (ESDS; Snell, Miller & Belk, 1988)
The ESDS is a self-report questionnaire that was developed to assess how
willing people are to discuss eight specific emotions with three different

recipients: male friends, female friends, and spouses/lovers. It will be used
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in this study to assess the total amount of emotional expression between
spouses/partners prior to onset of therapy.

Development of Scale:

Forty original items were developed to assess the eight distinct emotions
proposed by Izard and Buechler (1$80). From this perspective, emotions are
seen to nave neurophysiological, expressive, and experiential components and
to provide direction and focus to human sensation, perception and cognition.
The eight emotions are: sadness, happiness, jealousy, anxiety, anger,
calmness, apathy, and fear. Seventy-nine undergraduate students were asked to
respond to the 40 items. For each of the 40 items, the subjects were to
indicate how willing they would be to discuss that topic with three different
target persons: male friends, female friends, and spouses/lovers. A 5-point
Likert scale was used with the following two poles: 1 = not at all willing to
discuss this topic and 5= totally willing to discuss this topic. Each item was
scored from 1 to 5 with higher scores indicating greater willingness to self-
disclose to that particular persomn.

Beliability:

Two types of reliability analyses were conducted: Cronbach's alpha and
test-retest. Cronbach's alpha for each emoticn self-disclosed to a
spouse/lover are: Depression (.9%1), Happiness (.93), Jealousy (.89), Anxiety
(.91), Anger (.94), Calmness (.86), Apathy (.89), and Fear (.95). There is
clear evidence that items on each subscale were coherent and internally
qonsistent. The l2-week test-retest reliabilities for each emotion self-
disclosed to a spouse/lover are: Depression (.75), Happiness (.72), Jealousy
{.58)}, Anxiety (.70), Anger (.68), Calmness (.66}, Apathy (.72), and Fear
{.71). The authors conclude that the subscales on the ESDS are sufficiently
reliable to use in research studies on emotional disclosure.

Scoring:

There are 40 items corresponding to the eight subscales (five items per
subscale) . With a range between 1 to 5 for each item, the scale yields a score
ranging from 40 to 200 for each individual. Each individual's score of self-

rating and partner rating is summed to produce a total individual score for
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each partner. Both individuals' scores are summed and divided by two to arrive
at an overall couple score. Higher scores indicate a greater level of self-
disclosure in the relationship prior to onset of therapy. Individual analiyses

were conducted on the self-rating and partner-rating of self-disclosure.

Couples Therapy Alliance Scale (AS; Pinsof & Catherall, 1986)

The Couples Therapy Alliance Scale is a 29 item measure designed to assess
the couple's perception of the therapeutic alliance, i.e. "that aspect of the
relationship between therapist system and the patient system that pertains to
their capacity to mutually invest in, and collaborate on, the therapy" (Pinsof
& Catherall, 1986, p. 139). The AS instrument was used in this sfudy to
control for client-therapist relationship variables that have been ;ﬁown to be
important in predicting therapeutic outcomes (i.e Bergin & Garfield, 1986).

It was intended to provide verification that the variance in outcome was not
attributable to the quality of the therapeutic alliance between a couple and a
therapist. It was administered after the third session to ensure that it
picked up any differences in alliance which were expected to appear earlier
rather than later in the overall treatment process,

Development of scale

The scale was developed to assess alliance along two theoretical
dimensions: Content and Interpersonal System. The Content dimension includes
the following categories: Task, the client's perception that tasks within
therapy are relevant to presenting concerns; Geoals, the degree‘of agreement
between couple and therapist on goals of therapy; and Bond, the quality of the
relationship between couple and therapist. These elements have been identified
by Bordin (1979) as central components in the therapeutic alliance. The
Interpersonal System dimension consists of viewing these key components in
relationshiﬁ to Self (Self-Therapist category), to the partner (Other-
Therapist categoery), and to the couple as a whole (Group-Therapist category).

Items were generated for each of these six categories: 11 for Self, 11 for

Other, and 7 for Group. The format of the scale requires the clients to rate
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the extent to which they agree or disagree with a series of statements about
the varicus features of the alliance. The ratings are made cn a Likert 7-point
scale ranging from completely agree ({(7) to completely disagree (1) with a
neutral (4) midpoint.

liabili

Two preliminary studies have been conducted to assess the test-retest
reliability of the scale. Both studies were done at the Family Institute of
Chicago with a non-psychotic population. The first study was completed with an
earlier 5-point versien of the scale which was administered to 12 couples (24
individuals) wheo filled out the scale twice, i.e after each of two consecutive
therapy sessions approximately one week apart. The test-retest Pearson
correlation coefficient was r=.84 (p <.005). The second study used the more
recent 7-point version of the scale and administered it using the same
procedure as in the first study. The overall scores yielded a Pearson
reliability coefficient of .79 at the .005 level.

Yalidity

Preliminary resulits of studies testing the predictive validity have shown a
positive (p <.05) correlation between the overall alliance score and patient
progress (Catherall, 1984).

Scoring

Scores range from a low of 1 to a high of 7. Given that the measure
consists of 29 items, the theoretical range of scores is 29-203. Higher scores
are reflective of a higher quality of the alliance between the couple and
therapist. The overall mean score for the couple was determi:+d by adding each

partner's overall score and dividing by two.

7} : Rat i scal £ the T S .
The therapist rating scale is designed to provide a measure of the
therapist's assessment of the improvement in the couple's dyadic adjustment.
It is based on the four factors that comprise the Dyadic Adjustment Scale.
Although it was not used formally as a dependent variable, it was intended to

serve as a validity check to determine if there were any discrepancies between
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the therapist and a self-report measure of marital adjustment.

Although it would be desirable to obtain an acceptable minimum correlation
between a self-report and the therapist rating of improvement in marital
satisfaction (i.e. r >.70)}, it has been suggested that self-report measures
better reflect the presenting subjective complaints of couples than
observational and/or rating measures (Jacobson, 1985). Thus, a couple‘'s self-
report of how satisfied they are with their relationship must be considered
the primary dependent measure in marital therapy outcome studies in which the
goal of the investigations is to improve the quality of the relationship
(Baucom, 1984).

Develeopment of the Scale

on the original Dyadic Adjustment Scale (Spanier, 1976), a factor analysis
was used to test the adequacy of the proposed definition of adjustment, verify
the presence of hypothesized components, and to make the final selection of
items indicative of dyadic adjustment. The final result yielded 32 items
grouped into four components: satisfaction, cohesion, consensus, and
affectional expression. The 10 items on this scale reflect the four components
of the originai scale. As well, the items on this scale have been taken
directly from the original scale and transformed into questions. Moreover, due
to the fact that the items that comprise the Satisfaction subscale account for
68% of the variance in test results (Spanier, 1976}, there were more items on
this rating scale that directly assess satisfaction. Thus, four items measure
satisfaction, two items measure consensus, twe items measure cohesion and two
items measure affectional expression. R reliability analysis of the total
scale score was conducted and is reported in the Results section.

Scoring

Therapists were asked to answer the questions upon completion of therapy
with a particular couple. Therapists were asked to circle the appropriate word
underlying each question that indicates the rating of improvement ox
deterioration. Words included as indicators of improvement or deterioration

ranged from "very much improved" to "improved"™ to "same" to "worse™ to "very
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much worse". These words are assigned points ranging from 2, 1, 0, -1, -2.
Thus, since there are 10 questions, the theoretical range of scores is 20 to

-20 for each couple. Higher numbers indicate a higher rate of improvement in

marital adjustment.

] . Checkli

A key concern in this study was to ensure that the therapy condition was
faithfully implemented. In order to ascertain whether the interventions
stipulated in the treatment manual have taken place, a checklist of therapist
interventions was adapted for the purposes of this study from similar
checklists used in previocus studies (i.e Johnson & Greenberg, 19835; Dandeneau
& Johnson, 1994). For each couple, half of the sessions (i.e six sessions)
were randomly chosen. Two independent raters {(doctoral interns with two years
experience in EFT) were asked to screen a ten-minute segment twenty minutes
into the session. Raters were provided with three hours of training in order
to cbtain an acceptable level of inter-rater reliability (i.e a minimum of
.80},

The checklist consists of 16 interventions. Eight interventions have been
selected from the EFT manual and are considered to be EFT interventions. Eight
interventions that are considered to be non-EFT interventions have been
included. A copy of the Implementation Checklist is included in Appendix A.

Interventions considered to be specific to EFT are 1,3,5,7,9,11,13, and 15,

Procedure

Subjects responded to newspaper advertisments and community announcements
outlining free marital therapy for maritally distressed couples (Please see
Appendix A for the newspaper advertisement). Couples were contacted and
completed the initial screening procedure over the phone. The screening
procedure obtained information regarding the length of cohabitation, the
presence of alcohol or drug abuse, and whether any member of the couple was
currently receiving psychiatric or psychological treatment. A copy of the

complete screening procedure can be found in Appendix A. After the initial
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telephone screening procedure, couples who met the inclusion criteria were
invited to come in for an assessment interview, Couples were informed that the
assessment interview would be approximately 90 minutes in length.

At this interview, couples were given information on the procedure and
requirements of the study and were assured of confidentiality of information.
Each partner was asked to sign an information and consent form, reminding them
that their participation was veoluntary and that they were free to withdraw
from the study at any time. Throughout these procedures every effort was made
to respect the privacy, dignity and assessment tolerance limits of every
subject. At each stage in the procedure, subjects were asked whether they were
comfortable with the arrangements made and the requirements placed upon them,
Every effort was made to satisfactorily address any concerns or difficulties
that subjects may have experienced.

Couples then completed the DAS to determine their eligibility for the
study. To be included in the study, the mean total score for the couple on the
DAS must have been below 97 and above 75. If these requirements were not met,
couples were advised immediately that they did not meet the requirements of
this study and that if they wished they may be referred either to the Centre
for Psychological Services or another service offering treatment (for referral
agencies— See Initial Screening procedure Appendixz A). If the couple satisfied
the criteria on the DAS, they were informed immediately and asked to sign a
confirmation of consent to participate in the study.

Upon agreeing to participate in the study, couples were asked to complete
the following: the Relationship Trust Scale; the Miller Social Intimacy Scale,
the Emotional Self-Disclosure Scale and the Adult Attachment Scale.

Upon completion of the gquestionnaires, couples were informed as to when
they would begin to receive counselling. Couples were told that they would be
contacted by a counsellor within the next week in order to set an appeointment.
Couples were informed that all sessions would be audictaped for purposes of
supervision,

All couples were notified that they must be willing to commit themselves to
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attend twelve (12) consecutive sessions of EFT., This number of sessions was
consistent with surveys that indicate that the mean number of cffice wvisits
for pecple going to psychologists and psychiatrists is 12.5 and 10.9,
respectively (Taube, Burns & Kessler, 1984). The two couples who chose to
withdraw from the study during the course of the counselling sessions were
asked whether they wish to be referred elsewhere for treatment and were given
appropriate referral information. Following completion of the third session,
couples were asked to complete the Couple Therapy Alliance Scale.

At the end of the twelfth (i.e. final) session, each couple was asked to
complete the Dyadic Adjustment Scale and the Miller Social Intimacy Scale.
Therapists were asked to complete the Therapist Rating Scale of the DAS
Factors.

A three month follow-up was conducted by contacting subjects by telephone,
and asking them to make an appeintment to complete the follow-up outcome
questionnaires:the Dyadic Adjustment Scale and the Miller Social Intimacy

Scale. A full debriefing concerning the study was offered at that time.

: o~ .

In order to test the hypotheses of this study, four outcome criteria were
utilized, two primary and two secondary criteria. The first primary criteria
of outcome was the absolute level of marital satisfaction at posttreatment and
follow-up. This assessment allows for the observation of those couples and
individuals who are most likely to indicate high levels of marital
satisfaction and thus, be maritally satisfied following therapy. The second
primary criteria was the marital satisfaction change scores from pretreatment
to posttreatment and follow-up. This assessment allows for the determination
of those couples and individuals who are most likely to make large gains in
marital satisfacticn.

In addition to the two primary criteria mentioned above, this study
utilized two secondary outcome criteria: a measure of intimacy level and a

therapist rating of improvement. A measure of intimacy was selected as an
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additional ocutcome criteria due to the strong association between marital
adjustment and intimacy {(Larzelere & Huston, 1980; Waring et. al,, 1981; Wynne
& Wynne, 1986), even though intimacy is seen as a unique concept that is
distinct from marital satisfaction (Dandeneau, 1990). Moreover, researchers
investigating the psychological significance of marriage have provided
evidence that intimacy in particular is an impertant indicator of
psychological and physioclogical well-being (Cobb, 1976; Mitchell & Tricket,
1980; Fehr & Perlman, 1985; Gove, Style & Huches, 1990). For these reasons,
intimacy has been used as an outcome criteria in two previous EFT outcome
studies (Johnson & Greenberg, 19%85a; Dandeneau & Johnson, 1994). The inclusion
of intimacy level as an additional ocutcome criteria in this study is a move
toward a more comprehensive investigation and understanding of the association
between these three predictor variables and the impact of EFT in improving
intimate relationships.

Another secondary cutcome criteria is a therapist rating of improvement.
There was concern that the only measure of marital satisfaction was a self-
report questionnaire. Given the potential of a reporting bias, it was felt
that a therapist rating measure would be useful as a validity check. Thus, a
therapist rating measure that was based on the four factors that comprise the
Dyadic Adjustment Scale (a measure used to assess marital satisfaction) was
used in this study. This therapist rating scale was given to therapists at the

end of the final therapy session.

Data Analysis

Clinical T Eff
The assessment of the overall clinical treatment effect has been suggested

as important for determination of whether the differences observed are large

encugh to be worthy of making a real difference to individuals (Jacobson,

1985; Kazdin, 1986).

Two criteria for assessing clinically significant change in therapy have
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been recommended in the research literature (Jacobson & Truax, 1991). The
first measure of significant change is the number of couples who can be
considered to be recovered and maritally satisfied, as indicated by their
absolute level of marital satisfaction at posttreatment and follow-up. To be
confidently considered recovered, a couple's marital satisfaction score must
fall beyond that of a specific cut-off point. One of the recommended cut-off
points is the midpoint between the mean pretreatment level of marital
satisfaction for a given sample and the mean for the norms on a given measure.
Thus, a couple obtaining a score greater than or equal to this midpoint will
be considered recovered and maritally satisfied at posttreatment and follow-
up.

A second measure of clinically significant change is to assess the degree
of improvement as indicated by change scores. A "reliable change index" (RC)
was utilized to determine if the magnitude of change for a given couple was
statistically reliable beyond that attributable to measurement error (Jacobson
& Truax, 1991). The reliable change index is the difference between
pretreatment and posttreatment scores divided by the standard error of
difference. The standard error of difference represents the difference
expected as a result of measurement error between two scores ocbtained by an

individual on the same test.

Analyses to Test the Hypotheses of This Study

In order to assess the relationship between the predictor variables and
marital satisfaction level, two procedures were conducted. First, Pearson
correlation analyses were conducted between the predictor variables and the
marital satisfaction level for the couple and each gender. Next, separate
multiple regression analyses were conducted for the predictor variable(s)
found to be significantly correlated with marital satisfaction. In this
procedure, the pretreatment marital satisfaction level was entered first and
the predictor variable was entered second. The dependent variable was the

posttreatment and follow-up marital satisfaction level, respectively. Separate
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multiple regression analyses have been recommended in order to assess the
unique contribution of the predictor variable in predicting posttreatment and
foilow-up marital satisfaction beyond that of the pretreatment marital
satisfaction level ({(Jaccbson et. al. 1986; Snyder, Mangrum, & Wills, 1993).
These analyses assessed the contribution of the predictor variables in
predicting those couples who were meost likely to be maritally satisfied at
posttreatment and follow-up.

In order to determine the relationship between the predictor variables and
gains in marital satisfactioh, Pearson correlation analyses were conducted
between each predictor variable and marital satisfaction change scores for the
couple and each gender. These analyses determined which couples and
individuals were most likely to make the largest gains in marital
satisfaction.

In order to assess the association between the predictor variables and
intimacy level at posttreatment and follow-up, both Pearson correlation and
separate multiple regression analyses were conducted in the same manner as the
above analyses for assessing the association between the predictor variables
and marital satisfaction level. These analyses assessed the contribution of
the predictor variables in predicting those couples whe were most likely to
indicate high levels of intimacy at posttreatment and follow=-up.

Finally, in oxder to determine which couples were most likely to have been
rated as improved by their therapist, Pearson correlation analyses were
conducted between each predictor wvariable and the therapist rating of

improvement,
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CHAPTER IV RESULTS

Data analysis was conducted in three major steps. First, preliminary
analyses were conducted to.test for assumptions regarding ncrmality,
linearity, homoscedasticity, and multicollinearity. Preliminary analyses were
also conducted to test for assumptions regarding the reliability of the
measures, the faithfulness of therapy implementation, the association between
the couple demographic characteristics and outcome, the effect of the couple-
therapist alliance on outcome, and gender equivalence on independent and
dependent measures.

Second, analyses were alsc conducted to test assumptions regarding clinical
treatment effects for couples at posttreatment and fellow-up. These analyses
determined the percentage of couples who could be considered maritally
satisfied and to have significantly improved following EFT.

Third, Pearson correlation and multiple regression analyses were conducted
to test the hypetheses in this study. In order to determine if there were
significant associations between the predictor variables and marital
satisfaction and intimacy level, a significance level of .05 was chosen.
However, the alpha level was adjusted (Bonferroni correction) to reflect the
number of separate multiple regression analyses for couples, females, and
males, respectively. In order to detect significant associations between the
predictor variables and marital satisfaction change scores, the alpha level
was adjusted to reflect the number of Pearson correlation analyses for
couples, females, and males respectively. The SPSS program (version 4.1) was

used to conduct these analyses.
prelimi Anal

Preliminary analyses were conducted to determine if the independent and
dependent variables as well as demographic characteristics and the alliance
score met the criteria regarding assumptions of normality, linearity, and

homoscedasticity (Tabachnik & Fidell, 1989). Analyses were conducted for
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couples, females and males.

It has been suggested that extreme cases, referred to as outliers, are
likely to have a disproportionate effect on the overall data and should be
removed to reduce their influence. In order to identify univariate outliers,
an inspection of z scores and histograms were undertaken on all independent
and dependent variables. All of the variables were examined through the SPSS
Frequencies program. For purposes of these analyses, a univariate outlier was
defined as any case with a standardized score in excess of * 3.00. Results
revealed that all cases were within the acceptable limits.

Skewness and kurtosis were evaluated for each independent and dependent
variable by dividing the values for skewness and kurtosis by their respective
standard errors, thereby c¢btaining standardized scores. Values greater than
3.29 or smaller than -3.29 {alpha = .001) were considered to represent
significant departures from normality. None of the variables deviated
significantly from zero using a .001 alpha level. Due to the fact that these
variables did not severely deviate from significance levels, no
transformations were necessary. However, it is important to note that the
female level of secure attachment displayed significant positive kurtosis
{2.81) when alpha was at the .0l level. This suggests that the range of female
scores on the attachment measure was limited (i.e too many cases close to the
mean) . The relevance of this finding with respect to some of the analyses will
be discussed below.

The SPSS Regression program was used to examine the variables in order to
assess the assumptions of multivariate analysis. A computation of the
Mahalanobis distance was conducted using a .001 criterion level to identify
multivariate cutliers for couple, male and female scores for each predictor
variable with the dependent variables: marital satisfaction level, marital
satisfaction change scores, intimacy leyel, and therapist rating of
improvement . Again, all cases were withiﬁ the acceptable limits. Thus, no

cases were eliminated from analyses,

An examination of the residuals plots and bivariate scatterplots revealed
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that no variables viocolated assumptions for normality, linearity and
homoscedasticity. Thus, no transformations were undertaken.

Further preliminary analyses were conducted to assess for multicollinearity
using the SPS55 Pearson Correlation program. The predictor variables were
significantly correlated with each other: trust and attachment (r (32)=.72,

p <.01); trust and self-disclosure (r (32)=.52, p <.01); attachment and self-
disclosure (r (32)=.43, p <.0S5). Moreover, all three of the predictor
variables were significantly correlated with the couples' pretreatment marital
satisfaction level. These correlations may be found in Table C-1, Appendix C.
The relevance of the finding that the predictor wvariables were correlated with
the pretreatment marital satisfaction level will be discussed below.

Reliability analyses were conducted for each measure, Reliability was
established for each of the component subscales as well as for the total scale
using Cronbach's coefficient alpha. The sample used for the reliability
analyses included all thirty-four couples who completed therapy. This gave a
total N of 68 subjects (34 couples). As can be seen in Table 1, the
reliability coefficients ranged from .65 to .93 for the subscales and from .84
to .92 for the total scale on the predictor measures. As can be seen in Table
2, the reliability coefficients ranged from .59 to .82 for the subscales and
from .79 to .96 for the total scales on the dependent measures. These findings
are consistent with the reported findings for these measures in the research

literature.



Table 1

Yiability Statistics For Predi

(N = 68)

Relationship Trust Scale
Responsiveness .87
Dependability .75
Conflict .80
Faith .84
Ceoncern .63
Total Score .92
Adult Attachment Scale

Secure Base .76
Separation Protest 77
Proximity Seeking .74
Feared Loss .74
Reciprocity .73
Availability .78
Use of Attachment Figure .86
Tetal Score .84
Self-Disclosure

Depression .91
Happiness .92
Jealousy .86
Rnxiety .88
Anger .91
Calmness .92
Apathy .90
Fear .93

Total score

.88
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Table 2

(N = 68)

Pretreatment Rosttreatment Eollow-up
DAS
Consensus .69 .82 .79
Affect Expression .72 .58 .63
Satisfaction .62 .81 .82
Cohesion .69 .18 .79
Total Score .79 .80 .50
MILLER INTIMACY
Total Score .89 .92 .96
THERAPIST RATING
Total Score .86

[mp] . chec)

To confirm that the treatment was implemented faithfully in accordance to
the treatment manual, a number of verification procedures were carried out.
First, tapes of sessions picked at random were audited by the researcher
during the course of the study and implementation was judged to be more than
adequate. Second, sections of interviews were listened to in group supervision
and the supervisor did not report improper implementation. In addition to
this, an implementation check was conducted by two trained independent raters,
These raters were doctoral students with a moderate familiarity with EFT. Both

raters were provided with three hours of training in order to obtain an
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acceptable level of inter-rater reliability. Inter-rater reliability was
calculated on 15 randomly chosen sessions. Cohen's (1960) kappa coefficients
were calculated to investigate reliability between the two raters. The overall
percentage of agreement between raters assessing EFT vs. non-EFT interventions
was 94%. This suggests that raters achieved a high level of agreement
regarding appropriate EFT interventions. The overall percentage of agreement
between raters differentiating specific within-EFT intervention strategies was
B2.6%,

For the purpose of this implementation check, six sessicns for each couple
{a total of 204 sessions) were randomly selected to be coded according to the
Implementation Checklist. (see Appendix A for Implementation Checklist). Eight
interventions were selected from the EFT manual and considered to be EFT
interventions. Eight interventions considered to be non-EFT interventions were
also included. An intervention was defined as a complete therapist statement,
the beginning and end of which was noted by the raters to ensure that they
were both coding the same units. One ten-minute segment, twenty minutes into
the session, was selected for coding. Of the 832 coded therapist
interventions, 27 (3.2 %) were found to be inappropriate to the treatment
condition being observed. The most common inappropriate intervention used was
number 16, where the therapist asks each partner to disclose opinions,
thoughts, and theories about what throughout the sessions has led to
improvement. This type of therapist intervention cccurred toward the end of
treatment in response to a couple's statement of their ignorance of the
process of change and/or anxiety about terminating treatment. The aim of this
intervention would appear to be to increase the couple's awareness of the
factors that have led to improvement (i.e. increased self-disclosure,
atffiliation and responsiveness between partners).

