












STATEMENT BY AUTHOR 

This dissertation has been submitted in partial 
fulfillment of requirements for an advanced degree at 
The University of Arizona and is deposited in the 
University Library to be made available to borrowers 
under rules of the Library. 

3 

Brief quotations from this dissertation are 
allowable without special permission, provided that 
accurate acknowledgment of source is made. Requests for 
permission for extended quotation from or reproduction 
of this manuscript in whole or in part may be granted by 
the head of the major department or the Dean of the 
Graduate College when in his or her judgement the 
proposed use of the material is in the interests of 
scholarship. In all other instances, however, 
permission must be obtained from the author. 



4 

ACKNOWLEDGEMENTS 

I would like to express my gratitude to Carl Ridley 
for his ever faithful support and friendship, his growth 
enhancing challenges to my ideas and thoughts, the 
wisdom he shared that guided me through this work, and 
his enthusiasm that made taking action easier. Thanks 
also go to Jeffrey Dozoretz and Julie Phillips. Their 
willingness to listen to my at times rambling theorizing 
and their eagerness to point out where refinement was 
necessary, their endless hours and constant presence 
while we stuggled through the day to day work of running 
a marital therapy clinic, and their sharing of the joys, 
the miseries, the frustrations, the tears, the 
anxieties, and the exhilarations, was all deeply 
appreciated and cherished, as it helped make the 
insufferable sufferable. I would also like to extend my 
gratitude to Varda Salomon, Carol Sigelman, Rosemary 
Rosser, Elizabeth Yost, and Marvin Kahn, for their 
helpful suggestions, their understanding patience, their 
support and encouragement, and their ever ready 
cheerfulness. Finally, my sincere thanks go to Marie 
Reyna and Cheri Shapiro for their kind and generous 
assistance in helping with this project. 



5 

TABLE OF CONTENTS 

LIST OF ILLUSTRATIONS 7 

LIST OF TABLES • . . . . . . . . 8 

ABSTRACT • • • . . . . . . . 9 

1. INTRODUCTION..... • • • • 10 
Marital Interventions • • •• • •• 17 
Affective Marital Therapies •••••••• 21 
Behavioral Marital Therapy • • • • •• • 35 
Cognitive Marital Therapy • •• • ••• 55 
Comparisons and Combinations of Behavioral 

and Affective Marital Therapy • • • • • • • 62 
Comparisons and Combinations of Behavioral 

and Cognitive Marital Therapy ••••••• 71 
Comparisons and Combinations of Cognitive 

and Affective Marital Therapy ••••••• 80 
Cognition, Affect, and Behavior in 
Marital Therapy • • •••.•.• 83 

Purpose of Study • .•••••••••• 86 

2. METHOD.... • ••.••••• 94 
Subjects • • • • • • • • • • • • . • • 94 
Group Leaders • • • • • • • • • • • 97 
Instrumentation . . • • . • • • •• •• 98 

Self-Report Measures • • • • • • 98 
Behavioral Measures • • • • • 111 

Procedure • • • • • . • • • • • • • • 116 
MPS-AB Treatment • • ••• • • •• 118 
MPS-CAB Treatment • • • • •• 120 

Analyses • • • • • • • • • • 125 

3. RESULTS • • • • • • • • • • • • • 131 
ANOVAs for WLC, MPS-AB, and MPS-CAB Groups 131 

Treatment Group by Time Differences 131 
Time Differences .••• ~ .;. • • 131 
Sex Differences •• • • • • • • • • • 135 

ANOVAs for MPS-AB and MPS-CAB Groups • 135 
Time Differences • • . • • • • • • •• 135 
Sex Differences • . • . • . • • • •• 136 



6 

TABLE OF CONTENTS - Continued 

Statistically Reliable and Clinically 
Significant Change • • • • • 136 

Dyadic Adjustment • • • • 143 
Problematic Behavior • • • •• 145 
Irrational Beliefs • • •• •• •• 146 
Positive Emotions • • • • • • • • 146 
Negative Emotions • • •• 147 
Behavioral Data • • • 149 
General Observations • •••• 151 

Contributions of Affect, Cognition, and 
Behavior to Dyadic Adjustment . • • • •• 154 

Correlational Data • • • • •• 155 
Husband Scores • . • • • • • • 158 
Wife Scores ••• • • • • 158 

4. DISCUSSION • 162 

APPENDIX A BEHAVIORAL CODING INSTRUCTIONS. 192 

REFERENCES • . . . . . . . . . . . . . . . . . 207 



7 

LIST OF ILLUSTRATIONS 

FIGURE 1, Cognition, Affect, and Behavior in 
the Marital Dyad •• • • • •• • ••• 89 



LIST OF TABLES 

TABLE 1, Pre-test and Post-test Couple Scores on 
the 23 Dependent Measures for Each 

8 

Treatment Condition • • • • • • • •• 132 

TABLE 2, Pre-test, Post-test, and Follow-up Couple 
Scores on the 23 Dependent Measures 
for the MPS-AB and MPS-CAB Couples • • • • 137 

TABLE 3, Percentages of Subjects who Improved 
or Deteriorated on the Self-Report 
Variables • • • • • • • • • • • 

TABLE 4, Percentages of Subjects who Improved 
or Deteriorated on the Behavioral 

140 

Variables • • • • • • •• • • • • •• 150 

TABLE 5, Correlations for Wives 156 

TABLE 6, Correlations for Husbands 

TABLE 7, Semipartial Correlations with Dyadic 
Adjustment for Husbands • • • • • • 

TABLE 8, Semipartial Correlations with Dyadic 
Adjustment for Wives • • • • • • • • 

157 

159 

. . . 161 



9 

ABSTRACT 

Based upon the thesis that human functioning 

consists of affective, cognitive, and behavioral 

processes which operate interdependently, targeting all 

three areas should be more effective than targeting only 

one or two areas of functioning. The present study 

compared the Mutual Problem Solving Program, a marital 

therapy intervention with affective and behavioral 

components (MPS-AB), an MPS program with added cognitive 

components (MPS-CAB), and a wait-list control (WLC) 

condjtion. Forty-nine couples participated. Both 

treatments involved eight sessions. Assessment 

utilizing self-report questionnaires and observational 

measures was done at pre-test, post-test, and three

month follow-up. MPS-AB and MPS-CAB couples exhibited 

better dyadic adjustment (p = .006) than the WLC 

couples. MPS-AB was just as effective as MPS-CAB at 

improving irrational beliefs. The percentage of 

subjects who experienced statistically reliable 

improvement in dyadic adjustment from pre-test to post

test was 34.4, 35.3, and 9.4, for the MPS-AB, MPS-CAB, 

and vJLC groups respectively, while for deterioration the 

percentages were 18.8, 11.8, and 37.5. Emotion was the 

best predictor of dyadic adjustment. 
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CHAPTER 1 

INTRODUCTION 

Throughout the history of psychology, the field has 

been concerned, to some degree or another, with affect, 

cognition, and behavior. Affect can be described as the 

feelings, emotions, or moods experienced by the 

individual. Cognition can be described as a thought or 

thought process, such as attitudes, beliefs, opi.nions, 

ideas, perception, memories, problem-solving, and 

decision making. Behavior can be described as the 

actions engaged in by a person that can be observed. 

Hilgard (1980) traced the development of research on 

these three areas of psychology and showed that one of 

the three was always overemphasized at the expense of 

one or both of the other areas. The tripartite division 

of a person, first described formally by Moses 

Mendelssohn in 1755, has been supported by such 

psychological luminaries as Kant, Bain, Angell, 

McDougall and others. At times, the Freudian emphasis 

on affect held sway, to be overshadowed by the influence 

of behaviorism, which itself has been overshadowed by 

cognitive psychology. Hi.lgard proposed that present day 

psychology would profit from focusing on the entire 
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experience of human beings: affect, cognition, and 

behavior; and avoid a narrow view of people which 

purports that human experience can be sufficiently 

explained and understood by only one of the three areas. 

Coyne (1981) reached a similar conclusion. He 

stated that psychology often takes a fragmented view of 

people in the flux of one emphasis over another. He 

stated that cognitions, emotions, and behaviors are 

partially independent processes that should be 

integrated in any good theory of psychology, and any 

view that holds that either cognition, affect, or 

behavior subsumes the other two aspects is a distorted 

or incomplete view of a person. 

In terms of psychotherapy, Mahoney (1984) stated 

that therapists often subscribe to one view as to how to 

effect change in the client. Behavior therapists focus 

most directly on changing behavior, with cognitive and 

affective change following as a consequence. Cognitive 

therapists focus most directly on changing thoughts, 

with affective and behavioral change targeted only to 

help the cognitive change process. Similarly, affective 

therapists focus most directly on emotional change, with 

cognitive and behavioral change following as a 

consequence. Mahoney called for an integration of 

change processes in therapy that focuses equally on 



affect, cognition, and behavior in order to best meet 

the holistic needs of the client. 
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Garfield (1980) also discussed the limitations of 

focusing on only one aspect of human functioning in the 

context of therapeutic change. Garfield hypothesized 

that different types of psychotherapies appear to be 

equally effective because they focus on only one aspect 

of human experience. Regardless of which aspect is 

emphasized, the therapy only targets one third of human 

experience, and thus is less effective than it could be 

i.f it focused on all three aspects. All psychotherapies 

thus appear equally effective or equally noneffective 

because they all are incomplete. Garfield also 

hypothesized that different psychotherapies appear 

equally effective regardless of which aspect they 

emphasize because certain individuals respond better to 

behavioral, affective, or cognitive approaches. Rachman 

(1981) discussed the partial independence of behavioral, 

cognitive, and affective systems, individual differences 

in the extent to which these systems are utilized, and 

the implications for treatment of people with different 

styles of functioni.ng and different mental disorders. 

Garfield (1980) further explained that since individuals 

with different orientations (affective, cognitive, or 

behavioral) randomly partake in affective, cognitive or 
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behavioral psychotherapy, the research on 

psychotherapeutic outcome suggests that all 

psychotherapies are equally effective because each 

person has a one in three chance of engaging in a 

therapy that suits his or her needs. If this hypothesis 

were true, Garfield suggests efforts to match certain 

people to the psychotherapy best suited to their 

orientation. However, Garfield stated that he leans 

toward believing that all people are affective, 

cognitive, and behavioral beings, and that the 

psychotherapeutic approach that recognizes this and 

targets thoughts, feelings, and actions for therapeutic 

change in an integrated and interrelated fashion would 

be the most effective approach. 

Efforts to match affectively, cognitively, or 

behaviorally oriented individuals to a therapy that 

matches their orientation raises the question as to what 

is meant by being oriented toward a certain aspect of 

human functioning. Do behaviorally oriented people act 

in a mindless, emotionless fashion? Are they 

impulsively motivated to behave by simple reinforcements 

and punishments? Are cognitively oriented people prone 

to intellectualize and rationalize, logically 

discounting emotional experiences? Are affectively 

oriented people driven by momentary feelings? Are they 



prone to bouts of passion, melodrama, or hysteria? Or 

perhaps these orientations mean that people are more 

observant and responsive to the thoughts, feelings, or 

actions· of others? 
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Descriptions of personality styles as entirely 

affective, cognitive, or behavioral, to the exclusion of 

the other two areas of functioning, are too simplistic 

and do not reflect reality. Personality can be 

described as the characteristic ways people think, feel, 

and behave across different situations (Carson, 1969). 

Thus, in describing personality, one specifies the 

characteristic affective, behavioral, and cognitive 

contents of the individual. For example, a "shy" person 

is one who characteristically feels timid and fearful, 

who behaves by withdrawing and remaining silent, and who 

thinks caution is in order in social situations in order 

to avoid a poor evaluation of self by others. However, 

people may be differentially receptive to changing one 

of their three areas of functioning before they make 

changes in the other two areas. Most clinicians can 

probably think of examples in which clients made changes 

in one area, but not in others. Some examples may be a 

socially anxious person who changes cognitions about the 

likelihood of being ridiculed, but continues withdrawn, 

avoidant behavior; or an aggressive person who decreases 
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incidents of violent actions, but still feels angry; or 

a person with problems of depression whose feelings 

periodically shift from sadness to hopefulness or 

happiness, but who still has thoughts of worthlessness. 

Thus, some people make changes in one area more readily 

than in the other areas. Their style of problem-solving 

or coping may be oriented more toward one of the three 

areas of functioning. A more realistic matching 

procedure might be to ascertain a person's stylistic 

method of problem-solving or coping (affective, . 

cognitive, or behavioral), and then to begin the style 

of therapy that coincides with the client's style. In 

this way, the client should experience an easier process 

of therapeutic change. 

Once a client makes a therapeutic change in one 

area of functioning, does change in the other areas 

automatically follow, or does therapy then have to help 

bring about change in the other areas? This question 

brings up the further question as to how independent 

cognition, affect, and behavior are from each other. 

Behaviorists have long argued that behavior can be 

examined and changed irrespective of the black box of 

thought and emotion. Zajonc (1980) has provided 

evidence that cognition and affect can be separate, 

independent proesses. Thus, a person's behavior, 
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emotions, and cognitions can be conceptualized as 

potentially operating independently from one another. 

However, if emotions, thoughts, and actions operated 

entirely independently, there would be too many 

opportunities for maladaptive functioning, making the 

human system unviable. Psychological problems can 

result when a person's feelings, thoughts, and actions 

become out of balance or cut off from each other. The 

argument that people function affecti.vely, cognitively, 

and behaviorally lends more credence to a 

conceptualization of thought, feeling, and action as 

interdependent or only partially independent. 

Interdependence allows for a process whereby change in 

one aspect of functioning leads to changes in one or 

both of the other aspects. 

Even though a particular form of therapy that 

targets one area of functioning can bring about change 

in that area, the assumption cannot necessarily be made 

that change in the nontargeted areas of functioning 

takes place. The examples offered above illustrate 

this. In this study, the assumption is made that 

affect, behavior, and cognition are interdependent, and 

that the most effective therapeutic intervention, that 

which is most powerful and most enduring, is the one 

that helps make changes in all three areas of 
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functioning. Not only would the client make changes in 

the one area of functioning that is most attuned to 

their typical style of problem-solving and coping, but 

they would be helped to make changes in the other two 

areas of functioning as well. Psychotherapy is 

conceptualized as a process whereby the client's affect, 

cognition, and behavior are brought together and 

integrated in an explicit manner, which provides the 

client with insight into her or his cognitive, 

affective, and behavioral strengths and deficits. 

Therapy can be viewed as the reintegration of affect, 

cognition, and behavior in order to help a person 

resolve problems and develop toward self-actualization 

(Garfield, 1980; Rogers, 1959). 

Marital Interventions 

The psychotherapeutic intervention that will be the 

focus of this study is marital intervention. In 

analyzing the marital relationship, Kelley, Berscheid, 

Christensen, Harvey, Huston, Levinger, McClintock, 

Peplau, and Peterson (1983) described how the feelings, 

actions, and thoughts of the individual can be 

considered "events." The events of one spouse interact 

with the events of the other spouse, forming a causally 

connected interdependent interaction. Kelley et al. 
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described some variable properties of these 

interdependent relationships. Some of these properties 

are: the patterns of interconnections between events, 

the strength of the interconnections, the frequency of 

the interconnections, the diversity of interconnections, 

the duration of the interconnections, the symmetry or 

asymmetry of the interconnections, and the extent to 

which the interconnections facilitate or interfere with 

reaching individual or relationship goals. When 

interconnections between a husband and wife have 

negative consequences for the couple, they may become 

maritally distressed, and will either tolerate the 

distress, take steps to end the relationship, or take 

steps to improve the relationship. This paper will 

focus on affect, cognition, and be~avior in the marital 

relationship and in marital therapy. 

Reviews of marital therapy outcome research 

consistently find that marital therapy is effective. In 

a paper by Beck (1975), a survey of 1,900 couples who 

participated in marital counseling was conducted. Of 

the 1,200 couples who responded, 61% of the couples 

reported overall improvement in the relationship and in 

the presenting problem. Beck also reviewed the 

literature, and in outcome studies without control 

groups, she found that 65% of all couples improve, based 
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on couple and therapist global ratings done after 

treatment. Her review of controlled outcome studies 

indicated that treated couples do significantly better 

than control couples from pre-test to post-test. Her 

review also indicated that controlled outcome studies of 

communication training interventions, behavior 

modification interventions and marital enrichment 

interventions all indicate that these specific 

interventions are effective in comparison to control 

conditions from pre-test to post-test. Beck concluded 

that there is consistent evidence that marital therapy 

is effective in producing positive outcomes. 

Gurman and Kniskern (1978a) provided similar 

evidence in their review of 36 nonbehavioral marital 

therapy outcome studies. They reported that 61% of all 

couples showed improvement as a result of marital 

therapy, 35% showed little or no change, and only 4% 

showed deterioration. Gurman, Kniskern and Pinsof 

(1986), in another review of the marital therapy outcome 

literature, reported that in both behavioral and 

nonbehavioral marital therapy (a category made up of 

affective-experiential, cognitive "insight", and 

psychodynamic therapies), roughly two-thirds of all 

couples experience beneficial outcomes from the 

intervention, and the benefits are superior to those of 
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couples in no treatment control conditions. The above 

review shows that behavioral marital therapy i.s as good 

as other marital therapies. Gurman, Kniskern and Pinsof 

thus concluded that the field of marital therapy has 

provided enough evidence for the general effectiveness 

of marital therapy, but they called for more research 

into the differential effectiveness of different k~nds 

of marital interventions and the mechanisms of change in 

marital therapy. Although marital therapy helps improve 

the relationships of 61% of the couples, on average, a 

significant proportion of couples do not get helped. 

Given that couples may sometimes exaggerate the positive 

ou~comes that they have received from marital therapy, 

the number of couples who have truly been helped may be 

less than 61%. More work still needs to be done to find 

ways to reach the couples who are not getting helped, 

and to extend the effectiveness of treatment even 

further for couples who do experience positive benefits. 

Now that the relative effectiveness of marital 

therapy has been established, irreE~~ctive of the 

therapeutic process employed, the next question to be 

asked is what is it about the couple or the individuals 

within the couple that changes. Different ~heorists 

have different perspectives on the pivotal area that 

needs to be changed within the therapeutic prosess. 



Some believe change must be behavioral, others believe 

change must be affective, and still others believe 

change must be cognitive. The attention of this paper 

will now shift to an examination of these three 

different forms of marital therapy, the area of 

functioning that was targeted for change, and the 

measurement of change in affect, cognition, and 

behavior. 

Affective Marital Therapies 
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Guerney (1977) developed an approach to marital 

therapy, referred to as relationship enhancement (RE), 

that focuses primarily on affective change. Based 

primarily on Rogerian principles, the premise underlying 

RE is that increased empathy and understanding between a 

husband and wife will lead to greater marital 

satisfaction. The thrust of RE is increasing empathy 

between spouses by teaching couples expressive and 

empathic listening skills. Use of expressive skills 

require speakers to: state their own subjective 

experiences, feelings and perceptions; become aware of 

and state their own deep emotions about an issue; state 

positive feelings towards their spouse; specify the 

behaviors of the spouse that lead them to feel a certain 

way; become aware of the message they are conveying; and 



convey empathy, or imagine their partner's experience 

when expressing their own feelings. Use of empathic 

listening skills require the listeners to: accept and 

understand the speaker's feelings and experiences; and 

re-articulate the feelings of the speaker in a 

reflective way that indicates to the speaker that they 

understand and empathize. 
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These skills are taught through the modeling, 

social reinforcement, and structuring of the therapist. 

Through these techniques, verbal behaviors are being 

encouraged. The thrust of RE is not, however, broad 

behavioral change, but verbal behavior change specific 

to increasing the communication and evocation of 

emotion. Guerney's approach focuses on increasing 

emotional awareness, evocation and expression. However, 

in order for someone to empathize with an emotion, one 

must first behave, verbally or nonverbally, to 

communicate the emotion. Teasing apart affect and 

behavior is a difficult task, and some attention must be 

given to behavior even in a psychotherapeutic process so 

heavily swayed toward emotion. 

RE has been shown to be an effective treatment 

program. In a treatment outcome study, Collins (1977) 

compared couples randomly assigned to an RE treatment 

condition (24 couples) or a no treatment control 
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condition (42 couples). He found that the RE couples 

reported significantly greater marital satisfaction and 

better communication on self-report measures at post

test than the control couples. Marital satisfaction was 

measured by the Locke-Wallace Marital Adjustment Test 

(MAT), which is used as a general measure of the quality 

of a relationship, with items that tap into behavior, 

affect, and cognition. Communication was measured by 

the Marital Communication Inventory, a questionnaire in 

which spouses indicate the extent to which their 

partners engage in communicative behaviors, such as 

talking, confiding, and discussing. In this study, 

there was no specific measure of emotions that could 

assess the effect RE had on the affective quality of the 

couples' relationship. Couples did change their 

behavior in that they communicated more with each other, 

but the study did not show that affect was changed. 

Ginsberg and Vogelsong (1977) also compared couples 

randomly assigned to an RE treatment condition (15 

couples) and a waiting list control condition (27 

couples). In this study, all the subjects were pre

marital couples. Ginsberg and Vogelsong hypothesized 

that the RE couples would be better at post-test on a 

number of communication and relationship quality 

variables, as measured by self-report and behavioral 
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coding of audiotaped conversations, than the control 

couples. They found that the RE couples had: 

significantly greater empathic acceptance of their 

partners (a behavioral measure of a person's verbal 

reflections of a partner's affect); significantly 

greater expressions of their own feelings (a behavioral 

measure of a person's verbal expressions of affect); a 

significantly increased perception of their ability to 

handle relationship problems (a two-item questionnaire 

that measures a person's judgement about himself or 

herself); a significantly increased perception of their 

own empathy, warmth, and genuineness (a questionnaire 

that measures a person's judgements about herself or 

himself); and significantly greater relationship 

satisfaction (a measure of the general quality of a 

relationship, with items that tap into behavior, affect, 

and cognition). Ginsberg and Vogelsong did not find 

significant differences between RE and control couples 

on the following variables: quality of communication (a 

questionnaire that measures the extent of verbal and 

nonverbal behavior between spouses); intimacy and trust 

(a questionnaire that measures perceptions about the 

verbal and nonverbal behavior between spouses); and 

perceptions of their partner's empathy, warmth, and 

genuineness (which decreased from pre-test to post-
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test). There were no direct measures of affect in this 

study, although the behavioral measures assessed the 

behavioral expression and reflections of affect, and two 

of the cognitive measures assessed judgements of 

empathy. The efforts to measure multiple variables in 

this study is commendable. 

Ridley, Jorgensen, Morgan and Avery (1982) also did 

an outcome study with pre-marital couples. They 

compared 25 couples receiving the RE treatment with 29 

couples receiving a relationship discussion (RD) contact 

control treatment consisting mainly of discussions and 

lectures on issues relevant to couples in close 

relationships. Ridley et al. found that at post-test, 

the RE couples were significantly better than the RD 

couples on all hypothesized variables. These variables 

were quality of communication (a questionnaire that 

measures the extent of verbal and nonverbal behavior 

between spouses); quality of the relationship (a 

questionnaire with items, [some of which tap into 

behaviors, others of which tap into affect], that 

measure trust, satisfaction, communication, openness, 

understanding, intimacy, and sensitivity); trust and 

intimacy (a questionnaire that taps beh~vioral, 

affective, and cognitive aspects of trust and intimacy); 

and perceived empathy, warmth, and genuineness of both 
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self and partner (judgements about one's own and one's 

partner's empathy). Ridley et al. argued that increased 

ability to self-disclose and empathize are critical 

skills in a satisfying relationship, and if these skills 

are absent or deficient in a relationship, then these 

skills can be effectively taught to couples. 

Ridley and Bain (1983) studied the extent to which 

pre-marital couples engage in the behavior of self

disclosure to each other and to friends, measured by 

self-report, as a result of participating in an RE and 

RD treatment. Ridley and Bain found that at post-test, 

RE couples disclosed significantly more to each other 

than RD couples about their attitudes, opinions, and 

personality, but there were no differences in self

disclosure between RE and RD couples about the topics of 

money, work, body, and tastes and interests. There were 

no differences between RE and RD couples in their 

disclosures to friends. Also, at six month follow-up, 

RE couples were no longer more self-disclosing to each 

other than the RD couples. RE was thus shown to have 

the expected benefit to couples immediately following 

treatment, but the benefit seemed to have worn off with 

the passage of time. 

In another follow-up outcome study, Avery, Ridley, 

Leslie, and Milholland (1980) compared RE and RD 
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treatments for pre-marital couples. Using behavioral 

coding of an audiotaped conversation, they found that at 

post-test and six month follow-up, the RE couples 

exhibited significantly more self-disclosures of 

feelings and more empathic responses than the RD 

couples. However, the number of feeling disclosures and 

empathy statements decreased from post-test to follow

up. Avery et al. suggested that the drop from post-test 

to follow-up may be due to an emotional high at post

test that levels off by a six month follow-up. Avery et 

al. stated that RE demonstrated long term effectiveness. 

There have been a few studies comparing RE with 

other types of therapies. Jessee and Guerney (1981) 

compared the effectiveness of RE with the Gestalt 

Relationship Facilitation (GRF) Program, a marital 

treatment based on the Gestalt principles of bringing 

feelings and emotions, and their effect on behavior, 

into awareness, and communicating that emotional 

awareness to the spouse. Jessee and Guerney randomly 

assigned 18 couples to each of the RE and GRF 

treatments. At post-test, there were no significant 

differences between the two groups of couples on the 

following variables: marital adjustment (a measure of 

the general quality of a relationship, with items that 

tap into behavior, affect, and cognition); quality of 
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communication (a questionnaire in which spouses indicate 

the extent to which their partners engage in 

communicative behaviors, such as talking, confiding, and 

discussing); trust and intimacy (a questionnaire that 

taps behavioral, affective, and cognitive aspects of 

trust and intimacy); relationship quality (a 

questionnaire with items, [some of which tap into 

behaviors, others of which tap into affect], that 

measure trust, satisfaction, communication, openness, 

understanding, intimacy, and sensitivity); and perceived 

ability to handle marital problems (a two-item 

questionnaire that measures a person's judgement about 

herself or himself). The RE couples did show 

significantly higher change scores from pre-test to 

post-test in their quality of communication and 

perceived ability to handle marital problems. Jessee 

and Guerney said that despite randomization, the RE 

couples were significantly less well off on the above 

variables than the GRF couples at pre-test, thus their 

significantly greater change from pre-test to post-test 

would have been due to their lower pre-test scores. 

Jessee and Guerney went on to say that RE was more 

effective than GRF based on the greater gain of the RE 

couples from pre-test to post-test. The superiority of 

RE over GRF is questionable, however, as the results 
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clearly showed that at post-test, neither group was 

significantly better than the other. Perhaps this is an 

example of two treatments, both focusing on emotional 

change, that appear equal because of their limited 

approach to total human functioning. If either 

treatment had focused more on cognitions or behaviors, 

perhaps one would have been superior. This study may 

support the notion that regardless of the technique of 

focusing on affective change, some change can be 

accomplished. 

