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ABSTRACT

Communal coping (CC: Lyons, Mickelson, Sullivan & Coyne, 1998) is an 

approach to dealing with problems characterized by a sense that the problem and 

responsibility for solving it are shared.  CC has been shown to relate to relationship 

duration and health outcomes, but its role in couple therapy has not been examined.  The 

purpose of the present study was to examine whether pre-treatment, observer- rated CC 

would predict or moderate retention and drinking outcome in 2 types of couple therapy 

for alcoholism.  Seventy heterosexual couples in which 1 partner was alcoholic attended 

up to 20 sessions of conjoint cognitive-behavioral (CBT) or family systems (FST) 

therapy.  Regression analyses were used to examine the relationship between CC and 

retention in therapy (number of sessions attended and treatment completion), and

between CC and abstinence from alcohol at last contact with the study.  Due to 

differential attrition from measurement, analyses of drinking outcome were exploratory.  

Results indicated that couples low in baseline CC attended fewer sessions of CBT, while 

CC was not associated with attendance of FST.  CC therefore functioned as a moderator 

of retention in treatment rather than a general predictor of response.  Exploratory analyses 

of drinking outcome did not reveal a relationship between CC and abstinence from 

alcohol.  Moreover, CC did not increase in the course of either therapy, and within-

couple changes in CC were not associated with retention. Preliminary evidence for 

discriminant validity of CC was found: results suggest our measure of CC is distinct from 

indices of relationship quality.  Pending replication, results suggest that baseline CC may 

moderate the relationship between the type of treatment and treatment retention. 
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INTRODUCTION

The extent to which a couple works well together when confronted by hard times 

has implications for the individual spouses’ health, the length and quality of their 

relationship, and possibly for the outcome of couple therapy.  The theme of working 

together as a team to solve problems is central to the concept referred to as communal 

coping (CC) by Lyons, Mickelson, Sullivan and Coyne (1998).  In contrast to individual 

coping, communal coping “occurs when one or more individuals perceive a stressor as 

‘our’ problem (a social appraisal) vs. ‘my’ or ‘your’ problem (an individualistic 

appraisal), and activate a process of shared or collaborative coping” (Lyons et al., 1998, 

p. 583).  The authors outline two primary components of this joint coping process.  First, 

someone in the dyad (or group) must have a communal coping orientation: i.e., he or she 

must believe that banding together to face a given stressor is the best or the appropriate 

thing to do.  Next, members of the dyad must take some type of joint action aimed at 

alleviating distress or minimizing the impact of the stressor.  The authors included a third 

component in the construct, (communication about the nature of the problem and its 

effect on all involved parties) but did not highlight it as a central element specific to 

communal versus individual coping.  Communal coping and similar interpersonal 

processes have been linked to physical health, to behavior in close relationships, and to 

relationship stability and satisfaction.  

The present study expands on existing research by investigating communal coping 

in the context of couple treatment for alcoholism, a problem typically conceptualized as 

individual in nature.  The primary question was whether CC, assessed prior to treatment, 
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predicted or moderated engagement in and response to two different types of conjoint 

alcohol treatment.  An additional question was whether CC increases during treatment, 

and if so whether increases in CC correspond to better treatment response.  A final and 

important task of the study was to determine whether communal coping could be 

distinguished from the more general construct of marital quality.

Communal Coping & Close Relationships

Research on coping in close relationships has demonstrated connections between 

coping behaviors and relationship variables (e.g. stability and satisfaction), and between 

coping and health.  This section will first discuss the evidence for links between CC and 

relationship stability and satisfaction, and then for links between coping and health.  

The construct of communal coping draws on Interdependence Theory, which 

states that partners in intimate relationships “are likely to coordinate their interaction 

behaviors over time in order to achieve mutually rewarding outcomes” (Berscheid & 

Reis, 1998, p. 237).  Over time, the theory posits, romantic partners come to see each 

other’s goals as their own, to adopt a more communal approach to interaction, and to put 

the good of the relationship above short-term individual gain.  According to the theory 

this type of communal behavior should positively influence relationship stability and 

quality.  Berscheid and Reis note that the theory has not been well tested in ongoing 

relationships, but that at least one study has provided support for a connection between 

preference for communal activity and relationship stability in dating couples (Surra & 

Longstreth, 1990).
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Some research on close relationships highlights the connection between partners’ 

appraisal of their relationship and the length of the partnership.  Buehlman, Gottman and 

Katz (1992) interviewed couples about the history of their relationships.  From partners’ 

answers to structured interview questions the authors rated, among other things, the 

degree to which each spouse saw him- or herself as part of a couple vs. stressing his or 

her individuality (“we-ness vs. separateness”).  They also rated each couple on a 

dimension called “glorifying the struggle.”  This rating reflected the degree to which a 

couple endorsed the idea that they had worked through hard times together, and that their 

marriage was better for it.  Couples lower in “we-ness” and “glorifying the struggle” at 

baseline were significantly more likely to be divorced three years later.  To some extent, 

then, couples’ general appraisal of themselves as a team may impact the longevity of 

their relationship. 

Partners’ specific coping skills have also been linked to the quality and length of 

relationships (Bodenmann 1997a, 1997b; Bodenmann & Langenick, 1996; Bodenmann & 

Perrez, 1995).  Bodenmann (1997a) described dyadic coping as a variety of strategies 

partners use to manage stress within romantic relationships.  He defined several processes 

under the umbrella of dyadic coping: one, common dyadic coping, is quite similar to the 

action dimension of communal coping.  In common dyadic coping, both partners 

participate equally and share efforts at both problem- and emotion-focused coping (p. 

138).  Bodenmann and Perrez (1995) demonstrated that satisfied couples do more dyadic 

coping under stress—in particular, positive types such as common dyadic coping.  While 

this suggests considerable overlap between style of coping and relationship satisfaction, 
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Bodenmann’s work has also shown that the two constructs can be distinguished.  

Bodenmann and Perrez (1995) found that dyadic coping accounted for 30-40% of the 

variance in marital satisfaction.  A later study (Bodenmann & Langenick, 1996) showed 

that dyadic coping during a laboratory-based marital interaction task predicted 

relationship dissolution 1-3 years later, while marital satisfaction did not.  This program 

of research has been important in showing that coping skills do impact relationships and 

add information beyond that gained by knowing how satisfied couples are with their 

relationship.