In summary, the small percentage cf inappropriate interventions suggests
that therapists were successful in implementing the EFT approach according to
the treatment manual. Thus, implementation checks suggest that EFT was

properly and faithfully implemented.



Pearson correlation analyses were conducted to determine the association
between couple demographic characteristics, marital satisfaction level, and
marital satisfaction change scores as a comparison with previous results in
the research literature. The demographic characteristics assessed were age,
level of education, length of relationship, gross family income, and number of
children. As can be seen in Table C-2, Appendix C, none of these variables
"were significantly related to the couples' posttreatment and follow-up marital
satisfaction level at the .05 level. In order to determine the association
hetween couple demographic variables and marital satisfaction change scores,
the alpha level was adjusted (Bonferroni correcticn) to reflect the number of
analyses (p <.05/5 = .0l). None of these variables were significantly related
o marital satisfaction change scores.

Individual analyses were conducted to determine the asscciation between
age, level of educaticn and outcome for females and males, respectively. None
of these variables were significantly related to outcome for females. For
males, age was significantly related to their level of marital satisfaction at
follow-up, r (32)= .39, p <.05. Multiple regression analyses were conducted to
assess the contribution of males' age to the follow-up level of marital
satisfaction after controlling for the pretreatment level of marital
satisfaction., The males' pretreatment level of marital satisfaction accounted
for 4% of the variance, ¥ {(1,32) = 1.17, p >.05 and the males' age accounted
for 16% of the wvariance in their follow-up level of marital satisfaction, F
{1,31) = 6.46, p <.05. The F values presented in this section represent the
incremental F ratio. Incremental F values indicate whether a predictor
variable is significant in predicting the posttreatment and follow-up marital
satisfaction beyond that of pretreatment marital satisfaction. A summary of
these results is presented in Table C-3, Appendix C. In order to determine the

association between age and education and marital satisfaction change scores

for females and males, the alpha level was adjusted (Bonferroni correcticn) to
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reflect the number of analyses (p <.05/2 = .025). None of these variables were
significant for females. The males' age was significantly related to their
marital satisfaction change scores at posttreatment, r (32)= .38, p <.025, and
at follow-up, r (32)= .38, p <.025. These results suggest that oldexr males at
intake were likely to be maritally satisfied at follow-up and were likely to

make the largest gains in marital satisfaction at posttreatment and follow-up.
T} {c Allj

The couples' alliance scale was given after the third session to control
for alliance effects on treatment outcome. Pearson correlation analyses
ravealed that this measure was related to the couples' level of marital
satisfaction at posttreatment, r (32)=.47, p <.01, and at follow-up,

r {32)=.53, p <.01. Multiple regression analyses were conducted tc assess the
contribution of the alliance to the posttreatment and follow-up levels of
marital satisfaction after controlling for the pretreatment level of marital
satisfaction, The couples' pretreatment level of marital satisfaction
accounted for 12% of the variance, F (1,32) = 4.30, p <.05 and the couples’
alliance score accounted for 22% of the variange in their posttreatment level
of marital satisfaction, F (1,31) = 10.39} 5,;'01. At follow-up, the couples’
pretreatment level of marital satisfaction accounted for only 4% of the
variance, F (1,32) = 1.30, p >.05 while the couples® alliance score accounted
for 29% of the variance in the couples' marital satisfaction level, F (1,31) =
12.73, p <.01. A summary of these analyses is presented in Table C~4, Appendix
C. Moreover, the therapeutic alliance was related to the couples' gains in
marital satisfaction at posttreatment, r (32)= .48, p <.01, and follow-up,

r (32}=.50, p <.01. Thus, the couples' alliance score was significantly
related to both the couples' marital satisfaction level and marital
satisfaction gains at termination and at follow-up.

Further analyses were conducted to determine which, if any, of the
therapeutic alliance subscales was most powerful in predicting the couples’

level of marital satisfaction at termination and follow-up. The scale was
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developed to assess alliance along two theoretical dimensions: Content and
Interpersonal System. The Content dimension included the following subscales:
Task, the couple's perception that the therapist was helpful and that the
tasks within therapy were relevant to presenting concerns; Goals, the degree
of agreement between couple and therapist on goals of therapy; and Bond, the
quality of the relationship between couple and therapist. The Interpersonal
System dimension consists of viewing these key components in relationship to
Self (Self-Therapist category), to the partner (Other-Therapist category), and
to the couple as a whole (Group-Therapist category). In order to ascertain the
contribution of these six alliance factors to posttreatment and follow-up
marital satisfaction level, separate regression analyses were conducted
controlling for the couple's pretreatment marital satisfaction level. The
alpha level was adjusted (Bonferroni correction) to reflect the number of
multiple regression analyses (p <.05/6 = .008). As can be seen in Table C-35,
Appendix C, the regression analyses revealed that of the six alliance factors,
the Task subscale accounted for the most variance in the couples'
posttreatment and follow-up marital satisfaction level. The Task subscale
accounted for 27% of the variance in the couples' posttreatment marital
satisfaction level, F {1,31) = 13.11, p <.008, and 36% of the variance in the
couples' follow-up marital satisfaction level, F (1,31) = 18.20, p <.008, It
is also interesting to note that the Task subscale on the alliance measure
accounted foxr more of the variance in the couple's level of marital
satisfaction at both termination and follow-up than the couple's overall
alliance level. Thus, this suggests that the Task subscale, which measures the
couple's perception that the therapist was helpful and that the therapeutic
tasks were relevant to their presenting concerns, was most significantly
related to outcome.

A second finding with respect to the couple's level of alliance, as can be
seen in Table C-6, Appendix C, was that the couples' alliance score was
related to the couples' level of intimacy at termination, r (32)=.46, p <.01

and at follow-up, r (32)=.50, p <.0l. Regression analyses revealed that the
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pretreatment level of intimacy accounted for 37% of the variance F (1,32) =
18.03, p <.001 and the couples' alliance score accounted for 10% of the
variance in the couples' posttreatment level of intimacy, F {(1,31) = 5.83,
p <.05. Moreover, the pretreatment level of intimacy accounted for 24% of the
variance F (1,32) = 10.05, p <.01 and the couples’ alliance score accounted
for 16% of the variance in the couples' follow-up level of intimacy, F (1,31)
= 7.83, p <.01. This suggests that the couples' alliance score was a
significant predicter of their overall level of intimacy at termination and at
follow-up.

A third finding is that the couples' alliance score was related to the
tbzrapists' ratings of improvement at termination, z (32)=.36, p <.05. The
couples' alliance level accounted for 13% of the variance in the therapists!
rating of improvement, F (1,32) = 4,75, p <.05. A summary of these analyses
are presented in Table C-7, Appendix C.

These findings suggest that the stronger the alliance at the end of the
third session, the more likely couples exhibited 1) higher levels of marital
satisfaction at termination and follow-up, 2) more gains in marital
satisfaction at termination and follow-up, 3) higher levels of intimacy at
termination and follow-up, and 4) receive higher ratings of improvement from
their therapist at termination.

Given the strong evidence regarding the alliance score as a predictor of
outcome, analyses were conducted to determine the association between
therapist experience level and the couples' alliance score. Therapist
experience was determined by the number of months of supervised couple therapy
experience. There were 13 therapists in the study with the lowest number of 2
menths and the highest number of 24 months(mean = 12.9 months). Although there
was a positive association between therapist experience and couple alliance

level, it was not considered statistically significant, r (32)= .23, p >.05.



Gender Equivalence

Means and standard deviations were calculated for all independent and
dependent measures and are presented through Table C-8 to Table C-13, Appendix
C. In order to detect gender differences on independent and dependent
measures, an independent samples t-test was used (Tabachnik & Fidell, 1989).
As summarized in Table C-14, Appendix C, there were no significant gender
differences at the .05 alpha level on general trust level, general attachment
level, couple-therapist zlliance level, and pretreatment, posttreatment and
follow-up marital satisfaction levels, and intimacy levels. There were
significant gender differences on the self-disclosure measure: Females were
rated by tﬁgmselves and their partners as being more self-disclosing and thus,
had higher levels of overall self-disclosure than males at intake. Moreover,
females obtained higher levels of combined self/partner ratings for all eight
emotions than males at intake. A summary of the gender differences with

respect to the specific emotions can be found in Table C-11, Table C-12, and

Table C-13, Appendix C.

The reader will recall the two criteria for assessing clinically
significant change in therapy: recovery and improvement (Jacobson & Truax,
1991). The first measure of significant change is the percentage of couples
who can be considered to be recovered and maritally satisfied. To be
confidently considered recovered, a couple;s‘marital satisfaction score must
fall beyond that of a specific cut-off point. One of the recommended cut-off
peints is the midpoint between the mean pretreatment level of marital
satisfaction for a given sample and the mean for the norms on a given measure.
In this study, the midpoint between the mean pretreatment level of marital

satisfaction (88.2) and the mean for maritally satisfied couples on the Dyadic
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Adjustment Scale (114) was 10l1. Thus, for purposes of analyses, scores on the
DAS greater than or equal te 101 classified subjects as recovered. On the
basis of this criteria for clinically significant change in psychotherapy, 17
couples (50%) were classified as recovered or maritally satisfied at
termination and 24 couples (70%) were classified as recovered or maritally
satisfied at follow~up.

A zecond measure of clinically significant charge 1s to assess the degree
of improvement as indicated by change scores. A "reliable change index" was
utilized to determine if the magnitude of change for a given couple was
statistically reliable beyond that attributable to measurement error (Jacobson
& Truax, 1991). The reliable change index is the difference between
pretreatment and posttreatment scores divided by the standard error of the
difference. The standard error of the difference represents the difference
expected as a result of measurement error between two scores obtained by an
individual on the same test. It is computed by taking the square root of the
standard error of measurement squared, multiplied by two. Jaccbson and
Revenstorf (1588) note that when the reliable change index "exceeds 1.96, it
is unlikely (p <.05) that the magnitude of change could be an artifact of an
unreliable measuring instrument." (p.135).

For the present study, with a standard deviation on the Dyadic Adjustment
Scale of 7.9 (the couples' DAS standard deviatien at pretreatment), and the
reliability of the Dyadic Adjustment Scale, as reported by Spanier (1976), of
.96, the standard error of measurement was calculated and found to be 1.5B.
The standard error of the difference was then calculated and found to be
2.234. Given a reliable change index of 1.96, a difference between
pPretreatment and posttreatment or follew-up of 4.5 (rounded to 5) points on
the Dyadic Adjustment Scale was considered necessary for a change score to be
deemed statistically reliable and not a result of measurement error alone. On
the basis of this criteria, 27 couples (79%) in this study were considered to
have exhibited z ¢linically significant improvement at termination and 28
couples (82%) were considered to have exhibited a clinically significant

improvement at follow-up. A summary of the percentage of couples who recovered
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and improved is presented in Table C-15, Appendix C.

In addition, couples were considered to have deteriorated on the basis of
the reliable change index caleculated for this study (Jacobson & Truax, 1991).
A difference of 5 or more points between the posttreatment or follow-up DAS
and the pretreatment DAS was considered signficant beyond measurement error
alone. On the basis of this criteria, two couples were considered to have
deteriorated at posttreatment and follow-up. The deterioration rates at
posttreatment were -10.5 and -11.0 points on the DAS. The deterioration rates

at follow-up were -5.5 and -10.5 points,

Effect Size

Another way of viewing a treatment effect is in terms of effect sizes
(Cohen, 1977). Due to the absence of a control group, a repeated measures t-
test for related samples was utilized to assess the effect size (Howell,

1989) . Thus, the following formula was used:

Effect Size = Follow-up DAS mean - pretrestment DAS mean

S*SQRT( 2 ( 1-r ) )

The S in this formula is the follow-up DAS standard deviation and the r is
the correlation between the pretreatment DAS and follow-up DAS. To arrive at
this formula, the follow-up DAS standard deviation is multiplied by the square
root of the product of two multiplied by one minus r. In this study, the
values for the follow-up DAS mean, the pretreatment DAS mean, and the standard
deviation of the follow-up DAS were 107.5, 88.0, and 12.3 respectively. The
effect size for this study at follow-up was 1.26. Thus, the large percentage
of couples considered to have recovered and improved as well as the magnitude
of the effect size would suggest that EFT was effective in alleviating marital
distress in this sample.

Bnalyses were also undertaken to determine the association between the

couples' pretreatment level of marital satisfaction and 1) posttreatment and
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follow-up levels of marital satisfaction, and 2) posttreatment and follow-up
marital satisfaction change sceores. For the total sample, the pretreatment
r.arital satisfaction level was significantly related to the posttreatment
marital satisfaction level, r (32)= .35, p <.05, but was not significantly
related to the follow-up marital satisfaction level, r (32) = .21, p >.05.
This suggests that couples who are the least distressed at intake are likely
to be more maritally satisfied at termination but not at follow-up. Regression
analyses revealed that the pretreatment marital satisfaction level accounted
for 12 % of the variance in the couples' posttreatment imarital satisfaction
level, F (1,32} = 4.65, p <.05 and only 4 % of the variance in the couples'
follow-up marital satisfaction level, F (1,32) = 1.54, p >;05.*These results
suggest that the pretreatment level of marital distress was not a significant
factor in predicting those couples who were most likely to be maritally
satisfied following EFT.

For the total sample, the couples' pretreatment level of marital
satisfaction was not significantly related to marital satisfaction change
scores at termination, r (32) = -.29, p >.05, but was significantly related to
marital satisfaction change scores at follow-up, r (32) = -.39, p <.05. This
suggests that highly distressed couples made the most gains on the Dyadic
Adjustment Scale at follow-up. In addition, the couples' pretreatment level of
marital satisfaction was unrelated to the therapists' ratings. This suggests
that therapists were likely to view severely, moderately and mildly distressed
couples as being equally likely to improve. Moreover, the therapists' ratings
were related to the couples' marital satisfaction levels at termination,
¥ {32) = .59, p <.01 and follow-up, r (32)=.62, p <.0l. This suggests a strong
consistency between self-reports of marital satisfaction and therapists'
ratings of improvement at outcome,

Couples were then classified on the basis of level of Pretreatment marital
satisfaction. Those couples obtaining a score below 81 (1 standard deviaticn
from the mean pretreatment marital satisfaction level) were classified as
severely distressed (7 couples). Those couples obtaining a score between 82-91

were classified as moderately distressed (13 couples). Those couples obtaining
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a score at or above 392 were classified as mildly distressed (14 couples).
Using Jacobson and Truax's (1991) criteria for clinically significant change,
couples categorized as severely distressed were least likely to be classified
as recovered at posttreatment and follow-up. However, severely distressed
couples were most likely to improve at beth posttreatment and follow-up. A
summary of the percentage of couples whe recovered and improved by degree of

pretreatment marital distress is presented in Table C-16, Appendix C.

Iherapist Effect

An analysis of covariance with the pretreatment marital satisfaction acting as
a covariate was conducted to test for therapist effects, that is tec examine if
working with particular therapists predicted outcome. The results of the
analysis of covariance suggest that there were no significant therapist effect
on outcome at termination, F(4,4) = 1.231, p>.05, and at follow-up, F{4,4) =

2.760, p>.05.
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Attachment

hnalyses were conducted to determine if there was an association between
level of attachment at intake and the four criteria of ocutcome: marital
satisfaction levels, marital satisfaction change scores, intimacy and

therapist rating of improvement.

] | Marital Satisfacti I ]

Analyses were conducted to determine the association between attachment and
the posttreatment and follow-up levels of marital satisfaction using the SPSS
Pearson Correlation program. As shown in Table 3, analyses revealed that the
couples' mean attachment level at intake was not significantly related to
their marital satisfaction level at termination and follow-up.

Additional analyses were conducted on the attachment subscales for couples,
females and males. Results revealed that the couples' mean marital
satisfaction level at posttreatment was positively related to the intake
measures of the couples’ level of proximity seeking, r (32)=.36, p <.05, and

the males' level of proximity seeking, r (32)= .37, p <.05.



Table 3

Couples = = Females Males
Variables Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
Couples
Mean Score .19 .03 .19 -.11 .16 .19
availability .12 .03 .06 .13 .21 .17
proximity seeking .36% .27 .22 .16 L4 .28
feared loss .22 .16 .13 .11 -.34%* .28
use of attachment .15 .12 .09 .02 .13 .09
reciprocity .08 .07 11 .03 .02 .00
secure base -.06 -.04 .07 .09 -.01 -.05
separation protest .02 .04 .12 .13 .08 .09
Females
Total Score .20 .18 .17 .04 .20 .31
availability .02 .07 -.15 -.00 .05 .06
proximity seeking .22 .26 .17 .23 .16 .19
feared loss .07 .09 .08 -.04 .11 .08
use of attachment .12 .14 .31 .19 .17 .34*
reciprocity .17 .19 .27 .11 .11 .16
secure base .08 .10 -.02 .00 .08 .09
separation protest .09 .10 .01 .07 .12 .13
Males
Total Score 07 ~-.14 .11 -.21 .03 -.04
availability .12 .09 .02 .01 .10 .04
proximity seeking .37* .24 .15 .17 4T .31
feared loss _ .22 .21 .16 .13 .30 .25
use of attachment .13 .16 .17 .09 .24 .01
reciprocity .09 .10 .05 .08 .03 .07
secure base -.19 =-.17 -.03 -.05 -.22 -.25
separation protest .08 .07 .11 .10 .10 .13

Note: Time 2 = posttreatment Dyadic Adjustment score, Time 3 = follow-up
Dyadic Adjustment score, * p <.05
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Separate regression analyses were conducted to determine if the couples’
and males' proximity seeking were predictive of outcome after controlling for
pretreatment marital satisfaction levels. The alpha level was adjusted to
reflect the number o¢f analyses (p <.05/2 = ,025). Analyses revealed that the
couples' pretreatment marital satisfaction level accounted fer 13% of the
variance in outcome, F (1,32) = 4.64, p <.05. The couples' proximity seeking
accounted for only 6% of the variance in outcome, F (1,31) = 2.71, p >.025,
and males' proximity seeking accounted for 7% of the variance in ocutcome,

F (1,31) = 2.93, p ».025. The F values presented in this section represent the
increhental F ratio. Thus, both varxiables were non significant in predicting
outcome after controlling for couples' pretreatment levels of marital

satisfaction. A summary of these analyses is presented in Table 4.

Variables cdas2 (DV) B B R square change
(incrementadl)

cdasl .36% .548 .356 LA13%

cproxsee .36% 1.447 271 .06

mproxsee .37 1.182 .282 .07

Note: cdasl = couples' pretreatment mean Dyadic Adjustment Scale score, cdas2
= couples’posttreatment mean Dyadic Adjustment Scale score, cproxsee =
couple's mean proximity seeking score, mproxsee = male's proximity seeking
score,

Separate Regression analyses were conducted for each variable

* p <.05, ** p <.05/2 =.025
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Individual analyses were conducted to determine if there was an association
between attachment and marital satisfaction for each gender. None of the
attachment subscales were significantly correlated with the females' marital
satisfaction levels. As can be seen in Table 5, males were more likely to be
recovered at posttreatment if, at intake, 1) the couples reported high levels
of proximity seeking behaviors, r (32)= .41, p <.03; 2) the males reported
high levels of proximity seeking behaviors, r {32)= .47, p <.05; and 3) the
couples reported lower levels of fear of loss of relationship and/or partner,
r (32)= -.34, p <.05. Separate regression analyses were conducted to determine
if these variables would contribute to outcome beyond that of the males'
pretreatment marital satisfaction. The alpha level was adjusted to reflect the
number of regression analyses (p <.05/3 = .016). The males' pretreatment
marital satisfaction level accounted for 14% of the variance in their own
posttreatment level of marital satisfaction, F (1,32) = 5.40, p <.05, as shown
in Table 5., The couples' proximity seeking behaviors accounted for 13% of the
variance, F (1,31) = 5.59, p >.016, the males' proximity seeking behaviors
accounted for 15% of the variance, F (1,31} = 6,48, p <.016, and the couples'
fear of loss of the relationship accounted. for 5% of the variance, F (1,31) =
1.76, p ».016. Thus, males were more likely to be maritally satisfied at
termination if, at intake, the males indicated higher levels of proximity

seeking behaviors.
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Table 5
Summary of Multiple Regression of Attachment on Male's Posttreatment Marital
Qatisf , I ]

Variables mdas2 (DV) B B R sguare change
({incremental)

mdasl .38~* .475 .380 .14

mproxsee AT* 1.897 .387 L15%%

cproxsee LA41* 2.232 .366 .13

cferloss -.35* -1.193 -.233 .05

Note: mdasl = male's pretreatment dyadic adjustment score, mdas2 = male's
posttreatment dyadic adjustment score, mproxsee = male's proximity seeking
score, cproxsee = couple's mean proximity seeking score, cferloss = couple's
mean fear of loss of relationship score

Separate Regression analyses were conducted for each wariable

* p <.05, ** p <.05/3 = .016

Moreover, the males®' follow-up marital satisfaction levels were related to
the females' use of attachment figure at intake, r (32)=.34, p <.05. Thus,
males were more likely to be maritally satisfied at follow-up if, at intake,
females reported high levels of use of attachment figure. As shown in Table 6,
regression analyses revealed that the males' pretreatment marital satisfaction
accounted for 4% of the variance in outcome, F (1,32) = 1.18, p >.05. After
controlling for male's pretreatment marital satisfaction,'the females' use of
attachment figure accounted for only 8% of the variance in outcome, F (1,31)=
3.53 p >.05. Thus, females' use of attachment figure at intake was not

significant in predicting the follow-up male marital satisfaction level.
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Table 6
: ] s ] R EEE-:: ;f Ettﬁ:hmant on MEJES' EQJ]Q!E!"HQ Ma:jtal
: {af . I ]

Variables mdas3 (DV) B B R sguare change
{incremental)

mdasl .19 .220 .189 .04

fuseatt .34% 1.17¢6 .318 .08

Intercept = 79.9%7

Multiple R = .34

R square .11
Adjusted R square = .06

Standard Error = 12.5

Note: mdasl = males' pretreatment Dyadic Adjustment Scale score, mdas3 =
males' follow-up Dyadic Adjustment Scale score, fuseatt = females' use of

attachment score

* p <.05

In summary, hypothesis 1 that high levels of attachment would be related to
marital satisfaction levels at posttreatment and follow-up was generally not
supported. The only exception was the significant finding that males were more
likely to be maritally satisfied at posttreatment if, at intake, males

indicated high levels of proximity seeking.

; 3 iral Satisf . Gaj
Pearson correlation analyses were conducted to determine the relation

between low levels of attachment and marital satisfaction gains as measured by
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marital satisfaction change scores. As can be seen in Table 7, although the
correlation between the the couples' mean attachment level and marital
satisfaction gains was in the hypothesized direction, it was not significant
at the .05 alpha level.