In another study comparing RE with an alternative 

treatment, Brock and Joanning (1983) compared RE with 

the Minnesota Couples Communication (CC) program. The 

CC program is designed to increase awareness of self, 

partner, and marital interaction~ to improve 

communication~ and to increase the couples' confidence 

in their ability to deal with issues in their 

relationship (Miller, Wackman, & Nunnally, 1983). The 

CC program appears to most heavily focus on helping 

couples increase their behaviors that express their 

honest emotions. At post-test, Brock and Joanning found 

that RE couples to be significantly better than CC and 

no contact control couples on self-report measures of 

dyadic adjustment (a general measure of the quality of a 

relationshi.p, with items that tap into behavior, affect, 
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and cognition) and quality of communication (a 

questionnaire in which spouses indicate the extent to 

which their partners engage in communicative behaviors, 

such as talking, confiding, and discussing), and better 

than control couples on a behavioral measure of the 

general destructive or constructive quality of marital 

communication. At a three month follow-up, the RE 

couples continued to be significantly better than CC and 

control couples on the behavioral measures of 

communication and on self-reports of satisfaction and 

cohesion in the marriage. Brock and Joanning also found 

that deterioration of scores from pre-test to post-test 

occurred in 15.4% of the RE couples and in 30% of the CC 

couples. Looking only at the most distressed couples, 

deterioration rates were 0% and 18.8% for RE and CC 

couples, respectively. Brock and Joanning concluded 

that RE is superior to CC, especially when considering 

the degree of marital distress and the maintenance of 

positive effects at follow-up. No assessment of 

cognition was done, nor were measurements of affect or 

behavior other than communication behavior employed. 

In a final study comparing RE with other 

treatments, Ross, Baker, and Guerney (1985) examined the 

effectiveness of RE versus the therapists' treatrnent of 

choice. Ross et al. had trained five therapists, with a 
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mean of six years experience, to do RE therapy. The 

five therapists carried out both the RE treatment and 

their preferred treatment. The treatment to be done 

with each particular couple was randomly determined. RE 

treatment couples had significantly better scores at 

post-test on the following variables: marital adjustment 

(a general measure of the quality of the relationship) ~ 

trust and intimacy (a questionnaire that taps 

behavioral, affective, and cognitive aspects of trust 

and intimacy) ~ and quality of communication (a 

questionnaire in which spouses indicate the extent to 

which their partners engage in communicative behaviors, 

such as talking, confiding, and discussing). Ross, 

Baker, and Guerney expressed surprise at the 

overwhelming superiority of RE over therapist preferred 

treatment. They concluded that the superiority of RE 

was due to the specific techniques of RE and not to 

nonspecific therapist or client-therapist relationship 

variables. 

The humanistic approach to marital therapy, as 

exemplified in Guerney's Relationship Enhancement, 

believes that the honest and compassionate understanding 

of a spouse's emotions provides the mechanism by which 

the marital relationship changes for the better. 

Greenberg and Johnson (1986a) give a more detailed 
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exposition of the role of affect as the mechanism of 

change in marital therapy, and how affect is related to 

cognition and behavior. Greenberg and Johnson outlined 

their view that marital problems are basically emotional 

in nature. They view emotion as a construction which 

arises from a synthesis of concepts, schemas, and motor 

expressions which forms the basis for perceptions of new 

experiences and the creation of meaning. Their goal in 

therapy is to focus on constructing new emotional 

syntheses which give rise to new responses toward the 

spouse: through the mutual expression and evocation of 

emotion with the spouse, trust is increased. 

and Johnson described three kinds of emotion. 

Greenberg 

The first 

is primary emotion, or emotions that are biologically 

adaptive (for example, feeling anger in response to a 

threat). Second~ry emotions are those that are 

defensive coping strategies against other emotions (for 

example, feeling anger in response to one's own fear of 

being abandoned). The third is instrumental emotion, or 

the expression of emotion that serves an interpersonal 

function, often in a manipulative way (for example, an 

angry glare at one's spouse to elicit submission). 

Greenberg and Johnson focus most on eliciting primary 

emotion in therapy. They stated that emotions override 
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cognitions and behavior, and that changing affect often 

results in a naturally occurring change in cognition and 

behavior. 

Coyne (1986) criticized the approach of Greenberg 

and Johnson on the basis that focusing exclusively on 

emotion may be too difficult or threatening to some 

couples and may actually inhibit change by leaving 

couples less motivated to change. Coyne argued that 

some couples may need to change cognitions and behaviors 

before they change emotions. Coyne stated that the goal 

of emotional change should not replace a focus on 

cognitive or behavioral change. 

Kahn (1986) also criticized the ideas of Greenberg 

and Johnson as being too simplistic. He said that 

merely expressing feelings does not create permanent 

change and that the therapist needs to tie the client's 

expressed affect to earlier experiences that lead to 

dispositions toward certain behavior. 

Greenberg and Johnson (1986b) responded to Coyne's 

(1986) criticism by clarifying their argument that 

emotion can be defined as a functional connection 

between people and their environment, and thus emotion 

serves as an action tendency that guides behavior, and 

gives cognitive meaning to behavior and social 

interaction. Focusing on affective change does not 
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replace cognitive or behavioral change, but actually 

provides the mechanism by which behavior and cognition 

can be changed. They responded to Kahn's criticism by 

claiming that the evocation of new emotions in therapy 

will change the emotional (and subsequently the 

behavioral and cognitive) stucture of the relationship, 

as emotional defenses of the husband and wi.fe are 

rendered unnecessary. Changing the present emotional 

configuration of the relationship can be long lasting, 

and can make discovering the earlier experiences that 

put the dysfunctional configuration in place 

unnecessary. The response offered by Greenberg and 

Johnson to Coyne's criticism concerning couples 

threatened by emotional expression is not entirely 

satisfactory. They explained that the therapist must 

provide a safe environment i.n which to evoke the 

underlying fear of emotional intimacy in the couple. 

They did not demonstrate how this can be accomplished 

without further threatening the couple. Greenberg and 

Johnson need to address this criticism more 

convincingly. 

In an outcome study of Emotionally Focused (EF) 

couples therapy, using a within-subjects design, Johnson 

and Greenberg (1985a) had 14 couples serve as their own 

controls. From pre-test to the post-test after the 



35 

eight-week no contact waiting period, Johnson and 

Greenberg found no significant change on dyadic 

adjustment (a general measure of the quality of a 

relationship), attaining behavioral goals (specifically 

defined behaviors the couples wanted to initiate), 

intimacy (a questionnaire with items that tap cognitive, 

emotional, and behavioral forms of intimacy), and 

complaints about behavior (a questionnaire in which 

spouses rate their displeasure with thei.r partner's 

behavior). At post-testing after treatment, they found 

significant improvement on all the above variables. 

They concluded EF is an effective treatment and even 

changes behavior despite the focus on affect. This 

study yields evidence that an area of human functioning 

does not need to be explicitly focused upon in order to 

produce change in that area. 

Behavioral Marital Therapy 

Behavioral marital therapy (BMT) has been most 

extensively described in the work of Jacobson and 

Margolin (1979). From the behavioral perspective, 

marital distress is conceptualized as the delivery of 

high rates of punishing behavior from one spouse to 

another, the delivery of low rates of reinforcing 

behavior, and the tendency for spouses to reciprocate 
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punishing behavior with punishing behavior. Marital 

distress is viewed as reSUlting from a lack of behavior 

change and problem solving skills, and a lack of 

reinforcement in the marriage. While BMT recognizes the 

role of cognition and affect in a marriage, the main 

focus of BMT is changing behavior. Once pleasing and 

displeasing behaviors are assessed for each spouse, BMT 

helps couples set up exchanges of positive behaviors. 

Spouses arrange for daily production targets of positive 

behaviors they perform for their partners. Spouses are 

taught to request specific behavioral changes from their 

spouse that they would find pleasing. Couples are also 

taught to increase the frequency of companionship 

activities. 

The behaviors of exchange are often formally 

written out in a contingency contract between spouses. 

Contracts formally specify the behavior each partner is 

to change. The first kind of contract, a quid pro quo 

contract, entails each spouse agreeing to change some 

aspect of behavior desired by the other spouse, and each 

behavior change is reinforced by the behavior change of 

the other partner. For example, a husband may agree to 

playa game with the children between seven and eight 

o'clock on Tuesdays and Thursdays, and if he follows 

through, the wife may agree to put the children to bed 
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between nine and ~en o'clock. If the husband doesn't 

follow through, the wife may also renege on her 

agreement. The second kind of contract, the parallel or 

good faith contract, entails the couple making 

agreements to change behaviors that take place 

regardless of whether the other spouse completed his or 

her end of the bargain. Punishments for failure to live 

up to the agreement can also be contracted. Once 

couples begin a reciprocal positive exchange cycle, the 

reciprocal negative exchange cycle should diminish, as 

couples increase the reinforcements they give in 

exchange for positive behaviors. Thus, couples gain 

control over performing positive behaviors and giving 

reinforcements, and then the need to rely on aversive 

control lessens. 

The second component of BMT as described by 

Jacobson and Margolin is the teaching of communication 

and problem solving skills. Through feedback from the 

therapist about the couples' communicative behaviors, 

instructions on more desirable communicative behaviors, 

and behavioral rehearsal of communicative behaviors, the 

BMT therapist teaches couples empathy and listening 

skills, validation of the partner's viewpoint, both 

positive and negative feeling talk, and assertiveness. 

BMT therapists also teach the following set of problem 
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solving skills: begin stating a problem by saying 

something positive; be specific about behaviors that are 

problematic; express feelings; admit one's own behaviors 

that maintain the problem; be brief when defining a 

problem; discuss one problem at a time; use paraphrases; 

talk only about observable behavior and don't make 

inferences; focus on solutions, compromise, and the 

mutual change of behavior; and reach a specific, written 

agreement. Teaching these skills is also meant to break 

negative communication patterns that maintain a 

punishing reciprocal verbal behavior exchange and to 

provide ways couples can use positive control, rather 

than negative control in their relationship. BMT 

acknowledges the importance of affect in marriage, as 

one of the targets of the intervention is to increase 

the behavioral expression of emotion and the behavior of 

listening to emotional expressions. In BMT, however, 

the focus is more on getting couples to produce the 

behavior of emotional expression, and less on the 

meaning or consequences of the particular emotion. 

Similarly, Weiss, Hops, and Patterson (1973) 

defined marital conflict as a result of faulty behavior 

change attempts in which spouses seek to bring about 

immediate change through aversive control. Aversive and 

coercive control increases the probability of aversive 
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and coercive countercontrol by the other spouse and in 

future situations. The BMT approach of Weiss, Hops, and 

Patterson is to break the aversive cycle by teaching 

couples to discriminate which behaviors they find 

pleasing and displeasing, and then to contract to 

increase the identified pleasing behaviors and to 

decrease the displeasing behaviors. Thus, the focus is 

largely on describing and evaluating behaviors, 

contracting, and negotiating. Another aspect of the 

Weiss et al. approach to BMT is a focus on incr~asing 

positive communication behavior. Weiss, Hops, and 

Patterson also reported two studies that evaluated the 

effectiveness of their treatment. In the first study, 

they found that in videotapes at post-test, couples 

engaged in significantly more of the following verbal 

and nonverbal behaviors: compromise~ written records of 

contracts~ general talk~ complaints (husbands only) ~ and 

criticizing (husbands only). At post-test, couples 

engaged in significantly less of the following verbal 

and nonverbal behaviors: accepting responsibility~ 

assenting~ disagreeing~ problem descriptions~ put downs~ 

complaints (wives only) ~ and criticizing (wives only). 

There was also a significant increase in the number of 

pleasing behaviors engaged in by the couples from pre-

test to post-test. In the second study, in videotapes 
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at post-test, problem solving, positive verbal and 

positive nonverbal behaviors significantly increased; 

problem descriptions, negative verbal and negative 

nonverbal behaviors significantly decreased. Self

report measures indicated a significant increase in 

pleasing behaviors and marital satisfaction and a 

significant decrease in displeasing behaviors. These 

two studies demonstrated that BMT is effective in 

changing both communicative behaviors and other 

behaviors associated with marital relationships, as well 

as changing general marital satisfaction. Affect was 

changed to the extent that spouses were more pleased 

with their partner's behavi.ors. Because emotions other 

than pleasure with the behavior of one's spouse were not 

measured, nor were cognitive variables measured, these 

studies do not inform as to how BMT affects thoughts and 

feelings. 

Tsoi-Hoshmand (1976) did an outcome study of a four 

week BMT intervention which focused on behavioral 

problem definition, communication skills, contracting 

skills, and behavioral implementation. She compared ten 

treatment couples with four wait list control couples 

and six normal control couples. She found that at post

test, the treatment couples had significantly more 

marital satisfaction and more knowledge of marital 
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negotiation, as well as more knowledge of good and bad 

behaviors in marriage. Using a repeated process measure 

(a questionnaire with items that tap feelings and 

attitudes of one partner towards the other) to assess 

the amount of care in the relationship after each 

treatment session, Tsoi-Hoshmand found that the 

treatment couples had significantly more care in their 

relationship than wait list couples, and that their care 

scores moved up into the range of the normal control 

couples by post-test. Because the greatest improvments 

in care scores occurred after the sessions on problem 

definition and communication skills, Tsoi-Hoshmand 

concluded that contracting and implementation skills are 

not sufficient components of BMT. In this study there 

is evidence that a therapeutic focus on communication 

leads to better feelings and attitudes toward the spouse 

as measured by the care scores. Although in this study, 

knowledge of negotiation and problematic behaviors 

increased as a result of behavioral treatment, there was 

no assessment of whether the couples actual negotiating 

behavior changed, or whether the negotiated new 

behaviors were implemented. The assumption cannot 

necessarily be made that couples will engage in 

negotiating behavior and will change problematic 

behavior because they have gained knowledge about 
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negotiation and about what behaviors are problematic in 

their relationship. In fact,' a common marital complaint 

is that a spouse knows what behaviors are problematic, 

and promises to change those behaviors, but never 

actually carries through. 

In a BMT outcome study, Hahlweg, Revenstorf, and 

Schindler (1984) examined the behavioral communication 

differences, in audio-taped and video-taped problem 

discussions, between BMT treatment couples, wait list 

couples, and nondistressed couples. using a coding 

system of various verbal and nonverbal communication 

behaviors, they collapsed their codes into four 

categories: positive communication; negative 

communication; neutral information; and a rest category. 

Hahlweg et al. examined four patterns, or chains, of 

communication. The first pattern, facilitation of 

problem solving, was defined as the sequence length of 

positive communication and neutral information behaviors 

of a husband and wife when talking to each other. They 

found that at post-test, BMT treatment couples had 

significantly longer chains than wait li.st and 

nondistressed couples. The second pattern, hindrance of 

problem solving, was defined as the sequence length of 

negative communication and neutral information. They 

found the wait list couples to have significantly longer 
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chains than the BMT and nondistressed couples. The 

third pattern was positive escalation, defined as the 

sequence length of just positive communications. BMT 

couples had significantly longer chains than 

nondistressed and wait list couples. The fourth pattern 

was negative escalation, defined as the sequence length 

of just negative communications. Both BMT and wait list 

couples had significantly longer chains at post-test 

than nondistressed couples. Hahlweg, Revenstorf, and 

Schindler concluded that BMT is effective in changing 

couples' positive communication behaviors. They also 

stated that BMT sensitizes couples to negative 

communication behaviors and thus couples engage in 

longer negative escalations because they don't want to 

give in to their spouse. Thus Hahlweg et ale concluded 

that couples in BMT also need help in preventing 

negative escalation. Although this study undertook an 

ambitious and commendable behavioral measurement 

procedure, affective and cognitive assessment could have 

provided more information about how BMT affects couples. 

Revenstorf, Schindler, and Hahlweg (1983) examined 

the differences in outcome between wait list couples, 

couples in conjoint BMT (one couple and one therapist) , 

and couples in conjoint group BMT (three to four couples 

and two therapists). At post-test, they found that both 
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conjoint BMT and conjoint group BMT couples reported 

significantly less quarreling behaviors and less 

perceived conflict about problem areas in their 

relationship, and demonstrated significantly less 

negative communication behaviors. Both conjoint BMT and 

conjoint group BMT couples reported significantly more 

tenderness behaviors, more behaviors in which they 

engaged in mutual communication, and more general 

happiness (as measured by a single item in which 

subjects rate the degree of their affect of happiness 

with their marriage), than the wait list couples. The 

only difference between the two types of BMT couples was 

that the conjoint couples reported significantly more 

general happiness than conjoint group couples. Again at 

six-month and one-year follow-ups, no differences were 

found between the two types of BMT couples. Revenstorf 

et al. concluded that BMT was superior to wait listing 

and that the two modalities of BMT are equally 

effective. More evidence is provided in this study that 

a therapeutic focus on behavior can act to change affect 

(at least happiness) and perceptions, as well as 

behavior. The effect of BMT on a wider range of 

affective and cognitive variables was not measured in 

this study. 
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Bennun (1985) reached a conclusion similar to that 

of Revenstorf, Schindler, and Hahlweg (1983) when 

researching outcome for couples in conjoint BMT, 

conjoint group BMT, and individual husbands or wives in 

BMT. Bennun found that in all three conditions, from 

pre-test to post-test, there was significant improvement 

in marital adjustment and sexual satisfaction and a 

reduction in problem behaviors, but there were no 

differences between the three conditions. Bennun 

concluded all three conditions were equally eff~ctive. 

Bennun also did not di.scover any reliable demographic 

predictors of BMT outcome. 

In an effort to identify the change induci.ng 

component of BMT, Baucom (1982) conducted an outcome 

study in which four treatment conditions were compared: 

behavioral problem solving/communication training 

(PS/C); cOlltracting (CON); PS/C and CON together to make 

a complete BMT treatment (CO); and a wait list 

condition. Baucom found that CO was significantly 

better than wait list on the following variables: 

marital satisfaction; problemati.c marital behaviors; 

positive communication behaviors; and negative 

communication behaviors. PS/C was significantly better 

than wait list on marital satisfaction and both positive 

and negative communication behaviors. CON was 
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significantly better than wait list on marital 

satisfaction, problematic marital behaviors and negative 

communication behaviors. Comparisons of the three BMT 

conditions indicated they were not differentially 

effective on any of the variables. Baucom suggested 

that the reason there were no differences between the 

three BMT conditions was that each condition focused on 

a common element: behavior. Baucom reasoned that 

couples in all three conditions learned how to change 

their behavior, and thus there was positive change for 

all couples regardless of the behavioral techniques 

employed. No measures of affect or cognition were 

employed. Perhaps the three BMT conditions would affect 

emotion and thought in different ways. 

Jacobson (1984) carried out a similar component 

analysis outcome study of BMT with 36 couples, using 

only behavioral assessment. He compared the complete 

BMT (CO) with PS/C and with what he termed behavior 

exchange (BE). BE focuses on having couples identify 

rewarding and punishing behavior at home in the natural 

environment, and increasing the rewarding behavior and 

decreasing the punishing behavior. People are taught to 

pay close attention to their behavior and the behavior 

of their spouse. This is similar to the CON treatment 

above, only with less emphasis on a forma1 written 
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contract. PS/C focuses on teaching couples positive 

communication behaviors, such as listening, expressing, 

defining specific behavioral problems, etc., as 

described previously. The results indicated that all 

three BMT conditions were significantly better than a 

wait list condition. All three BMT conditions were 

found to be equally effective in increasing marital 

adjustment and reducing problematic marital behaviors. 

Using a daily measure in which couples rated their 

partner's behavior as positive or negative, all three 

BMT conditions produced a significant decrease in the 

total number of negative behaviors per day at post-t~st. 

Only the BE condition produced a significant increase in 

the total number of positive behaviors per day, and both 

the BE and CO conditions produced a significant increase 

in the ratio of positive behavior to positive and 

negative behavior per day. At six-month follow-up only 

the PS/C and CO conditions exhibited further reduction 

in problematic behaviors in the marriage and further 

increases in marital adjustment. The BE condition 

produced trends toward deterioration on three variables 

at follow-up. Jacobson concluded the three BMT 

conditions were effective. However, he also concluded 

BE produces better immediate positive behavior change, 

but that PS/C and CO maintain the behavior changes 
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better at follow-up. So, in order to produce immediate 

behavioral gains, BE is indicated, but to maintain the 

gains, PS/C is indicated. Jacobson thus concluded that 

some combination of BE and PS/C is necessary for a 

complete package of BMT (CO). 

Jacobson and Follette (1985), using the same sample 

as in the Jacobson (1984) study plus an additional 24 

couples, but using a different technique of analysis, 

once again compared CO, PS/C, and BE. Instead of using 

group means, they examined the clinical significance of 

change for individual couples. Again, they found all 

BMT conditions were better than the wait list condition. 

At post-test, the BE condition produced the most 

clinical improvement in marital adjustment. At follow

up, the CO condition produced the most clinical 

improvement in marital adjustment and the greatest 

reduction in problematic behaviors, while the BE 

condition at follow-up yielded the most clinical 

deterioration. In the PS/C condition at follow-up, one 

half of the couples showed no change, while one quarter 

showed increased improvement and one quarter showed 

deterioration. Jacobson concluded that BE is an 

important component of BMT, but if used by itself, BE 

will result in relapse. PS/C was held to be an 

important component of BMT, but when used by itself, 



PS/C yielded different results for different people. 

Again, the conclusion was reached that CO was superior 

to BE and PS/C for insuring people receive the maximum 

benefit from BMT. 
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Jacobson, Follette, Follette, Holtzworth-Munroe, 

Katt, and Schmal ling (1985) carried out a one year 

follow-up to the Jacobson (1984) study. They found that 

the relapse rates for the BE condition continued to be 

significantly higher than the CO condition. The 

improvement rate for the CO condition was significantly 

higher at one year follow-up than for the BE condition. 

There were more couples who deteriorated in all three 

conditions between six month and one year follow-up than 

there were couples who improved during that time. 

Jacobson et ale reported that one fifth of all couples 

were divorced or separated at one year follow-up, and 

that all these couples came from the PS/C or BE 

condition, with none coming from the CO condition. 

Also, by one year follow-up, there were no statistically 

significant differences between the three BMT conditions 

in marital adjustment. Within group change over time 

showed that the BE condition was no longer better off at 

one year follow-up than at pre-test, but that the CO and 

PS/C condition remained improved at one year follow-up 

relative to pre-test. Because the BE condition 
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deteriorated back to pre-test levels by one year follow

up, and the PS/C condition had a high rate of divorced 

or separated couples, the general conclusion drawn by 

Jacobson et al. based on all three studies was that CO 

is the superior condition. However, Jacobson et al. 

suggested that an expectation for treatment effects to 

last forever is naive, and that periodic booster 

sessions will probably be needed to maintain 

improvements. 

Gurman and Knudson (1978) criticized BMT on a 

number of points. First, they questioned the assumption 

of BMT that couples are able to rationally accept the 

view of the behavioral therapist and calmly change their 

behavior as ~hey are told. Gurman and Knudson argued 

that couples have intrapsychic definitions of self and 

the marriage and feelings and cognitions upon which they 

act, leading to potential resistance to simple behavior 

change. Secondly, Gurman and Knudson criticized BMT for 

viewing behavior as all important. They described 

behavior change as an example of first order change. 

with first order change, the content, or specific 

behaviors, of a couple may change, but the conceptual 

meaning of the behaviors may remain stable, thus 

rendering the behavior change relatively unimportant. 

More meaningful second order change results when the 
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cognitions that define the meaning of the particular 

behaviors also changes. According to Gurman and 

Knudson, BMT ignores such second order change. In 

addition, they said changing the couples' negative 

behavioral control to positive behavioral control is 

still controlling and that a good marriage also entails 

noncontingent involvement between husband and wife. 

Third, BMT was criticized for not taking into account 

the different meanings of behavior at different 

developmental stages in a marriage. Fourth, Gurman and 

Knudson criticized BMT for repressing emotions in people 

that may be the deeper root of conflict than behavior. 

Finally, BMT was criticized for making the role of the 

therapist that of a technician, and the resultant lack 

of emphasis on the client-therapist relationship. 

Gurman and Kniskern (1978b) further examined the 

empirical evidence of the effi.cacy of BMT. They 

reported that there is not enough evidence to suggest 

that BMT is superior to nonbehavioral marital therapies. 

Reviewing marital therapy outcome studies, they found 

that BMT was superior to nonBMT in eight out of 16 

studies. They also found that BMT was superior to no 

treatment in seven out of 11 studies, identical to the 

number of studies that found nonBMT to be superior to no 

treatment. They also reported that all BMT studies that 



52 

examined deterioration found evidence for deterioration 

in behavior. Thus, Gurman and Kniskern concluded that 

BMT, just like nonbehavioral marital therapy, does not 

always produce permanent positive changes in 

relationships. They also criticized BMT studies for 

only using behavioral outcome measures, which make it 

more likely that the researcher will find positive 

results. 

Jacobson and Weiss (1978) replied to the above 

criticisms. Jacobson and Weiss argued that BMT can 

change cognitions by eliciting internal events and 

helping people to change their behavior. They also 

stated that complete expression of emotion is simply a 

fad and often can make situations worse and that 

unconditional positive regard fosters nonaccountability, 

so that the best thing to do is change problematic 

behaviors immediately. Also, they reasoned that 

behavioral response-consequence contingencies do in fact 

operate in a marriage, that such contingencies cannot be 

ignored, and that aversive control should be replaced 

with positive control which enhances decision making and 

satisfaction with marital roles. Jacobson and Weiss 

further supported BMT by stating that BMT does take into 

account the individual's own statement of what behaviors 

are pleasureable and displeasureable, which thereby 



takes into account developmental or personAl 

differences. Finally, Jacobson and Weiss dismissed 

Gurman and Kniskern's (1978) review of the BMT outcome 

literature by suggesting it was poorly done and that 

nonBMT is a meaningless categroy of treatments with 

which to compare BMT. 
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Gurman, Knudson, and Kniskern (1978) clarified 

their criticisms of BMT. They acknowledged that 

behavioral response-consequence contingencies do operate 

in a relationship, but that BMT teaches couples how to 

"control" those contingencies and thus each other. They 

cited work that found that an exchange orientation i~ 

negatively correlated with marital satisfaction, and 

thus Gurman et ale concluded that a focus on control and 

exchange of behaviors, without offering couples an 

alternative method to impact each other, can potentially 

be harmful. Gurman et ale also argued that the activity 

of having couples make lists of pleasing and displeasing 

behaviors is too easily influenced by what the couple 

perceives the value system of the therapist to be. 

Without inquiry as to why a behavior is pleasurable or 

displeasurable, the therapist cannot know if the client 

has repressed or denied feelings in order to conform to 

expectations. Finally Gurman et ale argued that 

although BMT may elicit internal events (cognitions), 
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the meaning of the cognitions and the impact the 

cognitions have on the relationship do not receive 

attention. In BMT, when cognitions are acknowledged, 

the response of the therapist is to encourage the couple 

to change the behavior associated with the cognition. 