Not only does the literature show links between coping and relationship 

outcomes, research on relationship-focused coping also demonstrates a connection 

between coping and health.  Pakenham (2002) examined MS patient-caregiver dyads, and 

found that supportive engagement coping (emotional support, monitoring/meeting needs, 

joint activities, problem-solving and discussions, acceptance of situation) by the caregiver 

was related to better relationship adjustment and reciprocity, as well as better caregiver 

health and self-esteem.  Coyne and Smith (1994) found that patient self-efficacy (a strong 

predictor of functional recovery after myocardial infarction) was connected to a number 

of relational variables in their study of cardiac patients.  They found that higher patient 

self-efficacy was related to, among other variables, dependence on spouses, useful 

discussions with spouses, and lack of over-protectiveness by spouses.  A later study of 

congestive heart failure patients examined not only patient self-efficacy, but also spouse 

confidence in the patient’s ability to take care of his or her health (Rohrbaugh, Shoham, 

Coyne, Cranford, Sonnega & Nicklas, 2004).  Rohrbaugh and colleagues found that for 
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female patients in particular, having a spouse who was at least as confident in the 

patient’s abilities as the patient was predictive of greater survival several years after the 

study.  Overall, this evidence supports the idea that couples who work together as a team 

may reap benefits in terms of relationship and health outcomes.

Finally, communal coping as conceptualized by Lyons and colleagues has 

specifically been linked to health outcomes in at least one instance.  Coyne, Rohrbaugh, 

Shoham, Sonnega, Nicklas and Cranford (2001) studied patients with congestive heart 

failure (CHF), and found that a composite marital quality variable predicted patient 

survival independently of CHF severity.  Further, they found that one component of their 

composite marital quality variable, whether couples engaged in useful discussions about 

CHF, was one of the best predictors of survival—better in fact than marital satisfaction, 

another component of the marital quality variable.  A follow-up study by Schoenfeld, 

Rohrbaugh and Shoham (2003) examined a subset of CHF patients and their spouses.  

They examined portions of audiotaped interviews with congestive heart failure patients 

and rated the degree to which couples coped communally vs. individually with the heart 

problem.  The tendency for wives of male CHF patients to approach the heart problem 

communally was correlated significantly (and positively) with patient survival.  Just as 

interesting, for these participants communal coping was not significantly correlated with 

marital quality.  This suggests that specific coping skills, not just high marital 

satisfaction, may contribute to health.
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Communal Coping and Couple Therapy

Although there is evidence that romantic partners’ ability to work together relates 

to better health and longer relationships, it is not known whether partners can learn 

communal coping skills (Lyons et al., 1998).  One researcher who has addressed this 

question is Bodenmann (1997b).  He developed a cognitive-behavioral program (Couples 

Coping Enhancement Training, or CCET) for the purpose of preventing relationship 

dissolution by helping romantic partners develop better individual and dyadic coping 

skills.  Couples who completed CCET reported one year later that they perceived their 

dyadic coping as increased, while couples in a no-treatment control group more often 

rated dyadic coping as unchanged (Bodenmann, Charvoz, Cina & Widmer, 2001).  While 

these findings are encouraging because they suggest communal coping skills may change 

with training, they are based on self-report ratings of change, and are limited.  It appears 

that no data have been published showing similar findings with less reactive measures 

such as observer ratings.  The present study used observer ratings to assess CC before and 

during treatment to ascertain whether CC changes over time.  This could provide 

evidence to support the idea that CC skills can be learned.

Bodenmann and colleagues’ findings suggest that CC can be enhanced.  Indeed, 

CC seems to be a target for intervention in some types of therapy, particularly some 

therapy approaches in the family systems tradition.  For instance, solution-focused 

therapy for distressed couples may focus on helping couples re-create a sense of 

themselves as a “team” or “unit” working “for the common good” (Hoyt, 2002).    In 

addition, one goal of the family systems (FST) approach to alcoholism used in the current 
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study (Rohrbaugh, Shoham, Spungen & Steinglass, 1995) was to help partners unite 

together to see drinking as a common enemy that they could combat together.  Both 

approaches seek to move couples toward a more communal approach to thinking about 

and acting in response to their problems.

Other types of therapy are less focused on enhancing a couple’s “team” identity, 

but use interventions that increase joint responsibility for action to solve problems.  For 

example, certain forms of cognitive behavioral couple therapy (e.g. for alcohol problems 

see Epstein & McCrady, 1998; Rotunda & O’Farrell, 1997) assess partners’ ability to 

“solve problems productively as a couple” (Epstein & McCrady, 1998, p. 693) and 

intervene to teach skills as necessary.  In addition, Baucom, Epstein and LaTaillade 

(2002) describe a healthy relationship as one in which “both individuals contribute to the 

well-being of the relationship as a unit,” (p. 29) indicating some overlap between their 

concept of ideal couple functioning and communal coping.  The form of CBT used in the 

present study encouraged spousal support and understanding, in part through an empathy-

building process in which the non-drinking spouse chose a habit of her/his own to change 

(Wakefield, Williams, Yost & Patterson, 1996).  

Also unknown, and more central to the present study, is whether and how CC 

relates to engagement in and response to couple therapy.  It seems reasonable to assume 

that partners who take a team approach to problems stay in couple therapy longer and 

benefit more than partners with more individualistic stances, but this assumption has not 

yet been tested.  The present study measured CC before and during therapy and examined 
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the relationship between pre-treatment CC and response to treatment, as well as the 

relationship between change in CC and treatment response.

Communal coping may be important to couple therapy in a number of ways.  One 

possibility is that low CC skills function as a general risk factor for negative treatment 

response across all types of couple therapy.  Couples who approach problems more 

individually may be more likely to leave conjoint treatment prematurely and may benefit 

less in terms of the desired outcome.  However, a type of therapy that addresses the risk 

factor (compensating for low CC, perhaps by enhancing, or focusing on CC) may prevent 

poor response in low CC couples.  If this were the case, CC would function as a 

moderator of treatment response rather than a general risk factor.  It was expected in the 

present study that couples with low CC would drop out of treatment early relative to 

those with higher CC, regardless of treatment group.

An additional question is whether and under what circumstances CC changes 

during therapy.  One possibility is that CC increases during successful couple therapy 

regardless of therapy modality, and may function as a mediator of treatment 

effectiveness.  If this is the case, CC may be conceptualized as a kind of relational 

common factor.  However, it may well be the case that couples learn CC skills only when 

such skills are specifically targeted for intervention—this would suggest that some 

therapies would be more likely than others to increase CC.  In sum, it seems possible that 

CC could function as a general predictor, moderator, relational common factor, or 

specific mediator of response to couple therapy.  The present study asked which of these 

labels best fits CC in two types of couple alcohol treatment, and speculated that pre-
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treatment CC would function as a general predictor of treatment response (the higher, the 

better) while change in CC would function as a relational common factor (greater 

increases, better treatment response).

Measurement of Communal Coping

Development and reliability of CC measure.  The observational measure used in 

the current study to assess spouses’ ability to work cooperatively was developed by 

Schoenfeld, Rohrbaugh and Shoham (2003) from Lyons, Mickelson, Sullivan and 

Coyne’s (1998) concept of communal coping.  Lyons and colleagues outlined two 

primary components of this joint coping process; appraisal and action.  The appraisal 

component consists of at least one person in the dyad (or group) having a communal 

coping orientation: i.e., he or she must believe that banding together to face a stressor is 

the best or the appropriate thing to do.  Next, members of the dyad must take some type 

of joint action aimed at alleviating distress or minimizing the impact of the stressor.  