Additional analyses were conducted to determine the association between the
attachment subscales and marital satisfaction gains for couples, females, and
males. The alpha level was adjusted to reflect the number of Pearson
correlation analyses (p <.05/24 =.002). The one finding at this level of
significance was that couples who were most likely to make the largest gains
in marital satisfaction at follow-up included males who indicated low levels

of use of attachment figure at intake, r (32)= -.51, p =.002.
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Table 7

Bosttreatment and Follow-up

Couples Females Males
Variables Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
Couples
Mean Score -.18 -.31 -.09 ~.34 -.23 ~.19
avallability -.13 -.28 -.06 -.13 -.21 -.17
proximity seeking -.13 -.08 -.13 -.16 ~.28 -.20
feared loss -.17 -.00 -.13 -.11 -.18 -.28
use of attachment -.25 -.40 -.29 -.22 -.23 ~.29
reciprocity -.22 -.21 -.11 -.03 -.02 -.00
secure base -.11 -.04 -.07 -.09 -.01 -.05
separation protest -.02 ~-.04 -.12 -.13 -.18 -.19
Females
Total Score -.05 -.07 -.08 -.19 -.00 .08
availability -.02 -.07 -.16 -.28 -.05 -.06
proximity seeking -.22 -.26 .09 -.03 -.16 ~.19
feared loss -.07 -.09 02 -.12 -.12 -.18
use of attachment -.12 -.16 -.04 -.13 -.17 ~-.15
reciprocity -.17 -.19 .09 -.14 -.15 -.26
secure base -.08 -.10 -.05 -.12 -.08 -.19
separation protest ~.09 -.10 -.23 -.16 -.12 ~.13
Males
Total Score -.22 -.40 -.03 -.31 -.34 -.38
availability -.28 -.36 ~-.22 -.21 -.31 -.43
proximity seeking -.14 -.14 -.12 -.19 -.26 -.08
feared loss -.20 ~.21 -.16 -.14 -.03 -.09
use of attachment -.289 -.51* -.28 -.39 -.26 ~-.44
reciprocity .19 -.11 -.086 -.08 -.02 -.05
secure base -.19 -.17 -.03 -.05 -.25 -.24
separation protest -.09 -.17 -.14 ~-.10 -.10 -.13

Note: Time 2 = posttreatment Dyadic Adjustment change score, Time 3 = follow-
up Dyadic Adjustment change score, * p <.05/24 =.002
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In summary, hypothesis 2 that low levels of attachment would be related to
marital satisfaction gains was not supported. However, the correlaticns for
the most part were in the hypothesized direction. The one finding that reached
the level of significance was that couples who were likely to make the largest
gains in marital satisfaction at follow-up consisted of male partners who were

reluctant to make use of their attachment figure at intake.

Attachment and Intimacy Level

Analyses were conducted to determine the association between attachment and
posttreatment and follow-up intimacy levels, Pearson correlation analyses
revealed that the level of attachment for both couples and each partner were
unrelated to level of intimacy at termination and follow-up. Analyses were
alse conducted to determine the association between the attachment subscales
and level of intimacy at outcome. Pearson correlation analyses showed that
couples were likely to exhibit high lewvels of intimacy at termination if, at
intake, 1) couples and females made use of their attachment figure(couples:
r (32)=.34, p <.05; females: r (32)=.37, p <.05; 2) couples and females
indicated high levels of reciprocity (couples: r (32)= .36, p <.05; females:
r {32)=.40, p <.05; and 3) couples and males indicated high levels of
proximity seeking behaviors, couples: r (32)= .38, p <.05; males: r (32)= .35,
p <.05. A summary of these results is presented in Table C-17, Appendix C. In
crder to determine if these variables were predictive of couples' intimacy
level, separate multiple regression analyses were conducted controlling for
pretreatment couple intimacy level. The alpha level was adjusted to reflect
the number of analyses (p <.05/6 = .008). Results revealed that the couples’
pretreatment intimacy level accounted for 36% of the variance in outcome,
F (1,32) = 18.20, p <.05. Moreover, none of these attachment subscales
significantly added to the prediction of intimacy outcome after controlling
for pretreatment levels of intimacy (couples' use of attachment figure,
F (1,31) = .614, p >.008, females' use of their attachment figure, F (1,31) =
-153, p >.008, couples’ mean level of reciprocity, F (1,31) = .003, p >.008,

females' level of reciprocity, F (1,31) = .196, p >.008, couples' mean level
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of proximity seeking, F (1,31} = .000, p >.008, males' level of proximity
seeking, F (1,31) = .004, p >.008). A summary of these results are presented

in Table C-18, Appendix C.

] { 7] . ; £ 3
Attachment levels were assessed to determine the impact on therapist rating

of improvement at posttreatment. The overall attachment level for the couple

and each gender was unrelated to the therapist rating of improvement, as can

be seen in Table C-19, Appendix C.
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Self-Pisclosure

Analyses were conducted to determine the association between the level of
self-disclosure at intake and the four criteria of outcome: marital

satisfaction level, marital satisfaction change scores, intimacy and therapist

rating of improvement.

1£-Discl | Marital satisfaction Level

First, self-disclosure was assessed to determine its impact on marital
satisfaction level. As can be seen in Table 8, the general level of self-
disclosure for couples was unrelated to the couples' level of marital
satisfaction at termination and follow-up. Thus, hypothesis 3 that higher
levels of self-disclosure would be related to marital satisfaction levels was
not supported. Additional Pearson correlation analyses were conducted to
determine the association between self and partner ratings of self-disclosure

and marital satisfaction level for couples, females and males, respectively.
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Table 8

Jations I Self-Discl | Marita) Satisfaction Level
Postireatment and Follow-up

Couples Females Males
Variables Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
cselfd .13 .08 .18 .04 .09 11
fselfd .17 .16 .19 .13 .12 .15
fsds .24 .14 .03 .04 -.04 .10
fsdp -.01 .08 .23 .14 .19 .12
mselfd .06 -.01 .07 -.06 .04 .04
msds .16 .05 .16 .00 .12 .09
rasdp -.07 -.08 -.05 -.11 -.07 -.04

Note: Time 2 = posttreatment Dyadic Adjustment Scale score, Time 3 = follow-up
Dyadic Adjustment Scale score, cselfd = couples’ mean self-disclosure score,
fselfd = females' self-discleosure score, fsds = female self rating of
disclosure, fsdp = partner rating of female self-disclosure, msds = male self

rating of disclosure, msdp = partner rating of male self-disclosure

Analyses were then conducted to determine if there was a significant
relation between the various emotions and marital satisfaction level for
couples, females, and males, respectively. None of these correlations were
significant. A complete summary of the correlaticns between the eight emotions
and marital satisfaction for couples, females and males are presented in
Tables C-20 to Table C-21, Appendix C.

In summary, kv othesis 3 that higher levels of self-disclosure would be

positively related to higher marital satisfactien levels was not supported.
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1f-piscl | Marital Satisf . Gaj

The level of self-disclosure for couples was unrelated to the gains made in
marital satisfaction at posttreatment and fellow-up as can be seen in Table 9.
The alpha level was then adjusted to reflect the number of Pearson correlation
analyses between self and partner ratings of self-disclosure and ccuples',
females' and males' marital satisfaction level (p <.05/7 = .007). Results
revealed that each gender's posttreatment and follow-up marital satisfaction
change scores were unrelated to their general levels of self-disclosure. The
only significant finding was that males who were rated by their partners as
being less self-disclosing made the largest gains in marital satisfaction at
posttreatment, r (32)= =-.46, p <.007. These results suggest that emotionally
inhibited males are most likely to make the largest gains in marital

satisfaction at termination.
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Couples Females Males
Variables Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
cselfd -.11 -.15 -.04 -.13 -.14 -.12
fselfd -.00 -.01 -.02 -.06 .02 .04
fsds -.17 -.08 -.02 -.01 -.28 -.13
fsdp .15 .06 -.01 -.07 .27 .17
mselfd -.18 -.25 -.05 ~.17 -.27 -.25
msds -.08 -.17 -.12 -.24 -.01 -.04
msdp -.25 ~.23 .04 -.01 -.46% -.39

Note: Time 2 = posttreatment Dyadic Adjustment Scale change scores, Time 3 =

follow~up Dyadic Adjustment Scale change scores, cselfd = couples' mean self-
disclosure score, fselfd = females' mean self-disclosure score, fsds = female
self rating of disclosure, fsdp = partner rating of female disclosure, mselfd
= males' mean self-disclosure score, msds = males' self rating of disclosure,
msdp = partner rating of male self-disclosure,

% p <.05/7 = .007

Additional analyses were conducted to determine the association between the
eight emotions and marital satisfaction change scores for couples, females and
males. The alpha level was adjusted to reflect the number of Pearson
correlation analyses (p <.05/16 =.003). None of these correlations were
significant. A complete summary of the correlations between the eight emotions
and marital satisfaction change scores for couples, females and males are
presented in Table C-22 and Table C-23, Appendix C.

In summary, hypothesis 4 that low levels of self-disclosure would be
related to marital satisfaction gains was generally not supported, although

many of these correlations were in the hypothesized direction. The only
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significant finding was that males who were rated by their partners as being
less self-disclesing made the largest gains in marital satisfaction at

termination.

Self-Disclosure and Intimacy Level

Analyses were conducted to determine the association between self-
disclosure and the level of intimacy at posttreatment and follow-up. Pearson
correlation analyses revealed that the couples' overall mean level of self-
disclosure and each gender's seif and partner rating of self-disclosure was
unrelated to the level of intimacy at outcome for both couples and each
gender. A summary of these correlations is presented in Table C-24, Appendix
c.

Further analyses were conducted to determine the impact of the self-
disclosure subscales on level of intimacy for each gender. For females, a
complete summary of the Pearson correlations can be found in Table C-25,
Appendix C. The one significant finding was that the females' self-rating of
apathy at intake was related to the females' level of intimacy at follow-up,
r (32)=.44, p <.01. This suggests that females were likely to report higher
levels of intimacy at follow-up if, at intake, they reported high levels of
apathy self-disclosure. A multiple regression analysis revealed that the
females' pretreatment level of intimacy accounted for 13% of the variance in
their own follow-up intimacy level, F (1,32) = 4.68, p <.05, and the female
self-rating of apathy disclosure accounted for 11% of the variance in their
own follow-up intimacy level, F (1, 31) = 4.69, p <.05. Thus, high levels of
female apathy self-disclosure was predictive of their own intimacy level at
follow-up. A summary of these analyses are presented in Table C-26, Appendix
c.

For males, a complete summary of the Pearson correlations is presented in
Table C-27, Appendix C. Results reveal that the males' level of intimacy at
posttreatment was related to intake measures of self-rating of happiness

self-disclosure, r (32)= .37, p <.05, and self-rating of depression self-
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disclosure, r (32)= .34, p <.05. This suggests that males were likely to
report higher levels of intimacy at posttreatment if, at intake, they reported
high ievels of happiness self-disclosure and high levels of depression self-
disclosure. Separate multiple regression analyses were conducted to ascertain
if these variables were predictive of males' posttreatment intimacy level
after contreolling for the males' pretreatment level of intimacy. The alipha
level was adjusted to reflect the number of multiple regression analyses ({(p
<.05/2 = .025). Results reveal that the males' self rating of happiness
disclosure, F (1,31) = 2.02 , p ».025, and the males' self rating of
depression disclosure, F (1,31) = 1.67 , p >.025, did not significantly add
to the prediction of intimacy outcome, A summary of these analyses is

presented in Table C-28, Appendix C.

Self-Disclosure and Tbe:ap_:‘ st :a::‘ng of imDIQHEmEDt

Analyses were conducted to determine the relation between self-disclosure
and therapists' rating of improvement for couples and each gender. The levels
of self-disclosure for couples, females and males were unrelated to

therapists' rating of improvement, as shown in Table C-19, Appendix C.
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Analyses were conducted to determine the association between trust and the
four criteria of outcome: marital satisfaction level, marital satisfaction

change scores, intimacy level and therapist rating of improvement,

Trust and Maxrital Satisfaction level

Analyses were conducted to determine the association between trust and the
posttreatment and follow-up levels of marital satisfaction. As can be seen in
Table 10, correlational analyses revealed that couples were more likely to be
maritally satisfied, if, at intake, a)} couples indicated high levels of trust,
r (32)=.37, p <.05, high lévels of perception of partner responsiveness,
r (32) = .35, p <.05, high levels of perception of partner dependability,
r {32)=.35, p <.05, and high levels of faith, r (32)=.40, p <.05; b) males
indicated high levels of trust, r (32)=.34, p <.05, and high levels of
confidence in conflict resolution, r (32)=.37, p <.05.; and c) females

indicated high levels of faith, r (32)=.39, p <.05.



Table 10

Posttreatment and Follow-up

o8

Couples Females = = Males
Variables Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
Couple
Mean Score .37% .27 .35% .12 .32 .39%
faith L41%* .35% .30 .13 .30 .23
concern .11 .12 .13 .04 .06 .18
dependability .35% .25 .28 .09 .27 .30
responsiveness .35% .24 .28 .12 .29 .31
conflict resolution .27 .15 .30 .07 .18 .19
Females
Total Score .28 .24 .31 .15 .21 .29
faith L309% A4 .34* .25 .37 .56%
concern .01 .01 .01 .01 .02 .04
dependability .27 .16 .32 .10 .18 .20
responsiveness .26 .23 .28 .18 .19 .23
conflict resoluticn .10 .03 .16 -.01 .02 .07
Males
Total Score L34% .23 .29 .06 .33 .37*
faith .31 .18 .19 .00 .36% .36%
concern .16 .16 .18 .07 .10 .23
dependability .18 .20 .09 .03 .23 . 35%
responsiveness .32 .17 .28 .03 .29 .30
conflict resolution .32 .22 .32 .15 .30 .27

Note: Time 2 = posttreatment Dyadic Adjustment score, Time 3 = follow=-up

Dyadic Adjustment score

* p <.05
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Separate regression analyses were conducted to assess the contribution of
these variables to the couples' posttreatment marital satisfaction level after
controlling for the pretreatment marital satisfaction level. The alpha level
was adjusted to reflect the number of analyses (p <.05/7 = .007). As can be
seen in Table 11, the pretreatment level of marital satisfaction accounted for
13 % of the variance in the posttreatment level of marital satisfaction,

F (1,32) = 4.65, p <.05. None of these variables significantly predicted the
couples' posttreatment marital satisfaction level beyond that attributable to

the couples' pretreatment marital satisfaction level.

Table 11
5 £ Multiple F . £ F 1est
Marital Satisf )

Variables cdas2 (DV) B B R sguare change
(incremental)

cdasl .35%* .548 .356 .13%

ffaith .40%* .537 .309 .08

cfaith .41* .55¢6 .304 .07

mconflict .37% .418 .248 .04

cdepend .35% .456 .1989 .03

cresponse .35%* .305 .219 .03

ctrust L37% .336 .475 .03

mtrust .34x% .078 .210 .03

Note: cdasl = couple's mean pretreatment dyadic ajdustment scale, cdas2 =
couple's mean posttreatment dyadic adjustment scale, cfaith = couple's mean
faith score, cdepend = couple's mean dependability score, cresponse = couple's
mean responsiveness score, ffaith = female's faith score, mtrust = male's
overall trust score, mconflict = male's confidence in conflict resolution
score, ctrust = couples' mean trust score

Separate regression analyses were conducted for each trust subscale

*p < .05 ** p<.05/7 = ,007
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The couples' follow-up level of marital satisfaction was related to the intake
measure of the couples' mean level of faith r (32)=,34, p <.05. and the
female's level of faith, r» (32)=.44, p <.05. Separate regression analyses were
conducted to assess the contribution of these variables to the couples’
follow-up marital satisfaction level after controlling for the pretreatment
marital satisfaction level. The alpha level was adjusted to reflect the number
of analyses (p <.05/2 = .025). As can be seen in Table 12, results revealed
that the couples's mean level of faith accounted for only 8% of the variance,
F (1, 31) = 2.80, p »>.025. The female's level of faith at intake accounted for
15% of the variance in the couple's follow-up outcome, F (1, 31) = 5.81,

p <.025. These results suggest that only the females' level of faith, prior to

onset of therapy, was a significant predictor of the couples' marital

satisfaction level at follow-up.

Table 12

. £ Multiple B . £ o ~ouples’ Follow- {ral
catisfact

Variables cdas3 (DV) B B R square change
{incremental}

cdasl .21 .335 .214 .05

ffaith .44% .735 . 416 L15%%

cfaith .35% .597 .321 .08

Note: cdasl = couple's mean pretreatment Dyadic Adjustment Scale score, cdas3

= couple's mean follow-up Dyadic Adjustment Scale score, £faith = female level

of faith, cfaith = couple mean level of faith

Separate regression analyses were conducted for each predictor variable

* p <.05, ** p <.05/2 = .025
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Rnalyses were conducted for individuals. For females, the female
posttreatment marital satisfaction level was related to a) the couples’ mean
trust level, r (32)=.35, p <.05, and b) the female level of faith, r (32) =
.34, p <.05. Separate regression analyses were conducted to determine if these
variables were predictive of the females' posttreatment marital satisfaction
level after contrelling for the females' pretreatment marital satisfaction
level. The alpha level was adjusted to reflect the number of analyses
{p <.05/2 = .025). As can be seen in Table 13, results revealed that the
females pretreatment marital satisfaction level accounted for 7 % of the
variance, F (1,32) = 2.54, p >.05, the couples' mean trust score accounted for
7% of the variance, F (1,31) = 2,49, p >.025, and the female level of faith
accounted for 7% of the variance F (1,31) = 2.44, p >.025. Thus, none of these
variables were significant in predicting the females' posttreatment marital

satisfaction beyond the females' pretreatment marital satisfaction level.

Table 13
satisfact I ]

Variables fdas2 (DV) B B R square change
(incremental)

fdasl .27 .312 271 .07

ffaith .34%* .520 .282 .07

ctrust . 35% .140 .285 .07

Note: fdasl

females' Dyadic Adjustment Scale score, fdas2

f

females'posttreatment Dyadic Adjustment Scale score, ffaith female level of

faith, ctrust = couple mean trust score
Separate regression analyses were conducted for each predictor variable

* p <.05, ** p <.05/2 = .025
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For males, the males' posttreatment marital satisfaction level was related
to the females' level of faith, r (32) = .37, p <.05, and the males' level of
faith, r (32) = .36, p <.05. As presented in Table 14, separate regression
analyses were conducted to assess the contribution of the females' and males'
level of faith in predicting the males' posttreatment marital satisfaction
after controlling for the males' pretreatment level of marital satisfaction.
The alpha level was adjusted to reflect the number of analyses (p <.05/2 =
.025). The males' pretreatment level of marital satisfaction accounted for 14
% of the variance in outcome, F (1,32) = 5.40, p <.05. The females' level of
faith accounted for 11% of the variance, F (1,31) = 4.58, p >.025, and the
males' level of faith accounted for 4% of the variance, F (1,31) = 1.57,

p >.025, in the males' posttreatment marital satisfaction level. Thus, none of
these variables was significant in predicting the males' posttreatment marital

satisfaction level.
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Table 14
catisfaction Level

Variables mdas2 {DV) B B R square change
{incremental)

mdasl .38* L4735 .380 L14%*

ffaith L3 .663 .334 .11

mfaith .36* .383 .232 .04

Note: mdasl = males' pretreatment Dyadic Adjustment Scale score, mdas2 =
males' posttreatment Dyadic Adjustment Scale score, ffaith = female faith
score, mfaith = male faith score

Separate regression analyses were conducted for each variable

* p <,05, ** p <.05/2 = 025

The males' follow-up marital satisfaction level was related to a) the

couples' mean trust score, r (32) = .39, p <.05; b) the females' level of
faith, x (32) = .56, p <.05; and ¢c) the males' trust score, r (32) = .37,
p <.05, d) the males' level of faith, r (32) = ,36, p <.05, and e} the males'
perception that his partner is dependable, r (32) = .35, p <.05. Separate

regression analyses were conducted contrelling for the males' pretreatment
marital satisfaction level. The alpha level was adjusted to reflect the number
of analyses (p <.05/5 = .01). Results revealed that the males’ pretreatment
level of marital satisfaction accounted for 4 % of the variance. The females'
level of faith accounted for 30% of the varijance, F (1,31) = 13.79, p <.01,
the couples' mean trust score accounted for 12% of the variance, F {1,31) =
4.37, p >.01, the males' trust score accounted for 11% of the variance in
outcome, F (1,31) = 3.85, p >.01, the male's perception of partner

dependability accounted for 10% of the variance in follow-up outcome,
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F (1,31)= 3.70, p »>.01, anc the males”™ level of faith accounted for 9% of the
variance, F (1,31) = 3.32, p >.0l. A summary of these analyses is presented in
Table 15. Thus, only the females' level of faith significantly predicted those

males who were most likely to be maritally satisfied at follow-up.

Table 15
Satisf . L )

Variables mdas3 (DV) B B R square change
{incremental)

mdasl .19 .220 .189 .04

ffaith .56% 1.017 .549 L30x*

ctrust .39% L1587 .401 .12

mtrust .37% .170 .428 .11

mdepend .35%* .614 .332 .10

mfaith .36% .537 .349 .08

Note: mdasl = males'pretreatment Dyadic Adjustment Scale score, mdas3 = males'
follow-up Dyadic Adjustment Scale score, mtrust = males' trust score, ctrust =
couples' mean trust score, ffaith = females' level of faith, mfaith = males'
level of faith, mdepend = males' perception of partner dependability

Separate regression analyses were conducted for each variable

* p <,05, ** p <.05/5 = .01

In summary, hypothesis 5 that higher levels of trust would be related to
higher levels of marital satisfaction was partially supported. First, couples
were more likely to be maritally satisfied at follow-up if, at intake, females

indicated a higher level of faith in their partner. Second, males were more
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likely to maritally satisfied at fellow-up if, at intake, females indicated a

higher level of faith in their partner.

| Marital Satisf . Gai

Analyses were conducted to determine the association between the level of
trust and marital satisfaction gains. As can be seen in Table 16, although the
couples' mean trust score is correlated with their marital satisfaction change
score in the hypothesized direction, it was not considered significant at the
.05 alpha level.

Additional Pearson correlation analyses were conducted to ascertain the
assoclation between the various trust subscales and the posttreatment and
follow-up marital satisfaction change scores for couples, females, and males.
The alpha level was adjusted (Bonferroni correction) to reflect the number of
Pearson correlation analyses (p <.05/18 = .0027). As can be seen in Table 1la,
although most of these correlations were in the hypothesized direction, there
were no significant findings.

In summary, hypothesis € that low levels of trust would be related to

marital satisfaction gains was not supported,
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Table 16

lari e { Mazital Satisfaction Ci :
Bosttreatment apd Follow-up

Couples Females Males
Variables Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
Couples
Mean Score -.05 -.13 .00 -.17 -.09 -.04
faith .09 .04 .03 -.10 .12 .17
concern -.25 -.21 -.17 -.23 -.24 -.12
dependability .05 .00 .13 -.03 ~.03 .04
responsiveness -.03 -.13 .03 -.14 -.089 -.08
conflict resolution -.12 -.22 -.03 -.22 -.16 -.15
Females
Total Score -.06 -.09 -.14 -.25 .04 .09
faith .16 .20 .01 -.05 .27 .38
concern -.23 -.19 -.30 -.30 -.08 -.02
dependability .01 -.08 .09 -.09 -.07 -.06
responsiveness -.03 -.05 -.16 -.21 .11 .13
conflict resolution -.19 -.24 -.19 -.33 -.12 -.07
Males
Total Score -.02 -.12 .13 -.06 -.17 .14
faith .01 -.10 .04 -.12 -.03 -.05
concern -.16 -.14 .01 -.08 ~-.28 -.16
dependability .07 .09 .10 .04 .02 .11
responsiveness -.03 ~-.1% .18 -.05 -.23 -.23
conflict resolution -.01 -.14 .14 ~.03 -.17 -.20

Note: das2 = posttreatment dyadic adjustment scors, das3 = follow~up dyadic
adjustment score, dast2 = posttreatment dvadic adjustment change scores, dast3

= follow-up dyadic adjustment change scores, * p <.05/18 = .0027
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Trust may be viewed as a pre-reguisite or moderating variable for success
in EFT rather than as a predicior variable. One manner of addressing this was
to have couples answer a categorical question about their trust towards their
partner, Couples who entered the study were asked: Do you trust your partner?
Yes or No ? Couples would then be categorized inte two groups for analysis.