Bagarozzi and Giddings (1983) also criticized a strict 

behavioral approach to marital ther~py on the ground 

that such an approach ignores the perceptions and 

cognitive frameworks of individuals. 

BMT advocates themselves have begun to examine the 

shortcomings of BMT. Jacobson, Follette, Revenstorf, 

Baucom, Hahlweg, and Margolin (1984) reanalyzed four BMT 

outcome studies. Examini.ng the percentages of couples 

who experience clinically significant change across the 

four studies, they found that: the range of pre-test to 

post-test improvement was 39.4% to 72.1% (mean of 

54.7%); the range of pre-test to post-test deterioration 

was 3.7% to 11.1% (mean of 6.4%); the range of pre-test 

to follow-up improvement was 26.7% to 68.0~, (mean of 

47.8%); the range of post-test to follow-up improvement 

was 7.7% to 24.0% (mean of 15%); and the range of 

post-test to follow-up deterioration ~as 20.5% to 36.0% 

(mean of 28.8%). They concluded that the efficacy of 
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BMT was more modest than previous claims had indicated. 

Jacobson et al. thus called for expanding the range of 

effectiveness of BMT. 

Cognitive Marital Therapy 

Cognitive marital therapy is based most heavily on 

the work of Aaron Beck and Albert Ellis. Epstein (1982; 

1986) has described how cognitions produce distress in 

marriage and techniques for changing such cognitions. 

Cognitive therapy assumes that a person's cognitions 

lead to emotional and behavioral responses. When 

spouses hold distorted, irrational or extreme beliefs, 

attitudes, or expectations about themselves, their 

partner, or their relationship, these irrational 

thoughts ultimately meet with contradictions from the 

real world, which leads to negative emotions and 

maladaptive behavior. These emotional and behavioral 

reactions lead to the partner's perceptions and 

irrational cognitions, and then to the partner's 

emotional and behavioral reactions. Thus a negative 

system develops, with marital dissatisfaction and 

distress as a consequence. There are a number of types 

of irrational thoughts that have been described 

(Freeman, 1983). Epstein (1982; 1986) first described 

automatic til0Ughts, cognitive distortions, or faulty 
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attributions. These thoughts are a person's stream of 

consciousness, unconscious thoughts, or visual images 

that tend to be instantaneous and automatic, and that 

appear plausible to the person. Some examples would be 

overgeneralization (negative things always happen) , 

arbitrary inference (jumping to negative conclusions, 

mindreading, and negative predictions), selective 

abstraction (focusing on negative aspects only), and 

all-or- nothing thinking (something or someone is all 

good or all bad). Epstein described how these thoughts 

can possibly lead to such things as consistently viewing 

one's spouse in a negative light; exclusive tracking of 

negative behavior; discounting a partner's positive 

behavior as a fluke or due to luck; destructive blaming; 

feelings of depression, hopelessness, and hostility; and 

perhaps domestic violence. 

Secondly, Epstein (1982; 1986) described 

unrealistic expectations. These thoughts are the 

beliefs that spouses hold as to how they, their partner 

and their marriage should be. These thoughts are often 

rigidly held and unrealistic concerning the marital 

roles of wife and husband or what marriage is supposed 

to be. Some examples would be expectations: of sexual 

perfectionism; of the definite destructiveness of 

disagreement; of the fundamental difference between men 



and women; and of contributions that each spouse ought 

to make to the marriage in such areas as household 

chores, emotional expressiveness, and intimacy. These 

types of thoughts can possibly lead to such things as 

constant disappointment, resentment, excessive 

criticism, and reduced commitment to the marriage. 
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Epstein (1982; 1986) also described ways to help 

couples change these cognitions. First, the therapist 

needs to help couples identify and elicit their 

irrational cognitions by encouraging them to pay 

attention to their thought processes. Secondly, through 

techniques of repeated questioning of why people hold 

certain beliefs, thought log keeping, modeling, 

behavioral experiments, estimations of the reality of 

thoughts and predictions, relabeling behaviors, and 

reframing negative thoughts to positive thoughts, the 

therapist shows and teaches couples how to modify their 

thoughts and end negative cycles of interaction. 

Ellis (1986) viewed unrealistic expectations as the 

foremost cause of marital distress. He argued that 

expectations of perfection for one's self, one's 

partner, and the world are the three most important 

causes of marital distress. These unrealistic ideas, 

coupled with a lack of effort in eliminating them, leads 

to a problematic marriage. El]is explained that 
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cognitive marital therapy seeks to instill in people the 

idea that the causes of one's problems, and what 

maintains problems, are one's beliefs and that one must 

work at changing those irrational beliefs. From Ellis' 

point of view, cognitive marital therapy seeks to point 

out a person's own responsibility for a problem and that 

the person has to take responsibility to solve the 

problem. 

In a similar vein, Grieger (1986) described his 

view of responsibility in cognitive marital therapy. 

Grieger posited that personal responsibility is central 

to solving a relationship problem or producing a desired 

change in a relationship. He believes that people must 

take responsibility for their emotions and thoughts, 

their own well-being, their relationship, and their 

style of communicating desired results and outcomes of a 

relationship. Grieger stated that a lack of 

responsibility leads to depression, hostility, and 

defensiveness in the marriage, and that barriers to 

taking responsibility for one's self and relationship 

are: attributing the causes of one's emotions and 

behaviors to external events: believing one must get 

what one wants when one wants it and that it should come 

easily: believing one must protect self-worth by denying 

errors or weakness, thus becoming defensive: believing 
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one will be rejected, thus becoming fearful; believing 

one is special and thus one has license to do what one 

wishes; and believing one is helpless. Grieger said 

that these beliefs can be treated through the techniques 

delineated above and by reframing marital problems in 

terms of taking responsibility. 

Di Giuseppe and Zee (1986) defined three types of 

relationships. The first type, a good relationship, is 

one in which partners interact in a way that leads to 

pleasure and happiness and in which they donlt hold 

absolutistic cognitions about how relationships should 

be, must be, or ought to be. Secondly, a dissatisfi~d 

relationship is one in which there is a rational 

preference that the relationship be more rewarding than 

it is and in which behavior remains adaptive but there 

are feelings of sadness, annoyance, regret, and concern. 

Finally, a disturbed relationship is one in which 

partners have irrational and extreme needs and demands 

and in which maladaptive behaviors become cyclic and 

there are intense emotions such as rage, anxiety, guilt, 

and depression. Di Giuseppe and Zee believe that 

changing cognitions are essential to helping a disturbed 

relationship. 

To date, there have been few outcome studies of 

cognitive marital therapy. A call has been made for 



more research that explores how cognitive therapy 

changes cognitions (Salkovskis, 1986). Emmelkamp, van 

Linden van den Heuvell, Sanderman, and Scholing (1988) 

reiterated this need, and also called for better 

assessment of cognitions. Epstein and Baucom (1988) 

identified six areas to which research on cognitive 

marital therapy must attend. These areas were: 

identifying the full range of cognitions that playa 

role in relationship dysfunction; developing cognitive 

assessment instruments; standardizing treatment; 

researching therapist training and expertise; matching 

treatments to client needs; and identifying causal 

relationships between cognition and behavior and 

delineating how cognitive change mediates change in 

behavior and marital satisfaction. 
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There is some evidence that irrational cognitions 

are correlated with marital distress. Epstein, Pretzer, 

and Fleming (1987) examined the relationship between 

marital adjustment, irrational beliefs, and self reports 

of problems in marital communication in distressed and 

nondistressed spouses. They found that for husbands, a 

critical and defensive style of communication was 

associated with poor marital adjustment, more 

unrealistic beliefs, and more negative attributions. 

Husbands' dominant and controlling style of 



communication was associated with poor marital 

adjustment, a stronger belief that disagreement is 

destructive, and a stronger belief their wife does not 

love them. Epstein et ale found that for wives, a 

critical and defensive style or a submissive style of 

communication was associated with poor marital 

adjustment, stronger beliefs that disagreement is 

destructive, and stronger beliefs that partners cannot 

change. Epstein et ale also found that irrational 

cognitions account for a significant amount of the 

variance in marital adjustment. 
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Eisenberg and Zingle (1975) also examined the 

correlation between irrational cognitions and marital 

distress. They found that couples who had poor marital 

adjustment and were experiencing marital difficulties 

had significantly more irrational ideas than couples who 

had good marital adjustment and were not experiencjng 

marital difficulties. 

Huber and Milstein (1985) conducted an outcome 

study of cognitive marital therapy. They compared nine 

couples randomly assigned to a cognitive marital therapy 

condition to eight couples randomly assigned to a wait 

list control condition. At post-test, the couples in 

cognitive marital therapy showed significantly more 

marital satisfaction, and less irrational cognitions 



62 

concerning disagreement being destructive, mindreading 

being expected, and their partner being unable to 

change, than couples in the wait list condition. At 

post-test, couples in the two conditions showed no 

differences in their irrational beliefs concerning 

demand for approval, high self-expectations, and 

frustration reactivity (i .e., things must be the way one 

wants them to be). Huber and Milstein concluded 

cognitive marital therapy is an effective treatment for 

marital distress and for changing irrational 

relationship beliefs. The outcome measures used by 

Huber and Milstein were all assessments of cognition. 

There are no conclusions to be drawn as to the effect 

cognitive therapy has on affect and behavior. 

Comparisons and "Combinations of Behavioral 

and Affective Marital Therapy 

Other marital therapies combine efforts to change 

cognition, affect, or behavior in treatment, and a few 

outcome studies compare one type of treatment to 

another. Liberman, Levine, Wheeler, Sanders, and Wallace 

(1976) conducted a marital therapy outcome study that 

compared BMT to marital therapy that focused on helping 

couples ventilate and share feelings and problems, 

become more empathic, and gain insight into their 
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marital problems. The BMT condition focused on 

identifying and tracking pleasing behaviors, behavioral 

rehearsal of communication, and contingency contracting. 

At post-test, no differences were found between the BMT 

and affective condition in the degree to which the 

couples improved thei.r marital satisfaction and their 

self report of how much behavior change they desired 

from their partner. At post-test, the couples in the 

BMT condition exhibited more positive nonverbal 

behaviors and less negative verbal and nonverbal 

behaviors than couples in the affective condition. 

Liberman et al. concluded that affective therapy and BMT 

were equally effective in increasing marital 

satisfaction. They also concluded that to change 

behaviors, behavioral marital therapy is needed and that 

simply talking about feelings does not change behaviors, 

although they reported that couples in the affective 

condition did improve on one measure of problematic 

behaviors in the marriage. In this study, all outcome 

measures, except for the measure assessing marital 

satisfaction, were assessments of behavior. Perhaps if 

measures assessing affect had been employed, couples in 

the affective condition would have made improvements 

that couples in the behavioral condition did not make. 

The fact that couples in the behavioral condition 
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changed behaviors whereas couples in the affective 

condition did not supports the notion that focus in 

therapy must be on both behavior and affect in order to 

effect change in both aspects. 

In another therapy outcome study, Johnson and 

Greenberg (1985b) compared the effects of their 

Emotionally Focused (EF) marital therapy with Jacobson 

and Margolin1s (1979) BMT and with a wait list control 

condition. Johnson and Greenberg found that at 

post-test, both the EF and BMT couples demonstrated 

significantly more dyadic consensus, intellectual 

intimacy, attainment of their therapy goals, and 

reduction of marital problems, than the wait list 

couples. The EF couples demonstrated significantly more 

dyadic adjustment, dyadic satisfaction, dyadic cohesion, 

intellectual intimacy, and reduction of marital problems 

than the BMT couples at post-test. Dyadic satisfaction 

and dyadic cohesion are subscales of the Dyadic 

Adjustment Scale (DAS), a general measure of marital 

adjustment with items that tap behavior, affect, and 

cognition. Intellectual intimacy is a subscale of a 

larger intimacy questionnaire which assesses the level 

of intimate affect. Reduction of marital problems was 

measured by the couples rating their perceived reduction 

in the presenting problem. At two month follow-up, the 
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EF couples maintained their significantly higher scores 

on dyadic adjustment, cohesion, and satisfaction. An 

interview conducted at post-test designed to elicit the 

couples' experience of the therapy indicated the BMT 

couples stated that they believed they learned about 

skills and how to negotiate, while the EF couples stated 

that they learned about their underlying feelings. 

Johnson and Greenberg concluded that both BMT and EF 

marital treatments are effective, but that EF therapy is 

more powerful and thus better. They claimed that EF 

therapy opens up the disclosure of feelings, thus 

leading to increased trust and i.ntimacy. In this study, 

there were no behavioral measures used. Perhaps if 

behavioral assessment measures had been employed, the 

BMT couples would have shown greater change on those 

measures than the EF couples. 

O'Leary and Turkewitz (1981) also compared BMT to a 

communication training affective therapy, the main goal 

of which was empathy training. They also employed a 

wait list control condition. O'Leary and Turkewitz 

found that at post-test and four month follow-up both 

treatment groups were significantly better than the wait 

list group on the variables of marital satisfaction, 

positive feelings toward the spouse, self reports of the 

frequency of positive and negative behaviors, and 
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behavioral coding of the couples' conflict resolution 

attempts. The results also indicated that there were no 

differences between the two treatment conditions on the 

above measures. This study supports the notion that 

behavioral treatment can effect change in behavior and 

affect, and that affective treatment can also effect 

change in behavior and affect. 

Gayla Margolin, a prominent behavioral marital 

therapist, questioned the primary importance behavioral 

marital therapy places on behavior at the exclusion of 

emotion (1983). She argued that BMT increases liking 

between husband and wife, but not necessarily passion. 

She proposed that perhaps affective change is 

independent from behavioral and cognitive change in 

therapy and called for increased attention toward affect 

in BMT. She also expressed a concern that BMT may 

actually squelch affect in marriage in the attempt to 

individualize marital role behavior. She emphasized 

that playfulness in marriage is as important to marital 

relationships as negotiation skills, and that 

self-disclosure of emotion is important in and of 

itself, not just as a mere prelude to the negotiation of 

behavior. Thus, Margolin called for an integration of 

behavioral and affective approaches in marital therapy. 
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Ridley, Avery, Harrell, Leslie, and Dent (1981) 

integrated behavioral and affective approaches to 

marital therapy in the Mutual Problem Solving (MPS) 

preventive enrichment program for premarital couples. 

Believing that Guerney's (1977) affective Relationship 

Enhancement (RE) approach did not meet the needs of 

couples who had trouble structuring their conflict 

management attempts, Ridley et ale combined RE 

principles with BMT principles to form a nine step 

program. Step one, explore the problem area, consisted 

of each spouse expressing her or his emotions and 

perceptions of a problem, listening and reflecting the 

emotions of her or his partner, and using questions to 

fully explore the issue until both partners understand 

and discuss what is bothersome. Step two, define the 

problem in relationship terms, required the couple to 

state if the problem affects both of them, whether they 

want to solve the problem, and to state a specific 

relationship problem (using words such as our, we, or 

us) that both of them will work to solve. In step 

three, identify how each partner contributes to the 

problem, the husband and wife must each explain how 

their behavior causes or maintains the problem stated in 

step two. Step four, state a relationship goal, 

required the couple to agree on a goal to address their 
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relationship problem stated in terms of specific 

behaviors that need to be increased or decreased. 

Generate alternative solutions was step five, and at 

this point couples must list a number of behaviors or 

solutions to their problem. Step six, evaluate 

alternative solutions, consisted of evaluating each 

alternative suggested, one at a time. The evaluation 

was done according to whether the solution meets the 

goal and is consistent with the values and resources of 

the couple. Step seven, select the best solution, 

required the couple to pick their best solution 

generated, and specify who was to do what, when, where, 

and for how long. Step eight, implementing the 

solution, consisted of the actual performance of the 

agreed upon solution. Finally, step nine, evaluate 

progress, was a 'discussion and evaluation of the 

solution after the agreed upon period of implementation 

was complete. The MPS program thus employs the couples' 

affective experiences of their particular relationship 

difficulties as evoked through the RE techniques in step 

one as the guiding force with which to structure the 

behavioral change efforts as delineated in steps two 

through nine. Ridley, et al. compared 26 couples in the 

MPS condition to 28 couples in a contact control 

condition in which couples discussed their relationship 
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but without using specific RE skills (RD). The outcome 

measure was a behavioral coding assessment of the 

couples audiotaped problem solving attempts. The codes 

were the above nine steps. At post- test, the MPS 

couples used each of the nine steps in solving a problem 

significantly more than the RD couples. Ridley et al. 

concluded the MPS is an effective program in improving 

communication and problem solving skills. Assessment of 

behaviors were employed in this study, including the 

behavioral expression of emotion, but there was no 

direct assessment of the quality of affect. If 

comparisons to behavioral and affective treatment had 

been made, Ridley et al. could have assessed the 

supposed superiority of combining affective and 

behavioral interventions. 

Ridley and Nelson (1984) also found that at 

post-test, MPS couples increased the amount of open 

interaction, consisting of: feeling statements, 

intention statements, action statements, "sense' 

statements, speaking of self, confirming, and 

clarifying; and decreased the amount of manipulation and 

partner evaluation interaction, consisting of: labeling, 

ordering, speaking for the other, blaming, and judging. 

The RD couples did not exhibit these effects. 
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In a six month follow-up to the above study, 

Ridley, Avery, Harrell, Haynes-Clements, and McCunney 

(1981) found that the MPS couples continued to exhibit 

significantly more communication and problem solving 

skills than the RD couples. However, from post-test to 

follow-up the MPS couples maintained their use of the 

problem solving skills (steps one through seven), but 

decreased in their use of communication skills 

(statements referring to feelings, reflective listening, 

asking for open questions). Ridley et al. concluded 

that at post-test, couples experience an emotional high 

that wears off by a six month follow-up, thus the 

communication of affect using the skills taught 

decreases. What is seen here is an intervention that 

targets both behavior and affect, but the effects of the 

intervention impact the maintenance of behavioral and 

affective change in different ways. The behavioral 

communication concerning problem solving and finding new 

behaviors to help the marriage is retained, but the 

behavioral communication concerning emotional expression 

drops off after time. If behavior and affect were fully 

interdependent, one would expect that the problem 

solving skills and behavior change would lead to more 

positive interaction, thus maintaining the emotional 

expression between spouses, which in turn should help 
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maintain the use of the problem solving skills and 

behavior change. Perhaps, then, behavior change is 

independent of emotion. Ridley et al. reasoned that 

affect and behavior must both be targeted in treatment, 

with affective change requiring periodic attention to 

maintain the change. 

Comparisons and Combinations of Behavioral 

and Cognitive Marital Therapy 

Blackburn (1986) lent his support to the 

increasingtrend of incorporating cognitive treatments 

into behavioral treatments. Blackburn argued that if 

behavioral therapists ignore cognitions, they would be 

reinforcing the idea of dualism. Blackburn posited that 

behavioral psychotherapists can now study cognitions 

without fear of losing the scientific status that 

behaviorism brought to the field. 

Bussod and Jacobson (1983) posited that behavioral 

change is often mediated by cognitions that one or both 

spouses may have about the other's motivation and 

willingness to change. They called for assessing the 

cognitive and perceptual processes that are operating 

within a marriage before setting about to change the 

behavioral structure of the marriage. They also stated 

that not all marital problems are necessarily dyadic. 
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Some problems may be due to the cognitions of the 

individual spouse. Bussod and Jacobson called for more 

research on the role of cognitive components jn BMT in 

an effort to discover the active ingredjents of marital 

therapy, whether they be cognjtjve, behavioral, or 

nonspecific factors. 

Bagarozzi and Giddings (1983) described the 

jmportance of attending to cognitions when engaged in 

BMT. They believed that spouses evaluate the fairness 

of behavjors emitted by their partners accordjng to 

jndividual equity norms and that the meaning or value of 

the exact same behavior can differ for the husband and 

wife. Behavioral expectations and meanings must be 

brought into the open before behavioral change attempts 

begin. Dysfunctional behaviors can be maintained when 

the cognitive meanings behind the behaviors are not 

clarified between the wife and husband. Bagarozzi and 

Giddings described this dysfunctional process jn regard 

to destructive behaviors such as suicide attempts and 

addictive behaviors, coercive behavjors resulting from 

expectations of losing the partner's love, and remaining 

jn djssatisfying relationships resulting from beliefs of 

being powerless. Bagarozzi and Giddings also pointed 

out that cognitive treatment can help the indjvidual 

when conflict in the marriage serves as a way to avoid 
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intrapersonal or interpersonal anxieties. The thoughts 

that maintain the anxiety must be changed in order to 

treat the marriage. Finally, Bagarozzi and Giddings 

described how marital distress can result from narrow 

conceptions or lack of cognitive complexity concerning 

people of the opposite sex and sex roles within the 

marriage. They reasoned that marital conflict ensues 

when the behavior of one spouse does not match the rigid 

conceptualization of the other spouse, and the other 

spouse then tries to force her or his mate into behavior 

that matches her or his cognitive framework. Cognitive 

therapy helps make explicit the symbolic meaning of 

behaviors, thus broadening one's cognitive complexity, 

helping the spouse to decenter and to accept negative 

aspects of the self. 

Bennun (1986) also described why cognitive 

intervention should accompany behavioral intervention. 

Bennun reviewed ways in which cognitions prevent 

behavioral change in BMT. For example, spouses may 

think that they are not capable of performing a new 

behavior; spouses may think that changing a behavior 

will not be effective in helping the marriage; a 

cognitive process may lead a person to revert to old 

patterns of behavior after behavior change has taken 

place; a cognitive process may lead a person to fail in 
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performing an agreed upon behavior change; and cognitjve 

processes may be partially autonomous from behavior so 

that changing a behavior does not change dysfunctional 

cognitive processes, such as distortions and 

generalizations about one's spouse, unrealistjc 

expectations, faulty attributions, interpersonal 

misperceptions, and unvalidated assumptions. Bennun 

stated that cognitive techniques that elucidate 

automatic thoughts, increase self-disclosure of 

thoughts, reframe cognitions, and examine the etjology 

of irrational cognitions will produce cognitive change 

and facilitate behavioral change. Bennun concluded that 

cognitive and behavioral marital therapy need to be 

integrated to increase the success rate of marital 

therapy. 

In an analogue marital therapy outcome study 

utilizing undergraduate paraprofessional therapists and 

a two session intervention period, Margolin and Weiss 

(1978) compared the efficacy of three treatment 

conditions. The first condition, BMT, required couples 

to record the occurrence of pleasing and displeasing 

communjcatj.on behaviors on an electromechanical device. 

Couples were encouraged to increase the behaviors their 

partners found pleasing and decrease the behaviors their 

partners found displeasing. The second condjtion, BMT 
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plus a limted attitudinal restructuring procedure, 

utilized the same device and techniques in the BMT 

condition in addition to trying to help the couples 

attribute their problems to bad relationship skills 

rather than to the personality of their partner and to 

help couples agree on what behaviors are pleasing and 

displeasing. The third condition, labeled nonspecific 

(NS) communication training consisted of couples 

engaging in ten minute discussions of problems in which 

they were encouraged to express their feelings, but 

discouraged from expressing pent-up emotion. At 

post-test, all groups significantly increased their 

reported marital satisfaction, with the attitude 

restructuring (AR) procedure better than the BMT and NS 

groups. The AR group also reported less desire for 

behavior change in their spouse at post-test. The 

couples were asked to keep a daily log of pleasing and 

displeasing behaviors emitted by their spouse. All 

three groups reported less displeasing behavior at 

post-test, and both the AR and BMT groups reported 

increased pleasing behaviors. Finally, on an adjective 

check list the AR group attributed significantly fewer 

negative traits to their partner at post-test, while the 

BMT group attributed significantly fewer negative and 

positive traits to their partner. Margolin and Weiss 
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concluded that the results of this study should be 

viewed with caution due to its analogous nature. They 

also posited that the AR condition, which incorporated 

cognitive and behavioral techniques, is a more effective 

treatment than just BMT or a nonspecific treatment. 

They called for increased integration of cognitive and 

behavioral marital therapy. 

In a more rigorous outcome study, Baucom and Lester 

(1986) compared BMT, cognitive therapy plus BMT (CTBMT), 

and a wait list control condition. In the CTBMT 

intervention, couples received six weeks of strict 

cognitive therapy focusing on attributions for marital 

problems and expectations for self, partner, and 

marriage, followed by six weeks of standard BMT. The 

BMT treatment consisted of 12 weeks of just the standard 

BMT. The results indicated that within the BMT 

condition, husbands improved their marital adjustment, 

their positive and negative verbal behavior, and the 

behavior their wives wished changed, but didn't improve 

their irrational relationship beliefs or their 

irrational beliefs about self and others. In the BMT 

condition, wives improved on all variables on which the 

husbands improved, but also improved their irrational 

relationship beliefs. In the CTBMT condition, husbands 

improved on all the above variables, and wives improved 
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on all the above variables except positive and negative 

verbal behaviors. The couples in the wait list 

condition deteriorated on all the variables, except for 

husbands' improvement on irrational relationship 

beliefs. There were no differences at post-test on 

marital satisfaction between the BMT and CTBMT 

conditions. Examining individual scores, in both 

conditions 50% of the husbands moved from the distressed 

to the nondistressed range on the measure of marital 

adjustment. In the BMT condition, 50% of the wives 

moved to the nondistressed range of marital adjustment, 

while 75% of the wives did so in the CTBMT condition. 

At six month follow-up, both conditions maintained their 

gains, with only slight, nonsignificant deterioration. 

Baucom and Lester concluded that in general, BMT couples 

demonstrated behavioral changes but few cognitive 

changes, while CTBMT couples demonstrated both cognitive 

and behavioral changes. This lends support to the notion 

that to change cognitions in marital therapy, one must 

specifically focus on cognitive change. Baucom and 

Lester also found, contrary to their hypothesis, that 

there were no differences in marital adjustment between 

BMT and CTBMT couples. They suggested two reasons why 

the CTBMT couples did not exhibit more marital 

adjustment at post-test than the BMT couples. First, 
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they suggested that the content of the cognitive 

sessions of the CTBMT condition is still in the 

developmental stage and the delivery of this treatment 

can be improved. Secondly, the sequencing of the 

cognitive and behavioral treatments may have been 

ineffective. Baucom and Lester suggested the two 

treatments should be integrated and presented together. 

Baucom and Lester also suggested that perhaps couples 

were mismatched to treatments, with some people needing 

more cognitive change than behavioral change and vice 

versa. 

Emmelkamp, van Linden van den Heuvell, Ruphan, 

Sanderman, Scholing, and Stroink (1988) did a marital 

therapy outcome study comparing cognitive to behavioral 

treatment. The cognitive treatment consisted of 

standard procedures to change faulty attributions, 

irrational beliefs, and unrealistic expectations. The 

behavioral treatment consisted of standard procedures to 

change behavioral communication skills. At post-test 

for wives, both the behavioral and cognitive treatments 

lead to significant improvement in irrational 

relationship beliefs and communication style. For 

husbands at post-test, both treatments lead to 

significant improvement on communication style (as 

measured by a questionnaire with items that tap 
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communication behavior). Only the cognitive therapy 

condition lead to significant improvement in marital 

adjustment, and surprisingly, only the behavioral 

treatment lead to significant improvment in irrational 

beliefs and irrational beliefs about self and others. 