Schoenfeld and colleagues (2003) used this framework to develop a scale that allowed 

raters to quantify the degree to which spouses conceptualized a problem individually vs. 

communally (appraisal dimension) as well as the degree to which spouses took joint vs. 

individual action to solve that problem (action dimension).  The scale has shown 

acceptable inter-rater reliability for ratings based on audiotaped discussions of marital 

and health-related conflicts (Schoenfeld, Rohrbaugh & Shoham, 2003) as well as ratings 

based on transcripts of couples telling the story of how they dealt with the news that one 

partner had been diagnosed with CHF (Hoffman-Konn, Rohrbaugh and Shoham, 2003).  
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These studies demonstrated that communal coping can be reliably rated across discussion 

topics (stressful events only vs. multiple topics) and media (audiotapes vs. transcript 

only).  The current study used the same measure of communal coping to examine 

videotaped couple interactions at two points during couple therapy for problem drinking.

Discriminant validity of CC.    In order to help establish whether or not a measure 

is useful and valid, the measure must be shown to have little or no relationship with 

theoretically dissimilar constructs.  In the case of communal coping, it was important to 

distinguish the relatively new measure used in the present study from the more general 

construct of relationship quality.  Discriminant validity was examined by correlating pre-

treatment communal coping with a variety of indicators of relationship quality.  While 

communal coping may be a skill possessed by many high-functioning couples, at least in 

theory the two constructs do not overlap completely.  As noted previously, research has 

demonstrated some distinction between the broader construct of dyadic coping and 

relationship quality.

Context, Purpose, and Hypotheses of the Present Study

Data for the present study were drawn from a larger study comparing manualized 

conjoint cognitive-behavioral therapy (CBT) to family systems therapy (FST) for the 

treatment of alcohol problems (Beutler et al., 1993; Beutler, Shoham, Jacob & 

Rohrbaugh, 1997).  Previous investigations with this data set have examined individual 

(Karno, Beutler & Harwood, 2002) and relational (Shoham, Rohrbaugh, Stickle & Jacob, 

1998; Trost, Rohrbaugh & Shoham, 1997) client-treatment matching variables.  Shoham 
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and colleagues found that couple-level variables moderated retention in CBT vs. FST.  

The primary variable examined was demand-withdraw interaction, a pattern in which one 

partner pursues and criticizes while the other withdraws and tries to avoid conflict 

(Christensen & Heavey, 1990).  The authors found that couples displaying higher levels 

of wife-demand/husband-withdraw interactions during discussion of the husband’s 

drinking problem tended to drop out of treatment after fewer sessions if assigned to CBT.  

Couples low in demand-withdraw interaction did equally well in both treatments.  The 

authors also rated couple affect during discussion of the husband’s drinking problem, and 

found that a lower ratio of positive to negative affect during the drinking discussion had a 

similar moderator effect on retention.  Trost and colleagues (1997) found that one 

additional variable, nonverbal synchrony, was unrelated to DWI or positive-negative 

affect ratio, but also moderated response to treatment.  Couples with more synchronized 

nonverbal behavior did better in CBT, while couples low in nonverbal synchrony 

benefited more from FST.  Shoham and colleagues (1998) concluded that relationship 

quality might be the common factor underlying these effects, and that more troubled 

couples might be more likely to stay in conjoint alcohol treatment if their relationship 

difficulties are addressed in treatment.  Despite this, they also noted that moderation 

effects were not seen when couples were directed to discuss a non-alcohol-related 

conflictual topic.  This leaves the possibility that specific behavior related to the problem 

that is the focus of treatment, not simply relationship quality, has an impact on treatment.

As previously noted, the present study expands on existing research by 

investigating communal coping in the context of couple treatment for alcoholism, a 
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problem typically conceptualized as individual in nature.  The primary question was 

whether communal coping, assessed prior to therapy, predicted or moderated response to 

two different types of conjoint alcohol treatment (an intercept question).  I hypothesized 

that couples who entered conjoint alcohol treatment with a more communal (vs. 

individual) outlook on the alcohol problem would attend more therapy sessions, be more 

likely to complete treatment, and would have better drinking outcomes.  I expected that 

CC would relate to outcome similarly in both treatments, in which case low CC would 

function as a general risk factor for poor treatment response.  In theory, in order to 

successfully engage in (and ultimately benefit from) conjoint treatment for an ostensibly 

individual problem, a couple should exhibit some communal coping skill with regard to 

the presenting complaint.  The prediction, therefore, was that couples with lower CC 

measured prior to treatment would attend fewer sessions, be less likely to complete 

treatment, and would have poorer drinking outcomes than those couples with higher CC.

The second question considered change in CC as a predictor of outcome: in this 

approach slope, rather than intercept, was the focus.  The study assessed 1) whether CC 

increased during treatment, and 2) whether increased CC corresponded to better treatment 

response in terms of sessions attended and drinking outcome.  Communal coping was 

expected to increase across time for couples in both therapy groups.  Because FST had a 

more explicit focus on CC, I hypothesized that CC would increase more among couples 

assigned to FST than CBT.  An additional prediction was that change in CC would relate 

to outcome the same way in both treatment groups.  That is, increased CC would 

correspond to more sessions attended, a greater likelihood of completing therapy, and 
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better drinking outcomes in both CBT and FST.  In other words, I hypothesized that 

communal coping would function as a kind of relational common factor—i.e., to the 

extent that either therapy helped to increase CC, it would also improve retention and 

drinking outcome.  A subsample of couples who completed marital interaction tasks at 

baseline and after twelve sessions of therapy was used to test hypotheses about change in 

communal coping.

A final and important aim of the study was to examine discriminant validity of the 

measure of CC used in the present study.  Discriminant validity was examined by 

assessing whether communal coping could be distinguished from the more general 

construct of relationship quality.  Since previous research with this dataset suggested that 

relationship quality may be the driving factor behind moderation effects, and other 

research has found dyadic coping to overlap somewhat with relationship quality, there is 

some question as to whether the two are separate constructs.  If so, this would support the 

idea that specific behaviors, not just overall quality of the relationship, may be helpful in 

predicting response to therapy.  It was expected that measures of CC and relationship 

quality would be moderately related, but not so highly as to be considered the same 

construct.
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METHOD

Overview

Data from 70 couples who participated in the Couples’ Alcoholism Treatment 

Project (Beutler et al., 1993; Rohrbaugh et al., 2002; Shoham et al., 1998) were used to 

examine (a) whether pre-treatment communal coping predicted response to two types of 

couple alcohol treatment, (b) whether pre-treatment CC moderated differential response 

to the two types of treatment, and (c) whether change in CC during therapy predicted 

treatment response.  The primary dependent variables in the current study were (a) 

number of sessions attended and (b) whether the drinker completed all 20 sessions of 

treatment.  Additional analyses were performed using estimated percentage of days 

abstinent from alcohol at last contact with the study, but due to attrition from 

measurement these data are limited and any conclusions must be considered tentative.  