Of the 34 couples included in the sample, there were 7 couples (20%) where
the male or female partner indicated a lack of trust in their partner prior to
onset of therapy. On the basis of the criteria of clinically significant
change, results suggest that couples with a partner who indicated a lack of
trust were less likely to be recovered and less likely to improve at
termination and follow-up compared with couples without a partner who
indicated a lack of trust. The percentages of those couples who recovered and
improved on the basis of pretreatment categorical trust are presented in Table
17. Moreover, the couple who exhibited the most deterioration (i.e., 10.5
point drop from mean pretreatment DAS score to mean follow-up DAS score) had
partners who both deteriorated independently at follow-up. For this couple,
their combined and individual trust score were all below the mean for the
sample's trust score and the male indicated a lack of trust in his partner. 1t
appears that the couple that exhibited the most deterioration indicated lower
levels of trust and had one partner who indicated a lack of trust on the

categorical measure.
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Table 17

Percoentage of Categorical Trust Couples who Recovered and Improved

Bosttreatment Follow-up
a b a b
Recovered Inproved Recovered Inproved
No-Trust 14.3 & 57.1 % 57.1% 57.1 %
(N = 7)
Yes-Trust 58.2 % 85.2% 74.0 % 88.8%
(N = 27)

Note: a = Couple Mean Dyadic Adjustment Scorxe > 101, b = Couple Mean Dyadic

Adjustment Change Score > 5

Ixust and Intimacy Level

Analyses were conducted to determine the association between trust and
intimacy levels at termination and follow-up. As can be seen in Table C-29
Appendix C, the couples' termination intimacy level was correlated with a) the
couples’® mean pretreatment trust score, r (32)=.39, p <.05, and the couples'
level of faith, r (32)=.42, p <.05; b) the females' level of faith,
r (32)=.38, p <.05; and ¢) the males trust score, r (32)=.41, p <.05, the
males' level of faith, r (32)=.35, p <.05, and the males' perception of
partner responsiveness, r (32)=.42, p <.05. Multiple regression analyses were
conducted to assess the contribution of these variables after controlling for
pretreatment intimacy level. The alpha level was adjusted to reflect the
number of analyses
(p <.05/6 =.008). The couples' pretreatment level of intimacy accounted for
36% of the variaznce in their posttreatment intimacy score, F (1,32) = 18.2,

p <.001. None of these variables were significant in predicting posttreatment
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intimacy level beyond that of pretreatment intimacy level: couples' mean trust

level, F (1,31) = .054, p >.008, couples' mean level of faith, F (1,31) =

1.03, p ».008, females' level of faith, F (1,31) = .B61, p >.008, males' level
of trust, F (1,31) = .000, p >.008, males' level of faith, F (1,31) = .038,
p >.008, and males' perception of partner responsiveness, F (1,31) = .000,

p >.008. A summary of these results is presented in Table C-30, Appendix C.
The females' posttreatment intimacy level was related to the intake
measures of the couples' mean trust score, r (32)=.34, p <.05, the males’
trust score, r (32) =.35, p <.05, and the males' perception of partner
responsiveness, r (32) =.38, p <.05. Separate multiple regression analyses
were conducted to assess the contribution of these variables after controlling
for pretreatment intimacy level. The alpha level was adjusted to reflect the
number of analyses (p <.05/3 = .016). The females' pretreatment level of
intimacy accounted for 13% of the variance in their posttreatment intimacy
score, F (1,32) = 4.76, p <.05. None of these variables were significant in

predicting posttreatment intimacy level beyond that of pretreatment intimacy

level: couples' mean trust level, F (1,31) = .68, p ».016, males' level of
trust, F (1,31) = 1.28, p >.016, and males' perception of partner
responsiveness, ¥ (1,31} = 2.29, p >.016. A summary of these analyses are

presented in Table C-31, Appendix C.

The males' posttreatment intimacy level was related to the intake measures
of the couples' mean level of faith, r (32)=.39, P <.05, and the males' trust
score, r (32)=.35, p <.05. Regression analyses were conducted to assess the
contribution of these variables after controlling for pretreatment intimacy
level, The‘alpha level was adjusted to reflect the number of analyses
{p <.05/2 = .025). The males' pretreatment level of intimacy accounted for 36%
of the variance in their peosttreatment intimacy score, F (1,32) = 18.21,

p <.001. None of these variables were significant in predicting posttreatment

intimacy level beyond that of pretreatment intimacy level: couples' mean level
of faith, F (1,31) = 2.08, p >.025, and males' level of trust, F (1,31) = .03,
p >.025, These analyses are presented in Table C-32, Appendix C.

The males' follow-up intimacy level was related to the intake measures of
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the couples' mean level of faith, r (32)=.4%, p <.05, the females' level of
faith, r (32)=.45, p <.01, and the males perception of partner dependability,
r {32)=.42, p <.05. Regression analyses were conducted to assess the
contribution of these variables after controlling for pretreatment intimacy
level. The alpha level was adjusted to reflect the number of analyses

(p <.05/3 = .016). The males® pretréatment level of intimacy accounted for 26%
of the variance in their posttreatment intimacy score, F (1,32) = 11.26,

P <.0l1. The females' level of faith accounted for 13% of the variance,

F (1,31) = 6.67, p <.016, the males' perception of partner dépendability
accounted for 12% of the variance, F (1,31) = 5.80, P >.016, and the couples'
level of faith accounted for 6% of the variance, F (1,31) = 2.%7, p >.016.
Thus, only the females' level of faith significantly predicted those males who
were likely to have the highest level of intimacy at follow-up. A summary of

these analyses are presented in Table C-33, aAppendix C.

. . £ s

Analyses were conducted to determine the association between the general
level of trust for couples and individuals and therapist rating of
improvement. As can be seen in Table C~19 Appendix C, although the Pearson
correlations between the couple's and female's level of trust and therapist
rating of improvement are in the hypothesized direction, none of the

correlations were significant.

{ation 1 " L al14 Level

Given the strong evidence regarding the alliance score as a predictor of
outcome in EFT, analyses were conducted to determine which couples established
a strong alliance. First, analyses were conducted to determine the association
between the pretreatment level of distress and the alliance score. The
pretreatment level of marital satisfaction was not significantly related to

the couples' alliance level, r (32)= -.00, p >.05. This suggests that the
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pretreatment level of marital distress does not hinder or facilitate the
development of an alliance with the therapist. Second, analyses were conducted
to determine the relation between the predictor variables and the alliance
level. Pearson correlation analyses revealed that the couples' pretreatment
mean trust score was related to the level of alliance, r (32)=.36, p <.05,
Regression analyses were conducted to assess the contribution of trust to the
alliance level. Trust accounted for 13% of the variance in the couples'
alliance level, F (1,32) = 4.43, p <.05. It was then observed that the
couples' mean level of self-disclosure was significantly related to the
couples' alliance level when combined with trust. Consequently, the couples'
mean level of self-disclosure was then added to the prediction equation to
determine its contribution beyond that of trust. The couples' mean level of
self-disclosure accounted for 12% of the variance in the alliance level,

F (2,32) = 4.62, p <.05. The combination of trust and self-disclosure
accounted for 24% of the variance in the couples' alliance level, F (2,32) =
4,79, p <.05, with trust positively related to alliance and self-disclosure
negatively related to alliance. These results suggest that couples with high
levels of trust and low levels of self-disclosure, prior to onset of therapy,
were more likely to establish high levels of a therapeutic alliance after the

third session. A summary of these analyses is presented in Table 18.



Table 18

Multiole R . £ Trust | Self-piscl ~ouples® AlLi ) .

Variables calnce B R scuare change
{incremental)
ctrust .353 .13=*
cselfd -.11 -.400 L12%
Intercept = 164.05
Multiple R = ,49
R square = .24
Adjusted R sguare = .19

Note: calnce

Standard Error = 15.6

* p <,05

couples' alliance level at end of third session, ctrust =

couples' mean trust score, cselfd = couples mean self-disclosure score,
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CHAPTER V: DISCUSSION

The purpose of this study was to select relationship variables that would
be predictive of outcome in an empirically validated dynamic/experiential
approach te marital therapy. Such studies have recently been called for in
order to facilitate matching of clients to optimal intervention strategies in
both individual therapy (e.g. Beutler, 1979; Beutler & Mitchell, 1981;
Beutler, 1983; Calvert et. al., 1988B) and marital therapy (e.g. Jacobson,
1984; Jacobson, Follette & Elwood, 1984; Baucom & Hoffman, 1986; Snyder,
Mangrum, & Wills, 1993:; Alexander, Holtzworth-Munroe, & Jameson, 1994). Within
marital therapy, previous predictor/outcome studies have selected variables eon
the basis of demographic characteristics or general observations of distressed
couples without regard to the theory or intervention strategies of the
particular therapeutic approach used to treat couples in the study. Moreover,
most of the previous studies focused on outcome in behavioral marital therapy
(BMT) . Thus, with the exception of one study (Snyder, Mangrum, & Wills, 1993),
there has been a dearth of research examining relationship variables that are
theoretically and clinically significant in influencing outceme in empirically
validated non-behavioral approaches to marital therapy. This study also
attempted to select variables that would appear to be essential to the
development and maintenance of intimate relationships. The study included the
use of statistically reliable analyses for assessing the impact of predictor
variables on outcome, an implementation checklist of the EFT intervention, and
follow-up testing.

it was hypothesized that higher levels of attachment, self-disclosure and
trust would be related to higher levels of marital satisfaction at
posttreatment and follow-up. It was also hypothesized that lower levels of
attachment, self-disclosure and trust would be related to marital satisfaction
gaiﬁs at posttreatment and follow-up. Additional hypotheses were proposed that
higﬁei.levels of attachment, self-disclosure and trust would be related to

higher levels of intimacy at posttreatment and follow~up and that lower levels
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of attachment, self-disclosure, and trust would be associated with higher
therapist ratings of improvement.

This section will first summarize the results of this study. A discussion
of the results of this study in terms of demographic characteristics,
therapeutic alliance, treatment effects, predictor variables, conclusions,

limitations of this study, and suggestions for future research will follow.

Summary of Results

In general, preliminary results suggested that the measures used to assess
the independent and dependent variables were reliable and therapists were
successful in implementing EFT according to the treatment manual.
Unexpectedly, analyses assessing the association between demographic
characteristics and outcome revealed that o}der males at intake were likely to
be maritally satisfied at follow-up and were likely to make the largest gains
in marital satisfaction at posttreatment and follow-up.

Another finding was that the therapeutic alliance predicted the couples'
level of marital satisfaction and intimacy at both posttreatment and follow-
up, the gains in marital satisfaction, and the therapists' rating of
improvement. Another significant finding with respect to therapeutic alliance
and outcome is that the Task subscale on the alliance measure, which measures
the couple's perception that the therapist was helpful and that the
therapeutic tasks were relevant to their presenting concerns, was most
significantly predictive of outcome. It appears that the couples’ degree of
improvement was related to their perception of the appropriateness of EFT
tasks for their particular problem. Post-hoc analyses were undertaken to
identify the predictors of the alliance. Couples with higher levels of trust
for each other at intake were likely to establish a higher level of alliance
with their therapist. Moreover, couples with higher levels of trust wheo also
indicated lower levels of self-disclosure were the most likely to establish a

higher alliance level.
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There were two primary criteria of clinically significant change in this
study: recovery and improvement. Jacobson & Truax's (1991) criteria for
clinically significant change was utilized in order to determine recovery and
improvement following EFT. In general, to be considered recovered in this
study, couples and individuals must have obtained a score at or above 101 on
the Dyadic Adjustment écale. Results revealed that 17 couples (50%) can be
classified as recovered or maritally satisfied at posttreatment and 24 couples
(70%) can be classified as recovered or maritally satisfied at follow-up.
Second, to be considered to have improved following EFT, couples and
individuals must have obtained at least a 5 point difference on the Dyadic
Adjustment Scale from pretreatment to posttreatment and follow-up. Results
revealed that 27 couples (79%) in this study can be considered to have
exhibited a clinically significant improvement at termination and 28 couples
{82%) can be considered to have exhibited a clinically significant improvement
at follow-up. Thus, the results of this study suggest that EFT, in general,

was effective in alleviating marital distress in this study

Marifal Satisf . 1 ]

Couples who were most likely to be maritally satisfied at termination
indicated a higher level of couple-therapist alliance at the end of the third
session. Couples who were most likely to be maritally satisfied at follow-up
consisted of: a) females who indicated a higher level of faith in their
partner at intake, and b) partners who indicated a higher level of therapeutic
alliance at the end of the third session.

For individuals, males who were most likely to be maritally satisfied at
termination were, at intake, most likely to engage in a higher level of
proximity-seeking. Males who were most likely to be maritally satisfied at
follow-up were older and were with females who indicated a higher level of

faith in their partner at intake,
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Couples who were most likely to make the largest gains in marital
satisfaction at termination indicated a higher level of therapeutic alliance
by the end of the third session. Couples who were most likely to make the
largest gains in marital satisfaction at follow-up: a) indicated a lower level
of marital satisfaction at intake, b) consisted of males who indicated a lower
level of use of attachment figure at intake, and c) indicated a higher level
of couple-therapist alliance at the end of the third session.

For individuals, males whe were most likely to make the largest gains in
marital satisfaction at termination were older and had been rated as being
less emotionally expressive by their partner at intake. Males who were most
likely to make the largest gains in marital satisfaction at follow-up were

older at intake.

. Level and Ti : . e 1

There were two additional criteria of outcome: intimacy level and therapist
rating of improvement. Results revealed four significant predictors of the
level of intimacy. First, the couple's general level of intimacy at intake was
the strongest predictor of the couple's general level of intimacy at follow-
up. Couples with a higher level of intimacy at intake tended to have a higher
level of intimacy at follow-up. Second, couples who established a higher level
of alliance with the therapist by the end of the third session tended to show
a higher level of intimacy at follow-up. Third, one aspect of trust, the
females' level of faith significantly predicted those males who were likely to
have the highest level of intimacy at follow-up. Fourth, the females' level of
apathy self-disclosure at intake significantly predicted her follow-up level
of intimacy.

The fourth criteria cf ocutcome was the therapist rating of improvement at

posttreatment. There was only one significant predictor of therapist rating of
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improvement., Couples who had established a higher level of alliance by the end
of the third session were most likely to have been rated as improved by

therapists.

I hic Cl -

Although demographic characteristics were not expected to influence
outcome, there was one significant finding. The males' age was significantly
related to their marital satisfaction level and marital satisfaction change
scores suggesting that older males benefited the most in EFT.

One possible explanation for this finding is that it is at midlife that
many males discover the importance of connection and intimacy in their marital
relationships (Levinscon, 1977). In young adulthood, males measure their
masculinity largely on the basis of successful competition and career
advancement. However, in midlife, sex-role standards for many males give much
greater weight to the development of interpersonal skills, the establishment
of intimacy and a focus on the present instead of a constant striving for the
future. From this perspective, older males are more likely to be internally
aware and more willing to establish deeper levels of intimacy with others than
younger males (Levinson, Darrow, Klein, Levinson, & McKee, 1976; Pleck, 1976;
Brim, 1976; Barrows & Zuckerman, 1976). Older males' increased knowledge of
and sensitivity to their inner self and outward behaviors in intimate
relationships may be related to the males' ability and desire to engage
emotionally in the therapeutic process and in interactions with their partner.
Older males may then experience less anxiety at the prospect of becoming
emctionally engaged in a therapeutic approach that emphasizes the exploration
and expression of emotional needs and feelings and the fostering of an
emotional bond between partners,

The finding that the males' age was positively related to outcome in EFT is
in contrast to the finding in the research literature that age was negatively
related to ocutcome in BMT (Baucom & Hoffman, 1986; Jacobson & Addis, 1993).

The results of this study combined with previous research suggest that a



skills exchange orientation may be more relevant for couples containing
younger males who are more likely to exhibit an instrumental orientation
whereas an emoticnally focused approach may be more relevant for couples
containing older males who are more likely to exhibit an expressive
orientatien.

It is important tc note, however, that due to the presence of inconsistent
findings in the research literature with respect to age and marital therapy
outcome, replication of these results is needed before conclusions can be made

regarding the association between males' age and outcome in EFT.
T4 £4 113

Although the level of couple-therapist alliance was not expected to
influence outcome in EFT due to the lack of evidence in data collected in a
previous study (Greenberg & Johnsen, 18%88), a strong, secure bond with the
therapist is assumed to be crucial for engagement in the therapeutic tasks in
this approach and in experiential therapies in general (Greenberg, Rice, &
Elliot, 1993). There are two major tasks in EFT. One is to access emotions.
The therapist uses various interventions such as empathic reflection and
evocative responding to facilitate a reprocessing of key emotional
experiences. A second major task in EFT is the enactment of new interactions
such as the expression of previously disowned emotional needs and desires. The
fact that the overall alliance level was significantly related to outcome
confirms the EFT assumption that the more couples perceived their therapist as
a caring, understanding and trustworthy individual, the more likely they were
to emotionally engage in the therapeutic process and thus, to benefit from
EFT.

A second finding with respect to the therap;utfrﬂalliance was that the Task
subscale on the alliance measure was most significantly related to outcome.
This suggests that the more the couple perceived the therapeutic tasks as

being relevant to their problems, the more likely they were to be maritally
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satisfied at the end of treatment, Because it is assumed in EFT that the most
appropriate manner of conceptualizing intimate relationships is that of an
intimate bond, the therapeutic tasks focus on validating each individual's
need for closeness, emotional contact, and security. Thus, the results of this
study suggest that the more the couple perceived the exploration of emotional
experience and the validation of attachment needs as being relevant to their
problems, the more likely they were to be maritally satisfied following EFT.

The strong finding with respect to the relation between alliance and
outcome in this study is consistent with previous research suggesting that
patient involvement, a key factor in the therapeutic alliance, is related to
cutcome in individual therapy (e.g. Gomes-Schwartz, 1978; Orlinsky & Howard,
1986; Windholz & Silberschatz, 1988; Luborsky, Crits-Christoph, Mintz, &
Auerbach, 1988). There have also been three studies that assessed the relation
between the therapeutic alliance and marital therapy outcome (Holtzworth-
Munroe, Jacobson, DeKlyen, & Whisman, 1989; Heatherington & Friedlander, 1990;
Bourgecis, Sabourin, & Wright, 1990),

In one study assessing the association between therapeutic¢ alliance and
marital therapy outcome, Holtzworth-Munroe et. al. (1989) reported that
therapists' and spouses' ratings of positive client behaviors (i.e.
collaboration, active participation and homework compliance), were related to
outcome in BMT. Couples with a higher level of marital satisfaction at
posttreatment were rated by therapists and perceived themselves as being
highly cooperative and active in the therapy sessions and compliant with
respect to homework assignments.

It is important to note that the measure used to assess the therapeutic
alliance in the Holtzworth-Munroe study was different from the one used in the
present study. For example, the Holtzworth-Munroe study assessed the couples’
level of cooperation, compliance, and active participation whereas the present
study assessed the quality of the relationship between the couple and
therapist such as the couple's perception that the therapist was understanding
and caring, that the tasks within therapy were relevant to presenting concerns

and that there was agreement between couple and therapist on goals of therapy.
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It is peossible that a specific kind of alliance may be a pre-requisite for
successful outcome in BMT compared to EFT. For example, successful outcome in
BMT may be partly a function of the level of cooperation between couple and
therapist and/or the level of compliance on the part of the couple whereas
successful ocutcome in EFT may be partly related to the development of a safe,
accepting and trusting relationship between couple and therapist.

The other two studies employed the same measure of the alliance as the one
used in the present study. In one study, Heatherington & Friediander (1990)
assessed the relation between alliance and the couples' perception of the
quality of the therapy session immediately following the third to the sixth
sessions. The one significant finding was that the Task subscale, which
measures the couple's belief in the therapist's ability to understand them and
be helpful, was correlated significantly with the couples' perception that the
session had been valuable. In the other study, Bourgeois, Sabourin, and Wright
(1990) assessed the relation between the therapeutic alliance after the third
session and outcome for couples involved in a behavioral-humanistic marital
therapy group. After controlling for pretreatment marital satisfaction scores,
the alliance was unrelated to cutcome for females and was very modestly
related to outcome for males, accounting for 3 to 10% of the variance across
different outcome measures.

There is some evidence then that a good therapeutic alliance is predictive
of outcome in marital therapy. Moreover, there is evidence that the couple's
belief that the therapeutic tasks were relevant and that the therapist was
able to understand them and be helpful may be the most important factor in
establishing a good working relationship. It can be argued that couples who
were most cooperative and compliant in the BMT study (Holtzworth-Munroe et.
al., 1989) may have viewed the therapeutic tasks as highly relevant to their
particular problems. Thus, the extent of change in a couple's marital
satisfaction level following marital therapy may be due in part to the
couples' perception concerning the appropriateness of the therapeutic tasks to

their specific problems.
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Due to the strong association between alliance and outceme in this study,
additional analyses were undertaken to identify if any of the variables at
intake were predictive of the alliance level. The couple's level of trust at
intake accounted for 12% of the variance (p <.05) in their alliance level by
the end of the third session. It may be that couples with higher levels of
trust at intake were more likely to risk becoming emotionally vulnerable, meore
likely to have faith that their partners would be responsive to the disclosure
of emotional needs and thus, were more likely to become involved in the
therapeutic process.

There are several difficulties interpreting the association between the
therapeutic alliance and outcome. One is that a strong alliance by the end of
the third session may be an early outcome of successful therapy {(Stiles,

1988). It may be that, due to improvement very early in treatment, some
couples may be able to form a stronger therapeutic alliance or engage in
deeper self-exploration.

A second problem in explaining the strong relationship between alliance and
outcome is the potential presence of other factors that promote a strong
therapeutic alliance between client and therapist (Stiles, 1988). For example,
Stiles (1988) suggests that the level of an individual's interpersonal skills
may effect that individual's ability to develop a good working alliance with a
therapist. It may be that a high level of social skills is necessary for
forming positive relationships with others, including therapists. Thus,
couples with strong interpersonal skills may be at an advantage in being able
to quickly form a strong bond with their therapist.

A third problem with the interpretation of the association between
therapeutic alliance and outcome is therapist responsiveness (Stiles, 1988).
The strength of the therapeutic alliance may be due to the therapist's ability
to adapt te the specific requirements of each couple. A therapist who is
flexible and able to reframe the couple's problems in such a manner that the
couple perceives the therapeutic tasks as being relevant and appropriate in
resolving their issues will most likely be successful in establishing a strong

therapeutic bond. Thus, a therapist's specific skills in responding to the



particular needs of a couple may irnfluence the gquality of the therapeutic
alliance.

A final difficulty with the notion of therapeutic alliance is that, as
suggested by the developers of the alliance measure used in this study (Pinsof
& Catherall, 1986), the original framework for viewing the alliance in
individual therapy research may be problematic when transfered to marital
therapy research due to the presence of many more variables. For example, in
individual therapy, there are client variables, therapist variables, and the
client-therapist interaction variables. In contrast, within marital therapy,
there are self, partner, and couple interaction wvariables as well as self-
therapist, partner-therapist and couple~-therapist interaction variables,
Moreover, the relevancy and the kind of therapeutic alliance may be different
in individual therapy compared to marital therapy. For example, the
establishment of a good therapeutic alliance may have more of an impact on
outcome in individual therapy compared to marital therapy. Thus, the notion of
the therapeutic alliance in marital therapy needs to be further delineated and
refined.

In conclusion, previous research has suggested that the therapeutic
alliance is significantly related to outcome in individual and marital
therapy. The theory of EFT and the results of this study suggest that the
therapeutic alliance is particularly important in EFT. The question of whether
the therapeutic alliance is best viewed as a non-specific factor that is
fundamentally important in all therapies or is particularl& important in
experiential therapies, such as EFT, where the client is asked to engage in
processes such as emotional exploration and disclosure, is an interesting ane.
Unfortunately, the results of this study are insufficient to answer this
question. Future research is needed to determine what level and what kind of
therapeutic alliance is desirable for successful ocutcome in specific

therapeutic approaches.