On measures of verbal communication behaviors for both 

husbands and wives, only the behavioral treatment 

produced significant improvement. At one month 

follow-up, all changes were maintained. Also at 

follow-up, cognitive therapy was found to be 

significantly better than the behavioral treatment for 

wives at eliminating marital problems targeted for 

change by the couples. Emmelkamp et al. concluded that 

behavioral treatment i.s necessary in order to help 

couples change behavior, but that behavioral treatment 

is just as effective as cognitive treatment in helping 

couples change cognitions. Emmelkamp et al. did 

conclude, however, that cognitive marital therapy is an 

effective treatment and they called for further 

integration of cognitive and behavioral therapies and 

for more research into client-treatment matching. 

Emmelkamp et al. advised caution in interpreting their 

results because they explained that they tried to 

"purify" their cognitive and behavioral interventions 

(i.e., omitting all behavioral techniques from the 
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cognitive treatment and vice versa), and thus their 

treatments may not compare to cognitive and behavioral 

treatments as they are actually practiced. The question 

of why strict behavioral treatment mediated cognitive 

change can only be answered by further research. 

Comparisons and Combinations of Cognitive 

and Affective Marital Therapy 

There has been some discussion in the literature 

inregard to the interplay between cognition and affect 

in therapy. Greenberg and Safran (1984a) described 

psychological dysfunction as the breakdown in 

integration of affect and cognition. Thus, they view 

the goals of therapy to be the reintegration of emotions 

and cognitions. Greenberg and Safran identified three 

mechanisms of therapeutic change. First, the therapist 

needs to help the client synthesize adaptive emotional 

experiences. This entails helping clients become aware 

of affective responses to which they are not attending, 

thereby accessing their distortions of internal and 

external reality and their rules about the meanings 

attached to emotions. Secondly, the therapist needs to 

help the client de-automate dysfunctional emotional 

habits, or break the cycle of dysfunctional emotional 

and cognitive influence. Standard cognitive therapy 
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assumes people feel bad because people believe or have 

negative thoughts. Greenberg and Safran, in addition, 

assume that because people feel bad, they believe or 

experience negative thoughts. Thus, there is a 

bidirectional, cyclic influence between emotion and 

cognition that must be brought into awareness and then 

broken. Third, the therapist needs to help the client 

modify state-dependent learning. Greenberg and Safran 

stated that sometimes faulty cognitions can only be 

accessed when in a particular emotional state, thus one 

needs to evoke emotions to get at cognitions so that the 

client can learn new responses when emotionally aroused. 

Greenberg and Safran (1984b) attempt, in therapy, to 

evoke organized cognitive/affective associative 

structures, or schemas, in order to change maladaptive 

schemas and to motivate for behavioral change. They 

view emotion and cognition as independent, yet 

interrelated, end products of an information processing 

system that is responding to external and internal 

events. Both cognition and affect must then be the 

focus of therapy. 

Rachman (1984) expressed views similar to those of 

Greenberg and Safran (1984a; 1984b). Rachman described 

his view that affect and cognition are under the control 

of separate, but only partially independent, systems 



that influence each other in numerous ways. The 

influence is bidirectional, not unidirectional, thus 

therapy must focus on both affect and cognition. 

One outcome study compared an affective marital 

therapy to a cognitive-affective marital therapy. 

Greene and Kelley (1985) hypothesized that because 

Guerney's (1977) Relationship Enhancement (RE) program 

lacks explicit cognitive restructuring techniques, a 

program that incorporates cognitive techniques into RE 

(eRE) would prove to be more effective than RE alone. 

The eRE program they developed focused mainly on 
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irrational beliefs about self and others. Greene and 

Kelley found that within the eRE group, couples 

significantly increased their expressor and empathy 

skills (a behavioral measure of communication skills), 

internal locus of control (a cognitive measure assessing 

the extent to which people believe the events in their 

lives are under their personal control), and 

differentiation of self (a cognitive measure that 

assesses the degree to which people believe they must be 

dependent on others), from pre-test to post-test. 

Within the RE group, couples significantly increased 

their internal locus of control, expressor and empathy 

skills, and communication skills from pre-test to 

post-test. The only variable on which the RE and eRE 
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groups differed significantly at post- test was on 

differentiation of self, with the CRE couples more 

differentiated than the RE couples. Greene and Kelley 

concluded that both conditions improve cognitions about 

oneself (internal locus of control), but that the CRE 

condition, because of the cognitive restructuring 

techniques, helps people stop being overly dependent on 

each other and reacting to their perceptions of the 

degree to which their spouse loves and approves of them 

(differentiation of self). They also concluded, that 

because the CRE couples improved their ability to 

express and empathize as well as the RE couples, but had 

less time to learn the skills, that the efforts at 

changing cognitions actually helps couples change their 

emotions and communication skills more efficiently than 

RE alone. Greene and Kelley tentatively concluded that 

CRE is effective, but called for further investigation. 

Cognition, Affect, and Behavior 

in Marital Therapy 

The call has been made to integrate the focus of 

marital therapy on all three aspects of human 

functioning: cognition, affect, and behavior. From the 

affective camp, Greenberg and Safran (1984a) and Johnson 

and Greenberg (1985b) called for an integrated 
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perspective on affect, cognition, and behavior, and 

pointed out the need to understand the complex 

interdependence between these three areas, and to devise 

therapeutic interventions that emphasize all three 

aspects of functioning. From the cognitive camp, Ellis 

(1986) described one of the foundations of his 

Rational-Emotive Therapy (RET) --that the human 

individual is an organized system of cognition, affect, 

and behavior, and that these three aspects interact and 

are not purely separate. Ellis stressed the use of 

emotive, cognitive, and behavioral techniques in RET. 

From the behavioral camp, Jacobson (1980) acknowledged 

the trend toward integration in marital therapy that 

combines behavioral and cognitive approaches, and he 

(1983) called for a greater role for cognitive and 

affective change in behavioral marital therapy to 

enhance closeness, intimacy, and passion. 

One of the challenges facing marital (and family) 

therapy that Gurman (1980) sees is the recognition and 

understanding of how the human individual system of 

affect, cognition, and behavior functions in the family 

system, or family subsystem such as the dyadic marital 

relationship. Rachman (1984) also called for an emphasis 

on the interplay between behavior, affect, and cognition 

in therapy. 
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The affective, cognitive, and behavioral 

composition of the constructs of marital satisfaction 

and marital distress also needs to be examined. Baucom 

(1983) described a criterion problem in the measurement 

of marital satisfaction. He argued that the global 

construct of marital satisfaction or distress is 

multidimensional. Baucom suggested that marital 

satisfaction has behavioral, cognitive, and affective 

components, thus these three aspects of functioning must 

be assessed in addition to global marital satisfaction. 

Broderick and O'Leary (1986) examined the 

contributions of affect, cognition, and behavior to 

marital satisfaction in 15 distressed and 15 

nondistressed couples. They used the Locke-Wallace 

Marital Adjustment Test (MAT) (Locke & Wallace, 1959) as 

a global measure of marital satisfaction, and they used 

measures of feelings of love and commitment, attitudes 

toward equity and exchange in interpersonal 

relationships, and daily records of positive and 

negative behaviors, to assess affect, cognitions, and 

behaviors, respectively. Broderick and O'Leary found 

that affect, cognition, and behavior each account for a 

unique proportion of the variance in marital 

satisfaction. Broderick and O'Leary conluded that, 

because marital satisfaction was found to entail 
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behavior, cognition, and affect, marital therapy must 

focus on behavior, cognition, and affect, and that 

marital therapy outcome studies must assess behavior, 

cognition, and affect. The question as to whether 

change in marital satisfaction is attributable to change 

in behavior, affect, and cognition has not yet been 

addressed. 

Purpose of Study 

The purpose of the present study was to test a 

series of hypotheses concerning the differential 

effectiveness of two marital therapy/skills training 

interventions. The Mutual Problem Solving-Cognitive, 

Affective, and Behavioral (MPS-CAB) treatment, the 

Mutual Problem Solving-Affective and Behavioral (MPS-AB) 

treatment, and a Wait List Control (WLC) condition were 

compared. 

The MPS-AB treatment was developed by Ridley, 

Avery, Harrell, Leslie, and Dent (1981). (See above 

review for more information on the MPS program). 

Originally referred to as MPS, the AB was added to 

emphasize the affective and behavioral focus of the 

treatment. In MPS-AB, couples are taught to identify 

and express their own emotions to their partner, and to 

indicate understanding of the emotional state of their 
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partner through reflective listening. Couples are also 

taught to identify specific problematic behaviors in 

their relationship and to suggest, evaluate, and 

mutually agree to implement specific behavioral change. 

Although some references to expressing thoughts were 

made in the MPS program (Ridley, et al. , 1981), these 

references were not detailed nor made the focus of 

treatment in the manner of standard cognitive therapy, 

and so these refere~ces to thoughts were deleted from 

the MPS-AB treatment. 

The MPS-CAB treatment was designed to integrate 

cognitive therapeutic techniques as described by Beck 

(1976), the stadard for all cognitive therapies, into 

the MPS program. In the MPS-CAB treatment, couples are 

taught to identify cognitions that are either automatic 

thoughts, unrealistic expectations, or irrational 

beliefs, and to express those cognitions to their 

partner. Couples are also taught how cognitions can 

influence or lead to emotions which can influence or 

lead to behavior. The couples are taught the 

interrelated nature of a system of thought, feeling, and 

action within the individual, and the interaction 

between two individual tripartite systems linked by the 

perceptions each spouse has of the other's behavior. In 

brief, couples are told that when they see or hear their 
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partner's behavior, they are likely to give meaning to 

this behavior in their thoughts, which leads to an 

emotional reaction. That emotional reaction may lead 

them to more thoughts, or even more emotions, but 

eventually the cognitive-affective schema motivates a 

behavioral response. This behavior is then perceived by 

the other spouse, a cognitive-affective schema is 

formed, which motivates another behavioral response, and 

so on as the marital interaction ensues. (See Figure 1 

for a depiction and example of this system. This figure 

is not meant to be a theoretical model to be tested, but 

simply as a way to clarify the process described above) . 

Couples are also taught to express thoughts and feelings 

that may refute the irrational cognitions of their 

partners. To identify automatic thoughts, couples are 

asked to keep a log of automatic thoughts that they have 

and the emotions and behaviors to which these thoughts 

lead, and to then identify alternative thoughts, 

feelings, and behaviors. 

The present study did not mean to suggest that the 

MPS-AB program is ineffective or that it cannot stand as 

it is. The MPS program has been shown to be effective 

and able to stand on its own (Ridley et al., 1981). The 

present study sought to test the hypothesis that the MPS 

program would be more effective in increasing marital 
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Figure 1 

Cognition, Affect, and Behavior in the Marital Dyad 
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(I'm no good 
for saying 

that) 
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adjustment and decreasing irrational beliefs if 

cognitive components were added. This study sought to 

find ways to improve the MPS program. The cognitive 

components were designed to blend easily with the MPS 

program. The MPS program was not radically altered by 

the addition of the cognitive techniques, but the 

cognitive techniques were expected to have a significant 

impact. 

The question may be raised as to what sort of 

interventions the MPS-AB and MPS-CAB are in terms of 

primary, secondary, or tertiary interventions as 

described by Rappaport (1977). Tertiary intervention 

can be described as treating an already established 

problem, be it mental illness or marital maladjustment. 

Secondary intervention can be descri.bed as treating 

people who are at risk for developing a problem, be it 

mental illness or marital maladjustment. Primary 

intervention can be described as preventing the 

occurrence of a problem. The MPS program was originally 

designed for premarital couples as a communication and 

problem solving skills training program (Ridley et al., 

1981), which can be referred to as a psychosocial 

educational program (see Markman and Floyd, 1980, for a 

description of a behaviorally oriented prevention 

program for marital distress). The MPS program 
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emphasized prevention of marital distress in pre-marital 

couples, and may thus be considered secondary or primary 

prevention. (A primary intervention may more 

appropriately be aimed at teaching children empathy, 

listening, and reflective skills, as well as how to 

enact new solutions to problems and to self-reflect on 

thought processes). In the present study, the MPS-AB 

and MPS-CAB programs were conceptualized as being skills 

training programs or psychosocial educational in nature, 

and not as marital therapy per se. However, the 

expectation was that a majority of the couples who 

sought out the present program will have been maritally 

distressed. This placed the present study somewhere 

between an educational program and marital therapy, or 

somewhere cetween secondary and tertiary intervention. 

In an effort to avoid being directly involved in 

tertiary treatment of people with mental illness, 

couples were screened out of participation in this study 

if either the husband or wife scored above a T-score of 

80 on any of the clinical or validity scales of the 

MMPI-168. The MMPI-168 has been found to be valid in 

discriminating psychiatric patients from normal college 

students (Overall, Butcher, & Hunter, 1975) and in 

discriminating diagnostic categories of psychiatric 

patients (Overall, Higgins, & De Schweinitz, 1976), 



despite some criticisms (Butcher, Kendall, & Hoffman, 

1980; see also Newmark, Woody, Ziff, & Finch, 1980). 
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The first set of hypotheses that the present study 

sought to demonstrate was that a marital intervention 

that targets affective, behavioral, and cognitive change 

is more effective than an intervention that targets only 

affective and behavioral change. Specifically, after 

treatment, the couples in the MPS-CAB condition are 

expected to have significantly greater dyadic adjustment 

than the couples in the MPS-AB condition, who will have 

greater dyadic adjustment than the couples in the WLC 

condition. The MPS-CAB group is expected to have less 

irrational relationship beliefs and will verbalize more 

statements that indicate they are taking responsibility 

for their thoughts than both the MPS-AB and WLC groups. 

Compared to the WLC group, both the MPS-CAB and the 

MPS-AB groups are expected to report more positive 

feelings for their spouse, less negative feelings for 

their spouse, less problematic behaviors in their 

spouse, and to verbalize more statements that express 

their positive and negative feelings and that suggest 

specific behaviors that can be performed to reach a 

goal. 

The second set of hypotheses concerns clinically 

significant improvement and statistically reliable 
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improvement (as defined below) as assessed by the data 

of each individual subject. The MPS-CAB group is 

expected to contain more people who experience 

clinically significant and statistically reliable 

improvement in dyadic adjustment than the MPS-AB group, 

which in turn will contain more people who experience 

clinically significant and statistically reliable 

improvement than the WLC group. The hypotheses for 

clinically significant and statistically reliable 

improvement in the other variables measured in this 

study parallel the hypotheses for group differences as 

delineated above. 

The third set of hypotheses concerns the construct 

of dyadic adjustment. At pre-test, the constructs of 

positive and negative emotions toward the spouse, 

irrational relationship beliefs, problematic marital 

behaviors, verbalized feeling statements, verbalized 

thought statements, and verbalized suggestions for 

behavior change are all expected to account for a unique 

proportion of the variance in dyadic adjustment. Thus, 

the hypothesis put forth here is that cognition, affect, 

and behavior each contribute to the quality of the 

dyadic relationship. 
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CHAPTER 2 

METHOD 

Subjects 

Advertisements for the MPS research study were 

placed in such places as local newspapers and on public 

service radio announcements. Couples were also 

recruited from referalls from mental health 

professionals and local religious organizations. 

Participation in the MPS research program was free of 

charge: however, couples were told of the significant 

time investment required of them when participating in 

the study. 

A total of 369 couples made telephone inquiries 

about the program and were scheduled to attend an 

information and screening session. Of that number, 215 

couples failed to attend the information meeting. Of 

the 154 couples who did attend the information meeting, 

62 were screened out of participation based on 

significant psychological distress in at least one of 

the spouses, as measured by a T-score over 80 on any of 

the subscales of the MMPI-168. These couples were 

offered a referral for treatment elsewhere in the 
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community. Of the remaining 92 couples, 24 declined to 

participate. This left 68 couples who pre-tested. 

These 68 couples were formed into treatment groups 

based upon their ability to attend the groups on a given 

day of the week. Once a given group was formed, it was 

randomly designated as an MPS-AB group, an MPS-CAB 

group, or a WLC group. Attempts were made to assign 

three couples to each group, but logistics made this 

impossible, thus there were some groups with one or two 

couples. A total of 18 couples comprised nine WLC 

groups, 27 couples comprised eleven MPS-AB groups, and 

23 couples comprised nine MPS-CAB groups. Between pre

test and post-test, two couples dropped out of the WLC 

groups, eleven couples dropped out of the MPS-AB groups, 

and six couples dropped out of the MPS-CAB groups, for 

post-test N sizes of 16, 16, and 17 couples for the WLC, 

MPS-AB, and MPS-CAB groups, respectively. Three months 

after post-test, two MPS-AB couples were lost to follow

up, and one MPS-CAB couple was lost to follow-up, for 

follow-up N sizes of 14 and 16 for the MPS-AB and MPS

CAB groups, respectively. 

The average age of the subjects was 40.9 years, 

with a range of 23 to 74 years. European-Americans 

comprised 91.9% of the sample, 5.9% were Hispanic

Americans, .7% were Asian-American, and 1.5% were of 
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mixed ethnicity. Protestants comprised 41.2% of the 

sample, 16.2% were Catholic, 8.1% were Jewish, 29.4% 

indicated no religious preference, and 5.1% considered 

themselves to be spiritual in some way, with no formal 

religious identification. On a seven point Likert scale 

of religious devoutness, with one indicating extreme 

devotion and seven indicating a lack of devotion, the 

mean for the sample was 5.1, with a range from one to 

seven. Twenty-four percent of the subjects indicated 

they earned $0 to $10,000 per year, 21% earned $10,000 

to $20,000, 18% earned $20,000 to $30,000, 22% earned 

$30,000 to $40,000, 5% earned $50,000 to $60,000, 5% 

earned $60,000, to $70,000, 3% earned $70,000 to 

$100,000, and 1% earned over $100,000. Fifty-five 

percent of the sample graduated college or gone beyond 

college in their education, while 9% finished high 

school, and 36% had some college education. The average 

time length of the marriages in the sample was 9 years 

and 10 months, with a range of 3 months to 47 years. 

This was the first marriage for 56.6% of the subjects. 

The average number of children living with the couples 

in the sample was one, with a range from zero to four. 

There were no treatment group differences on the above 

demographic variables. 
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Group Leaders 

There were a total of four group leaders who 

provided treatment. Two of the group leaders were women 

and the other two were men. All four of the group 

leaders were doctoral candidates in a clinical 

psychology graduate program. They all had at least 

three years of clinical experience. Three of the group 

leaders had facilitated MPS groups in the past. Those 

three group leaders conducted a four month training 

program for the other group leader. Training sessions 

lasted two hours each week over the four month period. 

The author was one of the group leaders providing 

training. During the course of delivery of treatment in 

the MPS program, the group leaders were supervised by a 

Ph.D. level psychologist. The skill levels of the group 

leaders were assessed through a videotaped role play of 

the mutual problem solving procedure and checked for 

proficiency in the procedure by the original developer 

of the Mutual Problem Solving program. Audjotapes were 

also made of the group sessions and assessed for 

continued proficiency in group leader skills and checked 

for drift from the program. These audiotapes were also 

checked by the original developer of the MPS program. 



Group leaders were assigned to groups based on their 

ability to attend the group on a given night of the 

week. 
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Instrumentation 

Self-Report Measures The Dyadic Adjustment Scale 

(DAS) was used to measure marital, or dyadic adjustment. 

Developed by Spanier (1976), the DAS consists of 32 

items, with four subscales: dyadic consensus, dyadic 

satisfaction, dyadic cohesion, and affectional 

expression. Some of the items are cognitive in nature, 

as they require subjects to indicate the extent of 

perceived agreement between themselves and their spouse 

in such areas as religious matters, handling family 

finances, and career decisions. Some of the items are 

affective in nature. For example, subjects are asked to 

rate the following questions: "Do you ever regret that 

you married?", "How often do you and your mate get on 

each other's nerves?", and "What is the degree of 

happiness, all things considered, in your 

relationship?". Finally, some of the items are 

behavioral in nature, as they require subjects to 

indicate how often they leave the house after a fight, 

how often they kiss their spouse, and how often they 

calmly discuss something with their spouse. Scores on 
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the DAS range from 0 to 151. A higher score indicates a 

higher level of dyadic adjustment. The average pre-test 

score of subjects in this study was 99. An average 

score between the husband and wi.fe of 97 has been used 

as a cutoff between distressed and nondistressed couples 

(Jacobson and Follette, 1985). Spanier (1976) and 

Fredman and Sherman (1987) reported the psychometric 

properties of the measure. The DAS was found to have 

high reliability, with a Cronbach alpha estimate of 

internal consistency of .96. Three judges examined all 

items for content validity. The concurrent validity was 

adequate, as the DAS significantly differentiated 

distressed from nondistressed couples. The distressed 

couples obtained a mean total score of 70.7, and the 

nondistressed couples obtained a mean total score of 

114.8. Finally, the construct validity was adequate, as 

the correlation between the DAS and the LocKe-Wallace 

Marital Adjustment Test, an established measure of 

marital adjustment, was .86. The DAS is a frequently 

used and accepted measure in marital therapy outcome 

studies (e.g., Jacobson and Follette, 1985; Jacobson, 

1984; Jacobson, Follette, and Pagel, 1986; Jacobson, 

Follette, Follette, Holtzworth-Munroe, Katt, and 

Schmaling, 1985; Epstein, Pretzer, and Fleming, 1987; 

and Baucom and Lester, 1986). Most studies use only a 
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total score for the DAS, ignoring the four subscales. 

Margolin, Michelli, and Jacobson (1988) recommended 

usage of only a total score based on inability to 

replicate the four subscales. Only the DAS total score 

was used in this study. 

The Relationship Belief Inventory (RBI) was used to 

measure cognitions. Developed by Eidelson and Epstein 

(1982), the RBI consists of five subscales, each 

measuring a different dysfunctional belief about 

intimate relationships. The first subscale is 

Disagreement is Destructive (DO), and measures the 

extent to which a person believes disagreement is 

dangerous to the marriage. Example items include: "If 

your partner expresses disagreement with your ideas, 

s/he probably does not think highly of you", and "I 

cannot accept it when my partner disagrees with me". 

The second subscale, Mindreading is Expected (MR), 

measures the extent to which a person believes spouses 

should know what each other are thinking without havi.ng 

to verbalize what they are thinking. Example items 

include: "I do not expect my partner to sense all my 

moods", and "I get very upset if my partner does not 

recogn i ze how I am fee 1 ing and I have to te 11 him/her". 

The third subscale, Partners Cannot Change (PC), 

measures the extent to which a person believes a spouse 
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can change. Example items include: "My partner does not 

seem capable of behaving other than s/he does now", and 

"Just because my partner has acted in ways that upset me 

does not mean that s/he will do so in the future". 

Sexual Perfectionism (SP) is the fourth subscale, and it 

measures the extent to which a person believes one must 

be a perfect sexual partner. Example items include: "I 

get upset if I think I have not completely satisfied my 

partner sexually", and "A good sexual partner can get 

himself/herself aroused for sex whenever necessary". 

The last subscale is Sexes are Different (MF), and it 

measures the extent to which a person believes that 

women and men dramatically differ in their personalities 

and relationship needs. Example items include: "Men and 

women have the same basic emotional needs", and 

"Misunderstandings between partners generally are due to 

inborn differences in psychological makeups of men and 

women". There are eight items for each subscale for a 

total of 40 items. The RBI yields a total score and 

five subscale scores. One half of the items are 

positively keyed and the other half are negatively 

keyed. The respondents indicate their belief about the 

truth or falseness of each item on a six point scale 

from zero (strong belief the statement is false) to five 

(strong belief the statement is true). A higher score 
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indicates a greater degree of irrational beliefs. 

Scores on the RBI-Total score range from 0 to 200. The 

average pre-test score of subjects in this study was 

69.5. Scores on the subscales range from 0 to 40. The 

average RBI subscale pre-test scores of subjects in this 

study were 14.0 (DD), 12.7 (HR), 12.4 (PC), 14.2 (SP), 

and 16.2 (HF). Eidelson and Epstein (1982) and 

Emmelkamp, Krol, Sanderman, and Ruphan (1987) found the 

RBI demonstrated adequate internal consistency 

reliability and test-retest reliability. The RBI 

demonstrated adequate convergent validity when 

correlated with the Irrational Beliefs Test, which 

measures irrational beliefs about the self (Eidelson and 

Epstein, 1982). Eidelson and Epstein also found the RBI 

to have construct validity, as all five RBI scales were 

significantly negatively correlated with the Locke

Wallace Marital Adjustment Test. They also found that 

the DD, MR, and PC scales were significantly negatively 

correlated with desire to maintain a marital 

relationship, the perceived likelihood of marital 

therapy success, and interest in conjoint therapy. The 

SP scale was significantly negatively correlated with 

the perceived likelihood of marital therapy success and 

interest in conjoint therapy. Finally, Eidelson and 

Epstein found that the MR scale differentiates 
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distressed from nondistressed couples. Emmelkamp, et 

al. (1987) found that the RBI was unaffected by 

tendencies to attribute socially desirable 

characteristics or deny socially undesirable 

characteristics toward oneself. They found the RBI to 

be positively correlated with marital maladjustment, to 

be negatively correlated with the extent of intimate 

communication between spouses, and negatively correlated 

with the general quality of communication. Emmelkamp et 

al. did not find evidence that the RBI was able to 

discriminate distressed and nondistressed couples. 

Although this finding of Emmelkamp et al. is a negative 

feature of the RBI, Eidelson and Epstein and Emmelkamp 

et al. did show that the RBI is associated with marital 

adjustment. Baucom and Lester (1986) also found that 

cognitive change as measured by the RBI was sensitive to 

marital therapy. The RBI was thus believed to be an 

adequate measure of irrational relationship cognitions 

for use in this study. 

The Emotion-Mood Index (EMI) was used to measure 

affect. The EMI was described by Plutchik (1980) as the 

only measure of emotions based on a theoretical 

consideration of affect. Plutchik found that there are 

eight basic emotions that serve a psychoevolutionary, 

functional purpose. These eight emotions and their 



corresponding functions are: fear (protection), anger 

(destruction), joy (reproduction), sadness 

(reintegration), acceptance (incorporation), disgust 

(rejection), anticipation (exploration), and surprise 

(orientation). The EMI consists of nine subscales. 

Eight of the subscales correspond to the eight basic 

emotions, while the ninth subscale, arousal 

(activation), sems to have been added to assess the 

general arousal level of a person. There are eight 
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emotional adjectives for each of the subscales for a 

total of 72 items. The EMI yields ni.ne subscale scores, 

each of which range from 0 to 40, and for the purposes 

of the present study, positive and negative subtotal 

scores. The positive subtotal score ranges from 0 to 

80, and was derived from the sum of the joy and 

acceptance subscales. The negative subtotal score 

ranges from 0 to 160, and was derived from the sum of 

the fear, anger, sadness, and disgust subscales. A 

higher score indicates a greater degree of the 

particular emotion. The directions for the EMI were 

adapted in this study for use with marital couples. The 

new directions were: "People can feel many different 

ways when with a person or when thinking about a person. 