The questions of whether pre-treatment communal coping predicts or moderates outcome 

were addressed using data from all participants who were assigned to treatment, attended 

at least 1 session of therapy, and completed a pre-treatment videotaped marital interaction 

task (n = 70 couples).  This group constituted the baseline or intercept sample.  Only a 

subsample of couples (n = 46) completed marital interaction tasks pre- treatment and after 

12 sessions of therapy (time 2).  This subsample, referred to as the slope subsample, was 

used to test hypotheses about change in communal coping.  Differences between this 

subsample and participants who did not complete a second marital interaction task were 

assessed and are described in the section headed “slope subsample.”  Finally, a 

preliminary assessment of convergent and discriminant validity of CC was made with an 
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eye toward distinguishing CC from marital quality.  Pre-treatment CC was correlated 

with variables thought to overlap substantially with CC, as well as with self-report and 

observational indicators of marital quality.

Participants

Of 97 (80 male, 17 female) drinkers who attended intake sessions at the 

University of California, Santa Barbara, 75 (63 male-drinker couples, 12 female-drinker 

couples) met inclusion criteria and attended at least 1 session of therapy after 

randomization to cognitive-behavior therapy (CBT, n = 36; 30 male-drinker couples, 6 

female-drinker couples) or family systems therapy (FST, n = 39; 33 male-drinker 

couples, 6 female-drinker couples).  Inclusion criteria for the primary drinkers were: (1) a 

diagnosis of alcohol abuse or dependence according to criteria in the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-3R) (3rd ed., rev.; American Psychiatric 

Association, 1987), (2) a score of 7 or greater on the Michigan Alcohol Screening Test 

(MAST; Selzer, 1971), and (3) currently in a committed couple relationship of at least 1 

year duration with an opposite-sex partner.  Both partners were required to participate 

fully in treatment and assessment. 

Intercept sample.  Of the couples who met inclusion criteria and attended at least 

1 treatment session, 70 (58 male-drinker couples, 12 female-drinker couples) completed a 

videotaped marital interaction task at the first assessment session, and comprise the 
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baseline (or intercept) sample.1  Male drinkers were on average 37.9 years old (SD = 8.8).  

Most (81%) were Caucasian, 9% were Latino, 3% Native American, 3% African-

American, and 3% another (unspecified) ethnicity.  Most of the male drinkers (90%) 

graduated high school, and 29% had a college degree.  Seventy-one percent were 

employed.  Fifty-eight percent were married to their partners, and 61% had children.  The 

drinkers’ average MAST score was 30.9 (SD = 9.9), well above the criterion score of 7 

for the current study.  Most (59%) had received prior treatment for alcoholism.  

Female drinkers looked similar to males in terms of demographics.  Their average 

age was 41.6 (SD = 7.4).  Ninety-two percent were Caucasian, and 8% reported their 

race/ethnicity as “other.”  Ninety-two percent were high school graduates, and 42% 

graduated college.  Fifty-eight percent were employed.  Half were married, and 58% had 

at least 1 child.  The average MAST score of the female primary drinkers was 29.7 (SD = 

10), and slightly more than half (55%) had been in prior alcohol treatment.

1 Five male-drinker couples met inclusion criteria and attended at least 1 treatment session, but were not 
included in the sample due to poor quality of Marital Interaction Task videotapes.

Comparisons of primary drinkers to their spouses revealed both similarities and 

differences.  Differences arose in education, age and previous alcohol treatment.  Wives 

of male drinkers were more likely than their husbands to have graduated high school, 

while there was no such difference between female drinkers and their husbands.  Male 

drinkers were about the same age as their spouses, but female drinkers tended to be 

slightly younger than their husbands.  One potentially interesting difference did emerge 

when looking at the percentage of spouses who had been in alcohol treatment.  While 

male primary drinkers were significantly more likely to have gone through prior alcohol 
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treatment (59%) than their wives (14%), the difference between female primary drinkers 

(55%) and their husbands (18%) was not significant.  This lack of statistical significance 

may be due to the smaller sample of female primary drinkers, but could reflect a slightly 

greater tendency of female alcoholics to be married to men who also abuse substances.

Slope subsample.  Due to attrition from measurement, only a subsample of 

couples (n = 46, 38 male-drinker couples and 8 female-drinker couples) completed a 

second marital interaction task after session 12 of treatment.  Of these couples, 20 (n=16 

male-drinker, n=4 female-drinker) were from the CBT group and 26 (n=22 male-drinker, 

n=4 female-drinker) were from the FST group.  This subsample was used to test 

hypotheses regarding changes in communal coping during therapy.  The average age of 

male drinkers was 38.5 (SD = 9.2).  Most (90%) were Caucasian, 3% were Latino, 3% 

African-American, and 5% another ethnicity.  Most of the male drinkers (95%) graduated 

high school, and 34% had a college degree.  Fifty-seven percent were married to their 

current partner, and 56% had children.  Seventy-one percent were currently employed.  

The average MAST score was 29.6 (SD = 10.2).  About half (55%) had received prior 

treatment for alcoholism.  

The average age of female drinkers was 43 (SD = 8.2).  Eighty-eight percent were 

Caucasian, and 13% reported their race/ethnicity as “other.”  Eighty-eight percent were 

high school graduates, and 50% graduated college.  Fifty percent were employed.  Most 

(75%) were married to their partner, and 75% had children.  The average MAST score of 

the female primary drinkers was 27.7 (SD = 7.7), and most (63%) had been in prior 

alcohol treatment.
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Comparisons between the drinkers and spouses in this subsample again revealed 

few differences.  Husbands were older than wives.  Wives of male drinkers were

somewhat more likely than their husbands to have completed college.  Male drinkers 

were more likely to have been in prior treatment for alcohol problems (54%) than their 

wives (9%), but this difference was not significant for female drinkers (63%) and their 

husbands (25%).

Comparisons between the slope subsample and participants who did not complete 

a second marital interaction task revealed only 1 demographic difference.  Drinkers in the 

subsample were somewhat better educated than drinkers who dropped out (χ2 = 4.09, 1 

df, p < .05).  No differences emerged in terms of age, ethnicity, income, alcoholism 

severity, reported marital problems, length of relationship, nature of presenting 

complaint, or previous alcohol treatment.  There was, however, a substantial difference in 

number of therapy sessions attended, as might be expected.  Slope subsample participants 

attended an average of 18 sessions, while assessment dropouts attended 7 sessions on 

average (t = -8.4, 32 df, p < .01).  While about 66% (31 of 46) of slope subsample 

participants completed 20 sessions of therapy, only 4% (1 of 24) of assessment dropouts 

did so.