133
~linical T t Effects

In this study, utilizing Jacobson & Truax's (1991) criteria for assessing
posttreatment marital satisfaction levels, 17 couples (50%) could be
classified as recovered or maritally satisfied at termination and 24 couples
{70%) could be classified as recovered or maritally satisfied at follow-up.
This finding suggests that EfT was successful in treating the majority of
couples in this study. By comparison, in a review of couple therapy research,
Jacobson & Addis (1993) concluded that only 50% of couples were happily
married following therapy. These researchers based their conclusion on a
number of studies of which the majority were studies assessing outcome in BMT.
In this respect, the results of this study were above the ocutcome norms for
BMT.

A second issue with respect to clinical treatment effects is the effect
size. In this study, the follow-up treatment effect was calculated to be 1.26.
In a recent review of the clinical treatment effects of EFT, Johnson &
Greenberg (1994) reported that the effect sizes range from .85 to 2.19 with an
average effect size across studies being 1.4. Thus, the effect size for the
present study is within the norm for EFT. In addition, the positive clinical
treatment effects were obtained with a smaller number of sessions (12) than
the optimal number of sessions (20) that have been recommended for EFT
(Greenberg & Johnson, 1988). Moreover, the effect size in this study compares
favorably to effect sizes reported for behavior exchange therapies (.78,
Hahlweg & Markman, 1988) and behavior exchange plus skills training therapies
(1.00, Shadish et. al., 1994}.

A third issue with respect to treatment effect is the impact of the
pretreatment marital satisfaction level on outcome. In this study, the
couples' pretreatment level of marital satisfaction accounted for 12% of the
variance (p <.05) in the couple's marital satisfaction level at rosttreatment
and only 4% of the variance in the couple's marital satisfaction level at
follow-up. These small percentages are in contrast to those found by Jacobson,

Follette and Pagel (1986) in a major study assessing outcome in BMT. Jacobson
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and his colleagues found that the couples' pretreatment marital satisfaction
level accounted for 37 % of the variance (p <.00l) in the posttreatment
marital satisfaction level and 30% of the variance (p <.001) in the follow-up
marital satisfaction level. In another study assessing outcome in BMT, the
couples' pretreatment marital satisfaction level accounted for 28 % of the
variance in the posttreatment marital satisfaction level and 46% of the
variance in the follow-up marital satisfaction level (Whisman & Jacocbson,
1990). This comparison indicates that the couples' pretreatment marital
distress level may be more of a factor in predicting outcome in BMT than EFT.
This comparison suggests that BMT may be most appropriate for mildly
distressed couples whereas EFT may be indicated for a wider variety of
maritally distressed couples. However, it should be noted that this comparison
is based on only one EFT study with a sample of 34 couples. Replication of
these results would be needed before strong conclusions can be made.

A third issue with respect to treatment effect is the classification of
couples on the basis of degree of pretreatment marital distress. In
classifying couples into three categories of distress, a smaller percentage of
couples who were classified as severely distressed were likely to be
classified as recovered following therapy compared to those couples classified
as moderately or mildly distressed (The follow-up marital satisfaction means
for severely, moderately, and mildly distressed couples were 103.5, 108.1, and
109.5, respectively). The results of this study are consistent with other
research suggesting that severely distressed couples are less likely to be
recovered or maritally satisfied following behavioral and insight-oriented
marital therapy (Baucom & Hoffman, 1986; Jacobson & Addis, 1993; Snyder,
Mangrum, & Wills, 1993). However, those couples classified as severely
distressed were most likely to improve following EFT. It appears that although
highly distressed couples are less likely to be recovered following therapy,
they are most likely to benefit from EFT. It may be that severely distressed
couples simply require more treatment sessions than the number of sessions

that are currently provided in research studies. For example, in this study,
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couples were provided with 12 sessions of EFT. This number is lower than the
optimal number of sessions (20) recommended by Greenberg and Jchnson (1988).
Thus, there is the possibility that the most severely distressed couples
require more therapy sessions in order to become maritally satisfied. On the
other hand, severely distressed couples may also reguire specific
interventions that have not been fully developed at this point. The findings
of this study together with previocus studies suggest that the marital therapy

field needs to focus on the successful treatment of severely distressed

couples.

The first hypothesis that couples with a higher level of attachment
security at intake are most likely to indicate higher levels of marital
satisfaction at posttreatment and follow-up was not supported. These results
suggest that the assessment of the overall level of attachment security
between partners does not predict who will be maritally satisfied following
EFT. There are two possible explanations for the lack of significant findings.
One possible explanation is that couples with varying levels of attachment
security at intake are equally likely to be maritally satisfied following
marital therapy. It may be that EFT is particularly effective in increasing
the level of accessibility and responsiveness between partners and thus,
restructuring the emotional bond between partners regardless of how insecurely
attached couples were at intake.

An alternative explanation for the lack of significant findings is that the
measure of the overall attachment security may not be particularly useful in
predicting outcome in EFT. It is possible that specific attachment dynamics
both within and between individuals may be more predictive of outcome in EFT
than the general level of attachment security in the relationship. For

example, four attachment styles have recently been empirically differentiated
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in adults: secure, preoccupied, avoidant fearful, and avoidant dismissive
{(Bartholomew & Horowitz, 1991; Whiffen, Thcmpson, Blain, & Johnson, 1993).
Thus, it may be that specific attachment styles rather than an overall measure
of attachment security may be related to couples' responses to marital
therapy. Future research attempting to determine an association between
particular attachment styles and outcome in EFT is suggested.

The second hypothesis that couples with a lower level of attachment
security at intake are most likely to make the largest gains in marital
satisfaction was not supported. However, post-hoc analyses suggest that
couples who were most likely to make the largest gains in marital satisfaction
consisted of males who indicated a reluctance to seek their partner for
emotional support and contact at intake.

The fact that couples who made the largest gains in marital satisfaction
consisted of males who were less likely to seek their attachment figure for
emctional comfort and suppert is consistent with the EFT assumption that
maritally distressed individuals are emotionally isolated and alienated from
each other and tend to have an insecure bond. There is research evidence that
confirms this EFT assumption. In a study of married couples, the more likely
males were to seek their partner for emotional comfort and suppert, the higher
the level of marital satisfaction for both partners (Kocbak & Hazan, 19%91).
Moreover, Kobak and Hazan found that males who indicated that they perceived
their partner as being available and responsive and who indicated that they
were able .o valy on their partner were more likely to be maritally satisfied.

These males who were reluctant to rely on their partner were encouraged by
the EFT therapist to express unacknowledged feelings and to turn to their
partners for feassurance and support as an alternative to emotional
disengagement. In EFT, it is assumed that emotionally withdrawn males’
emotional self-disclosure evokes a more understanding, responsive and caring
position from their partners and that this increased responsiveness from their
partner further facilitates and reinforces an increase in emotional self-

disclosure, trust and intimacy. These findings support the assumption within
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EFT that an increase in each partners' emotional accessibility, availability
and responsiveness will facilitate a more intimate bond and thus, increased
marital satisfaction. It appears that females became more maritally satisfied
in having their male partners increase their willingness to turm to them for
comfort, support, and reassurance. This 1s consistent with observations in the
research literature that maritally distressed females typically desire more
closeness from their partners (e.g. Jacobson & Margolin, 1978; Peterson, 1379;
Notarius & Pellegrini, 1987; Schaap, Buunk, & Kerkstra, 1988).

One possible explanation for the lack of significant findings with respect
to the association between the females' overall attachment level and outcome
is that the female level of attachment displayed significant positive kurtosis
{2.81) when alpha was at the .01 level but not at the .001 level. This
suggests that the range of female scores on the attachment measure was limited
(i.e too many cases close to the mean). Thus, it is possible that either the
attachment measure was limited in differentiating females with respect to
attachment levels or that there was little difference in the females' level of
attachment prior to therapy.

In summarizing the findings with respect to attachment, it appears that the
overall level of secure attachment and the various factors underlying a secure
attachment were not significant in predicting those couples who were most
likely to be maritally satisfied following EFT. However, couples who made the
largest gains in marital satisfaction at follow-up were couples with male
partners who were reluctant to seek their partner for support and reassurance
at intake.

Self-Pisclosure

Hypothesis three, that couples with a higher level of self-disclesure are
most likely to be maritally satisfied was not supported. In fact, the couples'
overall level of self-disclosure at pretreatment was not significant in
predicting any of the four criteria of outcome: level of marital satisfaction,

gains in marital satisfaction, level of intimacy, and therapist rating of
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improvement. Moreover, the expression of specific positive and negative
emotions, with the exception of apathy, was unrelated to outcome. This
suggests that the asszessment of the couple's general level of self-disclosure
as well as the disclosure of specific emotions in couples was not a useful
predictor of outcome in EFT.

One explanation for the lack of findings is that EFT may be ecually
effective for emoticnally expressive and inexpressive couples. In working with
an inexpressive couple, for example, an EFT therapist would focus on reframing
both partners' defensive, inexpressive, and withdrawing behaviors as an
indication of their reluctance to express unmet needs for intimacy and contact
and the concomitant feelings associated with these unmet needs such as anger
and/or fear. The assumption within EFT is that the therapist's encouragement
of the expression of previously unexpressed emotions for such couples
facilitates bonding and the growth of intimacy so that both partners become
more accessible and responsive to one another. For an inexpressive couple
then, their level of success may have been dependent upon the EFT therapist's
ability to create a safe and accepting atmosphere that would be conducive to
the exploration and expression of previously unacknowledged emotions. The EFT
process, when successful, can be very dramatic and empowering for emotionally
inexpressive partners.

The lack of findings with respect to affective self-disclosure could also
be taken as evidence that EFT is equally effective for those couples
expressing high and low levels of both positive and negative emotions. For
example, an EFT therapist helps a blaming, hostile, angry partner to access,
acknowledge and express a longing for comfort and reassurance in such a way és
to evoke a positive response from his/her partner. In this manner, the EFT
therapist attempts to access the primary emotion of fear underlying the
expression of a secondary emotion such as anger. The lack of findings with
respect to negative emotions and outcome is in contrast to research suggesting
that higher levels of negative affect at intake has been found to be

associated with poor outcome in BMT (Hahlweqg et. al., 1984; Bennun, 1985;
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Snyder, Mangrum, & Wills, 1993), which does not specifically address affect.
In this regard, it may be that EFT is the treatment of choice for couples
exhibiting a high level of negative affect. However, a comparison between this
study and others is limited since the scale used toc measure affect in this
study was different from other studies and lacked a composite score of
negative emotions. Further research is needed to duplicate EFT's success with
couples who exhibit high levels of negative affect and low general levels of
self-disclosure.

The lack of findings with respect to positive feelings and outcome is
consistent with research that suggests that positive affect had not been
useful in discriminating satisfied from dissatisfied couples (Gottman, 1879).
Moreover, in one study, a high level of female "positive verbal behaviors"™,
defined by level of agreement, approval and humour, was associated with the
deterioration in the level of marital satisfaction over a three year time span
for both partners (Gottman & Krokoff, 1989). It may be that the expression of
positive feelings by distressed females is not congruent with their inner
feelings and/or is perhaps viewed with suspicion by their partners. In
addition, another study has found that high levels of positive communication
behaviors following BMT was associated with the likelihood of a couple
separating three years later (Baucom & Mehlman, 1984), underlining the
difficulty in predicting successful outcome from positive communication
between partners. It may be that negative affect has a more powerful impact on
marital satisfaction than positive affect and that the ratio of positive to
negative feelings is most important in determining marital satisfaction
(Gottman, in press).

Another possible explanation for the lack of findings may be that a simple
pesitive/negative emotion categorization is insufficient for increasing our
understanding of the intricate dynamics of intimate relationships (Gottman, in
press). The presence of positive and/or negative affect between partners may
be symptoms of more fundamental, underlying perceptions that partners have of
each other, their relationship, and/or intimate relationships in general.

Taken together, the results of this study suggest that outcome in EFT is more
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a function of the ability and willingness of partners to become involved in
the therapeutic process rather than their history of affective self-
disclosure.

There were two significant findings with respect to self-disclosure. First,
males who were rated by their partners as being less emotionally expressive
made the largest gains in marital satisfaction at posttreatment. This suggests
that EFT may be particularly indicated for men who are highly inhibited in
expressing their emotions. One possible explanation for this finding is that
EFT views marital distress in terms of the degree of alienation, isolation and
emotional deprivation that each partner experiences in the relationship as a
result of the inability to satisfy normal needs for contact and intimacy.
Thus, the EFT process encourages partners to express emotional needs and to
become more accessible and responsive to each other's needs. Results suggest
that, through the process of EFT, emotionally inhibited males began to express
previously unacknowledged emotions, to turn to their partner for emotional
support and contact, and thus to become more maritally satisfled. Consistent
with this assumption is research evidence suggesting that husbands who engage
in a high level of emotional self-disclosure are more likely to be maritally
satisfied (Hansen & Schuldt, 1984). Moreover, there 1s some research evidence
that a difference in self-disclosure output (high self-disclosing females with
low self-disclosing males) is related to lower levels of marital satisfaction
for couples (Davidson, 1981) and for men (Hansen & Schuldt, 18843}, This
suggests that a difference in self-disclosure is distressing for partners. It
may be that EFT raised the level of self-disclosure for males so that there
was a more equitable exchange of emotional self-disclosure between partners
and thus, higher levels of marital satisfaction.

An approach that emphasizes emotional expression and interdependence may be
most appropriate for distressed males. Previous research suggests that males
are less likely te be emotionally expressive than females (Levinger & Senn,
1967; Snell, Miller, & Belk, 1988; Snell, Miller, Belk, & Hernandez-Sanchez,

1989) and are likely to withdraw from their partner when maritally distressed
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{e.g. Jacobson & Margolin, 1979; Peterson, 1979; Notarius & Pellegrini, 1987;
Schaap, Buunk, & Kerkstra, 1988). Moreover, the male's tendency to withdraw
has been found to be predictive of his partner becoming hostile (Roberts &
Krokoff, 1990) and of a longitudinal decline in relationship satisfaction for
both partners (Gottman & Kreokoff, 1989). In contrast, conflict engagement,
defined by the level of criticism, disagreement and anger expression, has been
agsoclated with longitudinal improvement in the level of marital satisfaction
(Gottman & Krokoff, 1989). In conclusion, these studies highlight the
potential destructiveness of the males' tendency to withdraw in response to
marital distress. Thus, it appears that the EFT process provides these
emotionally inexpressive males with a positive alternative to withdrawal and
disengagement when dealing with marital distress,

A second gsignificant finding with respect to self~disclosure was that the
females' self-rating of apathy self-disclosure at intake was predictive of her
own intimacy level at follow-up. Apathy self-disclosure refers to the tendency
to express apathy, detachment, numbness, indifferentness, and lack of feeling.
One explanation for this may be that the expression of apathetic feelings may
allow both partners to remain emoticnally engaged with each other rather than
becoming angry or detached from each other. It may be that couples with a
female partner who self-discloses apathetic feelings are less likely to become
stuck in a rigid blame-withdraw pattern, where females mostly express anger
toward their partner who, in turn, withdraws. For example, in previous
research, wives have been found to be more negative and less neutral than
their husbands (Notarius & Pellegrini, 1987) and distressed wives have been
found to deliver more negative and longer negative sequences than their
husbands (Schaap, Buunk, & Kerkstra, 1988). These findings suggest a
destructive interactional pattern in which wives employ negative behaviors
such as complaining/criticizing that escalate the level of conflict and
husbands employ negative behaviors such as withdrawal, silence, and
defensiveness that are designed to avoid confrontation and disagreements
(Margolin & Wampold, 1981; Krokoff, 1987a; Gottman, in press). This rigid

pattern of female anger and male withdrawal has been found to be generally



typical of couples seeking therapy (e.g. Jacobson & Margolin, 1579:; Peterson,
1%79; Notarius & Pellegrini, 1987; Schaap, Buunk, & Kerkstra, 1988).
Furthermore, research suggests that this rigid demand-withdraw pattern leads
to the increasing deterioration and dissoclution of marriages (Levenson &
Gottman, 1985}).

It may be then that females who engage in higher levels of apathy self-
disclosure may be communicating a problem to their partner without
transmitting negative messages such as anger, hostility and criticism. As
Gottman & Krokeoff (1989) have suggested, neutral affect " may function as a
probe for the clarification of the other's feelings " (p.50). Apathy in this
study could be defined as a neutral affect. Perhaps females who indicate a
higher level of apathy self-disclosure are employing a behavior that is less
rigid, and perhaps less aversive to their husbands in order to increase the
level of engagement in the relationship without evoking defensive withdrawal
in their partner.

In general, the findings with respect to self-disclosure suggest that
outcome in EFT does not appear to be a function of a couple's ability and/or
willingness to self-disclose prior to onset of therapy. Results suggest that
EFT may be indicated for both emotionally expressive and inexpressive couples
and may be particularly effective in increasing the level of marital

satisfaction for emotionally inhibited males.

Irust

The fifth hypothesis that couples with higher trust levels at intake are
most likely to be maritally satisfied following EFT was partially supported.
Couples who were most likely to be maritally satisfied at follow-up consisted
of females with a higher level of faith in their partner at intake. Moreover,
the females' level of faith was predictive of the males' level of marital
satisfaction and intimacy at follow-up. It is important te note that the faith

subscale on the trust measure reflects the perception that the partner is
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responsive, caring and deeply committed teo the relationship and thus, would
not consider leaving the relationship “even if a better alternative were to
come along"., Moreover, it is the only trust subscale that asks respondents to
indicate the extent of trust in one's partner and thus, it reflects the degree
of confidence that the partner is trustworthy.

One explanation for this finding is that couples with a female partner who
indicated a higher level of faith in her partner may have been more willing to
turn to their partner for comfort and support at intake. This assumption was
partly supported in this study. For example, the female level of faith was
significantly related to the couple's mean level of trust in the relationship
L{32) = .54, p <.01, and various subscales on the attachment measure including
the couples' perception of each other as reliably accessible, r(32) = .45,

R <.01, the females' use of attachment figure, r(32) = .44, p <.01, the
females' perception of her partner as reliably accessible, r(32) = .54,

p <.01, and the females' desire to be available and responsive to her partner,
L{32) = .33, p <.05, These results suggest that couples with a female partner
who has a high level of faith may be more trusting, accessible and responsive
to each other and may be more comfortable being dependent on one another for
comfort and support. Since the focus of EFT is to increase a couple's level of
accessibility and responsiveness to each other, couples with a female partner
who indicated a higher level of faith at intake may be farther along in this
process prior to onset of therapy.

Another explanation is that couples with a female partner who indicated a
higher level of faith may be involved in a more flexible, less rigid, and less
negative interactional cycle. Support for this assumption is based on previous
research evidence that trust is negatively related to a female's extreme
desires for affiliation or autonomy and a male's extreme desires for autonomy
(Holmes & Rempel, 1989). Moreover, these researchers found that the level of
security in the relationship is related to each partner's ability to display
less emotionally aversive and more open communication. This suggests that when
partners lack trust in each other they may be more likely to fall into

traditional, rigid roles with females seeking more affiliation and males
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seeking more autonomy. This traditional and rigid pattern has been associated
with an increase in the deterioration and dissolution of marriages (Levenson &
Gottman, 19285) and a poor response to outcome in BMT (Jacobson, Follette, &
Pagel, 1986). Females with a higher level of faith may then have been less
likely to contribute to the escalation of a negative interactional pattern,

The above finding with respect to the association between trust and
traditional sex roles suggests that couples who were classified as being
"highly traditional" in Jacobson et. al.'s (1986) study may have been
exhibiting symptoms that are associated with an underlying lack of trust in
each other. This suggests that a lower level of trust between partners may
have had a significant impact on outcome in BMT as well, although trust was
not formally assessed. Further research confirming the association between
trust and traditionality in maritally distressed couples may signal the need
for marital therapy in general to assess interaction patterns associated with
lower levels of trust and to develop specific intervention strategies for
non—-trusting couples.

A third explanation to account for the significant association between
level of faith and outcome is that the level of faith in one's partner and in
the relationship may be the key factor in maintaining the minimal level of
Crust necessary to maintain an intimate relationship. This assumption is
supported by previous research which found that faith was the most significant
predictor of both an individual's feelings of love and happiness in an
intimate relationship and the perception of his/her partner as being motivated
by unselfish concerns (Rempel, Holmes, & Zanna, 1985)., These researchers
suggest that individuals with faith expect that their partner will behave in a
responsive and caring manner and are less likely to form global conclusions
about their partner as being uncaring and unloving even though they perceive
their partner as exhibiting negative behaviors. For these reasons, trust
researchers have concluded that an individual's faith that a partner is
intrinsically motivated to be responsive and caring is the most important

aspect of trust (Rempel, Holmes, & Zanna, 1985; Holmes & Rempel, 1989). In
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this study, females with a higher level of faith at intake may have meintained
some confidence in their partner despite experiencing marital distress. As a
result, they may have been more likely to give their partner the benefit of
the doubt, and more likely to be accepting and responsive to their partner in
the therapeutic process.

The finding that the female level of faith was predictive of the males'
marital satisfaction and intimacy level at follow-up suggests that a female's
faith in her partner may have significantly influenced the willingness of
males to actively engage in the EFT process, and thus, to increase their level
of marital satisfaction and intimacy. The EFT therapist attempts to facilitate
an accepting environment conducive to the exploration of unknown emoctional
territory for both individuals. However, individuals need to take risks that
put them in a position of emotional vulnerability in the other's presence.
This emotional vulnerability consists of letting go of prior inhibitions,
defenses and rigid expectations of the other's response to the expression of
specific emotions. In essence the risk of disclosing unacknowledged emotions
must be based on some faith that the other still cares and will be somewhat
responsive to emotional vulnerability. Males may have been able to be more
emoticnally engaged in the EFT process if they were in a relationship with the
more positive expectations and higher levels of openness that are associated
with higher levels of faith and trust. In contrast, males with female partners
who indicated a lower level of faith may have been more likely to engage in
withdrawn and avoidant behaviors and have been more reluctant to become
emotionally engaged during EFT. Thus, a miminal level of faith in one's
partner at intake may be particularly important for males if they are to
engage in a change process that involves them becoming emotionally wvulnerable
and asking their partner for support.

The finding that the female level of faith was significantly related to the
couple's follow-up marital satisfaction level and the males' follow-up marital
satisfaction and intimacy levels is consistent with previous research
suggesting that successful outcome in BMT was predicted by the female's

attitude towards her partner at intake. For example, previous research has
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found that outcome in BMT was predicted by the female's positive feelings
(0'Leary & Turkewitz, 1978; Turkewitz & Q' Leary, 1981), the female's level of
commitment (Beach & Broderick, 1983), the female's sense of "togetherness"
(Hahlweg et. al., 1984}, and the female's level of femininity {Baucom & Aiken,
1584) . Baucom and Aiken (1984) define femininity as reflecting an individual's
tendency to focus on interpersonal relationships and the ability to respond to
the needs and feelings of others. These findings suggest that the quality of
the female partner's attitude and feelings towards her partner at intake may
influence her level of involvement in the therapeutic process and thus, the
extent of improvement for coﬁples in general.

The finding that a female's pretreatment attitude towards her partner
influences outcome for the couple may be related to the fact that females are
expected to be "relationship experts", and both females and males tend to
assume that females are more responsible for relationships and better at
keeping them on track (Rubin, 1985; Miller, 1986; Okin, 1989; Tannen, 1990).
Because intimate relationships and interpersonal sensitivity are not promoted
in masculine socialization, males are often less aware of {(Wamboldt & Reiss,
1989) and less skilled in interpreting the nuances of personal interaction
(Rubin, 1985; Christensen & Heavey, 1990; Wood, 1993). Consistent with this
view is research which suggests that females are more likely than males to
take an active role in responding to marital problems (Rusbult, 1987). In a
summary of this research area, Thompson and Walker (1989) concluded that
females "have more responsibility than their husbands for monitoring the
relationship, confronting disagreeable issues, setting the tone of
conversation, and moving toward resolution when conflict is high" (p.849). Due
to the females' responsibility for nurturing intimate relationships, the
females' attitude toward their partner at intake may impact their willingness
to invest in the relationship and to respond to their partner in therapy and
thus, may ultimately dictate the extent of the couples' improvement in marital

therapy.