Please mark the space next to each emotion according to 

how often you have felt that emotion when you have been 



105 

with your spouse or thinking about your spouse in the 

past week". A scale from zero (not at all) to five 

(almost always) was employed. The pertinent average EMI 

subscale pre-test scores of subjects in this study were: 

25.3 (acceptance), 23.9 (joy), 9.0 (fear), 9.3 

(sadness), 9.0 (disgust), 12.7 (anger), 49.2 (positive 

emotions), and 39.9 (negative emotions). 

The EMI has been shown to discriminate manic

depressive psychiatric patients when they are in a 

depressed, manic, or normal state; to discriminate 

between a person's self-reported best mood ever felt, 

worst mood ever felt, and current mood; and to 

discriminate a person's self-reported ideal self image 

and least-liked self-image (Plutchik, 1980). Although 

the EMI has never been used to assess feelings about 

one's spouse, it was used in this study because no 

adequate assessment instrument exists to measure 

different types of emotions toward one's spouse. The 

only measure of affect in regards to one's spouse found 

in the literature was the Positive Feelings 

Questionnaire (O'Leary, Fincham, and Turkewitz, 1983), 

which was not used in this study because it only 

measures the affect of love. 

The Areas of Change Questionnaire (AC) was used to 

measure behavior. Developed by Weiss, Hops, and 
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Patterson (1973), the AC assesses the amount of desired 

change husbands or wives would like to see in the 

behavior of the spouse. The respondents indicate how 

much of an increase or decrease in certain activities 

they would like to see in their spouse on a seven point 

scale from -3 (much less) to +3 (much more). Example 

items include: "I want my partner to spend time keeping 

the house clean", "I want my partner to start 

interesting conversations with me", and "I want my 

partner to hit me". The score for the wife consists of 

the sum of the absolute values of the items as completed 

by the husband. The score for the husband consists of 

the sum of the absolute values of the items as completed 

by the wife. The items are designed to determine what 

behavior change is desired by the spouse. A simple 

record of the occurrence 6f certain kinds of marital 

behavior cannot by utilized, because then there could be 

no determination made if such behaviors were 

problematic. The behaviors of interest in this study 

are those behaviors that are causing difficulties in the 

marital relationship by their implementation or 

nonimplementation. For example, a husband's behavior of 

preparing dinner may be a problem, a neutral event, or a 

delightful surprise. Determining the number of times a 

husband prepares dinner in a given week is meaningless 
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unless some measure is made of the effect this has on 

the relationship. For that reason, the desirability of 

a spouse's behavior must be gauged. A higher score on 

the AC indicates more behavior change is desired of the 

spouse. The average pre-test scores of subjects in this 

study was 19.7. 

Weiss and Margolin (1977) found the alpha internal 

consistency of the AC to be .89, and that AC scores are 

sensitive to marital therapy. Birchler and Webb (1977) 

found that unhappy couples had significantly higher 

scores (mean = 28.46) than happy couples (mean = 6.90) 

on the AC, indicating that unhappy couples (those 

seeking marital therapy) want significantly more 

behavior change from their partners than do happy 

couples. The AC is a common measure used in marital 

therapy outcome studies (Jacobson and Follette, 1985; 

Jacobson, Follette, Follette, Holtzworth-Munroe, Katt, 

and Schmaling, 1985; Jacobson, 1984; Baucom and Lester, 

1986; and Baucom, 1982). Margolin, Talovic, and 

Weinstein (1983) provided good evidence that the AC 

exhibits concurrent validity, and that the AC 

discriminates distressed and nondistressed couples. 

Margolin et ale found less evidence that the AC exhibits 

convergent validity based on the low correlation they 

found between the AC and the Spouse Observation 
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Checklist (SOC; Weiss, Hops, and Patterson, 1973; Wills, 

Weiss, and Patterson, 1974). The SOC is a 406 item list 

of marital behaviors that are rated by respondents on a 

seven point scale in reference to the pleasureableness 

or displeasureableness of each behavior that their 

spouse performs. Margolin et ale questioned whether the 

AC measures the actual behaviors emitted by the spouses. 

They reasoned that the AC may be contaminated or 

influenced by the cognitive and/or perceptual 

inaccuracies of the spouse. They stated that the SOC is 

a more pure measure of behavior. However, others have 

criticized the SOC for also being contaminated or 

influenced by the cognitive set and perceptions of the 

spouse (Baucom, 1983). 

Christensen and Nies (1980) modified the SOC to 

include not only ratings of the pleasureableness and 

displeasureableness of the behavior of the individuals' 

spouse, but also the individuals' rating of the 

behaviors they themselves exhibited. They found the 

average agreement between husbands and wives was a mere 

46%, a figure below the standard minimum acceptable 

reliability. Couples also rated their daily happiness 

with the marriage. Results indicated that agreements on 

exhibited behavior was positively correlated with 
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happiness. Christensen and Nies concluded that the SOC 

is influenced by the affect of the respondent. 

Jacobson and Moore (1981) found that the average 

percent agreement between spouses concerning the 

occurrence of behavior using the SOC was only 47.8, a 

figure below the standard minimum acceptable 

reliability. They also found that distressed couples 

were significantly less reliable observers of behavior 

(average percent agreement was 42) than nondistressed 

couples (average percent agreement was 52). Jacobson 

and Moore concluded that spouses are not reliable 

observers of their own behaviors, and that the 

perceptions, expectations, and attributions spouses have 

influence their reporting of behavior. 

Robinson and Price (1980) conducted a study in 

which trained observers, using a modified SOC, recorded 

the behaviors of married couples in their home, for one 

hour, twice a week for four to six weeks. Husbands and 

wives rated their own and their spouses' behavior at the 

same time as the home observer. The average agreement 

between observers and the couples was 49%, again a 

figure below the standard minimum acceptable 

reliability. They concluded that cognitions influence 

the recording of behaviors. 
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The SOC appears to be subject to the same cognitive 

and/or affective influences as the AC as described by 

Margolin, Talovic, and Weinstein (1983). Thus the SOC 

is not any more of an objective measure of behavior than 

is the AC. In home observation of marital behaviors 

would have been the best, most pure, measure of 

problematic behaviors. However, the scope of such an 

endeavor was beyond the resources of this study. The 

next best and most accepted alternative to in home 

observation in this area of research is the AC and the 

SOC. The AC was used instead of the SOC due to the 

shorter length of the AC (34 items as compared to the 

406 items of the SOC) and the lesser degree of 

intrusiveness of the AC (one measurement time only as 

compared to one measurement per day for one week with 

the SOC). 

The problem of separating out and isolating the 

aspects of affect, behavior, and cognition can be 

clearly seen in the above discussion of the difficulty 

in measuring behavior without affect and cognition 

getting in the way. It may be needless to point out how 

the measurement of affect through the EMI and the 

measurement of cognition through the RBI can be 

influenced by behavior, affect, and cognition. For 

example, perhaps the feeling of embarassment influences 
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a person's responses to the RBI questions about sexual 

perfectionism, or perhaps irrational beliefs about 

sexuality are invoked only when engaged in sexual 

behavior. Perhaps one's memory for feelings of anger 

one has experienced in the past can be accurately evoked 

only when engaging in a behavior that elicits that same 

feeling, such as trying to converse with one's spouse 

about the possibility of spending more time together, or 

perhaps one has cognitions that anger is a "bad" emotion 

to experience, thus a person believes he or she does not 

get angry, when in fact he or she does. Thus the 

responses to the EMI can be influenced by behavior and 

cognition, and the responses to the RBI can be 

influenced by behavior and affect. These problems are 

probably extant in any self-report psychological 

measurement. Although separating out the influence of 

two of the three aspects of functioning (behavior, 

affect, and cognition) when trying to measure the third 

aspect of functioning is desirable, current technology 

does not allow for such isolated measurement. 

Behavioral Measures Bradbury and Fincham (1987) 

and Baucom (1983) have emphasized the importance of 

behavioral assessment in marital therapy outcome studies 

in addition to self-report measures. Thus, there were 
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seven categories of communication behaviors that were 

measured. At pre-test, post-test, and follow-up, 

couples were asked to spend 20 minutes solving a problem 

in their marriage. Their attempts at solving this 

problem were audiotaped. The frequency of occurrence of 

seven categories of behavior in the 20 minute period 

were tallied and summed for each spouse. The first 

category, Negative I-Feelings, was a measure of verbal 

expressions that indicated the speaker owned or took 

responsibility for negative emotions he or she has had. 

Examples of negative emotions are: fear, sadness, anger, 

disgust, embarassment, disappointment, hate, guilt, 

envy, shame, etc. The second category, Positive 1-

Feelings, was a measure of verbal expressions that 

indicated the speaker owned or took responsibility for 

positive emotions he or she has had. Examples of 

positive emotions are: joy, acceptance, friendliness, 

love, optimism, curiosity, pride, delight, trust, 

eagerness, excitement, security, contentment, affection, 

etc. The third category, Surface I-Cognitions, was a 

measure of verbal expressions that indicated the speaker 

owned or took responsibility for their thoughts about 

themselves, their spouse, interpersonal relationships, 

or social situations that took the form of 

interpretations or expectations. Some examples are: "I 
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expected you to be home by 5 o'clock", "The way I see it 

is that you don't talk to me about things that bother 

you because you think I'll get upset", and "My view of 

it is that the teacher doesn't like Terri and that's why 

I get so angry". The fourth category was Core 1-

Cognitions, and it was a measure of verbal expressions 

that indicated the speaker owned or took responsibility 

for their thoughts about themselves, their spouse, 

interpersonal relationships, or social situations that 

took the form of extremes, implications, or global 

attributions. Some examples are: "From my point of 

view, you have never said you appreciate what I do 

around here", "If you can't tell me how you really feel 

about my going back to work, then our marriage is 

doomed, because I can't see how two people can't talk to 

each other honestly", and "When I hear you say you don't 

agree, that's when I think that you are just basically a 

totally insensitive person". The fifth category, 1-

Could Alternative Solutions, was a measure of verbal 

expressions in which the speaker suggests a behavior the 

speaker could perform to help reach a goal. Some 

examples are: "I could fix the cupboard before Friday", 

"I could ask my father to come over to the house only 

twice a week instead of every day", and "I could put Joe 

to sleep before the news". You-Could Alternative 
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Solutions was the sixth category, and it measured verbal 

expressions in which the speaker suggests a behavior her 

or his spouse could perform to help reach a goal. Some 

examples are: "You could plant those trees further back 

from the window so they won't block the light", "You 

could do some situps each day", and "You could kiss me 

for a few minutes before you go any further". Finally, 

the seventh category was We-Could Alternative Solutions, 

and it measured verbal expressions in which the speaker 

suggests a behavior the speaker and his or her spouse 

could do together to help reach a goal. Some examples 

are: "We could invite the Johnsons over for an evening 

of bridge", "We could buy a microwave so we could get 

dinner ready more quickly", and "You and I could learn 

to dance". (See Appendix A for the operational 

definitions of these seven codes) . 

Employing the categories of I-Feeling Statements 

(both positive and negative feelings combined) and 

Alternative Solution Statements (I-Could, You-Could, and 

We-Could statements combined), Ridley and his colleagues 

(Ridley, Avery, Harrell, Leslie, & Dent, 1981; Ridley, 

Avery, Harrell, Haynes-Clements, & McCunney,1981) found 

that both of these codes lent themselves to reliable 

interrater coding at a level above r = .80. Breaking 

the codes down into positive and negative feeling 
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statements and into I-Could, You-Could, and We-Could 

statements provided a richer, more specific source of 

data. There have been no attempts cited in the 

literature, of which this study was aware, to measure 

the verbal expression of cognitions, so there was no 

known reliability data for these codes before this study 

was done. Also, for all seven behavioral codes, there 

was no available data that supported the construct 

validity of these codes in regard to the relationship 

between the use of these behavioral skills and the 

actual emotions, cognitions, and behaviors of an 

individual. 

To determine interrater reliability, the author of 

this study and one of the graduate level therapists 

rated audiotapes of couple interactions similar to those 

rated in the present study. The audiotapes were divided 

into 120 ten second intervals. A total score was 

computed for each of the seven communication behaviors. 

The total scores were the sums of the ten second 

intervals in which the given communication behavior 

occurred. The seven codes lent themselves to reliable 

interrater coding at a level above r = .88. After 

reliability of the codes was established, the author 

coded the audiotapes of the couples' communication 

behavior. The average pre-test scores for subjects in 
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this study were: 1.7 (Negative I-Feelings), 1.0 

(Positive I-Feelings), 2.2 (Surface I-Cognitions), 0.5 

(Core I-Cognitions), 0.4 (I-Could Alternative 

Solutions), 0.2 (You-Could Alternative Solutions), and 

0.5 (We-Could Alternative Solutions). 

There are established marital communication coding 

systems used in marital therapy outcome research. As 

reported by Margolin, Michelli, and Jacobson (1988), the 

two systems most widely used are the CISS, developed by 

Gottman, and the MICS, developed by Weiss. Both of 

these systems code for general types of verbal and 

nonverbal communication (for example, agreements, 

problem-solving, summarizing, etc.), and both systems 

usually collapse all the categories into either positive 

or negative communication categories. Neither of these 

systems code the behaviors of interest to this study, 

thus they were not employed. 

Procedure 

Couples were asked to participate in 12 sessions, 

four of which were devoted to assessment, and eight of 

which were devoted to treatment. The first assessment 

session was a screening session. Explanations were 

given to the couples about the nature of the treatment 

and the research requirements (e.g., completing 
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assessment questionnaires). The MMPI-168 was 

administered at this time. Any couple in which one of 

the spouses yielded a T-score over 80 on any of the 

clinical scales was excluded from participation in the 

study and was offered a referral for treatment elsewhere 

in the community. The second assessment session was the 

pre-test session which took place one week before 

treatment session one. At pre-test, couples completed 

the self-report assessment measures (DAS, RBI, EMI, and 

AC) and the audiotaped 20 minute problem solving 

discussion. The third and fourth assessment sessions 

were the post-test and follow-up sessions, respectively. 

Post-test and follow-up were identical to pre-test, 

except post-test took place one week after treatment 

session eight, and follow-up took place three months 

after the post-test session. 

Couples were formed into groups based upon their 

ability to attend the groups on a given day of the week. 

Attempts were made to place three couples in each group, 

but because of logistical problems this was not always 

the case. Some groups therefore began with two couples. 

Once a given group was formed and a group leader was 

assigned to the group, it was randomly designated as an 

MPS-AB group, an MPS-CAB group, or as a WLC group. 
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After post-testing, the WLC group was offered the eight 

week MPS program, thus there is no follow-up data for 

the WLC couples. 

MPS-AB Treatment The MPS-AB treatment was 

developed by Ridley, Avery, Harrell, Leslie, and Dent 

(1981). (See above for more information on the MPS 

program). There were eight weekly treatment sessions, 

each lasting approximately two hours and thirty minutes. 

There were nine problem solving steps introduced in 

sequence throughout the sessions. Typical sessions 

included didactic material presented by the group 

leader, group discussion of the material and how it 

related to the individual couples, practice of the nine 

steps and the skills composing those steps by each 

couple supervised by the group leader, and explanations 

and discussions of homework assignments. 

A brief description of the problem solving steps 

follows. 

Step 1. Explore Feelings. This step involves 

expressing to the spouse one's own emotions and the 

circumstances surrounding those emotions, reflecting 

back a spouse's expression of emotions to indicate 

understanding, and asking questions that broaden 

exploration and understanding of a problem. Couples are 
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taught to use "I feel statements", reflections, and open 

questions. They are discouraged in their use of "you 

statements" and closed questions. 

Step 2. State Our Problem. Once the spouses have 

an understanding of each other's feelings, they must 

determine if they have a problem, state the problem in 

relationship terms using words such as we, our, or us, 

identify how the problem affects each of them, and 

determine if they both want to work on solving the 

problem. 

Step 3. List Contributions. This step involves 

each spouse stating the behaviors that they each exhibit 

that lead to and maintain the problem. 

Step 4. State Our Goal. Step four involves the 

determination and statement of specific behaviors the 

couple wants to increase or decrease. 

Step 5. List possible Solutions. This step 

requires couples to "brainstorm" or identify specific 

behaviors they might change to reach their goal. 

Step 6. Evaluate These Solutions. Once stated, 

the couples evaluate their solutions in terms of how 

each solution will meet their goal, how consistent each 

solution is to the couples values and resources, and how 

likely the couple is to carry out the solution. 
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Step 7. pick the Best Plan. In this step, the 

couples choose the best solution, and determine the 

specifics of the plan, such as who will do what, when 

will they do it, where will they do it, how often will 

they do it, for how long will they do it, and so on. 

Step 8. Do It. This step is the actual 

implementation of the new behavior. 

Step 9. Check Up. This step involves discussing 

and exploring if the agreed upon plan was done, 

determining if the plan worked, and determining what 

about the plan didn't work. Couples may choose to go 

back to step one at this point and work further on the 

problem. 

MPS-CAB Treatment The MPS-CAB treatment 

difference lies principally in step one of the nine MPS 

steps. Step one in MPS-CAB treatment became Explore 

Feelings and Thoughts. The couples were taught about 

the nature of automatic thoughts, how to identify their 

own automatic thoughts, and how these thoughts impact on 

the relationship. Couples were asked to express to 

their spouse these thoughts and how these thoughts lead 

to their emotions and behaviors. Through this process, 

an individual's cognitions were integrated with his or 

her emotions and behaviors. In the course of 
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identifying their thoughts or feelings, the subjects 

often had difficulties putting those thoughts and 

feelings into words. With a treatment that allows a 

focus on both cognitions and affect, the process of 

identification and verbalization of internal experience 

was made easier. With the help of the group leader, all 

subjects were able to verbalize at least some feeling 

state or thought. Once a feeling state is identified, 

through clinical questioning the group leader can help 

the subject identify beliefs that triggered that 

thought, or conversely, once a thought has been 

identified, the subject can be helped to identify the 

corresponding emotion. Once the internal affective

cognitive process is identified, subjects can often 

easily identify how that motivates their subsequent 

behavior. Consider the following scenario. 

Group Leader (GL): "How did you feel when 

your husband didn't answer your question"? 

Wife (W): "I don't know. Bad, I guess". 

GL: "Bad in what way"? 

W: "Bad in that I was upset. I guess I was 

angry with him". 

GL: "What were you thinking that lead you to 

get angry"? 
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W: " I'm not sure". 

GL: "Try and think about it". 

W: "I guess I was thinking that here's just 

another example of how he doesn't respond to 

me. And that this means he doesn't care about 

where our relationship is heading and that I 

put six years into this marriage and I don't 

want to see it end". 

Husband: "So you thought I didn't care about 

our relationship and thought that something 

you've invested a lot into might end, so you 

got angry with me". 

W: "Yeah". 

GL: "So what did you do when you got angry"? 

W: "Once I was angry I snapped at him and 

said, 'Are you deaf or something? I'm trying 

to talk to you'''. 

The spouse's reflection of these thoughts back to his or 

her partner indicates to the speaker that the spouse has 

gained understanding of what they are thinking. 

Expression of feelings, reflection of emotions, and open 

questions all remained part of step one in the MPS-CAB 

treatment. The remaining steps (two through nine) also 

remained the same in the MPS-CAB treatment as in the 
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MPS-AB treatment. The MPS-CAB treatment contained some 

additional homework assignments, didactic presentations, 

and discussions about cognitions. While the time 

involved in presenting the cognitive component and the 

actual space devoted to the cognitive component in the 

manual was not greatly different from the MPS-AB 

treatment, the difference in the nature of what couples 

were actually asked to do was significant. There was 

however a difference between the MPS-CAB and MPS-AB 

conditions in the amount of time allotted for 

interaction between the couples and the group leader in 

the treatment sessions and in the amount of homework 

assigned. The MPS-CAB condition was allotted one hour 

more of interaction with the group leader. This one 

hour was spread out over four weeks in sessions two 

through six. Two additional homework assignments were 

given, which would take approximately 30 minutes each to 

complete, in sessions four and five. There was no 

control for this additional time in the MPS-AB 

condition. Thus, any differences found between the MPS

CAB couples and the MPS-AB couples at post-test and 

follow-up can not be assumed to be due to the 

differences in the impact of the treatments themselves. 

Any difference found between the two groups may be due 

solely to the greater amount of time the MPS-CAB couples 
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were allotted with the group leader and to the greater 

amount of time spent doing homework. This, of course, 

is a flaw in this study. The flaw is considered to be 

of minor consequence. Although each treatment session 

had a suggested time limit, this time 

limit was rarely, if ever followed exactly. In both 

treatment conditions, the norm was for sessions to last 

longer than the time limit. The group leaders perceived 

no difference in the time spent with couples from 

different conditions. Given the nature of the 

proceedings of the treatment sessions, the perception 

amongst group leaders was that it would have been 

unethical to cut couples off in the interest of sticking 

to prescribed time limits in order to insure treatment 

standardization. As each group and each session takes 

on a clinical life of its own, the purported influence 

of the uncontrolled time differential between the two 

treatments is considered to be negligible. In the 

inte~est of internal validity, the cautious and 

skeptical reader should bear in mind that any treatment 

group differences may be due solely to this time 

difference. 
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Analyses 

Analyses of variance (ANOVA) for repeated measures 

were used to test the hypotheses concerning treatment 

group differences. Because the scores of husbands and 

wives are not completely independent, the husband and 

wife scores were treated as repeated measures of the 

same unit of analysis, the couple, at each of the 

testing times. Because the couples in the WLC group did 

not participate in follow-up testing, two ANOVAs were 

required for each variable. The first ANOVA tested the 

group differences between the WLC, MPS-CAB, and MPS-AB 

conditions from pre-test to post-test. The second ANOVA 

tested the group differences between the MPS-CAB and 

MPS-AB conditions at pre-test, post-test, and follow-up. 

Multiple regression analyses were used to test the 

amount of variance in dyadic adjustment accounted for by 

affect, cognition, and behavior. 

The percentages of subjects who experienced 

clinically significant change were examined using cutoff 

scores and the reliable change index (RC) as described 

by Jacobson, Follette, and Revenstorf (1984). Jacobson 

et ale defined clinically significant change as moving 

from the dysfunctional range on an outcome measure to 

the functional range on that outcome measure. Thus, a 

cutoff score can be obtained for an outcome measure. 
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All scores on one side of the cutoff are considered in 

the functional range, and all scores on the other side 

of the cutoff are considered in the dysfunctional range. 

The cutoff score for instruments that have established 

norms is determined by the equation: 

c = ( So X J + S I X 0 ) / ( s 0 + S I ) 

where So = standard deviation of the functional 

population; s, = standard deviation of the dysfunctional 

population; X, = mean of the dysfunctional population; 

and Xo = mean of the functional population. This 

formula yields a cutoff score that determines if a given 

score is statistically more likely to fall within the 

functional than the dysfunctional population. The 

measures with established norms on which cutoff scores 

can be obtained using the above formula that were used 

in this study are the DAS, the AC, and the five 

subscales of the RBI. The cutoff scores are: 97 (the 

DAS); 21 (the AC); 12.94 (RBI-DO [disagreement is 

destructive]); 14.96 (RBI-MR [mindreading is expected]); 

11.32 (RBI-PC [partners cannot change]); 16.63 (RBI-SP 

[sexual perfectionism]); and 13.43 (RBI-MF [sexes are 

different]) . 
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The cutoff score for instruments that do not have 

established norms is determined by the equation: 

a = X, + 2s, 

where X, = mean of both pre-test experimental and pre

test control groups; and s, = standard deviation of 

control and pretreatment experimental group. Jacobson 

et al. (1984) admitted that this is a stringent 

criterion, but that in cases where there are no norms to 

describe functional and dysfunctional populations, a 

cutoff two standard deviations above the pre-test mean 

is necessary to insure that the level of post-test 

functioning lies outside the dysfunctional range. The 

cutoff scores for the measures without established norms 

that employed the above formula are: 36.5 (EMI-ACC 

[Acceptance]); 36.8 (EMI-JOY [Joy]); 1.1 (EMI-ANG 

[Anger]); 71.8 (EMI-POS [Positive Emotions]); 32.64 

(RBI-Total); 6.4 (Negative I-Feeling Statements); 3.6 

(Positive I-Feeling Statements); 7.4 (Surface 1-

Cognition Statements); 4.2 (Core I-Cognition 

Statements); 2.2 (I-Could Statements); 1.4 (You-Could 

Statements); and 2.6 (We-Could Statements). The above 

formula yielded cutoff scores that were off the scale 

for the EMI subscales of fear, sadness, disgust, and 

negative emotions, thus clinically significant change 

could not be assessed for those variables. 
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Jacobson, Follette, and Revenstorf (1984) stated 

that lito classify an individual as improved, the change 

must be of sufficient magnitude to exceed the margin of 

measurement error. In order for change to be considered 

clinically significant it must also be statistically 

reliable (pp. 343-344)." They proposed use of the RC to 

determine the statistical reliability of change. RC is 

determined by the formula: 

RC = (x,;;t - X I) / S IE" 

where x I = the subj ect 's pre-test score; x a.. = the 

subject's post-test score; and SIE" = the standard error 

of measurement, derived from the formula: 

S Ii: = S, -,j 1 - r", >< I 

where s, = standard deviation of the control group and 

pretreatment experimental group; and r){)(, = the 

reliability of the measure. Jacobson, Follette, and 

Revenstorf stated that "an RC larger than +1.96 would be 

unlikely to occur (p < .05) without actual change". The 

measures upon which the RC scores were determined and 

their respective reliabilities are as follows: DAS 

(.96), AC (.89), RBI-Total (.76), RBI-DO (.81), RBI-MR 

(.75), RBI-PC (.76), RBI-SP (.72), and RBI-MF (.72). 

Jacobson, Follette, Revenstorf, Baucom, Hahlweg, & 

Margolin (1984) reported that jnternal consistency 

coefficients can be used as estimates of test-retest 
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reliability coefficients in the determination of RC. 

The RCs for subscales of the EMI were determined in this 

manner. The internal consistency coefficients for the 

EMI subscales are as follows: ACC (.80), FEA (.84), SAD 

(.92), DIS (.88), ANG (.83), JOY (.91), POS (.92), and 

NEG (.95). Jacobson l Follette, and Revenstorf (1984) 

did not report a method for determining the statistical 

reliability of observed behavioral change from one point 

in time to the next. Determining such a method is 

beyond the scope of this study, thus an RC was not 

computed for the behavioral measures. In this study, 

for self-report measures, percentages were calculated 

based only upon the statistically reliable change of the 

subjects, and on the combined criterion of statistically 

reliable change and clinically significant change. Data 

based only upon statistically reliable change was 

presented separately because in this study many of the 

subjects were already above the cutoff, or just below 

the cutoff. In outcome studies solely focused on 

tertiary intervention, subjects would have been selected 

based upon their scores being significantly below the 

cutoff. 