Procedure 

Treatment and Therapists.  Therapy was conducted according to manuals 

developed over an 18-month period prior to the beginning of the project.  The manuals 

for CBT and FST are described in Wakefield, Williams, Yost and Patterson (1996) and 
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Rohrbaugh, Shoham, Spungen and Steinglass (1995), respectively.  Authors of the 

manuals provided training and supervision to ensure therapist competence and adherence 

to treatment principles.

Both CBT and FST were designed as 20-session conjoint (couple) treatment 

packages.  The first or active phase of treatment consisted of the first 12 sessions and 

lasted 6-12 weeks.  Sessions 13-20 were designated as a relapse prevention phase, with 

meetings spread out over 4-8 months.  CBT tended to be more directive and structured, 

and to proceed more quickly than FST.  The main aim of both treatments was to help 

clients achieve abstinence from alcohol.  The FST approach to eliminating drinking 

involved a focus on changing couple interaction patterns thought to maintain drinking.  

Part of the FST approach involved encouraging clients to conceptualize alcohol as an 

intruder in their relationship, and to work together to eliminate the intruder; in essence, to 

increase their communal coping with regard to the drinking problem.  The CBT approach 

stressed developing cognitive and behavioral skills that would help clients achieve and 

maintain abstinence.  The spouse was actively involved in treatment as a primary source 

of support for the drinker, and was encouraged to choose a habit of his or her own to 

eliminate as an empathy-building exercise.

Therapists were 18 master’s level clinicians recruited from the Santa Barbara 

community.  All had at least 1 year of experience working with substance abuse clientele, 

and were familiar with CBT (n=9, 4 men, 5 women) or FST (n=9, 2 men, 7 women).  

Therapist adherence to treatment principles was rated by supervisors, who regularly 
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reviewed videotaped sessions and completed checklists of prescribed and proscribed 

therapist behavior.

Original data collection.  Prior to beginning therapy, participants who met 

inclusion criteria completed two assessment sessions.  In these sessions participants 

completed a number of research questionnaires, as well as a time-line follow-back 

interview (TLFB; Sobell & Sobell, 1992) about the primary drinker’s recent alcohol use.  

The measures collected that are relevant to the current study are the Michigan Alcohol 

Screening Test (MAST; Selzer, 1971), which provided measures of alcoholism severity; 

a personal history questionnaire that provided demographic and life history information 

from both spouses; and the Communication Patterns Questionnaire (CPQ; Christensen & 

Sullaway, 1984)

During the second pre-treatment assessment session, each couple consented to 

and was videotaped participating in a marital interaction task, part of which was used in 

the current study to rate communal coping.  In order to keep the assessments and therapy 

as separate as possible, trained graduate student research assistants, not therapists, guided 

participants through the task.  Couples were asked to discuss, in order, 3 topics: (1) plans 

for a vacation (5 minutes), (2) an area of conflict in the couple’s relationship that was 

unrelated to drinking (10 minutes), and (3) the primary drinker’s drinking (10 minutes).  

For each portion of the task, the research assistant gave the couple instructions to discuss 

the topic and left the room during the discussion.  Only the portion of the marital 

interaction task in which couples discussed the primary drinker’s drinking was used in 

the current study.  
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An additional assessment session was conducted after couples completed session 

12 of treatment.  Since therapy proceeded at each couple’s individual pace, the number of 

days between the baseline and time 2 assessments varied.  Once again, couples completed 

a time-line follow-back interview and repeated the drinking discussion portion of the 

marital interaction task.  The tape of the time 2 marital interaction task was used to rate 

communal coping during treatment.  Later assessment sessions were conducted at 

termination (after session 20, or after an equivalent time lapse for dropouts), and 6 and 12 

months after the end of treatment.  These data were not used in the present study.  Due to 

high attrition from measurement, drinking outcome data are sparse, and conclusions 

about the effect of treatment on drinking outcome will be tentative.

Ratings of communal coping.  Ratings of communal coping were made by six 

trained raters using a scale developed in the Family Research Lab at the University of 

Arizona (described in Measures section below).  Training began with reading and group 

discussion of the Lyons article describing the concept of communal coping.  Next, the 

raters watched and rated sample marital interaction tapes from an unrelated study until 

inter-rater reliability reached an acceptable level.  Once raters were adequately trained 

using sample tapes, they rated Baseline and Time 2 drinking discussion marital 

interaction tapes.  Raters viewed tapes as a group, and after the training period were not 

allowed to discuss the ratings of each tape in order to ensure independence of rater 

observations.  Efforts were made to keep raters blind to time of measurement, treatment 

group, and outcome by presenting the videotapes in random order.
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Measures

Primary Study Variables

Communal coping.  The scale used by raters is a 6-item scale developed in the 

Family Research Lab at the University of Arizona to assess the appraisal and action 

dimensions of communal coping.  The scale is reproduced in Appendix A.  The first two 

questions on the scale ask raters to assess the cognitive component of communal coping, 

or appraisal.  Raters indicated on a 9-point scale the degree to which each spouse 

appeared to define the drinking problem as individual (e.g. “mine” or “yours”) vs. 

communal or “ours.”  The next two questions assess responsibility for action: raters 

judged, again on a 9-point scale, to what degree each spouse sees it as one person’s vs. 

“our” responsibility to take some kind of action to help solve the drinking problem.  The 

final two questions inquire about taking action: raters judged the degree to which the 

couple has taken action together in the past, and the degree to which they seem to 

contemplate taking joint action regarding the drinking problem in the future.  Low 

numbers corresponded to more individual appraisal and action, while higher numbers 

corresponded to more communal appraisal and action.  Additional items regarding 

percentage of time each spouse spent talking, as well as percentage of time spent on and 

off task are also included on the scale.  

Reliability analyses of the scale indicated that raters tended to agree in their 

judgments of the degree to which couples coped communally vs. individually, and that 

raters tended to see spouses as having similar coping styles.  Inter-rater reliability for the 

six main items was high, ranging from α = .82-.93, indicating high levels of agreement 
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with regard to ratings of CC.  High internal consistency of items on the scale (α=.92 for 

Baseline ratings, α=.94 for Time 2 ratings) suggested that raters tended to view all items 

as aspects of the same construct.  Finally, inter-spouse correlations for problem location 

and responsibility for action were r = .67 and r = .68, respectively, indicating that raters 

tended to view CC as a couple-level construct, even when rating each spouse’s behavior 

separately.  Because the items on the scale intercorrelated highly, all 6 items were 

combined to produce a single communal coping score for each couple at Baseline and at 

Time 2. 