The fact that the female level of faith was predictive of outcome at
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follow-up but not at posttreatment suggests that a high level of female faith
in her partner may be particularly important for the couple if they are to
continue to invest in the relationship and integrate the changes that were
made in therapy into everyday life after treatment has terminated. A systemic
self-reinforcing pattern may occur such that a higher level of faith at intake
influences the extent of involvement and motivation in therapy on the part of
female partners which, in turn, leads to an increased likelihood of
significant and positive changes in males at posttreatment. If females
perceive significant changes in their partner at posttreatment, this may have
the effect of reinforcing or even increasing their faith in their partner. As
a result, females may increase their willingness to be responsive to and
supportive of their partner after completion of therapy and thus, are likely
to increase their own and their partner's marital satisfaction level at
three-month follow-up.

The sixth hypothesis that lower levels of trust would be related to large
gains in marital satisfaction was not supported. Although many of these
correlations were in the hypothesized direction, they were not significant.
These findings suggest that, although indivicduals with lower levels of trust
seem to make gains in marital satisfaction, they are not likely to make the
largest gains in marital satisfaction.

One finding with respect to trust was that the overall level of trust
between partners at intake was significantly related to their level of
alliance with their therapist at the end of the third session, which was
associated with positive outcome.

One possible explanation for this finding is that couples with higher trust
levels may be more confident about their partner's ability to satisfy their
emotional needs. As a result, they may be more likely to become emotionally
engaged and more likely to experience the benefits of emotional self-
disclosure very early in the EFT therapeutic process. By the end of the third
session, couples with higher trust levels may be more likely to perceive the
benefits of exploring vulnerable emotional needs and feelings and thus, they

may be more collabeorative with the therapist and more likely to perceive that
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the EFT therapeutic tasks were relevant to their presenting concerns. In
contrast, couples with lower trust levels may be expected to experience
greater anxiety with the EFT therapeutic tasks. In fact, research suggests
that individuals with a lower trust level would be more likely to fear the
risks of being close to and dependent on their partner {Holmes & Rempel,
1989) . Since EFT may be too anxiety-provoking for these couples, they may be
less likely to engage in emotional self-disclosure and consegquently, they
would be less likely to experience the benefits of emotional expression. Thus,
couples with lower trust levels may be highly reluctant to engage in the
therapeutic tasks and may conclude that the therapeutic tasks are irrelevant
to their presenting concerns by the third session. It may be that couples with
lower levels of trust need more than three sessions to become collaborative
with the EFT therapist and/cr to perceive the importance of disclesing
feelings.

Another finding with respect to trust was that couples with a partner who
indicated a categorical lack of trust at intake were less likely to be
maritally satisfied and to have improved at both termination and follow-up
compared to couples without a partner who indicated a lack of trust. For
example, only 57.1% of couples with a partner who indicated a lack of trust
could be classified as recovered and maritally satisfied at follow-up. In
contrast, 74.0% of couples where both partners did not indicate a lack of
trust could be classified as recovered and maritally satisfied at follow-up.
Moreover, only 57.1% of couples with a partner indicating a lack of trust
could be censidered to have improved compared to 81.4% of couples where both
partners did not indicate a lack of trust who could be considered to have
improved at follow-up. Third, the couple who exhibited the largest
deterioration in marital satisfaction following EFT consisted of partners who
both detericrated, who obtained pretreatment trust scores below the mean trust
scores for couples and each gender, and who had one partner who indicated a

lack of trust.

The above findings with respect to trust suggest that some level of basic
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trust in the relationship and/or partner is probably a prerequisite for being
able to productively engage in EFT or perhaps in any form of marital therapy.
A basic level of trust would enable couples to be motivated to take risks in
therapy, to exhibit some hope and confidence in their partner, and show some
flexibility in resolving their conflict. In EFT, couples without some basic
trust might feel more certain that their partner will be unresponsive and
thus, they would be highly reluctant to access emotions underlying their
negative interacticnal pattern. This might then have the effect of blocking or
impeding therapeutic efforts to identify, explere and express underlying
feelings of insecurity and attachment needs.

In summarizing the findings with respect to trust, it appears that the
central aspect of trust, faith, influences the outcome of EFT. A higher level
of faith on the part of female partners appears to be associated with a good
prognosis for therapy, particularly for males, while an indication of a
complete lack of trust on the part of at least one partner seems to be
associated with a poor prognosis. The findings of this study suggest that a
basic level of trust is required for success in this type of marital therapy.
Future research is needed to establish the basic minimum level of trust
associated with successful outcome in EFT and in marital therapy in general.

It is important to note that although many of the predictor variables were
correlated with posttreatment and follow-up marital satisfaction levels, they
were not significantly predictive of ocutcome after controlling for the
pretreatment level of marital satisfaction. A possible explanation for this is
that the high correlations between the pretreatment level of marital
satisfaction and the couples' mean scores on the three predictor variables may

have lessened the power of these variables in predicting outcome.
Conglusions

On the basis of the results of this study, several conclusions can be made.
First, trust appears to be the one predictor variable that had the most impact

on outcome. Faith, the central aspect of trust, appears to be the strongest



150

pretreatment predictor of outcome in EFT. The female level of faith in her
partner at intake was predictive of the couple's marital satisfaction level,
and the male's marital satisfaction and intimacy level at follow-up. Moreover,
the couples' mean level of trust was predictive of the couple's alliance level
by the end of the third session, which was asscociated with positive outcome.
In addition, a smaller percentage of couples with at least one partner who
indicated a lack of trust could be considered to be maritally satisfied and to
have improved following EFT compared to the percentage of couples who did not
report a lack of trust.

Second, the combination of characteristics in males at intake that was
associated with marital satisfaction change scores for couples and males in
this study were a low level of self-disclosure and a reluctance to seek
partner for comfort and support. The combination of these variables suggests
that males who made the largest gains in marital satisfaction might be
classified as avoidantly attached. This would be consistent with research
evidence that avoidant individuals are less likely to engage in emotional
self-disclosure (Kobak & Sceery, 1988; Bartholomew & Horowitz, 1991), admit
the existence of negative affect and distress {Kobak & Sceery, 1988;
Mikulincer, Florian, & Tolmatz, 1990}, are less likely to use their partners
as a source of reassurance during stressful situations {Bartholomew &
Horowitz, 1991; $impson, Rholes, & Nelligan, 1992), and are more likely to
employ coping strategies that increase distance and disengagement between
partners (Mikulincer, Florian, & Weller, 1993). Future FEFT studies might
assess the association between an avoidant attachment style and outcome

Third, the results of this study have several implications for the
practicing EFT therapist. One implication is that the development of a strong
alliance between the couple and therapist by the third session is crucial and
strongly related to outcome in EFT. Moreover, the couples' perception that the
therapeutic tasks are relevant to their relationship concerns appears to be
important in influencing their involvement in the therapeutic process. For the

EFT therapist, the results of this study confirm and reinforce the usefulness
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of creating a safe, accepting and validating atmosphere for the exploration of
emoticnal experience and the need to be vigilant for signs of deterioration in
the alliance with the couple. Another implication is that EFT appears to be
indicated for couples with varying levels of attachment insecurity and
emotional expressiveness. Consequently, the EFT therapist need not be
concerned about the likelihood of a successful outcome with couples who are
very insecurely attached and/or are emoticnally inexpressive. A third
implication is that a high level of faith at intake, particularly for females,
appears to be associlated with a good prognosis for therapy. A final
implication is that EFT can be expected tco be particularly beneficial {(in
terms of marital satisfaction gains) for couples with a male partner who is
reluctant to seek his partner for emotional support and who is emotionally
inexpressive. These results suggest that EFT is indicated for couples with a
male partner who is emotionally withdrawn, particularly if these males are
paired with females with a basic level of faith in their partner.

Fourth, the results of this study suggest several negative implications
with respect to the practice of EFT. One negative implicatiom is that a low
level cof female faith in her partner and/or a complete lack of trust indicated
by one partner seems to be associated with a poor prognosis. These results
suggest that the EFT therapist needs to examine and build the level of
trust/faith in individuals, particularly in female partners, very early in
therapy. Another negative implication is that younger males do not benefit as
much as older males from EFT. Younger males may be less likely to become
emotionally engaged in the therapeutic process and thus, less likely to
improve in therapy. These results suggest that the EFT therapist pay
particular attention to couples containing younger males. The EFT therapist
may need to build a very strong alliance with younger males early in therapy
by exploring and validating any reluctance to focus on vulnerable, emotional

aspects of self.
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A major issue in evaluating psychotherapy research is the extent to which
findings may be generalized. The generality of the findings in this study need
to be examined in light of the degree of resemblance to the clinical situation
across such dimensions as population, manner of recruitment, therapists,
treatment setting and assessment methods (Kazdin, 1980). First, the nature of
the motivation of subjects responding to advertisements on free counselling
sessions may be different from that of clients who are in emotional distress
and who request therapy. Nevertheless, volunteers responding to advertisements
were likely to be at least interested in receiving treatment even though they
might not have scught out treatment without the advertisement.

A second limitation is that, unlike clients in a clinical situation,
couples did not choose the particular type of treatment or therapist.
Moreover, unlike clients in a clinical situation, they received marital
therapy at no cost and for a specified number of sessions. These factors,
which do not appear in a clinical situation, may have potentially influenced
the willingness of clients to remain in therapy. However, the setting in which
the treatment was conducted was very similar to the clinical setting, with the
p;ssible exception of audiorecordings of sessions.

Another limitation of this study is that treatment interventions were
implemented by a majority of doctoral clinical interns who may have had less
training and less experience than professional therapists. Some research data
on EFT suggests that novice therapists may have greater difficulty helping
clients access primary emotions than more experienced therapists (Johnson &
Greenberg, 1985a; Johnson & Greenbery, 1985b). The use of more experienced
therxapists may have yielded somewhat different results.

A fourth limitation is that the pretreatment data collected relied on
self-report questionnaires and did not utilize observational methods. There
may have been reporting biases in these self-report questionnaires. However,

the utilization of a therapist rating scale to assess improvement in marital
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satisfaction at posttreatment was related to the couples' own self-ratings of
improvement. This suggests that couples and therapists agreed as to who
improved. Moreover, it has been suggested that self-report measures better
reflect the presenting subjective complaints of couples than observational
and/or rating measures (Jacobson, 1985). Thus, a couple's self-report of how
satisfied they are with their relationship must be conside;ed the primary
dependent measure in marital therapy outcome studies in which the goal of the
investigations is to improve the quality of the relationship {(Baucom, 1984).
The fifth limitation is the small sample size and the absence of a control
group. A much larger sample size may have yielded more robust findings. The
presence of a control group may have provided a more rigorous assessment of
the clinical treatment effect. However, the inclusion of a control group was
not considered crucial due to the fact that the overall efficacy of EFT in
alleviating marital distress has already been established (Alexander,

Holtzworth-Munroe, & Jameson, 195%4).
Suggestions for Future Research

Several challenges are posed by the results of this study. The first
challenge is to further investigate trust and understand how it is that the
level of trust affects the therapeutic process and outcome. Although it is
known from the results of this study that trust is predictive of the couple's
alliance level and that an aspect of trust (faith) is predictive of the
couple's follow-up marital status and the male's follow-up marital status, we
have no empirical evidence to confizm the EFT assumptions concerning the links
between trust, alliance and outcome. It may be that a basic level of trust is
necessary for couples to become maritally satisfied in marital therapy in
general. Future research is then needed to fully investigate the minimum level
of trust that is necessary for successful outcome in marital therapy.

A second challenge relates to the finding that males who possess
characteristics that have been associated with an avoidant attachment style in

previous research were likely to make the largest gains in marital
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satiéfaction in EFT. Thus, another challenge is for future marital therapy
outcome research to utilize a large sample in order to determine the most
effective approach for highly withdrawn/avoidant males.

A third challenge relates to the strength of the therapeutic alliance in
predicting outcome in EFT. There are now twe studies that suggest that patient
involvement /compliance is predictive of outcome in marital therapy. Some
marital therapy researchers have suggested that future research should examine
the impact of patient characteristics on the therapeutic alliance
(Holtzworth-Munroe, Jacobson, DeKlyen, & Whisman, 1989} . Moreover, as Luborsky
et. al. (1988) concluded in their extensive review of the individual therapy
outcome literature, variables assessed in the very sarly stages of therapy are
more powerful in predicting outcome than variables assessed either
pretreatment or at the mid-point of therapy. It may be beneficial for future
marital therapy outcome studies to assess non-gpecific variables in the early
stages of couples therapy such as patient involvement/engagement that may be
predictive of outcome.

The promise of studies such as this for the field of marital therapy is the
increasing evidence that relationship variables at intake are predictive of
cutcome in marital therapy. Studies such as this will enable the marital
therapy field teo increase the clarity and precision in assessing a couple's
prognosis for successful cutcome and consequently, to devise optimal
intervention strategies for particular couples to enhance the likelihood of

successful outcome in a particular approach.
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STANDARDIZER TELEPHONE SCREENING PROCEDURE

Thank you for calling. We will be conducting a research study designed to
identify various responses to a particular form of marital therapy
specifically aimed at helping maritally distressed couples. The study has been
approved by the Research Ethics Committee of the University of Ottawa and is
conducted by counsellors experienced in working with couples. The project will
be supervised by a registered psychologist in the province of Ontario.

Participation in the study inveolves both you and your partner coming in for
a total of 12 counselling sessions of approximately one hour. The sessions
will take place on a weekly basis. Your participation in this study is
voluntary and you and your partner may withdraw from this project at any time
without jeopardizing access to further counselling. To participate you will
need to satisfy certain criteria. In a moment, I will'ask you some questions
that will help me determine if you might be suitable for this study. If you do
seem suitable you will be asked to come in to the Centre for Psychological
Services of the University of Ottawa to complete some questionnaires that will
in fact determine if you can participate in this study. If you come in to
complete these questionnaires you will be given more information about the
study and will be asked to read and sign a consent form before completing the
questionnaires.

I would now like to ask you some questions to see if you and your partner
are suitable for this study. The nature of these questions may seem very

personal and you may wish not to answer them.

1. Is your partner aware of your interest in participating in this study

and has he/she consented to participate in the study?

(Answer must be YES)

2. Are you and your partner currently living together?

(Answer must be YES)
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3.How long have you been living together?

(Minimum: 1 year)

4. Does either one of you experience prcbhlems related to alcohol or drugs?

{Answer must be NO)

If caller repcrts substance abuse ask if they wish to be referred for

treatment elsewhere
Al-Anon 725-1727

Rideawood Institute
728-1727
R. O. H. 724-6508

5. Has either one of you received any psychiatric treatment or medication

in the past year?

{(Answer must be NO)

6.Are you currently receiving any form of psychological or psychiatric
treatment? (Arswer must be NO)

7. Will either one of you be participating in any form of psychological or
psychiatric treatment in the next three to four months?

{Answer must be NO)

Does not meet criteria
If the caller does not meet inclusion criteria, thank them for their
interest in the study. Ask caller if he/she would like to be referred

elsewhere for treatment.

Has the caller been referred elsewhere for treatment?
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If yes, please specify: Centre for Psychological Services
Family Service Centre of Ottawa
Ottawa Academy of Psychology
Ottawa Civic Hospital
Catholic Family Services

Royal Ottawa Hospital

Meets criteria

If couple meet all inclusion criteria, obtain the names of the potential

subjects and their phone numbers.

Names: Tel: (H)
Tel: (W)
Tel: (H)
Tel: (W)

Set up appointment for completion of questionnaires and advise couple that

this may take up to 1 1/2 hours.
Date

Time

Place: Centre for Psychological Services---give appropriate directions.
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INFORMATION AND INFORMED CONSENT

The present study is designed for maritally distressed couples who wish
to improve their relationship. The purpose of this research project is to
assess several characteristics/traits in yourself, in your partner and in the
interactions between both of you to determine if these characteristics are
predictive cof outcome in a particular form of couples counselling. The
assessment of these characteristics will be conducted pricr to onset of
counselling. Each individual's evaluation of the relationship will be

conducted both prior to and following couples counselling.

Maior Procedure

If you agree to participate in this project, both you and your partner
will be required to complete questionnaires in order to assess your
suitability for this study. If you do not meet the inclusion criteria for this
study, you will be given feedback on your initial testing and referred here or
elsewhere for counselling if you so desire,

If you meet our criteria for participation, you will be asked to complete
questionnaires that are part of this research study. You will then be assigned
to a counsellor who will call you to arrange your first appointment. You will
be seen for a total of twelve (12) sessions with the format being one week for
each session. Each session will be approximately 1- 1 1/4 hours in length,
Both you and your partner will be required to attend the sessions together
each week. Sessions will be conducted by senior doctoral level interns under
the supervision of Dr. Susan Johnson-Douglas, a registered clinical
psychologist at the Centre for Psychological Services. All sessions will be
audiotaped for supervision purposes and to ensure that the approach is
faithfully implemented. The counselling sessions are free of charge and will

take place at the Centre,
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At the end of the final session, you will be asked to complete several
self-report questionnnaires. This is estimated to take up to 30 minutes. As
well, you will be contacted 3 months from the termination of the counselling
sessions to complete follow-up questionnaires. Again, this is estimated to
take up to 30 minutes. At this final meeting, you will be given a summary of

the results of the study.

113 ] {n ths i

The particular approach to couples counselling that you will be offerred
is called Emotionally Focused Couples Therapy. This form of couples
counselling has been established to be successful in helping maritally

distressed couples improve their relationship.

~onfidentiali

Confidentiality of all audiotape recordings and written responses will be
respected according to the ethical guidelines of the Ontario Board of
Examiners in Psychology. Your names will be known only to the people who are
directly involved in the research. These include the principal investigators,
the clinical supervisor and your counsellor. Anonymity will be assured through
the pooling of a2ll data so that published results will be presented in group
format and no individual or couple will be identified.

If researchers wish to keep certain recordings for training purposes, you
will be asked to sign a consent form to this effect. ALl other recordings will
be completely erased after the end of the study. Written responses to
questionnnaires will be kept in a confidential file at the Centre for

Psychological Services and will be destroyed at the end of the study.

I, » understand that I am being asked to participate in a

study to examine specific couple characteristics that relate to success in a

particular approach to marital therapy. I consent to the use of tape
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recordings of counselling sessions and of my written responses to the
guestionnnaires for the purposes of this research with the understanding that
all information gathered will be held in strict confidence within the limits
of the law and according to the ethical principles of the Ontario Board of
Examiners in Psychology, and that this information will be available only to
those who are directly involved in this study.

I also understand that my participation in this study is voluntary and I
may withdraw from this project at any time and/or request that tapes be erased
without penalty and without jeopardizing access to further counselling.

I can contact either Dr. Susan Johnson-Douglas or Eran Talitman at the
Centre for Psychological Services of the University of Ottawa (564-6873) to
answer any guestions or concerns that I may have. I also understand that
debriefing on the more detailed procedures of the study will be offered after
the completion of follow-up questionnaires, and summaries of the results will
be sent to couples if requested.

I have received a copy of this information and consent form and I have
read and understood it. I hereby agree to participate in the testing and in

this research project if I am selected.

Signature: Witness' signature:

Telephone (H) (W)

Date:
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DEMOGRRPHIC DATA QUESTIONNAIRE

Couple Number:

1. How many years have you lived together as a couple?
2. How many children do you have?
3. Have the two of you had any marital counselling before taking part in this

project? Yes No

4. Please check the category within which your gross family income falls:
—__ Undexr 515,000

$15,000-25,000

$25,000~35,000

$35,000-45,000

$45,000-55,000

Above $55,000

** Questions 5 to 8 are to be completed by the FEMALE partner only:

5. Please state your age (in years)

€. Wwhat is your present occupation?

7. Have you had a previocus marriage? Yes No

8. Please indicate the highest level of education that you have completed to
date:

__ Grade 10 or less

Grade 12 or less

2 years of post secondary education

Community college diploma program

Bachelor's degree

Master's degree

Ph.D. degree
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** guestions 9 to 12 are to he completed by the MALE partner only:

5. Please state your age (in years)

6. What is your present occupation?

7. Have you had a previous marriage? Yes ___ No

B. Please indicate the highest ievel of education that you have completed to
date:

____ Grade 10 or less

Grade 12 or less

___ 2 years of post secondary education
Community college diploma program
Bachelor's degree

Master's degree

Ph.D. degree
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IMPLEMENTATION CHECKLIST

Couple No. Session No. Rater

Instructions to raters: Place one check mark on the rating form beside an
intervention each time that intervention is noted. An intervention is defined

as a therapist statement.

Intervention Checklist

Defipit} ¢ oropl .

1. The problematic event is defined/redefined in terms of the
emotions and needs underlying the positions taken in the

relationship.

2. The therapist elicits the couple's ideas/theories/beliefs about

why the problematic event has developed.

3. The therapist clarifies and elaborates the basic positions

taken by the partners in the relationship.

4. The therapist asks the couple to disclose biographical data
that may be relevant to explaining why the relationship is the

way it is, such as how the parents' marriage influenced their

owWIl,

: king behavi

5. The therapist validates or develops the positions implied by
negative behavior such as name calling; such behavior is

interpreted in terms of underlying needs and feelings.
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6. Negative behavior such as blaming or name calling is
immediately stopped with authority on the part of the
therapist and/or is defused by asking the blamer's theory

on how he/she was attracted to and geot involved with such

a person.
Brocess Focus
7. The therapist probes for and heightens emotional experience,

especially fears and vulnerabilities, clarifying emotional

triggers and responses and focusing upon inner awareness.

8. The therapist avoids and suppresses affective interchange, and/or
behavioral interpretation, or confrontation. No feeling or

behavior is accessed, confronted or interpreted.

9. The interacting sensitivities underlying behavior are clarified and
the meaning of individual emotional experience is interpreted in

terms of the other partner and the relationship.

10. The therapist invites the couple to speculate about general
explanatiens they might consider for couples with similar
problems and/or offers a possible theory to trigger the

partners' thinking.

11. Therapist keeps a focus on what is occurring in the present

between partners.

12. Therapist takes what is happening in the present and brings
it back to the past, to their parents' relationship, to their

background and upbringing.
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. . : - .

13. Therapist facilitates expression of affectively based needs and wants

to the partner.

14, Therapist helps each partner identify and express to the therapist

his/her expectations from the other partner without basing them in

feelings.

15. Therapist helps clients to share their new perspective of
each other and/or of the relationship, and to explore their

new feelings in response to this new perspective.

16. Therapist asks each partner to disclose opinions/thoughts/

theories about what throughout the sessions has led to

improvement.



Couples who would like tc improve their relationship
are invited teo participate in a research project at the
University of Ottawa. Counselling is offered
free of charge and is conducted by experienced therapists.
For more information, please call,

Eran Talitman
Centre For Psychological Services
University of Ottawa

564-6875

18¢
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Circle One

Name: Male Famale

DYADIC ADJUSTMENT S8CALE

Most persons have disagreements in their relationships. Please indicate,
below the approximate extent of agreement or disagreement between Yyou and
your partner for each item on the following list.  (Please a checkmark to
indicate your answer).

Almost occa- Fre- Almost
Always Always sionally quently Always Always
Agree Agree Disagree Disagree Disagree Disagree

1. Handling family
finances

2. Matters of
recreation

3. Religious
matters

4, Demonstrations
of affection

5. Friends

6. Sex rela-
tions

7. Conventionality
(correct or
proper beha-~
vior)

8. Phnilosophy of
life

9. Ways of dealing
with parents or
in-laws

10. Aims, goals, and
things believed
important




11.

12.

13.

14.

15.

le.

17.

18.

19,

20,

21.

Ameount of time
spent together

183

Making major
decisions

Household
tasks

Leisure time
interests and
activities

Career
decisions

aAll Most of
the time the time

How often do
you discuss or
have you consi-
dered divorce,
separation, or
terminating your
relationship

Mcre
Often Occa-~
Than Not sicnally

Rarely

Naver

How often do
You or your mate
leave the house
after a
fight?