Finally, the data on statistically reliable change 

and clinically significant change employed individual 

husband and wife scores instead of couple scores. 
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Baucom (1983) examined the common practice of combining 

scores of the husband and wife to get a couple score in 

marital therapy outcome research. He pointed out that 

this practice can obscure any differences between the 

scores of the husbands and wives. He used the example 

of an assessment instrument in which a score of 100 or 

above indicates marital satisfaction and scores of 99 or 

below indicate marital dissatisfaction. In one couple, 

a husband may score 130 and the wife may score 70, for a 

couple score of 200, while in another couple, both the 

husband and wife score 100, also for a couple score of 

200. When using the couple scores, the two couples 

would appear similar, yet when looking at the 

psychological meaning of the individual scores, the 

couples would seem to be different in their satisfaction 

with their marriage. To avoid this problem, individual, 

rather than couple scores were used. 
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CHAPTER 3 

RESULTS 

ANOVAs for WLC, MPS-AB, and MPS-CAB Groups 

Treatment Group by Time Differences A 

signifjcant treatment by time effect djd exist for the 

DAS, F(2,46) = 5.78, p = .006. The Newman-Keuls method 

of multjple comparjsons was used to compare means. WLC 

couples had significantly lower scores on DAS than both 

MPS-AB and MPS-CAB couples at post-test, but there was 

no difference between MPS-AB and MPS-CAB couples at 

post-test. (See Table 1 for the means and standard 

deviations of all variables for the three treatment 

groups at pre-test and post-test). There were no 

treatment group by time differences for any of the other 

variables. 

Time Differences An ANOVA for repeated measures 

jndicated that a significant time effect did exist for 

the Mindreading is Expected subscale of the RBI, F(2,46) 

= 34.20, P = .000. Multiple comparisons revealed that 

MPS-CAB couples expected more mindreading at pre-test 

than at post-test. There were no differences in the 

pre-test and post-test scores of the WLC and MPS-AB 
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Table 1 

Pre-test and Post-test Couple Scores on the 23 
Dependent Measures for Each Treatment Condition 

WLC AB CAB 
(n = 16) (n = 16) (n = 17) 

M sd M sd M sd 
DAS 

Pre 99.03 11. 97 99.50 10.12 98.74 14.47 
Post 95.72 15.68 103.16 10.86 102.77 12.52 

AC 
Pre 20.34 10.80 19.92 11. 38 18.88 9.65 
Post 20.69 11.70 19.50 14.01 17.09 10.29 

RBI 
Pre 69.88 18.34 72.78 15.61 66.06 20.39 
Post 68.68 18.21 61. 03 18.87 57.50 20.95 

DD 
Pre 13.50 4.98 14.92 4.63 13.77 5.79 
Post 13.75 5.71 11. 91 4.48 11.71 4.88 

MR 
Pre 12.66 3.51 13.88 4.65 11.56 4.91 
Post 12.16 4.06 10.84 4.80 8.38 4.21 

PC 
Pre 12.19 3.67 12.91 5.20 12.03 4.32 
Post 12.38 4.04 11.16 5.79 10.76 5.48 

SP 
Pre 14.13 4.90 15.22 4.91 13.29 4.96 
Post 13.88 5.09 13.41 5.82 12.77 5.61 

MF 
Pre 17.41 7.14 15.84 6.10 15.41 7.02 
Post 16.53 6.56 13.72 6.23 13.97 7.19 

ACC 
Pre 25.97 4.49 25.22 6.15 24.85 5.74 
Post 23.59 4.35 26.59 4.92 25.29 6.22 

FEA 
Pre 8.22 4.55 8.66 6.25 9.94 6.31 
Post 10.97 7.64 8.53 7.65 8.32 5.15 
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Table 1 Continued 

WLC AB CAB 
(n = 16) (n = 16) (n = 17) 

M sd M sd M sd 

SAD 
Pre 8.41 5.00 8.78 7.08 10.56 8.28 
Post 12.72 8.41 7.81 7.42 9.53 6.85 

DIS 
Pre 8.84 4.80 8.00 5.87 10.00 6.30 
Post 11.56 6.21 6.22 5.17 7.97 4.83 

ANG 
Pre 13.13 4.98 12.00 6.29 12.88 5.36 
Post 15.13 4.36 10.84 5.50 11. 38 5.27 

JOY 
Pre 23.53 6.79 24.25 6.58 23.79 7.01 
Post 22.47 6.79 25.84 6.04 24.71 6.71 

POS 
Pre 49.50 10.56 49.47 12.00 48.65 11. 87 
Post 46.06 10.61 52.44 10.24 50.00 12.26 

NEG 
Pre 38.59 16.03 37.44 20.17 43.38 22.83 
Post 50.38 25.21 33.41 21. 42 37.21 19.89 

WLC AB CAB 
(n 15) (n = 15) (n = 14) 

M sd M sd M sd 
INEG 

Pre 1. 93 3.17 1. 63 2.43 1. 54 1. 64 
Post 1. 03 1. 59 2.67 2.80 3.22 3.14 

IPOS 
Pre .80 1. 96 1.10 1. 40 .97 1. 07 
Post .47 .78 .67 1. 27 1. 32 1. 56 

SURF 
Pre 2.43 2.50 1. 80 2.94 2.25 2.69 
Post 1. 33 1. 97 2.87 3.99 3.64 3.64 

CORE 
Pre .70 1. 24 .27 .69 .50 1. 26 
Post .33 1.18 .43 .97 2.00 2.77 
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Table 1 Continued 

WLC AB CAB 
(n = 15) (n = 15) (n = 14) 

M sd M sd M sd 

I 
Pre .50 1. 01 .33 .88 .43 .79 
Post .30 .75 .27 .58 .32 .82 

YOU 
Pre .37 .85 .17 .38 .18 .47 
Post .27 .52 .23 .50 .39 .79 

WE 
Pre .30 .70 .53 1. 28 .82 1. 33 
Post .23 .57 .73 1. 31 1. 39 2.25 
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couples. There were no time djfferences on any of the 

other variables. 

Sex Differences An ANOVA for repeated measures 

indicated that a significant sex effect did exist for 

the Areas of Change (AC), F(1,46) = 11.74, p = .001. 

Wives reported that they wanted more behavioral change 

from their husbands (X = 21.96, sd = 10.58) than 

husbands wanted from their wives (X = 16.80, sd = 

11.42), regardless of treatment group or time of 

assessment. 

There also was a sjgnificant sex effect for the 

Sexual Perfectionism subscale of the RBI, F(1,46) = 

9.51, p = .003. Husbands had stronger beliefs that they 

needed to be sexually perfect (X = 15.18, sd = 5.23) 

than did wives (X = 12.32, sd = 4.84), regardless of 

treatment group or time of assessment. There were no 

sex differences on any of the other variables. 

ANOVAs for MPS-AB and MPS-CAB Groups 

Time Differences There was a significant time 

effect for the Areas of Change, F(2,46) = 8.87, p = 

.000. Multiple comparisons revealed that couples 

reported that they wanted more behavioral change from 

their spouses at pre-test than they did at follow-up, 

regardless of treatment group. (See Table 2 for the 
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means and standard deviations of all varjables for the 

two treatment groups at pre-test, post-test, and follow

up) . 

ANOVAs for repeated measures indicated that couples 

made some cognjtive changes across time. Couples had 

more irrational expectations for mindreading at pre-test 

than at post-test and follow-up, as measured by the ~1R 

subscale of the RBI, F(2,56) = 17.86, P = .000. In 

addition, couples had more irrational beliefs in general 

at pre-test than they did at post-test, as measured by 

the RBI total score, F(2,56) = 11.16, P = .000. There 

were no time differences on any of the other variables. 

Sex Differences A significant sex effect existed 

for one variable. Wives reported that they wanted more 

behavioral change from their husbands (i = 18.22, sd = 

9.83) than the husbands wanted from the wives (i = 

14.12, sd = 9.70), regardless of time of assessment, as 

measured by the AC, F(1,28) = 4.28, P = .048. 

Statistically Reliable and Clinically Significant Chang~ 

Table 3 shows the percentages of subjects in all 

treatment conditions who improved and deteriorated on 

the self-report measures based solely on statistically 

reliable criteria, and then based on both statistically 

reliable and clinically significant criteria. Because 
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Table 2 

Pre-test, Post-test, and Follow-up Couple Scores on the 
23 Dependent Measures for the MPS-AB and MPS-CAB 
COUplfS 

AB CAB 
(n = 14) (n = 16) 
M sd M sd 

DAS 
Pre 100.68 10.07 99.28 14.76 
Post 105.25 9.22 102.91 12.90 
fU 104.89 8.66 104.06 17.46 

AC 
Pre 18.18 10.07 18.94 9.96 
Post 15.82 10.10 15.94 C) .44 
FU 14.14 8.65 13.97 10.98 

RBI 
Pre 72.68 15.61 65. :11 20.70 
Post 60.14 19.15 5).81 21. 42 
FU 65.71 19.04 58.06 20.59 

CD 
Pre 14.57 4.21 13.41 5.75 
Post 11.11 3. :·1 11. 38 4.84 
FU 13.14 3.90 10.81 5.02 

MR 
Pre 14.11 4. ) 8 11.31 3.14 
Post 10.61 4.~8 8.22 4,23 
FU ]1.82 4.71 !l.63 4.63 

PC 
Pre 12.4:1 5.32 ~ 1. 69 4. ] 8 
Post 10.64 5.83 10.38 5.39 
FU L.. 47 4.69 1:~ . 88 5.8" 

SP 
Prp. 15.11 4.9.L 13.53 4,95 
Post 13.36 5.7(1 12.78 5.76 
FU 13.07 4.94 12.41 4. l5 

MF 
Pre 16.47 6. E 15.38 7.17 
Pc!:'t 14.43 6. ; 5 14.06 ~ .41 
FU 15.22 7.09 13.34 7.66 
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Table 2 Continued 

AB CAB 
(n = 14) (n = 16) 
M sd M sd 

ACC 
Pre 25.07 6.04 24.66 5.78 
Post 27.07 4.83 25.25 6.37 
FU 25.54 5.42 24.63 7.28 

FEA 
Pre 8.39 6.01 10.03 6.40 
Post 7.04 6.47 8.09 5.17 
FU 8.07 5.93 8.91 7.18 

SAD 
Pre 8.82 7.27 10.44 8.25 
Post 6.75 6.58 9.28 6.93 
FU 7.43 5.92 10.13 9.15 

DIS 
Pre 8.22 6.19 9.94 6.45 
Post 5.36 4.78 7.66 4.75 
FU 6.57 4.38 8.94 7.88 

ANG 
Pre 12.14 6.30 12.47 5.22 
Post 10.25 5.59 10.94 5.04 
FU 11. 86 5.18 11. 22 4.48 

JOY 
Pre 23.75 6.73 23.75 7.20 
Post 26.18 6.01 24.84 6.90 
FU 24.75 6.40 23.78 9.66 

POS 
Pre 48.82 12.06 48.41 12.20 
Post 53.25 10.07 50.09 12.63 
FU 50.29 11.19 48.41 16.55 

NEG 
Pre 37.57 19.97 42.88 22.98 
Post 29.39 18.44 35.97 19.59 
FU 33.93 18.21 39.19 25.90 
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Table 2 Continued 

AB CAB 
(n -- 13) (n = 12) 

M sd M sd 

INEG 
Pre 1. 62 2.55 1.46 1. 64 
Post 2.08 1.94 3.17 3.10 
FU 1. 65 2.13 1.83 1.79 

IPOS 
Pre 1. 00 1.26 .92 1.10 
Post .65 1.35 1. 46 1. 62 
FU .46 .71 .83 1.46 

SURF 
Pre 1. 65 3.02 2.46 2.83 
Post 2.92 4.14 3.92 3.80 
FU 1. 96 2.72 1. 08 1. 89 

CORE 
Pre .27 .72 .50 1.32 
Post .35 .74 1. 92 2.55 
FU .23 .59 .46 .83 

I 
Pre .39 .94 .42 .77 
Post .31 .62 .25 .68 
FU .35 .69 .58 1.02 

YOU 
Pre .19 .40 .21 .51 
Post .27 .53 .29 .69 
FU .19 .49 .04 .20 

WE 
Pre .58 1. 36 .96 1.40 
Post .85 1. 38 1.17 2.26 
FU 1.50 2.82 1.13 1.60 
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Table 3 

Percentages of Subjects who Improved or Deteriorated on 
the Self-Report Variables 

I = Improvement D = Deterioration 

N = 

The numbers on the same line as the I and D refer 
to the percentage of subjects who exhibited 
statistically reliable change. The numbers 
directly below those refer to the percentage of 
subjects who exhibited both statistically reliable 
and clinically significant change. 

WLC 
32 

Pre too Post 

MPS 
AB 
32 

MPS 
CAB 

34 

Post to FU 

MPS 
AB 
28 

MPS 
CAB 

32 

Pre to FU 

MPS 
AB 
28 

MPS 
CAB 

32 

DAS I 9.4 
3.1 

D 37.5 
3.1 

34.4 
15.6 
18.8 

3.1 

35.3 
23.5 
11. 8 

5.9 

28.6 
3.6 

32.1 
3.6 

28.1 
3.1 

18.8 
9.4 

46.4 
7.1 

17.9 
7.1 

53.1 
12.5 
15.6 

6.3 

AC I 

D 

RBI I 
Total 

D 

DO I 

D 

MR I 

D 

9.4 
9.4 

12.5 
0.0 

6.3 
0.0 
0.0 
0.0 

6.3 
3.1 

12.5 
6.3 

9.4 
3.1 
6.3 
3.1 

12.5 
6.3 

12.5 
3.1 

31.3 
6.3 
3.1 
0.0 

25.0 
21.9 

6.3 
0.0 

40.6 
21.9 
3.1 
0.0 

17.6 
8.8 
8.8 
5.9 

23.5 
5.9 
5.9 
0.0 

29.4 
11.8 

2.9 
2.9 

29.4 
14.7 

0.0 
0.0 

25.0 
14.3 

7.1 
7.1 

0.0 
0.0 

17.9 
0.0 

3.6 
0.0 

32.1 
17.9 

7.1 
3.6 

21.4 
17.9 

28.1 
12.5 

3.1 
3.1 

9.4 
0.0 
6.3 
0.0 

18.8 
9.4 
6.3 
0.0 

18.8 
0.0 

15.6 
6.3 

25.0 
14.3 

3.6 
3.6 

17.9 
0.0 
7.1 
0.0 

17.9 
10.7 

0.0 
0.0 

28.6 
21.4 

7.1 
3.6 

34.4 
25.0 
6.3 
3.1 

18.8 
3.1 
3.1 
0.0 

28.1 
18.8 

3.1 
0.0 

28.1 
12.5 

3.1 
3.1 
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Table 3 Continued 

Pre to Post Post to FU Pre to FU 

MPS MPS MPS MPS MPS MPS 
WLC AB CAB AB CAB AB CAB 

N = 32 32 34 28 32 28 32 
--------------------------------------------------------

PC I 9.4 28.1 20.6 3.6 0.0 14.3 12.5 
3.1 18.8 8.8 3.6 0.0 7.1 3.1 

D 9.4 15.6 5.9 21.4 25.0 14.3 25.0 
3.1 12.5 0.0 10.7 18.8 10.7 12.5 

SP I 3.1 21. 9 14.7 10.7 15.6 17.9 18.8 
0.0 18.8 5.9 0.0 3.1 10.7 3.1 

D 0.0 6.3 11.8 10.7 12.5 3.6 3.1 
0.0 3.1 2.9 7.1 3.1 3.6 0.0 

MF I 12.5 25.0 8.8 3.6 9.4 25.0 15.6 
6.3 18.8 8.8 3.6 6.3 14.3 15.6 

D 9.4 9.4 8.8 7.1 0.0 10.7 3.1 
0.0 6.3 5.9 7.1 0.0 3.6 3.1 

ACC I 6.3 25.0 20.6 10.7 15.6 14.3 6.3 
0.0 0.0 2.9 3.6 0.0 0.0 0.0 

D 31.3 9.4 8.9 17.9 15.6 14.3 9.4 
3.1 3.1 0.0 0.0 0.0 0.0 0.0 

FEA I 3.1 15.6 29.4 14.3 25.0 17.9 37.5 
0.0 0.0 0.0 0.0 0.0 0.0 0.0 

D 25.0 15.6 14.7 25.0 28.1 17.9 18.8 
0.0 0.0 0.0 0.0 0.0 0.0 0.0 

SAD I 6.3 28.1 23.5 14.3 21.9 28.6 31. 3 
0.0 0.0 0.0 0.0 0.0 0.0 0.0 

D 40.6 21.9 17.6 28.6 25.0 17.9 21.9 
0.0 0.0 0.0 0.0 0.0 0.0 0.0 

DIS I 0.0 28.1 26.5 7.1 18.8 21.4 28.1 
0.0 0.0 0.0 0.0 0.0 0.0 0.0 

D 34.4 15.6 2.9 25.0 18.8 14.3 15.6 
0.0 0.0 0.0 0.0 0.0 0.0 0.0 

ANG I 9.4 28.1 17.6 0.0 9.4 17.9 28.1 
0.0 3.1 0.0 0.0 3.1 3.6 0.0 

D 28.1 15.6 11.8 28.6 9.4 7.1 12.5 
0.0 3.1 0.0 0.0 0.0 0.0 0.0 
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Table 3 Continued 

Pre to Post Post to FU Pre to FU 

MPS MPS MPS MPS MPS MPS 
WLC AB CAB AB CAB AB CAB 

N = 32 32 34 28 32 28 32 
----------------~--------------------------------------

JOY I 15.6 28.1 26.5 10.7 18.8 21.4 25.0 
3.1 3.1 2.9 3.6 0.0 0.0 3.1 

D 31. 3 18.8 17.6 35.7 28.1 14.3 18.8 
0.0 0.0 0.0 3.6 0.0 0.0 0.0 

NEG I 9.4 40.6 41.2 17.9 28.1 32.1 40.6 
0.0 0.0 0.0 0.0 0.0 0.0 0.0 

D 34.4 18.8 14.7 46.4 31.3 17.9 18.8 
0.0 0.0 0.0 0.0 0.0 0.0 0.0 

POS I 12.5 40.6 29.4 14.3 31.3 25.0 25.0 
0.0 3.1 5.9 3.6 0.0 0.0 0.0 

D 37.5 18.8 14.7 39.3 31.3 21.4 21.9 
0.0 0.0 0.0 3.6 3.1 0.0 0.0 
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this study was not aimed at tertiary intervention, not 

all subjects were in the distressed range at pretest. 

These subjects were thus not able to move into the 

nondistressed category because they were already in that 

category. Although, of course, they could have moved 

from the nondi.stressed to the distressed category, as a 

few subjects did. The pre-test means for this study's 

subjects on measures with established norms were all 

very near the cutoff score, thus making movement from 

one category to another less meaningful than if all the 

subjects were seriously distressed at pre-test. The 

data concerning the statistically reliable change is 

thus the more meaningful information, and that is the 

data that is commented on below. 

Dyadic Adjustment For the treatment conditions, 

the percentage of subjects who experienced increased 

dyadic adjustment from pre-test to post-test was roughly 

one third (34.4% for the MPS-AB subjects, and 35.3% for 

the MPS-CAB subjects), compared to only 9.4% of the WLC 

group who experienced increased dyadic adjustment. 

37.5% of the WLC subjects experienced decreased dyadic 

adjustment, compared to 18.8% of MPS-AB subjects and 

11.8% of MPS-CAB subjects. N sizes were too small to do 

a chi-square analysis of the between group differences 

in the rates of improvement and deterioration. 
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From pre-test to follow-up, the percentage of MPS

AB subjects experiencing incr~ased dyadjc adjustment was 

46.4, while for MPS-CAB subjects, the percentage was 

53.1. 17.9% of the MPS-AB subjects deteriorated in 

their level of dyadic adjustment: similarly so for the 

MPS-CAB subjects (15.6%). From post-test to follow-up, 

28.6% and 28.1% of the MPS-AB and MPS-CAB subjects, 

respectively, increased their dyadic adjustment, while 

32.1% and 18.8% of the MPS-AB and MPS-CAB subjects, 

respectively, experienced a decrease in their dyadic 

adjustment. 

Examination of the individual data illuminates the 

complexity of the patterns of change. Some subjects 

increased their dyadic adjustment sharply from pre-test 

to post-test, and maintained this gain to follow-up. 

Others improved from pre-test to post-test, and then 

deteriorated from post-test to follow-up. Some subjects 

showed no change from pre-test to post-test, and then 

jmproved from post-test to follow-up, while others 

showed no change from pre-test to post-test, and then 

deteriorated from post-test to follow-up. Some subjects 

deteriortaed from pre-test to post-test, and maintained 

the deterioration, while others improved from post-test 

to follow-up after a pre-test to post-test 

deterioration. Still others showed either gradual 
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increases or decreases in dyadic adjustment from pre

test to follow-up. Each of these patterns included 

subjects from both the AB and CAB treatment conditions, 

and each pattern included males and females. In some 

instances, subjects from the same couple exhibited a 

similar pattern of change, while in other instances, the 

patterns of change for the respective husbands and wives 

in the same couple differed. 

Problematic Behavior Examination of the data in 

Table 3 indicates that the improvement in the amount of 

behavior change subjects want in their respective spouse 

(as measured by the AC) is of a more modest degree than 

the improvement in dyadic adjustment. A greater 

percentage of subjects in the treatment groups 

experienced a decrease in their problematic behavior 

from post-test to follow-up than from pre-test to post

test. Given that treatment focusing on behavior change 

occured mostly in the last four weeks of the program, 

subjects may not have had sufficient time to incorporate 

behavior change into their marriage by the post-test, 

and it was only later that behavior change took place. 

There was a tendency for MPS-CAB subjects (34.4%) to 

have improved more than the MPS-AB subjects (25.0%) in 

their problematic behavior from pre-test to follow-up. 



In general, the percentage of subjects experiencing 

increased problematic behavior was modest. 

Irrational Beliefs Examination of the data 
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concerning the sum total of irrational relationship 

beliefs (as measured by the RBI) indicates that a 

greater percentage (31.3) of subjects in the MPS-AB 

treatment condition improved their irrational beliefs 

from pre-test to post-test than subjects in the MPS-CAB 

treatment condition (23.5), contrary to the hypothesis. 

From pre-test to follow-up, the percentage of subjects 

improving their irrational beliefs is equivalent. From 

post-test to follow-up, no subjects decreased their 

irrational beliefs in the MPS-AB condition, while 9.4% 

of the MPS-CAB subjects did so. 17.9% of the MPS-AB 

subjects increased their irrational beliefs from post

test to follow-up, with only 6.3% of the MPS-CAB 

subjects exhibiting deterioration from post-test to 

follow-up. No WLC subjects deteriorated from pre-test 

to post-test, and 6.3% improved. 

positive Emotions From pre-test to post-test, 

37.5% of the WLC subjects experienced a decrease in 

their positive emotions toward their spouse, compared to 

18.8% for the MPS-AB subjects and 14.7% for the MPS-CAB 

subjects. 12.5% of the WLC subjects experienced an 

increase in their positive emotions for their spouse, 
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compared to 40.6% and 29.4% for the MPS-AB and MPS-CAB 

subjects, respectively. 

From post-test to follow-up, 31.3% of the MPS-CAB 

subjects increased their positive emotions toward their 

spouse, while only 14.3% of the MPS-AB subjects did so. 

31.3% of the MPS-CAB subjects and 39.3% of the MPS-AB 

subjects experienced a decrease in their positive 

emotions toward their spouse. 

From pre-test to follow-up, 25.0% of the subjects 

in both the MPS-AB and MPS-CAB conditions increased 

their positive emotions. Tile percentage of subjects who 

decreased their positive emotions toward their spouse 

from pre-test to follow-up were nearly equivalent for 

the MPS-AB and MPS-CAB conditions (21.4% and 21.9%, 

respectively) • 

Negative Emotions From pre-test to post-test, 

only 9.4% of the WLC subjects decreased their negative 

emotions toward their spouse, while 34.4% increased 

their negative emotions. The percentages of subjects in 

the treatment conditions who either improved or 

deteriorated in their negative emotions toward their 

spouse from pre-test to post-test were nearly 

equivalent. 40.6% and 41.2% improved in the MPS-AB and 

MPS-CAB conditions, respectively, and 18.8% and 14.7% 



deteriorated in the MPS-AB and MPS-CAB condition, 

respectively. 
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From post-test to follow-up, 17.9% of the MPS-AB 

subjects decreased their negative emotions, compared to 

28.1% of the MPS-CAB subjects. 46.4% of the MPS-AB 

subjects increased their negative emotions, compared to 

31.3% of the MPS-CAB subjects. 

From pre-test to follow-up, 32.1% of the MPS-AB 

subjects decreased their negative emotions, compared to 

40.6% of the MPS-CAB subjects. 17.9% of the MPS-AB 

subjects, and 18.8% of the MPS-CAB subjects increased 

their negative emotions. 

Examination of the negative emotion subscales 

indicated a tendency for a greater percentage of MPS-CAB 

subjects to decrease their feelings of fear in regard to 

their spouse as compared to the percentage of MPS-AB 

subjects who did so. This occured from pre-test to 

post-test, from post-test to follow-up, and from pre

test to follow-up. There was also a tendency for a 

greater percentage of MPS-CAB subjects than MPS-AB 

subjects to decrease their negative feelings (fear, 

sadness, anger, and disgust) from post-test to follow

up, suggesting that the MPS-CAB treatment may have a 

"delayed" effect as compared to the MPS-AB treatment. 
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Behavioral Data Table 4 shows the percentages of 

subjects in all treatment conditions who improved and 

deteriorated on the behavioral measures based on 

clinically significant criteria. The percentages of 

subjects who exhibited improvement or deterioration in 

their communication and problem solving verbal behavior 

by crossing over cutoff scores was largely negligible. 

Very few of the WLC subjects made clinically significant 

changes in their behaviors. There were some exceptions 

for the two treatment conditions. From pre-test to 

post-test, 21.4% of the MPS-CAB subjects exhibited an 

increased number of verbal expressions of surface level 

cognitions while problem solving. However, from post

test to follow-up, 25.0% of the MPS-CAB subjects 

exhibited a decreased number of surface level 

cognitions. Similarly, from pre-test to post-test, 

17.9% of the MPS-CAB subjects exhibited an increased 

number of core level cognitions, but from post-test to 

follow-up, 17.9% exhibited a decreased number of core 

level cognitions. From pre-test to post-test, 17.9% of 

the MPS-CAB subjects exhibited an increase in the number 

of suggestions for alternate behaviors that their spouse 

could perform in order to help solve a problem. From 

pre-test to post-test, 28.6% of the MPS-CAB subjects 

exhibited an increase in the number of suggestions for 
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Table 4 

Percentages of Subjects who ImEroved or Deteriorated on 
the Behavioral Variables 

I = Improvement D = Deterioration 

The numbers on the same line as the I and D refer 
to the percentage of subjects who exhibited 
clinically significant change. 