Drinking severity.  The Michigan Alcoholism Screening Test (MAST; Selzer, 

1971) is a 25-item questionnaire that assesses alcohol-related problems over an 

individual’s lifespan.  Interviewees are asked whether a variety of events, such as being 

arrested for drunk driving, blacking out, neglecting work, or neglecting social obligations 

have happened in their lives.  Certain events are considered diagnostic and earn the 

interviewee 5 points, the criterion for being considered to have a drinking problem.  

Individuals without drinking problems typically score in the 0-3 range, a score of 4 is 

considered borderline, and scores of 5 or above are considered indicative of problem 

drinking.  

Treatment retention and dropout.  The main measure of retention was the number 

of sessions attended by at least one member of the couple.  The distribution of this 

variable was negatively skewed, given that many couples completed all 20 sessions.  

However, transformations of the scale of measurement did little to alter the distribution, 

so the untransformed variable was used in analyses.  The second indicator of retention 
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was a dichotomous variable indicating whether or not the primary drinker completed 

treatment.  In all, 32 (46%) of the 70 primary drinkers completed treatment.

Drinking before and during treatment.  The time-line follow-back interview 

(TLFB; Sobell & Sobell, 1992) was used to assess drinking before, during and after 

treatment. In order to assess drinking, interviewers asked participants to report on 

frequency and quantity of alcohol use over the 90 days prior to the interview.  Percentage 

of days abstinent was used as the primary drinking outcome variable in the present study.  

Interviewers tried to prompt participants’ memories by using calendars and asking about 

important days such as paydays, weekends or holidays.  The TLFB has good test-retest 

and inter-observer reliability. 

The original study protocol called for 5 administrations of the TLFB: a pre-

treatment baseline (T1), after session 12 (T2, during treatment), at termination (T3, after 

session 20 or comparable length of time for dropouts), and at 2 follow-up intervals (T4 & 

T5, 6 and 12 months after the end of treatment).  However, as noted previously, attrition 

from measurement was high (and differential—more couples dropped out of CBT than 

FST) and follow-up data were not available for many participants.  In order to 

approximate a measure of drinking during treatment, I averaged T2 and T3 TLFB scores, 

and entered baseline TLFB scores for the 14 CBT and 7 FST cases that only completed 

the pre-treatment assessment.  This estimate assumes that participants who did not 

provide TLFB data after the baseline assessment continued to drink at levels similar to 

those reported at last contact with the study.  
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Additional Variables for Discriminant Validity Analyses

Because the present study uses a relatively new and untested measure to assess 

communal coping, and because it is important to determine whether CC can be 

distinguished from relationship quality, it was important to assess the relationship of the 

present study’s measure of CC to indicators of relationship quality.  Two self- report and 

two observational measures of relationship quality were available, and are reviewed 

below.

Relationship quality.  Two self-report and two observer-rated measures were used 

to estimate relationship quality.  The self-report measures were the constructive 

communication and demand-withdraw subscales of the Communication Patterns 

Questionnaire.  Observational ratings of demand-withdraw interaction during discussion 

of the primary drinker’s alcohol problem were used as one indicator of relationship 

quality.  The second observational indicator of relationship quality was the ratio of 

positive to negative affect expressed during discussion of the primary drinker’s alcohol 

problem.

Constructive communication.  The constructive communication subscale of the 

Communication Patterns Questionnaire (CPQ; Heavey, Larson, Christensen, & 

Malamuth, 1996) is a 7-item self-report measure of the quality of couple communication 

in areas like negotiation, positive expression of feelings, blame, threat and aggression.  

Heavey et al. (1996) demonstrated that the scale has high internal consistency (alpha > 

.80) and interspouse agreement (r = .67).  The measure also correlates highly (r = .74 

husband, r = .78 wife) with the Dyadic Adjustment Scale, a longer survey assessing 
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marital satisfaction.  Sixty-six couples had CPQ data from both partners.  Partners’ scores 

were moderately correlated (r = .35), and were averaged to create a couple-level variable.

Demand-withdraw couple interaction.  Both observational and self-report 

measures of demand-withdraw interaction (DWI) were collected using methods 

developed by Christensen and colleagues (Christensen & Heavey, 1990; Christensen & 

Sullaway, 1984).  Observer ratings of DWI during the pre-treatment drinking discussion 

were made of 69 couples by 3 trained graduate student judges from the University of 

Arizona.  The judges rated each spouse’s actions during the 10-minute drinking 

discussion segment of the marital interaction on 3 demand dimensions (pursues 

discussion, blames, pressures for change) and 2 withdraw dimensions (avoidance, 

withdrawal).  All ratings were made on a 1-9 scale, where 1 = “not at all” and 9 = “almost 

constantly.”  Spouse-demand/drinker-withdraw (Wd/Hw) scores were calculated by 

adding the non-drinking partner’s average rating on the 3 demand items to the drinking 

partner’s average rating on the 2 withdraw items.  Drinker-demand/spouse-withdraw 

(Hd/Ww) items were calculated similarly—the drinker’s average rating on the demand 

items was added to the spouse’s average rating on the withdraw items.  Shoham, 

Rohrbaugh, Stickle and Jacob (1998) found acceptable levels of reliability for both 

Sd/Dw and Dd/Sw scores in terms of both inter-rater agreement (R ranged from .85-.95), 

and internal consistency (α = .52-.82).

The self-report measure of DWI came from two 3-item subscales on the CPQ that 

ask about demand-withdraw interactions: one asks how much the respondent demands 

(tries to start discussions, pressures/nags/demands, or criticizes) while the partner 
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withdraws (avoids discussion, becomes silent/refuses to continue discussion, or defends 

self); the other scale uses the same items to ask how much the partner demands while the 

respondent withdraws.  Shoham and colleagues (1998) found intrascale alphas similar to 

those found by developers of the CPQ.   Sixty-six couples had CPQ DWI data from both 

partners.  Agreement between spouses about DWI was moderate (r = .36 for Spouse 

demand/Drinker withdraw; r = .37 for Drinker demand/Spouse withdraw).  Partners’ 

scores were averaged to create couple-level DWI scores.  Couple-level total DWI was 

calculated by summing couple-level Spouse demand/Drinker withdraw (Sd/Dw) and 

Drinker demand/Spouse withdraw (Dd/Sw) scores.

Couple affect.  Trained judges from the University of Oregon Marital Studies 

Program made ratings of positive and negative affect using the microanalytic Marital 

Interaction Coding System (MICS; Weiss & Summers, 1983).  These judges rated the 

drinking discussion portion of the marital interaction task.  Composite scores for positive 

and negative affect during the 10-minute marital interaction were computed by summing 

the rates per minute of positive and negative MICS codes.  The positive-affect score was 

comprised of agree, approve, assent, compliance, and positive physical contact codes.  

The negative-affect score included criticize, disagree, put down, deny responsibility, 

disengage, excuse, mind-read negative, noncompliance, turn off, and withdrawal codes.  