In general, how
often do you
think that
things between
you and your
partner are
going well?

Do you confide
in your mate?

Do you ever
regret that you

married (or lived
together)?

How often do
you and your
partner
quarrel?
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22. How often do
you and your
mate "get on
each others'

nervegh?
Almost
Every Every Occa~-
pDay Day sicnally Rarely Never
23. Do you kiss your mate?
‘All of Most of gome of Very Few None of
Them Them Tham of Them Them

- 24. Do you and your mate
engage in outside
interests together?

How often would you say the following events occur between you and your mate?

Less than Once or Once or

Once a Twice a Twice a Once a More
Naver Month Month Waek Day Often

25. Have a sti-
mulating
exchange of
ideas

26. Laugh to-
gether

27. Calmly dis-
cuss something

28B. Work together
on a project

These are some things about which couples sometimes agree and sometimes
disagree. 1Indicate if either item below caused differences of opinions or
were problems in your relationship during the past few weeks (Check yes or
ne). -

Yes No
29, Being too tired for sex.

30. Not showihg love.
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31. The dots on the following line represent different degrees of happiness
in your relationship. The middle point, "happy", represents the degree of
happiness of most relationships. Please circle the dot which best describes
the degree of happiness, all things considered, of your relationship.

Extremely Fairly A Little Happy very Extramely Perfect

Unhappy Unhappy Unhappy Happy Happy
32. Which of the following statements best describes how you feel about the
future of your relationship?

I want desperately for my relationship to succeed, and would go to
almost any length to see that it does.

I want very much for my relationship to succeed, and will do all I
can to see that it does.

I want very much for my relationship to succeed, and will do my
fair share to see that it does.

It would be nice if my relationship succeeded, but I can't do much
more than I am doing now to help it succeed.

It would be nice if it succeeded, but I refuse to do any more than
I am doing now to keep the relationship going.

My relationship can never succeed, and there is no more that I can
do to keep the relationship going.
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MILLER SOCIAL INTIMACY SCALE

Couple no.: M F

Please use the following questions to describe your current relationship with
your partner. We are Iinterested in the relationship as it is, not in the way
you think it should be. We would like to know what your relationship seems
like to YOU. DO NOT try to figure out how your partmer will see your
relationship, but DO answer the questions by glving as true a picture of YOUR
own feelings and beliefs as possible.

Be sure to read each ltem carefully and draw a cirecle around the number that
best describes your answers to the questions.

Very Some of the Almost

Rarely Time Always
1. When you have lelsure time how often do
you choose to spend with him/her alone? 1 2 3 4 5 6 7 8 9 10
2. How often do you keep very personal
information to yourself and do not share . -
it with him/her? . 1 2 3 4 5 6 7 8 9 10

3. How often do you show him/her affection? 1 2 3 4 5 6 7 8 9 10

4. How often do you confide very personal

information to him/her? 1 2 3 4 5 6 7 8 9 10
5. How often are you able to understand
his/her feelings? 1 2 3 4 5 6 7 8 9 10
6. How often do you feel close to him/her? 1 2 3 4 5 6 7 8 9 10
Not . A A Great
Much Little Deal

7. How much do you like to spend time alone
with him/her? 1 2 3 4 5 6 7 8 9 10

8. How much do you feel like being encouraging
and supportive to him/her when he/she is
urthappy? 1 2 3 4 5 6 7 8 9 10

9. How close do you feel to him/her most of
the time? 1 2 3 4 5 6 7 8 9 10

10. How important is it to you to listen to
his/her very personal disclosures? 1 2 3 4 5 6 7 8 9 10

11. How satisfying is your relationship with
him/her? 1 23 456 7 8 9 10

12, How affectionate do you feel towards



him/her?

13. How important is it to you that he/she
" understands your feelings?

14, How much damage is caused by a typical
disagreement in your relationship with
him/her?

15. How important is it to you that he/she
be encouraging and supportive to you when

you are unhappy?

16. How important is it to you that he/she
gshow you affection?

17. How important is your relationship with
him/her in your life?

Thank You

197

9 10
9 10
9 10
9 10
9 10
9 10
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THERAPIST RATING SCALE QOF THE D.A.S. FACTORS

Couple # Therapist:

This scale is designed tc obtain your assessment of the extent of the
couple's improvement in their dyadic adjustment as a result of marital
therapy. There are four factors of adjustment: 1) consensus, 2) satisfaction,
3) cohesion, and 4) affecticnal expression. There are 10 questions in this
scale that relate to the four factors of relationship adjustment. Please
circle the statement below each guestion that best describes your assessment
of the couple's present level of functioning. Please be as cbjective as

possible.

CONSENSUS

1. Have this couple improved in their ability to resolve differences?

very much.......... improved.......... SAME. ... vennnn. WOLS€.ivvnrnenns very much

improved worse

2. Have this couple been able to solve the main difficulty/issue that brought

them to therapy?

very much....... .o.improved.. . ... ..., Same......... e WOESE. ... . .Very much

improved worse
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SATISFACTION

3. Have this couple improved on frequency and intensity of quarrels?

very much.......... improved.......... SAME. ... vuu.n e WOISE. ... very much

improved worse

4. Have this couple improved in their ability to confide in each other and be

close?
very much.......... improved..... sr...BEmMEe. ... seass.WOESEL L Ll L., very much
improved worse

5. Have this couple improved their general marital satisfaction?

very much..... see..improved........ ..5ame. ... .. e WOKSE.L L very much

improved worse

€. Have this couple improved their general level of committment to the

relationship?

very much...... ve.simproved. . ... ... .. same...... B ok < 1= T very much

improved worse
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COHESION

7. Have this couple improved in their general level of companionship?

very much.......... improved.......... same..... B b 8 - I very much

improved worse

8. Have this couple improved in their ability to enjoy each cther's company

{(i.e exchange ideas, working together, engaging in outside interests

together) ?
very much.......... improved...... Pl BAME. L. WOLSE€. .. vesronns very much
improved worse

AFFECTICNAL EXPRESSION

9. Have this couple improved in their ability and willingness to show

atfection to each other?

very much..........improved........ s.5aMe. ... ... P A3 o 1= T very much

improved worse

10. Have this couple improved in their sexual relationship?

very much.......... improved.,........ SAME. .. vy . WOESE. L e, .. «+ . very much

improved worse
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INTERPERSONAL TRUST SCALE

Couple # Sex: M ___F

Instructions

Please read each of the following statements carefully and decide whether or
not you agree that it is true for your relationship with your partner.
Indicate how strongly you agree or disagree by circling the appropriate number
on the scale beside each statement. Please answer as accurately and honestly

as you can.

1 = STRONGLY DISAGREE
2 = MODERATELY DISAGREE
3 = MILDLY DISAGREE
4 = NEUTRAL
5 = MILDLY AGREE
6 = MODERATELY AGREE
7 = STRONGLY AGREE
1. My partner has always been responsive to 1 2 3 4 5 6 7
my needs and feelings.
2. I sometimes have concerns that my 1 2 3 4 5 6 7

personal identity must be compromised

to make our relationship work.



3. Resolving conflicts in our relationship is 1

a give-and-take procedure. Though neither

of us may be completely happy with any
given solution, I'm usually satisfied that

any action we take is in the best interests

of our relationship as a whole.

4, I feel that my partner can be counted 1 2

on to help me.

5. My partner is not someone who can always 1 2

be relied on to keep a promise,

6. I feel extremely confident that my partner 1 2

loves me.

7. When we are dealing with an issue that is 1
important to me, I feel confident that my

partner will put my feelings first,

8. If a better alternative were to come along, 1

there is the possibility that my partner

would at least consider leaving our relationship.

9. My partner is truly sincere in his/her promises.

10. Even when my partner and I are very angry
with one another, we still know that we

love each other fully and unconditiocnally.
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11. My partner is perfectly heonest and truthful i
with me.
12. Through our concerted efforts at problem 1

solving, we have managed to cope with the

stresses on our relationship very effectively.

13. Our marriage could easily be explained in 1
terms of "(s)he contributes this" and "I
contribute that". At times it doesn't feel

like we're in it together.

14. Tt is sometimes difficult for me to be 1
absolutely certain that my partner will always
care for me. Too many things can change in our

relationship as time goes on.

15. My partner and I are compatible encugh that 1
my persconal needs can be realized in ocur

relationship.

16. At times I am uncomfortable when I think 1
about how much I have invested in my

relationship with my partner.

17. In our day-to-day interactions, my partner 1

consistently acts in ways that are very positive.

18. There are times when my partner cannot 1

be trusted.
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19. I am never concerned that conflicts and 1 2 3 4 5 6
serious tensions can damage our relationship

because I know we can weather any storm.

20. My partner is not necessarily someone others 1 2 3 4 5 &
consider to be reliable. (S)he can't always be

counted on.

21. My partner is deeply committed to our 1 2 3 4 5 6
relationship.
22, Issues in our relationship don't seem to 1 2 3 4 5 6

sort themselves ocut over time. They seem to
build up, mushrooming intec concerns that

are out of proportion to the problem at hand.

23. My partner treats me fairly and justly. 1 2 3 4 5 4§

24. My partner has proven to be a faithful 1 2 3 4 5 6
person. (S)he would never be unfaithful,
even if there was absolutely no chance of

being caught.

25. I feel that my partner does not show me 1 2 3 4 5 6

enough consideration.
26. When problems have surfaced in our i 2 3 4 5 6
relationship, we have shown considerable

ability to work through them successfully.

27. My partner is a thoroughly dependable person. 1 2 3 4 5 6



28. I feel that I can trust my partner completely. 1 2
29. our two styles of dealing with conflicts 1 2
make me concerned about our capacity to

confront problems that arise in our relationship.

30. My partner typically behaves in ways that 1 2

are very rewarding to me.

31. At the present time, do you trust your partner? Yes

No
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ATTACHMENT QUESTIONNAIRE

COUPLE NO. M F

In this questicnnaire, you will £ind questions about your relationship to one
special person in your life. We call this special person your "attachment

figure". By attachment figure, we mean:

-Most likely, the person you are living with or romantically involved with.

- The person you'd be most likely to turn te for comfort, help, advice, love,

or understanding.

-The person you'd be most likely to depend on, and who may depend on you for

some things.

To answer the following gquestions, think of your husband, wife, common-law

spouse, boyfriend or girlfriend. This person is your attachment figure.

The questiéns about your relationship with your attachment figure begin on the
next page. Please think about each question and answer carefully, but do not
worry if some questions are hard to answer exactly. Remember, this
questionnaire is not a test; there are no right or wrong answers. Do the best

you can and trust your own judgements.



1 2 3 ' 4
stronsgly disagree somewhat agree agree
disagree and somewhat

disagree
1. I feel comfortable with my atitachment figure

going away for a2 few days.

- .

2 I turn to my attachment figure for many things,
including comfort and reassurance.

I'm confident that my attachment figure will
listen to me. :

W

4. I enjoy helping my attachment figure whenever
: I can. i

5. I have to force myself to keep going when my
attachment figure is absent.

g. It's hard for me to believe that I°1ll always
“have my attachment figure’'s love.

. 7. 1 have to have my attachment figure with me
when I'm upset.

8. I don’t object when my attachment figure goes
away for a few days.

9. I find it difficult to imagine turning to my
attachment figure for help.

10. I'm confident that my attachment figure will
try to understand my fezelings.

11. I sympathize witn my attachment figure when
he/she is upset.

5
strongly
agree




1 2 3 4
strongly - disagree somewhat agree agree
disagree and somewhat

di=agree

12.

13.

14.
15.

16.

17.
la.
19.
20.
21.

22.

The further I am from my attachment figure, the
more insecure I feel.

.,

I worry about losing my attachment figure,

When I'm upset, the most important thing
is to be with my attachment figure.

I resent it when my attachment £figure
spends time away from me.

I talk things over with by attachment figure.

I worry .that my attachment figure will let

" me-down.

When my attachment figure feels insecure,
I try to reassure him/her.

Being with my attachment figure is my only
security in life.

I have a terrible fear that my relationship
with my attachment figure will end.

I feel lost if I’m'upset and my attachment
is not around.

I feel abandoned when my attachment figure
is away for a few days
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5
strongly
agree




1 2 3 4

strongly disagree somewhat agree agree
disagree and somewhat
disagree
23. Things have to be resally bad for me to

24,

25.

25,

27.

28.

29.

31,

32.

Ul
“
»

ask by attachment figure for help.

When I'm upset, I am confident my attachment
figure will be there to listen to me.

When my attachment figure needs to talk,
he/sne can count on me.

I can motivate myself when my attachment
figure is away on a short trip.

I'm afraid that I will loase my attachment
figure's love,

I'm not likely to run to my attachment figure

every time I get upset.

I protest strongly when my attachment figure
leaves on a trip.

I only turn to my attachment figure when
I absolutely have to.

I can count on my attachment figure to be
available if I need him/her.

I want to be available when my attachment
figure needs me.

I feel much more insecure when my attachment
figure is away.

5
strongly
agree




1 2 : 3 4
strongly disagree socmewhat agree agree
disagree and somewhat

' disagree

I'm confident that my attachment figure will
always laove me.

34.

Wheﬁ I am anxious, | desperately need to

35,
be close to my attachment figure.
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Couple No.

Emotional Self-Disclosure Scale(Self-Rating)

Female

This is a2 measure designed to assess emotional disclosure. For each

statement below, indicate how willing you have been to discuss that

particular emotion with your spouse/partner. There are no right or wrong

answers. Answer each statement as honestly as you can. Circle only one

number for each statement that best describes you.

not at all willing

to discuss this topic

Times

Times

Times

Times

Times

Times

Times

Times

Times

when

when

when

when

when

when

when

when

when

you

you

vou

you

you

you

you

you

you

felt

felt

felt

felt

felt

felt

felt

felt

felt

depressed

happy

jealous

anxious

angry

calm

apathetic

afraid

discouraged

totally willing to

discuss this topic

3 4 S
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 3
3 4 5



10.

11,

12.

13,

14.

15.

16,

17.

i8.

18,

20.

21,

22,

23.

24,

25,

26,

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

when

when

when

when

when

when

when

when

when

when

when

when

when

when

when

when

when

you

you

you

you

you

you

you

you

you

you

you

you

you

you

you

you

vou

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

cheerful

possessive

troubled

infuriated

quiet

indifferent

fearful

pessimistic

Jjoyous

envious

worried

irritated

serene

numb

frightened

sad

delighted
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27.

28.

29,

30.

31.

32,

33.

34.

35.

36.

37,

38.

39.

40.

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

when

when

when

when

when

when

when

when

when

when

when

when

when

when

you

you

you

you

you

you

you

you

you

you

you

you

you

you

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

suspicious

uneasy

hostile

tranquil

unfeeling

scared

unhappy

pleased

resentful

flustered

enraged

relaxed

detached

alarmed



Couple No.
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Emotional Self--Discleosure Scale (Partner-Rating)

Female

This is a measure designed to assess emotional disclosure. For each

statement below, indicate how willing your speouse/partner has been to

discuss that particular emotion with you. There are no right or wrong

answers. Answer each statement as honestly as you can. Circle only one

number for each statement that best describes your partner.

not at all willing

to discuss this topic

Times

Times

Times

Times

Times

Times

Times

Times

Times

when

when

when

when

when

when

when

when

when

your

your

your

your

your

your

your

your

your

partner

partner

partner

partner

partner

partner

partner

partner

partner

felt

felt

felt

felt

felt

felt

felt

felt

felt

depressed

happy

jealous

anxious

angry

calm

apathetic

afraid

disceouraged

1

totally willing to

discuss this topic

3 4 3
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5



1a.

i1.

12,

13.

14,

15.

16.

17.

18.

19,

20.

21.

22.

23,

24,

25.

26.

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

when

when

when

when

when

when

when

when

when

when

when

when

when

when

when

when

when

your

your

your

your

your

your

your

your

your

your

your

your

your

yvour

your

your

your

partner felt

partner felt

partner felt

partner felt

partner felt

partner felt

partner felt

partner felt

partner felt

partner felt

partner felt

partner felt

partner felt

partner felt

partner felt

partner felt

partner felt

cheerful

possessive

troubled

infuriated

quiet

indifferent

fearful

pessimistic

joyous

envicus

worried

irritated

serene

numb

frightened

sad

delighted



27.

28.

29,

30.

31.

32,

33.

34.

35.

36.

37.

38.

39.

40,

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

Times

when

when

when

when

when

when

when

when

when

when

when

when

when

when

your

your

your

your

your

your

your

your

your

your

your

your

your

your

partner

partner

partner

partner

partner

partner

partner

partner

partner

partner

partner

partner

partner

partner

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

felt

suspiciocus

uneasy

hostile

tranquil

unfeeling

scared

unhappy

pleased

resentful

flustered

enraged

relaxed

detached

alarmed



COUPLE THERAPY ALLIANCE SCALE

William M. Pinsof, Ph.D.
Donald R, Catherall

Instructions

The following statements refer to your feelings and thoughts about your therapist
and your therapy right NOW. Each statement is followed by a seven point scale.
Please rate the extent to which you agree or disagree with each statement AT THIS
TIME.

If you completely agree with the statement, circlie number 7. If you completely
disagree with the statement, circle number 1. Use the numbers in between to
describe variations between .the extremes.

Complietely Strongly Strongly Completely
Agree Agree Agree Neutral Disagree Disagree Disagree
7 6 5 4 3 2 1

Please work'quickly. We are interested in your FIRST impressions. Your ratings
are CONFIDENTIAL. They will not be shown to your therapist or partner and will
only be used for research purposes.

Although some of the statements appear to be similar or identical, each statement
16 uURiguUe. PLEASE DE SURE TO RATE EACH STATEMENT.



The therapist cares about me
as a person.

The therapist and I are not in
agreement shout the goals for
this therapy.

I trust the therapist.

The therapist Tacks the skills
and ability to help my partner
and myself with our relationship.

My partner feels accepted by
the therapist.

The therapist does not understand
the relationship between my
partner and myself,

The therapist understands my goals
ih therapy.

The therapist and my partner are
not in agreement about the goals
for this therapy.

My partner cares about the therapist
as a person.

The therapist does not understand
the goals that my partner and I
have for ourselves as a couple

in this therapy.

My partner and the therapist are
in agreement about the way the
therapy is being conducted.

The therapist does not understand
me.

The therapist is helping my
partner and me with our relation-
ship.

I am not satisfied with the therapy.
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The therapist understands my
partner's goals for this
therapy. :

I do not feel accepted by
the therapist.

The therapist and I are in
agreement about the way the
therapy is being conducted.

The therapist is not helping me.

The therapist is in agreement
with the goals that my partner
and I have for ourselves as a
couple in this therapy.

The therapist does not care
about my partner as a person.

The therapist has the skills
and ability to help me.

The therapist is not
helping my partner,

My partner is satisfied
with the therapy.

I do not care about the
therapist as a person.

The therapist has the skills
and ability to help my
partner,

My partner distrusts the therapist.

The therapist cares about the
relationship between my partner
and myself.

The therapist does not understand
my pariner.
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APPENDIX C
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Table C-1
p : lati ] P i . )
Satiss . 1 ]

Variables cdasl ctrust cattach cselfd

cdasl - L64%x .5B*% L37*

ctrust - LT2EK 52%%

cattach ——— .43*

cselfd -

Note: cdasl = couples' pretreatment mean dyadic adjustment score, ctrust =

couples' mean trust score, cattach = couples' mean attachment score,
cselfd = couples' mean self-disclosure score

* p <.05, ** p <.01
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Table C-2
& 3 atw

{of . posttreatment and Follow-Up

Marital Satisfaction lLeve Marital Satisfaction Gains

Variables Time 2 Time 3 Time 2 Time 3
Couples
Age .29 .30 .23 .22
Education -.30 -.29 -.36 -.32
Length of Relationship .02 .05 .08 .10
Income -.12 -.02 -.11 -.01
Number of Children -.00 -.00 .17 .15
Females
Age .15 .12 -.02 -.04
Education -.03 -.12 .12 -.19
Males
Age .33 .39%* .3B*x* L38*%
Education -.29 -.32 -.31 -.32

Note: Time 2 = posttreatment, Time 3 = follow-up
* p <.05, ** p <,05/2 =.025



[ (8]
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Table C-3
L 1 —_
Level
Variables mdas3 (DV} B B R square change
(incremental)
mdasl .19 .220 .189 .04
mage .38* . 452 .408 .16%
Intexcept = 66.35
Multiple R = 44
R square = .20

adjusted R square = .15

Standard Error = 11.90

Note: mdasl = males' pretreatment marital satisfaction level, mdas3 = males'
follow-up marital satisfaction level, mage = males' age

* p <,.05
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Table C-4
1tipl E . £ ALl p i Follow- Marital
Satisf .

Variables cdasz (bV) B B R sgquare change
{incremental)

cdasl .35% .542 .349 L12%*

calnce L4 R .336 .475 L23*%

Intercept = -.76

Multiple R = ,59

]
|

R sguare .35
Adjusted R square = .30

Standard Error = 10.2

Variables cdas3 (DV) B B R square change
(incremental)

cdasl .20 .316 .201 .04

calnce .53%%* .383 .534 L29*%

Intercept = 15,98

Multiple R = .57
R square = .33
Adjusted R square = .28

Standard Error = 10.5

Note: cdasl = couples' pretreatment mean dyadic adjustment score, cdas2 =
couples' posttreatment mean dyadic adjustment score, cdas3 = couples' follow-~

up mean dyadic adjustment score, calnce = couples' mean alliance score at end

of third session

* p <.05, ** p <.,01



Table C-5
5  Multiple R . ¢ 211
_ . iSf .