Pre to Post Post to FU Pre to FU 

MPS MPS MPS MPS MPS MPS 
WLC AB CAB AB CAB AB CAB 

N = 30 30 28 28 28 26 24 
-------------------------------------------------------

IPOS 
I 0.0 3.3 10.7 0.0 3.6 0.0 8~3 

D 6.7 10.0 3.6 3.6 7.1 7.7 4.2 

INEG 
I 0.0 13.3 14.3 0.0 0.0 3.8 0.0 
D 6.7 10.0 0.0 3.6 10.7 11.5 0.0 

SURF 
I 3.3 10.0 21.4 7.1 0.0 3.8 0.0 
D 6.7 6.7 3.6 10.7 25.0 3.8 8.3 

CORE 
I 3.3 0.0 17.9 0.0 0.0 0.0 0.0 
D 3.3 0.0 3.6 0.0 17.9 0.0 4.2 

I 
I 3.3 0.0 7.1 0.0 3.6 0.0 0.0 
D 6.7 3.3 3.6 0.0 7.1 3.8 4.2 

YOU 
I 3.3 3.3 17.9 0.0 7.1 3.8 0.0 
D 6.7 0.0 3.6 0.0 10.7 0.0 4.2 

WE 
I 0.0 6.7 28.6 10.7 10.7 19.2 12.5 
D 3.3 3.3 7.1 3.6 17.9 7.7 4.2 
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alternate behaviors that they and their spouse could 

perform together in order to help solve a problem, and 

from post-test to follow-up, 17.9% of the MPS-CAB 

subjects exhibited a decreased number of suggestions for 

alternate behaviors that they and their spouse could 

perform together in order to help solve a problem. 

Finally, from pre-test to follow-up, 19.2% of the MPS-AB 

subjects exhibited an increased number of suggestions 

for alternate behaviors that they and their spouse could 

perform together in order to help solve a problem. 

General Observations Examination of the data of 

individual subjects yielded some interesting 

observations that would not have been obtained if 

exclusive reliance on group data were employed. As can 

be seen from Table 3, the percentage of subjects in 

either of the two treatment conditions who experience a 

statistically reliable change (whether improvement or 

deterioration) on any given variable over any given time 

period ranges from 9.4% (MPS-CAB subjects from post-test 

to follow-up on the variable Sexes are Different) to 

68.7% (MPS-CAB subjects from pre-test to follow-up on 

the variable Dyadic Adjustment). Thus, on any given 

variable, from 31.3% to 90.6% of the subjects in the 

treatment conditions did not make any changes in 

variables hypothesized to be affected by marital 
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intervention techniques. However, when examining all of 

the variables, there were only three subjects (one wife 

and two husbands) out of the total 98 who experienced no 

statistically reliable improvement or deterioration on 

any of the variables studied. These three subjects were 

all in the ~'i1LC condition. There were 15 subjects (seven 

wives and eight husbands) who experienced only 

statistically reliable deterioration (or no change) on 

any of the variables. Two of these subjects were from 

the MPS-AB condi.tion, and the other 13 subjects were 

from the WLC condition. There were 13 subjects (seven 

wives and six husbands) who experienced only 

statistically reliable improvement (or no change) on any 

of the variables. Six of these subjects were from the 

MPS-CAB condi·tion, and the other seven subj ects were 

from the WLC condition. The remaining 67 subjects (nine 

WLC subjects, 30 MPS-AB subjects, and 28 MPS-CAB 

subjects) experienced statistically reliable improvement 

on some variables, deterioration on other variables, and 

no change on still other variables. 

The impact of the treatments on most of the 

individual subjects was complex. The treatments 

produced both positive and negative effects in most 

people. The pattern and timing of the changes made on 

different variables differed from one person to the 
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next. The intensity of the change on the different 

variables differed from one person to the next. In some 

instances there was no change observed, in other 

instances, moderate statistically reliable change was 

observed, and in still other instances, marked change 

was observed. 

Finally, when examining the data of individuals 

within the same couple, the information was similarly 

complex. The assumption is often made that husbands and 

wives will demonstrate nearly identical scores on 

measures of their relationship. Although this was true 

for some of the couples on some of the variables in this 

study, this pattern was not evident for all couples on 

all variables. Some of the scores for individuals in 

the same couple were widely divergent on a given 

variable for a ~iven point in time. In some instances 

an individual would improve on a given variable from one 

point in time to the next, while the spouse would 

deteriorate or evidence no change. A couple's scores 

sometimes diverged from one point in time to another, 

and sometimes the scores converged. The divergence and 

convergence was not always the same for each of the 

different variables. In sum, the practice of exclusive 

examination of group data, using only one dependent 



154 

variable, in which the couple is the unit of analysis 

can obscure the clinical richness of the phenomena being 

studied. 

contributions of Affect, Cognition, and Behavior to 

Dyadic Adjustment 

Regression analyses were conducted to assess the 

unique contribution of affective, behavioral, and 

cognitive variables to dyadic adjustment. The variables 

entered into the regression equations were the RBI-Total 

scores, EMI-Positive Feeling scores, EMI-Negative 

Feeling scores, the AC scores, and modified behavioral 

scores. Because the verbal behaviors occurred so 

infrequently, these codes were collapsed into Feel 

statements (positive and negative combined), Think 

statements (surface and core cognitions combined), and 

Behave statements (I-Could, You-Could, and We-Could 

combined) before they were entered into the regression 

equations. 

Because of the small N size, regression analyses 

were performed on pre-test data only. Separate analyses 

were conducted for husbands and wives. Also, because 

the degree of multicollinearity among the independent 

variables was sufficiently high, the results of these 



regression analyses should be viewed with caution, as 

they may not hold up under cross-validation. 
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Correlational Data Correlations were performed 

separately on the husbands' and wives' data in order to 

assess to what extent affective, behavioral, and 

cognitive variables were associated with each other and 

with dyadic adjustment. The correlations for wi.ves are 

presented in Table 5. Higher levels of dyadic 

adjustment for wives were associated with higher levels 

of positive affect and lower levels of negative affect, 

irrational beliefs, and problematic behaviors as 

reported by the husbands. Higher levels of negative 

affect were associated with higher levels of irrational 

beliefs and problematic behavior, and lower levels of 

positive affect. Higher levels of problematic behavior 

were associated with lower levels of positive affect. 

The level of irrational beliefs was not associated with 

positive affect or with problematic behaviors. The 

behavioral measures of communication were not correlated 

with self-report measures. Expressions of feelings were 

positively correlated with suggestions for alternative 

behaviors. 

The correlations for husbands are presented in 

Table 6. The pattern of correlations for the husbands 

was largely similar to the pattern for the wives. The 



Table 5 

Correlations for Wives 

DAS AC 

AC -.379** 1.000 
RBI -.349** .031 
EMI-Neg -.620** .297* 
EMI-Pos .727** -.402** 
FEEL -.095 -.025 
THINK -.027 .092 
BEHAV -.097 .036 

N = 62 
* P < .05 
** p < .01 

RBI EMI-Neg EMI-Pos 

1.000 
.388** 1.000 

-.180 -.550** 1.000 
-.212 .172 -.099 
-.116 -.158 -.033 
-.158 -.012 -.002 

FEEL 

1.000 
.229 
.519** 

THINK 

1.000 
-.042 

...... 
U'1 
0'\ 



Table 6 

Correlations for Husbands 

DAS AC 

AC -.386** 1.000 
RBI -.334** .054 
EMI-Neg -.505** .437** 
EMI-Pos .499** -.317** 
FEEL -.045 .049 
THINK -.029 .085 
BEHAV -.118 -.050 

N = 62 
* P < .05 
** p < .01 

RBI EMI-Neg EMI-Pos 

1.000 
.311* 1.000 

-.336** -.330** 1.000 
.276* .145 -.134 
.132 .074 -.020 
.062 .043 -.088 

FEEL 

1.000 
.504** 
.069 

THINK 

1.000 
.080 

f--> 
\J1 
~ 
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few differences were as follows. For husbands, higher 

levels of irrational beliefs were associated with lower 

levels of positive affect and more verbal expressions of 

feelings. Verbal expression of feelings was positively 

correlated with verbal expression of thoughts, but not 

with suggestions of alternative behaviors. 

Husband Scores When examining just the husbands' 

dyadic adjustment at pre-test, step-wise regression 

resulted in a multiple correlation of .61 (df = 2, 59; p 

= .0000), indicating that 38% of the variance in dyadic 

adjustment for husbands was accounted for by the 

variables. When the effect of other variables were 

partial led out, the unique variance accounted for by 

negative feelings was 18%, and 15% by positive feelings. 

The other variables were not significant predictors. 

(See Table 7 for the semipartial correlations with 

dyadic adjustment for the husbands' data). 

Wife Scores When examining just the wives' 

dyadic adjustment at pre-test, step-wise regression 

resulted in a multiple correlation of .79 (df = 2, 59; P 

= .0000), indicating that 62% of the variance in dyadic 

adjustment was accounted for by the variables. When the 

effect of other variables were partialled out, the 

unique variance accounted for by positive feelings was 

39%, and 14% by negative feelings. The other variables 



Table 7 

Semi partial Correlations with Dyadic 
Adjustment for Husbands 

% 
unique 

Variable Correlation variance 

EMI-Pos 
EHI-Neg 
AC 
RBI 
THINK 
FEEL 
BEHAV 

N = 62 
* p = .0000 

.39* 
-.42* 
-.16 
-.13 

.01 

.08 
-.09 

15 
18 

3 
2 
o 
1 
1 

159 
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were not significant predictors. (See Table 8 for the 

semi partial correlations with dyadic adjustment for the 

wives' data). 



Table 8 

Semipartial Correlations with Dyadic 
Adjustment for Wives 

% 
unique 

Variable Correlation variance 

EMI-Pos 
EMI-Neg 
AC 
RBI 
THINK 
FEEL 
BEHAV 

N = 62 
* p = .0000 

.63* 
-.38* 
-.08 
-.18 
-.10 

.02 

.15 

39 
14 

1 
3 
1 
o 
2 

161 
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CHAPTER 4 

DISCUSSION 

The MPS-CAB group did not have significantly better 

dyadic adjustment than the MPS-AB group at post-test or 

at follow-up. There was no clear advantage to 

incorporating cognitive therapy techniques to the MPS 

program in efforts to boost improvements in dyadic 

adjustment. However, there was no clear disadvantage to 

incorporating cognitive techniques into the MPS program. 

Both MPS-CAB and MPS-AB groups reported more dyadic 

adjustment at posttest than the WLC group. The MPS 

program, whether of the CAB or AB form, was more 

effective in maintaining or improving dyadic adjustment 

than no intervention, as in a wait-list condition. 

Contrary to expectations, the MPS-CAB group did not 

have significantly less irrational cognitions, as 

measured by the RBI-Total score, as well as the five 

subscales of the RBI, than the MPS-AB or the WLC groups 

at post-test. The introduction of cognitive techniques 

of intervention to the MPS program offered no clear 

advantage in changing irrational relationship beliefs 

over the standard MPS program. Although there were no 

differences between the three conditions at post-test, 



there was evidence that there were changes in the 

irrational cognitions of couples. 
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Both MPS-AB and MPS-CAB groups experienced a 

decrease in their total level of irrational cognitions 

from pre-test to post-test. The WLC couples did not 

experience this decrease in their total level of 

irrational cognitions from pre-test to post-test, 

suggesting that more benefit is derived from being in 

the treatment group conditions than in the wait-list 

condition. The change in the total level of irrational 

cognitions for the MPS-AB and MPS-CAB groups from pre

test to post-test is due most to the change in the 

belief that mindreading is to be expected. 

MPS-AB and MPS-CAB couples experienced decreases in 

their expectations for mindreading from pre-test to 

post-test, and maintained these decreases at follow-up. 

The WLC couples did not experience a decrease in their 

expectations for mindreading from pre-test to post-test, 

indicating that treatment is more beneficial than the 

wait-list condition. Both the MPS-AB and MPS-CAB 

treatments focused heavily on increasing open and honest 

communication between marital partners. with increases 

in attempts at verbal communication concerning a 

problem, couples often had the subsequent experience of 

seeing how difficult such a process can be. Subjects 
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may have realized that their expectations for their 

spouse to guess at or know their thoughts and feelings 

without their having to verbalize those thoughts and 

feelings is unrealistic. This may account for the fact 

that both MPS-AB and MPS-CAB couples decreased their 

unrealistic expectations for mindreadi.ng by their 

spouse. The process of having individuals identify this 

unrealistic expectation and challenge the rationality of 

the belief appears to be unnecessary in order to change 

the belief. 

The extent to which subjects subscribed to the 

jrrational belief that one's partner cannot change his 

or her behavior did not decrease as a result of 

participating in the MPS program or as a result of being 

on the wait-list. This irrational belief may be most 

readily decreased when people observe actual behavior 

change in their spouse. Since subjects were not 

reporting observed behavior change in their spouse until 

follow-up, they may not have seen enough behavior change 

at post-test or at follow-up on which to re-evaluate a 

belief that their partner is hopelessly stuck in certain 

patterns of relating. Certainly, providing people with 

a method of identifying and challenging irrational 

beliefs did not generalize to this particular belief. 
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Subjects also did not change their beliefs that 

disagreement is destructive. The MPS-AB and MPS-CAB 

treatments attempted to offer couples a safe and 

supportive environment in which to voice disagreement. 

In addition, a structured format for conflict resolution 

was provided to both groups of couples, with coaching on 

the use of the format by trained therapists. The 

treatment was not powerful enough to help couples 

realjze that disagreement can be handled in a productjve 

manner. The couples showed no evidence of employing the 

communication and problem solving skills outside of the 

therapy sessions at post-test and follow-up. perhaps if 

they had used these skills successfully, they would have 

seen disagreement can be discussed and resolved in a 

productjve manner. 

The MPS-CAB and MPS-AB treatments also had no 

effect on the irrational beliefs of sexual perfectionism 

and fundamental gender differences. Simply using the 

MPS problem solving steps can be expected to have less 

influence on these beliefs than on the beliefs of 

destructive disagreement, ability of the partner to 

change, and mindreading. If couples were to change 

beliefs about sexual perfectionism and gender 

di.fferences, they may have had to explicitly identify 

these beliefs as problems and then try to resolve those 
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problems. This may be why the MPS-CAB treatment was not 

more effective at changing couples' irrational 

cognitions. 

Within the MPS-CAB treatment there was little overt 

discussion of the cognitions measured on the 

Relationships Belief Inventory. There was an exercise 

that identified common irrational cognitions people can 

have about relationships and an individual's role in a 

relationship, which included four of the cognitions 

measured on the RBI (DD, MR, PC, and SP). A videotaped 

role play also demonstrated how irratjonal cognitions 

can impede communication and problem solving. Couples 

were then encouraged to identify their own unique 

irrational cognitions and to challenge the veracity of 

these cognitions using standard cognitive therapeutic 

techniques. If the MPS-CAB treatment focused more on 

the particular cognitions measured by the RBI, the MPS

CAB may have exhibited significantly more improvement on 

the RBI than the MPS-AB group. However, if couples are 

not identifying these cognitions as problems in their 

relationship, little good comes from having them focus 

on these cognitions. The irratjonal cognitions couples 

work on decreasing in marital therapy using cognitive 

therapy techniques may not necessarily generalize to 

other irrational cognitions couples may have. The 
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method of identifying irrational cognitions that was 

taught to the couples may not be powerful enough to 

enable them to recognize beliefs to be irrational that 

were not targeted as part of their therapy. Couples may 

require the help of a therapist to identify the flaws in 

their thinking about each specific relationship problem 

before they can make changes in discarding these 

irrational beliefs. 

Although gender was not a focus of this study, 

there was a si.gnificant gender difference on the 

variable of sexual perfectionism. Regardless of time of 

assessment (pre-test or post-test) and experimental 

condition (WLC, MPS-AB, or MPS-CAB), husbands had 

significantly more irrational beliefs that they need to 

be sexually perfect than did wives. Men are more likely 

to be socialized to believe that sexual perfection is 

expected of them, and that their "duty" as men rests in 

part on their ability to perform and please sexually. 

Women are more likely to be socialized to consider 

emotional intimacy and closeness as part of sexual 

expression, and thus relatively less concerned than men 

with sexual performance. This may explain the greater 

importance the men in this study placed on sex. 
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As hypothesized, the MPS-AB and MPS-CAB groups did 

not differ in their desire for behavior change from 

their spouse, whether at pre-test, post-test, or follow

up. At post-test, however, the MPS-AB and MPS-CAB 

groups also did not differ from the WLC group. This 

suggests that the MPS treatment does not have an effect 

on the behavior (or desire for behavior change) of 

couples. The follow-up data demonstrated that there is 

a delayed effect, however, for behavioral change. Both 

MPS-CAB and MPS-AB groups wanted si.gnificantly less 

behavior change from their spouse at follow-up than they 

wanted at pre-test. This suggests people take time to 

implement behavioral change in their relationships. Of 

course, because of the nature of the Areas of Change 

Questionnaire, it may suggest people take time to 

implement a decrease in their desire for behavior change 

in their spouse. The changes that take place from a 

therapeutic endeavor are not always manifest at the time 

when the actual intervention stops. Follow-up testing 

beyond three months would determine if the behavioral 

changes are maintained or reversed. 

Regardless of the time of assessment (pre-test, 

post-test, or follow-up) and experimental condition 

(WLC, MPS-AB, or MPS-CAB), husbands engaged in more 

problemati.c behaviors than their wives, as measured by 
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the Areas of Change Questionnaire. Because subjects 

rated the behavior of their spouse on the AC, the gender 

difference on the AC may indicate that wives are more 

critical of their husband's behavior. Men are more 

likely to be socialized to be independent, with less 

concern for or awareness of the kinds of behavior that 

strengthen the affiliative bonds of a relationship. 

This may explain why the men in this study engaged in 

more behaviors that were problematic for the marital 

relationship, or why the men refrained from behaviors 

that would have ameliorated problems in the 

relationship. In addition, women are more likely to be 

socialized to be cooperative and affiliative, and may 

thus expect cooperative and affiliative behaviors from 

the men they marry. The results of this study may 

indicate that women are more critical of their spouse's 

behavior because their expectations concerning 

appropriate marital behavior differ from their husband's 

expectations. 

Contrary to the hypothesis, the MPS-AB and MPS-CAB 

groups did not increase their positive emotions or 

decrease their negative emotions toward their spouse. 

Participating in the MPS program had no effect on the 

couples' emotions, just as the wait-list condition had 

no effect on the emotions spouses have for each other. 
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Based on the results of this study, the teaching of 

expressive and empathic listening skills has no effect 

on the negative and positive affect spouses have for 

each other. The effect that expressive and empathic 

listening ski.lls has on affect may be obliterated by the 

addition of behavioral and cognitive change techniques. 

Focusing on one's thoughts and behaviors after having 

expressed one's feelings may lead a person back toward 

their negative feelings, if an increase in positive 

affect was indeed obtained after expressing one's 

feelings. A more critical investigation may be needed 

to determine the process by which expressing one's 

feelings and having one's feelings heard and reflected 

leads to changes in affect. Ineffective delivery of the 

affective component of the MPS treatment may be an 

alternate explanation as to why emotions were not 

affected by the treatment in this study. 

None of the measures of the couples' actual 

communication and problem solving behaviors were found 

to have been influenced by intervention. WLC, MPS-AB, 

and MPS-CAB groups did not differ in the frequency of 

their use of the communication and problem solving 

behaviors at any of the times of measurement, nor were 

there changes in the frequency of use of these behaviors 

from one time to another. The main thrust of the 
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in~ervention was to teach the couples to employ the 

communication and problem solving behaviors as a means 

to improve their relationship. The intervention failed 

in this respect. The couples in the treatment groups 

either did not learn the behaviors, were unable to 

employ the behaviors in the problem solving situation as 

defined by the research protocol, or were unwilling to 

employ the behaviors in the problem solving situation at 

posttest and follow-up. Group leaders reported that 

although almost all couples seemed to demonstrate an 

intellectual understanding of each of the steps and 

behaviors in the problem solving program, few of the 

couples appeared able to capably and smoothly use the 

steps and behaviors to resolve a problem in the actual 

therapy sessions. The emotions and thoughts stimulated 

by the problem ~olving behavi.ors often seemed to weaken 

the couples' ability to persist with the MPS steps. 

Couples may have abandoned attempts to use the MPS steps 

out of a sense of futility. However, the couples must 

have been getting something out of the sessions as 

demonstrated by their continued participation. If the 

couples had felt the endeavor was futile, there would 

probably have been a higher drop-out rate. In addition, 

the 20 minute time limit placed on the couples to 

complete a problem solving task may have limited the 
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extent to whjch they could have successfully employed 

the behaviors as taught to them. Eight weeks of 

training in these skills may be insufficient to allow 

the couples to become proficient in their use. Previous 

research has found, however, that the MPS program is an 

effective method of helping couples change thejr 

communication behaviors (Avery, Ridley, Leslie, and 

Milholland, 1980; Ridley, Avery, Harrell, Leslje, and 

Dent, 1981; Ridley and Nelson, 1984; Rjdley, Avery, 

Harrell, Haynes-Clements, and McCunney, 1981). The 

above studies by Rjdley and his colleagues were designed 

for pre-marital couples, while this study was designed 

for married couples. Moreover, the average length of 

the marriage for the couples in this study was nine 

years and ten months. Perhaps pre-marital couples have 

not spent enough time together to form habjtual patterns 

of communication behavior. The MPS program may thus 

have a greater impact on a pre-marital couple's 

communjcation because the couple's behaviors are more 

malleable at the beginning of a relationship than at a 

time when the relationshjp has stabjlized into a 

homeostatic pattern. The married couples in the present 

study may have already established long-standing 

patterns of communicatjon behaviors that are 

comparatjvely more rigid and unbending. To effect 
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change in such an established relationship, a marital 

i.ntervention may need to be more powerful than what the 

MPS program can deliver in its current form. In sum, 

the use of the behaviors of expressing positive and 

negati.ve emotions, expressing surface and core level 

cognitions, and suggesting behaviors that the speaker, 

the speaker's spouse, or both the speaker and the spouse 

could perform together to solve a problem, did not 

undergo changes with intervention. 

Analysis of statistically reliable change for 

individual subjects contributes additional understanding 

of the clinical phenomena beyond which analysis of 

between groups variance alone can provide. Analysis of 

group data demonstrated that couples in the two 

treatment groups had significantly better levels of 

dyadic adjustment than the couples in the wait-list 

group. This suggests that participating in the MPS 

program, irrespective of which kind (MPS-AB or MPS-CAB), 

is better than not participating in the program. The 

analysis of indj.vidual data, however, demonstrated that 

only a little over one third of the individuals 

benefited from participating in the MPS program, and 

only a little over one third of the WLC individuals 

deteriorated while waiting for the MPS program. Some 

subjects in the treatment conditions deteriorated in 
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their dyadic adjustment, and some subjects in the WLC 

condition improved in their dyadic adjustment. This 

illustrates that the MPS program (as well as waiting for 

the MPS program) affects different people in different 

ways, and the conclusion cannot be made that marital 

intervention is more beneficial than no intervention for 

all people. Research that evaluates therapy outcome 

needs to increasingly ask the questions of which 

treatment is most effective, with which clients, at what 

point in time, for what kind of problem, with which 

therapist, and under what circumstances. 

Analysis of group data also demonstrated that from 

pre-test to post-test, from pre-test to follow-up, and 

from post-test to follow-up, there was no significant 

change in the levels of dyadic adjustment for the 

treatment groups. Analysis of individual data clearly 

shows that some of the subjects experienced 

significantly reliable improvement in dyadic adjustment, 

and some experienced deterioration. Analysis of group 

data alone would lead to the erroneous conclusion that 

the MPS program was ineffectual in producing change in 

the dyadic adjustment of couples. The more accurate 

conclusion to be drawn is that some individuals benefit 

from the MPS program (approximately 50% from pre-test to 

follow-up in this study), while other individuals 
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experi.ence deterioration (approximately 17% from pre

test to follow-up in this study), while still others do 

not experience any change in their level of dyadic 

adjustment (approximately 33% from pre-test to follow-up 

in this study). 

The accurate prediction of improvement, 

deterioration, or no change for the individual couple is 

of most interest to the clinical marital therapist, in 

order that a determination can be made about whether to 

proceed with the MPS program. The identification of 

pre-test variables that best predict improvement and 

deterioration in dyadic adjustment for individual 

couples appears to be a fruitful area for further 

research. 

The analysis of individual data also allows the 

clinical marital therapist to examine the extent of 

improvement using the reliable change index (RC). As 

reported by Jacobson, Follette, and Revenstorf (1984), 

an RC greater than 1.96 is unlikely to occur (p < .05) 

without actual change. Examination of three couples in 

this study will illustrate the variability in the extent 

of influence the MPS program can have on an individual's 

dyadic adjustment. In the first example, "Couple X" 

(from MPS-AB), the husband experienced an improvement in 

dyadic adjustment from pre-test to follow-up, as 
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indicaLed by a DAS score of 74 at pre-test and a DAS 

score of 113 at follow-up. His scores yield an RC of 

+13.47. The wife in Couple X also experienced 

improvement in dyadic adjustment from pre-test to 

follow-up, as indicated by a DAS score of 97 at pretest 

and a DAS score of 109 at follow-up. Her scores yield 

an RC of +4.15. In Couple X the husband experienced 

vast improvement in his dyadic adjustment while the wife 

experienced comparatively more modest improvement in her 

dyadic adjustment. The MPS program successfully helped 

Couple X. Contrast Couple X with "Couple Y" (from MPS

CAB). The husband and wife also experienced 

improvements in their dyadic adjustment from pre-test to 

follow-up, although of a more modest nature when 

compared to Husband X. Husband Y had a DAS pre-test 

score of 109 and a DAS follow-up score of 115, for an RC 

of +2.07. Wife Y had a DAS pre-test score of 93, and a 

DAS follow-up score of 99, also for an RC of +2.07. All 

four individuals benefited from the MPS program, 

although the extent of the improvement varied. 

Now consider "Couple Z" (from MPS-CAB). The 

husband experienced improvement in dyadic adjustment, as 

indicated by a DAS pre-test score of 65 and a DAS 

follow-up score of 110, which yields an RC of +15.55. 

The wife experienced deterioration in dyadic adjustment, 
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as indicated by a DAS pre-test score of 101 and a DAS 

follow-up score of 91, which yields an RC of -3.45. 

Husband Z experienced incredible improvement after 

participation in the MPS program, while at the same time 

his wife experienced significant deterioration. One can 

appreciate the difficulty of recommendj.ng MPS for a 

couple like Couple Z. Does the benefit accrued by the 

husband outweigh the deterioration suffered by the wife? 

Further research that monitors the benefjts and costs 

that husbands and wives experience while particjpating 

in marital therapy would help shed lj.ght on how to 

proceed with people like Couple Z. perhaps assessment 

at additional points in time throughout the course of 

therapy can "catch" the deterioration that may be taking 

place for an individual in a couple. Efforts can then 

be made to reverse the course of the deterioration. 