Ratings of drinker and spouse positive affect were correlated r = .35, while ratings of 

partners’ negative affect scores were correlated r = .61.  Drinker and spouse scores were 

combined to create couple-level positive and negative affect scores.  A ratio of positive to 

negative couple affect was then calculated by dividing the couple positive affect score by 
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the couple negative affect score.  Inspection of box plots of affect ratios showed that the 

distribution was positively skewed by several extreme scores.  A log10 transformation of 

the data normalized the distribution.  Transformed values of the affect ratio were used in 

analyses.  The same transformed ratio was used by Shoham et al. (1998) as an index of 

general couple functioning.
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RESULTS

Overview

First, relationships among the main study variables were examined using 

correlations.  Next, ordinary least squares (OLS) and logistic regressions were used to 

assess the question of whether pre-treatment CC predicts and/or moderates treatment 

response.  OLS regression was used to assess questions regarding number of sessions 

attended, while logistic regression was used in analyses of treatment completion.  

Subsequent analyses were performed using participants in the slope subsample.  Change 

in CC over time was assessed using ANOVA.  OLS and logistic regression were used 

again to address the question of whether change in CC predicts treatment response.  

Correlations were used to examine the discriminant validity of CC ratings.  Finally, 

exploratory analyses including those regarding drinking outcome, are reported at the end 

of the results section.  OLS regression was used to assess the relationship between 

baseline CC and days abstinent at last contact with the study.  T-tests were used to 

explore relationships between change in CC and treatment response.

Although previous research suggests there may be important differences between 

male-alcoholic and female-alcoholic couples (cf. Brown, Kokin, Seraganian, & Shields, 

1995; Cronkite & Moos, 1984; Olenick & Chalmers, 1991; Schneider, Kviz, Isola, & 

Filstead, 1995), the small number of female-alcoholic couples in the present study 

precludes analyses of sex differences.  Comparisons of female-drinker couples to male-

drinker couples revealed few differences in terms of demographics (noted in Participants 

section) or outcome variables, providing further justification for performing main study 
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analyses with all couples combined.  A cursory assessment of the impact of drinker sex 

on results will be made by repeating analyses with female-drinker couples excluded and 

noting whether results change substantially.

Preliminary Analyses: Relationships Among Main Study Variables

The main study variables of interest were correlated to allow examination of their 

inter-relationships.  Those correlations are listed in Tables 1 and 2.  Communal coping 

was weakly associated with sex of the primary drinker.  Couples in which the primary 

drinker was female were rated slightly higher on both Baseline (r = .21, p < .10) and 

Time 2 (r = .28, p < .10) communal coping.  Treatment, as previously reported by 

Shoham and colleagues (1998), was correlated with number of sessions attended (r = .27, 

p < .05).  Specifically, couples in the CBT group attended fewer sessions than couples in 

the FST group.  CBT participants were also somewhat less likely to complete treatment 

than FST couples, although this correlation only reached trend level (r = .24, p < .10).  

Other variables associated with retention in therapy included lower pre-treatment MAST 

scores (r = -.27, p < .05 & r = -.27, p < .05 for number of sessions and treatment 

completion, respectively) and a greater estimated percentage of abstinent days at last 

contact with the study (r = .54, p < .01 & r = .39, p < .01 for number of sessions and 

treatment completion, respectively).  In other words, those drinkers who remained in 

therapy longer tended to begin treatment with less severe alcohol problems, and tended to 

have higher estimated percentages of days abstinent from alcohol when they left the 

study.
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Table 1  

Correlates of baseline communal coping (CC).

1 2 3 4 5 6 7 8
Communal 
coping
     1. Baseline
         (n)

-- .04
(46)

-.03
(70)

.21†

(70)
.16
(69)

.02
(67)

.03
(68)

.10
(69)

2. Time 2
         (n)

-- -.20
(46)

.28†

(46)
.21
(46)

-.12
(43)

-.09
(46)

.22
(46)

Grouping 
variables
     3. Treatmenta

(n)
-- -.03

(70)
-.11
(69)

-.01
(67)

-.06
(68)

-.15
(69)

     4. Primary
         drinker sexb

         (n)
-- .16

(69)
-.03
(67)

-.03
(68)

.02
(69)

Individual 
characteristics
     5. Drinker age
         (n)

-- -.01
(66)

.12
(68)

.59**
(69)

     6. Drinking
         severity
         (n)

-- .53**
(65)

-.01
(66)

     7. Prior
         treatmentc

         (n)
-- .17

(68)
     8. Length of
         relationship
         (n)

--

a. Treatment: CBT = 1, FST = 2

b. Sex of primary drinker: Male = 1, Female = 2

c. Prior alcohol treatment: 1 = No, 2 = Yes

** p < .01, * p < .05, † p < .10
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Table 2  

Correlates of outcome measures.

1 2 3 4 5 6 7 8 9
Outcome 
measures
1. # Sessions
         (n)

-- .78** 
(70)

.54**
(67)

.27*
(70)

-.05
(70)

.12
(69)

-.27*
(67)

-.10
(68)

.12
(69)

2. Completiona

(n)
-- .39**

(67)
.24†

(70)
-.04
(70)

.15
(69)

-.26*
(67)

-.08
(68)

.09
(69)

3. Abstinence
         (n)

-- .06
(67)

-.10
(67)

.04
(66)

-.05
(64)

.23†

(65)
.16
(66)

Grouping 
variables
4. Treatmentb

         (n)
-- -.03

(70)
-.11
(69)

-.01
(67)

-.06
(68)

-.15
(69)

5. Primary  
    drinker sexc

         (n)
-- .16

(69)
-.03
(67)

-.03
(68)

.02
(69)

Individual 
characteristics
6. Drinker age
         (n)

-- -.01
(66)

.12
(68)

.59**
(69)

7. Drinking
    severity
         (n)

-- .53**
(65)

-.01
(66)

8. Prior
    treatmentd

    (n)
-- .17

(68)
9. Length of
    relationship --
a. Completion: Did not complete treatment = 1, Completed treatment = 2

b. Treatment: CBT = 1, FST = 2

c. Sex of primary drinker: Male = 1, Female = 2

d. Prior alcohol treatment: 1 = No, 2 = Yes

** p < .01, * p < .05, † p < .10
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Prediction of Retention from Pre-Treatment Communal Coping: Intercept Sample

Simultaneous multiple regression analyses were employed in order to test 

hypotheses regarding the relationship of pre-treatment communal coping to retention in 

treatment.  OLS regression was used to predict number of sessions attended, while 

logistic regression was used to predict treatment completion.  For OLS regressions, CC 

scores were first centered by subtracting them from the distribution mean.  The treatment 

variable was dummy coded -1 for CBT and +1 for FST, and interaction terms were 

calculated by multiplying the centered scores.  Descriptive statistics associated with 

intercept sample analyses are included in Table 3.