Variables cdas2 (DV) B B R square change
{incremental)

cdasl .35% .542 .349 .12

task L49%* .735 517 27 %%

goals .37% 1.161 .380 .14

bonds .45* .980 .42¢6 .18

self .49%* .878 .492 L24%*

other .45%* .732 .452 L2Qx*

group .40% 1.467 .426 .18

Variables cdas3 (DV) B B R square change

{incremental)

cdasl .20 .316 .201 .04

task .58 .867 .603 L36**

goals L44* 1.377 .445 .20

bonds .45% 1.008 .433 .18

self .55% 1.004 .554 L30%%

other .48% .824 .489 L24%%

group .50% 1.807 .518 L2 x*

Note: cdasl = couples' pretreatment mean dyadic adjustmentiﬁcaigasccre,
cdas2 = couples' posttreatment mean dyadic adjustment score, cuas3 = couples'
follow-up mean dyadic adjustment score,

* p <.,05, ** p <.05/6 = ,008
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Variables cmiller2 (DV) B B R sguare change
{incremental)
cmillerl L60%* .510 .606 3T kR
calnce LAak* .266 .331 L.10%*
Intercept = 37.06
Multiple R = .69
R sguare = .47
Adjusted R square = .43

Standard Error = 10.5

Variables crillerl cmilier3 (DV) B B R square change
{incremental)

cmillerl -— L49%% .564 .485 24%%

calnce .25 L50** .446 .408 LI1EE*

Intercept = 6.63

Multiple R = .63
R square = ,40
Adjusted R square = .36

Standard Error = 15.1

Note: cmillerl = couples’ pretreatment mean Miller Intimacy score, cmiller2 =
couples' posttreatment mean Miller Intimacy score, cmiller3 = couples'

follow-up mean Miller Intimacy score, calnce = couples' mean alliance score at

end of third session

* p <.05, ** p <01
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Table C-7

1tip: . c ALl ) . . :

Variables  thrate (DV) B B R sgquare change
(incremental)

calnce .36%* .092 .364 .13

Intercept = - 7.06

Multiple R = .36
R sguare = .13
Adjusted R square = .11

Standard Error = 4.2

Note:Thrate = therapist rating of improvement, calnce = couple mean alliance

score at end of third session

* p <, 05



Table C-8

Means and Standard Deviations of Dependent Variables

228

Variables Time 1 Time 2 Time 3
M (SD} M (5D) M (SD)}

DAS

Couples 8B.0 (7.9) 102.9 (12.1) 107.5 (12.3)
Females 87.3 (11.2} 102.3 (12.9) 106.4 (14.1)
Males 88.8 (11.1) 103.5 (13.8) 108.5 (12.9)
MILLER

Couples 115.3 (16.4) 132.1 (13.8) 132.4 (18.7)
Females 1l16.5 (18.4) 133.5 (15.1) 133.9 {20.9)
Males 114.5 (22.1) 130.7 (17.0) 130.8 (22.3)
THERAPIST RATING

Couples 8.4 (4.3)

Note: Time 1 = pretreatment, Time 2 = posttreatment, Time 3 = follow-up,

DAS = Dyadic Adjustment Scale, Miller = Miller Intimacy Scale, Therapist

Rating = Therapist Rating of Improvement
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Table C-9

P £ T

Variables Couples Females Males
M (SD) M ({3D) M (5D)

TRUST 132.9 (25.9) 129.3 (28.1) 136.6 (32.4)
faith 31.1 (6.5) 31.3 (7.0) 30.7 (8.4)
responsive : 33.7 (8.7 32.7 (9.5) 34,7 (11.3)
depend 32.4 (2.2) 30.8 (7.3) 34.1 (7.1
cconflict 18.4 (6.3) 18.2 (7.6) 8.6 (7.1)
concern 17.3  (4.4) 16.2 (5.4) iB.4 (6.0)

Note: trust = total score, faith = faith in partner's committment to
relationship, responsive = perception that partner is responsive to one's
needs and desires, depend = perception that partner is dependable, cconflict =

confidence in conflict resclution, concern = concern about the future of the

relationship
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Table C-10

. s ¢ ; ]

Variables Couples Females Males
M (SD) M (SD) M (5D)
ATTACHMENT 132.2 (9.7) 130.3 (13.7) 134.2 (12.7)
useatt 18.7 (3.4 19.7 (3.3 17.7 (4.6}
availab 17.6 {3.1} 17.1  (3.8) 18.1 (3.9)
proxsee 17.6 (2.3) 16.3 (2.9 18.9 (2.9
protest 20.4 (2.4) 19.7 {3.9) 21.1 (2.7
recipr 20.1 (2.1) 20.0 (3.1) 20.1 (2.0)
secbase 20.4  (2.2) 20,1 (3.4) 20.6 (2.8)
ferloss 17.4 (2.7) 17.3 (3.5) 17.5 (3.8)

Ngote: ATTACHMENT = total score, useatt = use of attachment figure, availab =
perception that one's partner is available, proxsee = extent of proximity
seeking during stress, protest = extent of protest during partner absence,
recipr = perception that one's partner will reciprocate caring and nurturance,
secbase = perception that one's partner will be present when needed, ferloss =

the extent of fear of loss of relationship



Table C-11

’ jazd s ¢ self . L f-disel

Variables Females Males £ df R
M (sD) M (SD)

Anger 18.3 (5.6) 15.8 (4.3) 2.09 66 .040
Anxiety 18.8 (4.0 16.2 (4.4) 2.54 66 .013
Apathy 17.1 (5.2) 14.0 (4.1) 2.74 66 .008
Calmness 20.3 (4.1) 18.1 (4.3) 2.37 66 .021
Depression 18.2 (5.1) 15.7 (4.6) 2.18 66 .033
Fear 19.2 (5.0) 15.9 (5.1) 2.60 66 .0009
Happiness 22.5 (2.9) 20.6 (4.1) 2.12 66 .037
Jealousy 17.1 (5.1) 16.4 {4.3) .54 66 _ .58%
Total 151.8 (25.9) 132.8 (30.7) 2.59 66 .012

Note: two-tailed probability
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Table C-12
a 1f-
Variables Females Males r af o)
M (SD) M (8D)

Anger 17.2 (4.9 13.8 (5.1} -2.82 66 .006
Anxiety 18.0 (4.1 14.7 (4.8) ~-2.97 66 .004
Lpathy 14.7 (4.0} 13.2 (5.5) -1.28 66 .204
Calmness 17.0 (3.49) 16.5 (5.8) -.38 53 .705
Depression 17.6 (4.5} 14,7 (4.7} -2.53 66 .01l4
Fear 17.8 (4.2) 14.3 (5.5} -2.93 66 .005
Happiness 20.5 (3.2) 19.4 (4.9} -1.02 56.7 .312
Jealousy 16.3 (4.1) 13.6 (5.2) -2.38 66 .020
Total 13%.0 (25.5) 120.4 (33.8) -2.56 66 .013

Note: two-tailed probability
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Table C-13

o £ Toral Self-pisc)

Variables Females Males £ df jo]
M (5D) M (SD)

Anger 17.8 (3.9 14.8 (3.9) -3.71 66 .001
Anxiety 18.4 (3.4) 15.8 (3.5) -3.49 66 .0o1
Apathy 15.9 (3.8) 13.6 (3.8} -2.97 66 .005
Calmness 18.7 (3.3} 17.3 (3.8} 2.41 66 .022
Depression 17.9 (4.1) 15.2 (3.5) -2.97 66 .005
Fear 18.5 (3.8) 15.1 (4.2) 4.05 66 .000
Happiness 21.5 (2.6} 20.0 (3.6) -2.72 66 .010
Jealousy 16.7 (32.6) 15.0 (3.9) -2.27 6 .030
Total 145.7 (24.8) 125.3 (26.4) -3.19 £€ .004

Note: This represents the combined self and partner rating of self disclosure,

two-tailed probability



234

Table C-14

Variables Females Males i df o)

M (8SD) M (5D)
trust 129.3 (28.1} 136.6 (32.4) -1.01 66 .316
attachment 130.3 (13.7) 134.2 (12.7) -1.20 66 .233
Self-disclosure 151.8 (29.9) 132.8 (30.7) 2.59 66 .012

{self rating)

Self-Disclosure 139.0 (25.5) 120.4 (33.8) -2.56 66 .013
{Partner rating)

Self-disclosure 145.7 (24.8) 125.3 (26.4) -3.19 66 .004

(combined average)

alliance 164.7 (21.2) 166.5 (16.9) -.37 66 710
dasl 87.3 (11.2) 88.8 (11.1) ~.56 66 -580
das2 102.4 (12.9) 103.5 (13.8) ~-.36 66 .718
das3 106.4 (14.1) 108.6 (12.9) -.65 66 .520
millerl 116.6 (1B.4) 114.5 (22.1) .42 66 .673
millexr2 133.5 (15.1) 130.8 (17.0) .70 66 .486
riller3 134.0 {21.0) 13¢.9 (22.3) .59 €6 .555

Note:trust = individwal trust score, attachment = individual attachment score,
alliance = alliance score at end of third session, dasl = pretreatment dyadic
adjustment score, das2 = posttreatment dyadic adjustment score, das3 =
follow~up dyadic adjustment score, millerl = pretreatment miller intimacy
score, miller2 = posttreatment miller intimacy score, miller3 = follow-up

intimacy score, two-tailed probability
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Table C-15
P £ sub3 ] i 13 i
% (N) Total Sample = 34

Posttreatment EFollow-up
a b a b
Recovered Improved Recovered Improved
Couples 50% (17) 79% (27) T0% (24) B2% (28)
Females 56% (19 76% {26) 67% (23) 82% (28)
Males 59% (20) T76% (26) 76% (26) 82% (28)

Note: a = Couples' Mean Dyadic Adjustment Score > 101, b = Couples' Mean

Dyadic Adjustment Change Score 2= 5
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Table C-16
] ¢ Marital Di

Total Sample = 34

Postfreatment Follow-up
a b a b
Recovered Improved Recovered Improved
Severe 14% {1} 86% (6) 57% (4) 100% (7)
(N = 7}
Moderate 69% (9) 77% (10) 85% (11) 85% (11)
(N = 13)
Mild 57% (B) 57% (8) 78% (11) 71% (10}
(N = 14)

Note: a = Couples' Mean Dyadic Adjustment score > 101, b = Couples' Mean

Dyadic Adjustment change score > 5



Table C-17

and Follow-Up

Couples = Females Males
Variables Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
Couples
Mean score .24 .29 .27 .22 .26 .23
availability .36% .03 .06 .13 .21 .17
proximity seeking .38% .27 .22 .16 a1 .13
feared loss .22 .16 .13 .11 .12 .09
use of attachment .34x* .12 .08 .02 .13 .09
reciprocity .08 .07 .11 .03 .02 .00
secure base .06 .04 .07 .09 .01 .05
separation protest .02 .04 .12 .13 .08 .09
Females
Total Score .24 .22 .23 .22 .18 .16
availability ' L40* .07 -.15% -.00 .05 .06
proximity seeking .22 .26 17 .23 .16 .19
feared loss .07 .09 .09 -.04 .11 .08
use of attachment .37%* .14 .31 .18 .17 .13
reciprocity .17 .19 .27 .11 .11 .16
secure base .08 .10 -.02 .00 .08 .09
separation protest .09 .10 .01 .07 .12 .13
Males
Total Score .22 .24 .20 .12 .17 .14
availability .12 .09 .02 .01 .10 .04
proximity seeking .35% .24 .15 17 .09 .10
feared loss .17 .21 .16 .13 .30 .25
use of attachment .13 .16 .19 .09 .24 .01
reciprocity .09 .10 .05 .08 .03 .07
secure base -.19 -.17 -.03 -,05 -.19 -.12
separation protest .08 .07 .11 .10 .10 .13

Note: Time 2 = posttreatment Miller Intimacy score, Time 3 = follow-up Miller
Intimacy score, * p <.05
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Table C-18

Variables cmiller2 (DV) B B R square change
{incremental)
cmillerl .60* .507 .602 .36
cproxsee .38%* .003 .001 .00
cuseatt .34x% .631 .157 .01
crecipr L36* .068B .011 .00
fuseatt .39x* .264 .067 .00
frecipr L40% .344 .078 .00
mproxsee .35* .057 .011 .00

Note: cmillerl = couples' mean pretreatment Miller Intimacy score, cmiller? =
couples' mean posttreatment Miller Intimacy score, cproxsee = couples' mean
proximity seeking score, cuseatt = couples' mean use of attachnment score,
crecipr = couples' mean reciprocity score, fuseatt = female use of attachment
score, frecipr = female reciprocity score, mproxsee = male proximity seeking
score,

Separate Regression analyses were conducted for each variable

* p <.05, ** p <.05/6 = .008



Table C-19

B - lati ] predi Variab] L T) . Rat i E
Improvement

Variables Therapist rating of improvement
couples' mean trust level -.086
female trust level ~.17
male trust level .05
couples' mean attachment level -.26
female attachment level -.21
male attachment level -.18
couples' mean self-disclosure level -.14
female mean self-disclosure level -.16
female self rating of disclosure ~.01
partner rating of female self-disclosure -.09
male mean self-disclosure level -.07
male self rating of disclosure .16

partner rating of male self-disclosure -.27
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Table C-20

Couyples = Eemales = Males

Variables . Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
Self rating

Anger .08 .09 .11 .12 .09 .12
Anxiety .12 .13 .02 .08 .15 .17
Rpathy .17 .12 .03 .12 .11 .09
Calmness 11 .03 .12 .09 .08 .04
Depression .13 .19 .10 .16 .16 .19
Fear .18 .20 .10 .13 .10 .12
Happiness .21 .22 .18 .19 .15 .21
Jealousy .04 .16 .04 .09 .04 .21
Partner rating

Anger .05 .04 .02 .07 .09 .11
Anxiety -.10 -.09 -.13 -.13 -.06 -.10
Apathy -.05 .01 .04 .02 -.12 .01
Calmness .25 .19 .29 .15 .17 .20
Depression -.02 ~-.04 -.06 -.07 -.08 ~.08
Fear -.07 -.06 .04 .09 .09 .09
Happiness .24 .23 .21 .18 .18 .21
Jealousy -.19 -.16 -.16 -.13 -.18 -.18

Note: Time 2 = posttreatment Dyadic Adjustment score, Time 3 = follow-up
Dyadic Adjustment score,

* p <,058
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Table C-21
lati ¢ Male Self-Discl F i iral Satisfacti
Level at Posttreatment and Follow-up

Couplas Females Males

Variables Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
Self rating

Anger .08 .09 .11 .12 .09 .12
Anxiety .21 .09 .25 .05 .14 .12
Apathy .07 -.01 .09 .01 .04 -.01
Calmness .11 .03 .05 .08 .15 .16
Depression .13 .19 .10 .16 .16 .18
Fear .19 .20 .10 .13 .20 .18
Happiness .18 .20 .19 .18 .15 .21
Jealousy .07 -.03 .08 -.009 .05 .04
Partner rating

Anger .05 .04 .02 .07 .08 .11
Anxiety .10 .29 17 .23 .16 .11
Apathy : .05 .01 .04 .02 .12 .01
Calmness .25 .19 .29 .15 .17 .20
Depression .02 .14 .26 17 .18 .29
Fear .07 .11 .04 .09 .09 .09
Happiness .24 .23 .21 .18 .18 .21
Jealousy .10 .16 .17 .13 .18 .18

Note: Time 2 = posttreatment Dyadic Adjustment score, Time 3 = follow-up
Dyadic Adjustment score,

* p <.05
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Table C-22

Couples Females Males

variahles Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
Self rating

Anger .08 .09 .11 .12 .08 .12
Anxiety .12 .13 .02 .08 .15 .17
Apathy .17 .12 .03 .12 A1 .09
Calmness .11 .03 .12 .09 .09 .04
Depression .13 .19 .10 .16 .16 .19
Fear .19 .20 .10 .13 .10 .12
Happiness .21 22 .19 .19 .15 .21
Jealousy .04 .16 .04 .09 .04 .21
Partner rating

Anger .03 .04 .02 .07 .08 .11
Anxiety -.10 -.09 -.13 -.13 -.06 -.10
Apathy -.05 .01 .04 .02 -.12 .01
Calmness .25 .19 .29 .15 .17 .20
Depression -.02 -.04 -.06 -.07 -.08 -.09
Fear ~-.07 -.06 .04 .09 .08 .09
Happiness .24 .23 .21 .18 .18 .21
Jealousy -.19 -.1l86 -.16 -.13 -.18 -.18

Note: Time 2 = posttreatment Dyadic Adjustment change score, Time 3 = follow-
up Dyadic Adjustment change score,

* p <.05/16 = .003
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Table C-23

: s i {tal Satisfact]

Couples Females Males

Variables Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
Self rating

Anger .08 .09 .11 .12 .09 .12
Anxiety .21 .09 .25 .05 .14 .12
Apathy .07 -.01 .09 .01 .04 -.01
Calmness .11 .03 .05 .09 .15 .16
Depression .13 .19 .10 .16 .16 .19
Fear .19 .20 .10 .13 .20 .18
Happiness .18 .20 .19 .19 .15 .21
Jealousy .07 -.03 .08 -.09 .05 .04
Partner rating

Anger .05 .04 .02 .07 .09 .1l
Anxiety .10 .29 .17 .23 .16 .11
Apathy .05 .01 .04 .02 .12 .01
Calmness : 25 .19 .29 .15 .17 .20
Depression .02 .14 .26 .17 .18 .29
Fear .07 .11 .04 .09 .09 .09
Happiness .24 .23 .21 .18 .18 .21
Jealousy .10 .16 .17 .13 .18 .18

Note: Time 2 = posttreatment dyadic adjustment change score, Time 3 = follow-
up dyadic adjustment change score,

* p <.05/16 = .003
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Table C-24

a i I -
Posttreatment and Follow-Up

Couples Females Males

Variables Time 2 Time 3 Time 2 Time 2 Time 2 Time 3
Czelfd .17 .18 .08 .15 .21 .17
Fzelfd .17 .11 .05 .20 .17 .16
Fsds .05 .23 .05 .26 .03 .13
Fsdp .13 .08 .02 .04 .20 .10
Mselfd .04 .11 .09 .06 .10 .13
Msds .21 .08 .05 -.04 .30 .16
Msdp .04 .11 .08 .15 -.02 .04

Note: Time 2 = posttreatment Miller Intimacy score, Time 3 = follow-up Miller
Intimacy score, Cselfd = Couples' mean self-disclosure s~ouie, Fselfd =
females' mean self-disclosure score, Fsds = females' self rating score, Fsdp =
partner rating of female self-disclosure, Mselfd = males' mean self-disclosure
score, Msds = males' self rating score, Msdp = partner rating of male self-
disclosure

* p <,05



Tabkle C-25
£-Dj T
Posttreatment and Follow-Up
Louples Females Males

Variables Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
Self rating

Anger .08 .18 .11 12 .09 .12
Anxiety .04 .18 01 .20 .06 .11
Apathy .27 .22 .30 .44* .04 .14
Calmness .31 .28 .30 .29 .20 .20
Depression .13 .18 .10 .17 .16 .19
Fear .11 .14 .25 .23 .10 .12
Happiness .21 12 .20 .19 15 .21
Jealousy .08 .26 .06 .26 .08 .19
Partner rating

Anger .05 .04 .02 .07 .09 .11
Anxiety -.10 -.09 -.13 -.13 .06 .10
Apathy .10 .16 .15 .26 .03 .02
Calmness .25 .19 .29 .15 .17 .20
Depression -.02 -.04 06 -.07 .08 .09
Fear -.07 -.06 .04 .09 .09 .09
Happiness .17 .23 .11 .18 .17 .21
Jealousy -.16 .01 -.03 .13 -.23 -.18

Note: Time 2 = posttreatment Miller Intimacy score, Time 3 = follow-up Miller

Intimacy score,

* p <.05
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Table C-26
a — T —_
Intimacy Level
Variables fmiller3 (DV) B B R square change
(incremental)
fmillerl .36* . 407 . 357 L13*
fsapa L4 1.462 .363 L11*
Intercept = 78.04
Multiple R = .49
R square = .24
Adjusted R square = .19

Standard Error = 18.8

Note: fmillerl = females' pretreatment Miller Intimacy Scale score, fmiller3 =
females' follow-up Miller Intimacy Scale score, fsapa = females' self rating
of apathy self-disclosure

* p <.05
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Table C-27
. - le Self-Discl T , I ]

posttreztment and Follow-up

Couples Females Males

Variables Tirme 2 Time 3 Time 2 Time 3 Time 2 Time 3
Self rating

Anger .08 .09 .11 .12 .08 .12
Anxiety .24 .11 .12 .05 .27 .16
Apathy .07 ~.01 .09 .01 .04 -.01
Calmness .11 .03 .05 .09 .15 .16
Depression .15 .09 .11 .16 .34x% .19
Fear .19 .20 .20 .13 .21 .18
Happiness .18 .16 .19 .08 37 .22
Jealousy 10 01 .08 ~-.09 .19 .10
Partner rating

anger .05 .04 .02 .07 .09 .11
Anxiety .21 .12 .06 .04 .28 .17
Apathy .05 .01 .04 .02 .12 .01
Calmness .25 .19 .29 .15 .17 .20
Depression .02 17 .16 .17 .18 .29
Fear .07 .11 .04 .21 .17 .12
Happiness .12 .20 .21 .18 .28 .21
Jealousy .12 .16 .15 .13 .18 .13

Note: Time 2 = posttreatment Miller Intimacy score, Time 3 = follow-up Miller

Intimacy score,

* p <,05
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Table C~28
Intimacy Level

Variables mmiller2 (DV) B B R square change
(incremental)

mmillerl .60%* .464 .602 .36%*%*

mshap L37* .542 .216 .04

msdep L34* .109 .184 .03

Note: mmillerl = males' pretreatment Miller Intimacy score, mmiller2 = males'
posttreatment Miller Intimacy score, mshap = males' self rating of happiness
self-disclosure, msdep = males self rating of depression self-discleosure
Separate Regression analyses were conducted for each variable

* p .05, ** p <.05/2 = .025
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Table C-29
up

Couples Females Males
Variables Time 2 Time 3 Time 2 Time 3 Time 2 Time 3
Couples
Mean Score .39% .21 L34x% .11 .32 .25
faith LA2* .28 .33 .07 .39* L41%*
concern .12 .04 .15 .06 .06 .01
dependability .29 .26 .15 .07 .33 .32
responsiveness .29 .20 .31 .14 .31 .20
conflict resolution .28 .07 .32 .09 .17 .03
Females
Total Score .25 .13 .23 .04 .20 .18
faith .38% .33 .30 .10 .34 Tasx )2 (i
concern -.01 -.04 .01 -.08 -.01
dependability .22 .06 .20 -.03 .19 .13
responsiveness .23 .13 .22 .11 .17 .12
conflict resolution .08 -.01 .13 -.01 .03 -.01
Males
Total Score AL .23 .35# .15 .35= .25
faith .35% .18 .27 .02 .33 .27
concern : .18 .10 .22 .17 .11 .01
dependability .20 .32 .02 .14 .30 .42*
responsiveness L42% .19 .38% .13 .33 .21
conflict resoclution .16 .15 .08 .09 .21 .19

Note: Time 2 = posttreatment Miller Intimacy score, Time 3 = follow-up Miller
Intimacy score,

* p <.05
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Table C-30
Summary of Multiple Regression of Trust on Couples Posttreatment Intimacy

Level

Variables cmiller2 (DV) B B R square change
{incremental)

cmillerl L60% . 507 .6802 L36%*

ctrust .39% -.017 -.033 .00

cfaith .42% .238 .361 .01

ffaith .38% .286 .145 .02

mtrust .41% .005 .013 .00

mfaith .35% .054 .033 .00

mresponse LA2% .005 .005 .00

Note: cmillerl = couples' mean pretreatment Miller Intimacy score, cmiller2 =
couples' mean posttreatment Miller Intimacy score, ctrust = couples' mean
trust score, cfaith = couples' mean faith score, f£faith = females' level of
faith score, mtrust = males' trust score, mfaith = males' level of faith
score, mresponse = males' perception of partner responsiveness score

Separate Regression analyses were conducted for each variabie

* p <.05, #* p <,05/6 = .008



Table C-31

Multiple . £ Females' . Level

Variables fmiller2 (DV) B B R square change
(incremental)

fmillerl .36% .296 .359 L13%

ctrust .34%* .106 .183 .02

mtrust .35% .101 .219 .03

mresponse .38% .368 .279 .06

Note: fmillerl = females' pretreatment Miller Intimacy score, fmiller2 =
females' posttreatment Miller Intimacy score, ctrust = couples' mean trust
score, mtrust = males' trust score, mresponse = males' perception of partner
responsiveness score

Separate Regression analyses were conducted for each variable

* p <.05, ** p <.05/3 = .016
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Table C-32
ultio] . £ T Males' P ¢ ot I ]

Variables mmiller? (DV) B B R square change
{incremental)

mmillerl .60%* .465 .602 L36*%

cfaith L.39% .545 .213 .04

mtrust .35% .015 .02¢9 .00

Note: mmillerl = males' pretreatment Miller Intimacy score, mmiller2 = males'
posttreatment Miller Intimacy score, c¢failth = couples' mean level of faith
score, mtrust = males' trust score,

Separate Regression analyses were conducted for each variable

* p <.05, ** p <,05/2 = _025
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Table C-33

Variables mmiller3 (DV) B 8 R sgquare change
{(incremental)

mmillerl .51%* .516 .510 L20%%

ffaith .45% 1.180 .368 13%%

mdepend .42% 1.107 .346 .12

cfaith .41* -909 .270 .06

Note: mmillerl = males' pretreatment Miller Intimacy score, mmiller3 = males'
follow-up Miller Intimacy score, ffaith = females' level of faith, mdepend =
males' perception of partner dependability, cfaith = couples' mean level of
faith score,

Separate Regression analyses were conducted for each variable

* p <.05, ** p <,05/3 = ,016