Couple Z also illustrates the problem associated 

wjth automatically assuming that a husband and wife are 

going to have similar thoughts, feelings, and behaviors 

whjch form their experience of their relationship. 

Averaging questionnaire scores of husbands and wives and 

using the resultant couple scores as the unit of 

analysis can obfuscate within couple variability. 

Couples in which the wife and husband yield djvergent 

scores on a gjven variable are likely having 
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relationship experiences different from couples in which 

the wife and husband yield convergent scores. Exploring 

within couple variability and the effect this has on the 

relationship, as well as on the process of marital 

therapy would be a fruitful area for further research. 

The analysis of individual data also demonstrated 

that people have different responses to the treatment in 

terms of the timing of change for any particular 

variable. Some people experienced change in a given 

variable between pre-test and post-test, while other 

people did not change in regard to that variable until 

between post-test and follow-up. Identifyiny the 

mechanisms by which the change process unfolds over time 

would also be a valuable area for further research in 

marital therapy. Similarly, given the large number of 

instances in which people did not change on a given 

variable, research that examines the differences between 

people who are able to benefit (or who deteriorate) and 

those people who remain "immune" to the effects of 

marital therapy interventions would illuminate the 

mechanisms of change. Such research would require 

examination of multiple variables over multiple times of 

assessment. 
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In this study, the use of multiple variables that 

measured affect, cognition, and behavior, and the 

analysis of individual data, pointed out the complex 

effects that participation in the MPS program can have 

on an individual couple. Most of the people experienced 

both positive and negative effects from participation in 

the MPS program. Sole reliance on the analysis of group 

data would have lead to the conclusion that the MPS 

program has only mildly beneficial effects for couples, 

on only a few variables (dyadic adjustment, performance 

of marital behaviors, and expectations for mindreading). 

Analysis of individual data leads to the conclusion that 

most all subjects are affected by the MPS program, in 

both positive and negative ways. Also, although there 

were no observed group differences on most of the 

variables, for each variable measured there were some 

subjects who made significant changes on that variable. 

The use of multiple dependent variables in therapy 

outcome research and their analysis using statistically 

reliable change in individuals, as done in this study, 

demonstrates a problem facing therapy outcome research 

in general. This study found that individuals can be 

affected by treatment in both positive and negative 

ways. If only one or two dependent variables are used 

in therapy outcome research, the benefit of the 
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treatment may be overestimated, in that variables upon 

which individuals may deteriorate are not measured. 

Although the use of so many dependent variables can be 

confusing, and although the field has limited ways in 

which to make statistical sense of such large amounts of 

data, this study shows the importance of examining the 

positive and negative effects of treatment (as indicated 

by percentages of people who reliably deteriorated and 

improved on the variables of interest). Determining if 

a treatment "helped" any given indjvidual is a complex 

task when multiple variables are used to measure 

outcome. 

Finally, examination of the data on statisitically 

reljable change shows that 53% of the MPS-CAB subjects, 

41% of the MPS-AB subjects, and 13% of the WLC subjects 

exhibited statistically reliable change on behavioral, 

cognitive, and affective variables. Roughly one half of 

the subjects were affected in behavioral, cognitive, and 

affective ways by the marital treatment they received. 

47% of the MPS-CAB subjects, ~nd 50% of the MPS-AB 

subjects exhibited statistically reliable change on two 

of the three types of variables. As can be seen, there 

js a tendency for people to make changes in all three 

aspects of functioning, affect, cognition, and behavior, 

as a result of therapeutic marital intervention. There 
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were a number of people, though, who were not affected 

by MPS in one or more of the three areas. For some 

people, affect, behavior, and cognition can operate more 

independently from each other than for other people. 

Future research that identifies these people and 

examines how they function in their relationships and in 

therapy may be of aid in the understanding of how 

behavior, affect, and cognition are interrelated, as 

well as in understanding what therapeutic approaches 

work best with different subjects. Also, further work 

needs to be done in the area of describing and 

explaining how affect, cognition, and behavior work 

interdependently, both within the individual, and 

between individuals in a marital relationship. 

The correlational data of this study demonstrate 

that affect for one's spouse covaries with the extent to 

which irrational relationship beliefs are endorsed and 

the degree to which one's behaviors are identified as 

problematic. Thus, people feel more positive and less 

negative toward their spouse if their behavior is seen 

as more desirable by the spouse and if their beliefs 

about relationships are more realistic. However, for 

wives, positive affect is not correlated with 

relationship beliefs. Women can thus hold irrational 

beliefs about relationships yet still remain in a state 
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of positive affect toward their husbands. These 

correlations support the notion that affect, at least 

negative affect, works interdependently with behavior 

and cognition. Irrational beliefs were not shown to 

covary with behavior. This finding suggests that people 

can have irrational beliefs about how relationships 

work, but that these beliefs do not necessarily affect 

how they behave, even though their emotions are 

affected. Conversely, people can engage in problematic 

behaviors which do not necessarily affect their 

relationship beliefs, even though their emotions are 

affected. Affect may function in some intermediary 

manner between cognition and behavior. This is 

consistent with theories of cognitive behavioral therapy 

which purport that cognitions give rise to emotions that 

in turn guide behavior. This is just a tentative 

supposition, however, as this study's aim is not to 

validate a model of how affect, cognition, and behavior 

are interrelated. In addition, causative relationships 

can not be confirmed by correlational data. 

As expected, negative and positive affect are 

negatively correlated. Negative feelings increase as 

positive feelings decrease. Communication behaviors 

were surprisingly unrelated to affect or dyadic 

adjustment. Evidently, positive affect and a well-
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adjusted relationshjp do not help couples communicate 

more with each other. Husbands djd express more 

feelings when they had more irrational beliefs. Men may 

feel most pressed to talk about how they feel when they 

find their beliefs about relationships in contradiction 

to the "reality" of how thejr relationships are 

functioning. Husbands also expressed thoughts along 

with their expressions of emotjons. Men who are more 

expressjve of feelings may tend to tie these emotions to 

thejr thought processes. Women who express their 

feelings may tend to tie these emotions to behaviors 

that can ameljorate negative feelings and accentuate 

positive feelings. Communication wjth one's spouse may 

not be pjvotal to the general qualjty of a dyadic 

relationship. Dyadic adjustment appears to be more 

closely linked to an individual's reported affect, 

behavior, and beliefs, as the EMI, the AC, and the RBI 

were all correlated with the DAS in the expected 

directions. 

However, results of the multiple regression 

analyses found that the only two variables that 

contributed to dyadjc adjustment were positive and 

negative feelings toward the spouse. Cognitive, 

behavioral, and communication variables did not 

contribute to dyadic adjustment. This is in contrast to 
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Broderick and O'Leary (1986), who found that positive 

feelings of love and commitment (an affective variable), 

attitudes toward equity and exchange in interpersonal 

relationships (a cognitive variable), and daily negative 

and positive marital behaviors (a behavioral variable) 

each accounted for a unique proportion of the variance 

in marital satisfaction. The results of this study show 

that all three aspects of hUman functioning, affect, 

cognition and behavior, are not critical to the 

determination of dyadic adjustment. A couple's dyadic 

adjustment, before intervention from external sources 

(i.e., marital therapy), seems to be based solely on the 

affective quality of the relationship. This runs 

contrary to the hypothesis of this study. 

The importance of emotion in predicting dyadic 

adjustment raises two possible points. The first 

possibility is that the DAS and the EMI are both 

measures of the same construct. In this study, emotions 

at best account for 62% of the unique variance in dyadic 

adjustment. The DAS and the EMI are thus likely 

measuring different constructs. 

The second possibility is that emotions toward 

one's spouse are the most powerful determinants of a 

satisfying marital relat~onship. This underscores the 

importance of attending to emotional variables in 
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marital therapy. Wives and husbands are most likely 

hoping to gain an increase in their feelings of love for 

each other from their participation in marital therapy. 

Conversely, they are also likely hoping to experience a 

decrease in their negative feelings for each other. 

Based on the results of this study, Guerney's (1977) 

Relationship Enhancement and Greenberg and Johnson's 

(1986a) Emotionally Focused therapy may most closely 

approximate what couples are looking for in marital 

therapy, even though the emotions themselves, as 

measured by the EMI, do not change. 

A strictly behavioral approach to marital therapy 

may not provide for the emotional needs of couples. 

This study supports Margolin's (1983) suggestion that 

behavioral marital therapists ought to pay more 

attention to the role of emotion in close relationships. 

Cognitive marital therapists would also benefit their 

clients by attending more to affect in close 

relationships. This study demonstrates the prime 

importance of affect in the marital relationship. 

Emotional invo]vement and change appears to be the first 

needed ingredient of marital therapy. While undertaking 

cognitive and behavioral change in later stages of 

therapy, the importance of emotional factors should not 

go unheeded. Affective involvement is needed throughout 
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the entire therapeutic process, as affect appears to be 

the most important determinant of dyadic adjustment. 

A third possibility as to why emotions were the 

sole predictors of dyadic adjustment is that the only 

couples who participated in this study were those who 

identified themselves as wanting to improve their 

relationships. Perhaps in troubled marital 

relationships, affecti.ve experiences become more 

important to satisfaction with the relationship. A 

person's beliefs and behaviors may get "pushed aside", 

so to speak. Spouses who are experiencing difficulties 

may become more impulsive in evaluating their 

relationships based on their feelings, and their 

cognitive and behavioral experiences get discounted. If 

the N size in this study had been larger, analyses could 

have been performed to determine if cognitive and 

behavioral variables contributed to the variance in 

dyadic adjustment at post-test and follow-up, after the 

couples resolved some of their difficulties. Further 

research could also examine the contributions of affect, 

cognition, and behavior to dyadic adjustment in couples 

who are not seeking marital therapy. 

None of the three vari.ables measuring problem 

solving verbal behaviors (expressions of feelings, 

expressions of thoughts, and suggestions for new 
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behaviors), were significant predictors of dyadic 

adjustment. Teaching couples these specific behaviors 

may be useful only after their feelings for each other 

have improved and they can then take better advantage of 

tutelage in these skills. 

In interpreting the results of this study, there 

are limitations that must be kept in mind. First of 

all, the findings of this study generalize to a limited 

population. The subjects in this study were 

predominantly European-American and highly educated. 

The same results may not be attained with people who are 

closer to the national average in terms of number of 

years of education or with people from African-American, 

Hispanic-American, Asian-American or Native American 

ethnjc backgrounds. The results of this study also may 

not generalize to ~eople who have a negative attitude 

toward therapy or who do not believe in the efficacy of 

therapy. People who present themselves for therapy may 

be a select subgroup of the population. The sample in 

this study was experiencing only mild marital distress, 

and thus the results may not generalize to couples with 

more severe marital maladjustment at pre-test. Also, 

this study's sample was selected on the basis of an 

absence of severe psychological disturbance, as measured 

by the MMPI-168. Individuals with severe mental 



disorders may have a different experience of the MPS 

program than the subjects in this study. 
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This study was also limited by the measures used. 

In addition to the limitations of the measures as 

described previously, the RBI and the AC are certainly 

not exhaustive measures of the numerous kinds of 

cognitions and behaviors that may impact a marital 

relationship. The EMI does a better job of tapping into 

various kinds of emotions. These are all self-report 

measures, however, and are subject to the same 

criticisms levied against all self-report measures, 

which include response biases such as faking, social 

desirabjlity, and deviation responses, and situational 

or temporal fluctuations that may influence how a person 

responds to items on a self-report measure. As 

described above, the AC is not a perfect measure of 

behavior. Some have suggested that the AC can be more 

rightfully described as a measure of a person's desire 

for behavior change. The RBI, EMI, and DAS, as self

report measures, may not be entirely accurate 

assessments of cognitions, emotions, and dyadjc 

adjustment. Measuring behaviors that indicate certain 

emotions (such as physiological responses or facial 

expressions), certain cognitions (such as the frequency 

of verbal disagreements to measure the extent to which 
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people believe disagreements are destructive), and 

certain signs of dyadic adjustment (such as the amount 

of time spent together in close proximity) can yield 

richer data on the variables of interest that reliance 

on self-report measures alone can not provide. 

The manner in which the treatment was implemented 

may also be a limitation of this study. The therapists 

were all graduate students and thus were not fully 

experienced clinicians. Their relative lack of 

experience may have lead to a less skilled delivery of 

the treatment, which could have lead to less improvement. 

in the couples on the variables measured. The 

therapists were not blind to the hypotheses of the 

study. This may have lead them to implement the 

treatment with subtle deviations from the scripted 

treatment in order to support the hypotheses. Although 

audiotapes of all treatment sessions were reviewed for 

therapist drift (no drift was noted), a more rigorous 

and precise measure of therapist drift may have found 

more subtle deviations from the script. 

Another limitation of the study that bears 

repeating is the confound of the MPS-CAB groups having 

been allotted one hour more of time with the therapist, 

and two more homework assignments, than the MPS-AB 

groups. Because the MPS-CAB treatment was found to be 
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no more effective than the MPS-AB treatment, this 

additional allotted time and additional homework di.d not 

seem to provide any advantage to the MPS-CAB couples. 

Based on reports of the group leaders, during the actual 

deli.very of the treatment, the MPS-AB sessions lasted as 

long as the MPS-CAB sessions due to the difficult and 

perhaps nonproductive task of limiting therapeutic human 

interaction to strict time. limits. However, the MPS-CAB 

treatmellt may have been found to be worse than the MPS

AB treatment if the MPS-CAB groups had not received the 

two extra homework assignments and the allotted extra 

time in sessions. Conversely, the MPS-CAB treatment may 

have been found to be better than the MPS-AB treatment 

if the MPS-CAB couples had not received the extra 

homework and time in sessions, as the couples may have 

gotten fed up with the amount of time and effort they 

were giving to the program, and they stopped caring 

about the treatment and the effect of the treatment on 

their relationship, leading to less therapeutic benefit. 

Another confounding factor of this study was the 

drop-out rate of the subjects. The couples who dropped 

out of treatment or were lost to follow-up may have done 

so because the treatment was having harmful effects on 

their relationship. If this was the case, the treatment 

would not have been found to be as successful as the 
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results indicated if the couples who dropped out 

remained in the study. On the other hand, the couples 

who dropped out may have done so because the treatment 

had the desired beneficial impact on the relationship, 

and if their relationship already felt better, the 

couples may have seen no reason to continue with the 

rest of the treatment. They may have already received 

that for which they came. If this was the case, the 

treatment would have been found to be more successful 

than the results indi.cated if the couples who dropped 

out remained in the study. 

Additionally, the average scores of the couples in 

this study were all very near the cutoff scores between 

marital distress and marital nondistress. A ceiling 

effect could have been operating, as the couples did not 

have enough "room" in which to improve on the measures 

utilized in this study. If only clearly distressed 

couples were chosen for this study, there may have been 

more dramatic improvement observed on the outcome 

measures, and there may have been di.fferences observed 

between the two treatments. 

Finally, the N size of this study was too small to 

yield more powerful results. This study is only a 

preliminary step in evaluating the role of affect, 

cognition, and behavior in marital therapy. 
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APPENDIX A 

BEHAVIORAL CODING INSTRUCTIONS 

Negative I-Feeling Statements 

The intent in scoring Negative I-Feeling statements 

is to determine when people own, or take responsibility, 

for their negative feelings. Negative feelings are 

emotions that people typically view as bad or wouldn't 

want to experience. Some examples of negat~ve emotions 

are: fear, sadness, anger, disgust, embarassment, 

disappointment, hate, guilt, envy, shame, etc. Couples 

sometimes hide an evaluative "you message" in what 

appears to be an "I message". These "you message" 

statements will not be counted. Feelings expressed in 

the future tense also will not be counted. 

For example, credit will be given for: 

1- "I feel distant from you". 

2- "When you leave your papers lying around, 

I get angry". (A feeling statement paired 

with a descriptive "you message" will be 

counted as an I-Feeling statement). 

3- "I feel hurt when you call me names". 



Credit will not be given for: 

1- "I feel that. yo"u should spend 1 ess ti me 

watching T.V.". (There is no emotion 

expressed in this statement). 
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2- "I feel hurt when you act like a jerk". 

(An I-Feeling statement paired with an 

evaluative "you message" will .not be 

counted. The negative impact of the you 

message (name calling) contaminates the 

positive impact of the honest expression· 

of feeUngs). 

3- "When you are sloppy, I feel angry". 

(Another you message). 

4- "I will feel sad if you do that". (This 

statement is in reference to the future. 

The speaker is not taking responsibility 

for present feelings. This statement also 

has the implication of a threat). 

Positive I-Feeling Statements 

The intent in scoring positive I-Feeling statements 

is to determine when people own, or take responsibility, 

for their positive feelings. Positive feelings are 

emotions that people typically view to be good, or would 

want to experience. Some examples of positive emotions 
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are: joy, acceptance, friendliness, love, optimism, 

curiousity, pride, delight, trust, eagerness, 

excitement, security, contentment, affection, etc. 

Couples sometimes hide an evaluative "you message" in 

what appears to be an "I message". These "you message" 

statements will not be counted. Feelings expressed in 

the future tense also will not be counted. 

For example, credit will be given for: 

1- "I feel close to you". 

2- "When you pick up your papers that have 

been lying around, I feel satisfied". (A 

feeling statement paired with a 

descriptive "you message" will be counted 

as an I-Feeling statement). 

3- "I feel passionate when you call me those 

nicknames". 

Credit will not be given for: 

1- "I feel that you should spend less time 

keeping the house clean". (There is no 

emotion expressed in this statement). 

2- "I feel hopeful that someday you'll stop 

being a jerk". (An I-Feeling statement 

paired with an evaluative "you message" 
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will not be counted. The negative impact 

of the you message (name calling) 

contaminates the positive impact of the 

honest expression of feelings). 

3- "When you are sloppy, I feel pleased 

becaue I know that's my cue to get out of 

the house and finally be away from you for 

awhile". (Another you message). 

4- "I \vill feel happy if you do that". (This 

statement is in reference to the future. 

The speaker is not taking responsibility 

for present feelings). 

Surface I-Cognition Statements 

The intent in scoring Surface I-Cognition 

statements is to determine when people own, or take 

responsjbility, for their thoughts about themselves, 

interpersonal relationships, or social situations that 

take the form of expectations or interpretations. 

Couples sometimes hide an evaluative "you message" in 

what appears to be an "I message". These "you message" 

statements will not be counted. Thoughts expressed in 

the future tense also will not be counted. (When credit 

is given for Surface I-Cognitions, in the same sentence 

credit is also often given for I-Feelings). 
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For example, credit will be given for: 

1- "I think that I've got to have dinner 

ready on time. When I don't, I feel 

powerless, like I can't keep things under 

control all the time". (An expectation is 

expressed. Credit is also given for 

Negative I-Feelings because an emotion is 

expressed) • 

2- Spouse A: "What are you thinking about 

that leads you to feel irritated"~ 

Spouse B: "I'm thinking that we haven't 

done stuff together lately because we're 

both still dwelling on that fight we had a 

month ago". (The interpretation of Spouse 

B gets credit for Surface I-Cognitions). 

3- "When I feel like I have the blues, I'm 

thinking about the things I wanted to do 

for you, but haven't been able to". 

(Credit for both Surface I-Cognitions and 

Negative I-Feelings is given). 

Credit will not be given for: 

1- "I think you must be an idiot". (This is 

an evaluative you message, or name 

calUng). 
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2- "I think that movie illustrated socially 

responsible ways in which people can make 

difficult decisions". (There are many 

different types of cognitions. Not all 

types are related to a person's sense of 

self or social interaction). 

3- "I think string beans are on sale today". 

(Another example of nonsocial or 

nonpersona] cognitions). 

4- "I'd think you let the dog get away on 

purpose jf Pepper ever got out of the 

yard" • (Thi s statement j s in reference to 

the future. The speaker is not taking 

responsibjlity for present thoughts). 

Core I-Cognitjon Statements 

The intent in scoring Core I-Cognition statements 

is to determine when people own, or take responsibility, 

for thejr thoughts about themselves, jnterpersonal 

relationships, or social situations that take the form 

of extremes, implications, or global attributjons. 

Couples sometimes hide an evaluative "you message" in 

what appears to be an 'II message". These "you message" 

statements will not be counted. Thoughts expressed in 

the future tense also will not be counted. (When credjt 



is given for Core I-Cognitions, in the same sentence 

credit is also often given for I-Feelings). 

For example, credit will be given for: 
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1- "I think that I'm the one who always makes 

the first effort to reconcile after we've 

had a fight. It's me every time. And 

that gets me feeli.ng angry enoug~ to boil 

over" ! (An extreme viewpoint is 

expressed, signaled by the word "always". 

Credi.t is also gi.ven for Negative 

I-Feelings because an emotion is 

expressed) • 

2- Spouse A: "I'm flabbergasted! What are 

you thinking"? 

Spouse B: "What am I thinking? I'm 

thinking that I am just so totally 

incompetent at everything I do, and that 

so many of our difficulties lead to my 

basic inadequacy"! (The global 

attribution about incompetence results in 

Spouse B getting credit for Core 

I-Cognition. Also, Spouse A gets credit 

for Negative I-Feeling). 
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3- "Sometimes I can just think 'Well, okay, 

the fact that we feel on edge just means 

we haven't been communicating well 

lately'. At other times, however, this 

thought kicks over into me thinking that, 

'Wow, we are really growing apart and that 

means this marriage is in serious 

trouble'" • (The first sentence gets 

credit for Surface I-Cognition because an 

interpretation is given, but the second 

sentence gets credit for Core I-Cognition 

because an implication is expressed). 

Credit will not be given for: 

1- "I think that this means things will work 

out for the best after all, and then I 

look at your stupid face, and I just want 

to vomit". (This is an evaluative you 

message, or name calling). 

2- "I think the implication is that the use 

of cocaine is dangerous". (Although an 

implication is expressed, the cognition is 

not about social interaction or a person's 

experience of self). 
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3- "If you were to ever take that job as a 

steelworker, I think I would live in a 

state of constant, incessant, gnawing fear 

for your life". (This statement is in 

reference to the future. The speaker is 

not taking responsibility for present 

thoughts) • 

I-Could Alternative Solutions 

Credit is given for these statements if the speaker 

indicates behaviors that he or she can do in order to 

reach a goal. The goal need not be stated to receive 

credit for these statements. Vague suggestions will not 

get credit. Alternatives posed as a question will get 

credit. If the person repeats the same suggestion of a 

behavior, the repetition will not get credit. Behaviors 

that have occurred in the past will not get credit. 

For example, credit will be given for: 

1- "I could smoke only two cigarettes a night 

when we are together". 

2- "I could tell you I love you three times a 

day". 

3- "I could make a schedule of who picks up 

Janey at school". 
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4- "What about if I planned what we'd do on 

Friday nights"? 

5- Spouse A: "I could water the lawn". 

Spouse B: "I could water the lawn". 

(Statements by both spouse A and spouse B 

get credi.t because the behavior proposed 

would be done by different people) • 

6- Spouse A: "I could water the lawn". 

Spouse B: "You'd water the lawn, and I'd 

rake the gravel". (Spouse A's statement 

gets credit for watering the lawn, but 

Spouse B's statement gets credit for 

raking the gravel, not repeating Spouse 

A's watering of the lawn). 

Credit will not be given for: 

1- "I would like to call you more often". (A 

preference is expressed, so it is not 

counted) • 

2- "If I clean the garage, you have to mop 

the floor". (Cleaning the garage is made 

contingent on the spouse mopping the 

floor, thus force or coercion is being 
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used which contaminates the I-Could 

statement. This could be considered the 

expression of a preference). 

3- "I'll express myself more". (This 

statement is too vague) • 

You-Could Alternative Solutions 

Credit is given for these statements if the speaker 

indicates behaviors that his or her spouse can do in 

order to reach a goal. The goal need not be stated to 

receive credit for these statements. Vague suggestions 

will not get credit. Alternatives posed as a question 

will get credit. If the person repeats the same 

suggestion of a behavior, the repetition will not get 

credit. Behaviors that have occurred in the past will 

not get credit. 

For example, credit will be given for: 

1- "you could smoke only two cigarettes a 

night when we are together". 

2- "you could tell me you love me three times 

a day". 

3- "You could make a schedule of who picks up 

Janey at school". 
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4- "What about if you planned what we'd do on 

Friday nights"? 

5- Spouse A: "you could water the lawn". 

Spouse B: "You could water the lawn". 

(Statements by both spouse A and spouse B 

get credit because the behavior proposed 

would be done by different people) • 

6- Spouse A: "You could water the lawn". 

Spouse B: "I'd water the lawn, but you'd 

rake the gravel". (Spouse A's statement 

gets credit for watering the lawn, but 

Spouse B's statement gets credit for 

raking the gravel, not for repeating 

watering of the lawn). 

Credit will not be given for: 

1- "I would like you to call me more often". 

(A preference is expressed, so it is not 

counted) . 

2- "If I clean the garage, you have to mop 

the floor". (Force or coercion is being 

used in the suggestion of mopping the 

floor. This coercion not only 

contaminates the You-Could floor mopping 

but also the I-Could garage cleaning). 
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3- lIyou used to tickle my ear in that way you 

have". (This statement describes past 

behavior) • 

We-Could Alternative Solutions 

Credit is given for these statements if the speaker 

indicates behaviors that both the speaker and the spouse 

can do in order to reach a goal. The goal need not be 

stated to receive credit for these statements. Vague 

suggestions will not get credit. Alternatives posed as 

a question will get credit. If the person repeats the 

same suggestion of a behavior, the repetition will riot 

get credit. Behaviors that have occurred in the past 

will not get credit. 

For example, credit will be given for: 

1- IIWe could eat only one desert a night when 

we are together ll • 

2- "We could tell each other ~I love you' 

three times a dayll. 

3- IIWe could make a schedule of who picks up 

Janey at schoolll. 

4- IIWhat about if we sat down together on 

Monday night and planned what we'd do on 

Friday nights"? 
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5- Spouse A: "I could wash the car". 

Spouse B: "We could wash the car 

together". (The statement of spouse A 

gets credit for I-Could Alternative 

Solutions and the statement of spouse B 

gets credit for We-Could Alternative 

Solutions because the suggestion is that 

both people engage in the behavior) • 

6- Spouse A: "I could water the lawn". 

Spouse B: "You'd water the lawn and we 

could both rake the gravel". (Spouse A's 

statement gets credit for I-Could 

Alternative Solutions for watering the 

lawn, and Spouse B's statement gets credit 

for We-Could Alternative Solutions for 

raking the gravel, but no credit is given 

for repeating Spouse A's watering of the 

lawn) • 

Credit will not be given for: 

1- "I would like for us to call each other 

more often". (A preference is expressed, 

so it is not counted). 
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2- "If I clean the garage, we have to mop the 

floor". (Force or coercion is being used 

which contaminates the suggestion). 

3- "We could express ourselves more". 

statement is too vague) • 

{This 
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