Results of retention analyses are reported in Tables 4 and 5 and Figures 1 and 2.  

Number of sessions attended was regressed on treatment group, T1 communal coping, 

and their interaction.   Because pre-treatment MAST score was associated with retention 

in preliminary analyses, regression analyses were performed with MAST entered as a 

control variable.  All predictors were significantly related to retention.  When predicting 

treatment completion using the same variables, treatment group and the treatment by 

communal coping interaction were significant.  Participants in FST attended more 

sessions on average (β = .23, p < .05) and were more likely to complete treatment (Wald 

= 7.6, p < .01) than participants in CBT.  Couples with low pre-treatment CC attended 

fewer sessions of treatment than those with higher pre-treatment CC (β = .34, p < .01).  

Finally, couples attended the fewest sessions (β = -.29, p < .01) and were least likely to 

complete treatment (Wald = 5.7, p < .05) if they were both assigned to CBT and had 

lower T1 CC.  Couples who began treatment with low CC and were assigned to CBT 
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attended just under 9 sessions on average, compared to 15-16 on average for high CC 

couples and low CC couples assigned to FST.  Completion rates showed that about 12% 

of low CC CBT couples completed treatment, compared to at least 56% of low CC FST 

and high CC couples in either treatment.  Results indicate that pre-treatment communal 

coping moderates retention in treatment, with low CC functioning as a risk factor for 

early dropout among couples in CBT, but not those in the FST group.  Regression 

analyses were repeated including only couples in which the male partner was the primary 

drinker.  Results were similar but weaker, with most predictors reduced to trend-level 

significance.

Table 3  

Means (and SDs) of outcome variables by treatment condition and level of

 baseline CC*.

Low Baseline CC High Baseline CC
Number of sessions attended
CBT M (SD)   8.7 (6.6) 16.1 (5.7)

n 17 16
FST M 15.2 (7.1) 16.8 (5.1)

n 18 19

Percent completing treatment
CBT M 12% 56%

n 17 16
FST M 56% 58%

n 18 19

Estimated abstinence at last 
contact with study
CBT M (SD) 56% (40) 85% (23)

n 15 16
FST M (SD) 76% (24) 73% (31)

n 17 19
* Based on median split
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Table 4 

Number of sessions as predicted by treatment condition, baseline CC, and Michigan 

Alcoholism Screening Test (MAST) scores:  The intercept sample (n=67).

Variable B SE B Β
Treatment 1.58 .72 .23*
Baseline CC -2.41 .76 -.34**
MAST score .20 .08 .27*
Treatment X CC 2.08 .76 -.29**
† p < .10.  * p < .05.  ** p < .01. 

Table 5  

Treatment completion as predicted by treatment condition, baseline CC, and MAST 

scores: The intercept sample (n=70).

Variable B SE B Wald
Treatment -5.75 2.09 7.55**
Baseline CC -.08 .36 .05
MAST score -.08 .03 5.61*
Treatment X CC 1.93 .81 5.72*
† p < .10.  * p < .05.  ** p < .01. 
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Figure 1.  Number of sessions attended as a function of treatment group and baseline 

communal coping.
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Figure 2.  Percentage of drinkers who completed treatment as a function of treatment 

group and baseline communal coping.
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In summary, the prediction that pre-treatment level of CC would function as a 

general predictor of retention in treatment was not supported.  Instead, low pre-treatment 

communal coping functioned as a risk factor for dropping out of treatment only when 

couples were assigned to CBT.  FST appeared to provide an opportunity for even low CC 

couples to engage in treatment.  With regard to the current data, pre-treatment CC 

functioned as a moderator, rather than a general predictor of treatment response.  

Change in Communal Coping Over Time: Slope Subsample

A mixed-model analysis of variance was performed using the slope subsample to 

assess differences in communal coping across time and between treatment groups.  Time 

(T1 and T2 communal coping) was entered as a within-subjects factor, with Treatment 

group (CBT and FST) as the between-groups factor.  There were no significant 

differences over time or between treatment groups, nor was there an interaction between 

Time and Treatment group.  Baseline CC was not significantly different across treatment 

groups (CBT: M = 2.4, SD = 1.0, n = 33; FST: M = 2.4, SD = .97, n = 37), nor was Time 

2 CC (CBT: M  = 3.0, SD = 1.3, n = 20; FST: M = 2.5, SD = 1.1, n = 26).  This result is 

counter to the hypothesis that CC would increase over time, and that it would increase 

more in FST than CBT.  Table 6 lists descriptive statistics for communal coping in each 

treatment group, and for the entire sample, at each measurement time.  
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Table 6

Communal coping across time.

Baseline CC Time 2 CC
CBT M
SD
n

2.4
(1.0)
33

3.0
(1.3)
20

FST M
SD
n

2.4
 (.97)
37

2.5
(1.1)
26

Full sample M
SD
n

2.4
 (.98)
70

2.7
(1.2)
46

Oddly enough, baseline and Time 2 communal coping appear to be unrelated to 

each other (r = .04, p > .10, n = 46).  This is not only true of the entire slope subsample, 

but true of each treatment group individually (CBT: r = .01, p > .10, n = 20; FST: r = .00, 

p > .10, n = 26).  About ½ of the slope subsample increased CC from baseline to Time 2 

(n = 22; n = 12 FST, n = 10 CBT), while the other half decreased (n = 24; n = 14 FST, n 

= 10 CBT).  Within these sub-groups of CC increasers and decreasers, baseline and Time 

2 CC correlate significantly (r = .72 , p = .00, n = 22, and r = .58, p = .00, n = 20, 

respectively). It appears that in this dataset, the correlations between baseline and Time 2 

CC were moderated by the direction of change in CC.

Prediction of Retention from Change in Communal Coping: Slope Subsample

Although no mean changes were observed in communal coping from T1 to T2, 

planned analyses were performed and are reported below.  Descriptive statistics 

associated with analyses are shown in Table 7.  Hypotheses regarding change in 
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communal coping were tested using OLS and logistic regression.  Forty-six couples (n = 

20 CBT, n = 26 FST) had data available at both baseline and time 2, and were used for 

the following tests.  CC change scores were calculated for each couple by subtracting 

Baseline CC from Time 2 CC.  Change scores were centered (as described previously) 

and the centered variable was used in OLS regression analyses.

Table 7

Means (and SDs) of outcome variables by treatment condition and level of baseline CC*: 

The slope subsample.

Low Baseline CC High Baseline CC
Number of sessions completed
CBT M (SD) 14.7 (4.8) 17.6 (4.6)

n 7 13

FST M (SD) 19.7 (.95) 18.7 (2.2)
n 10 16

Percent completing treatment
CBT M 28.6% 69%

n   7 13
FST M 90% 69%

n 10 16

Estimated abstinence
CBT M (SD) 78% (36) 83% (25)

n   7 13

FST M (SD) 77% (27) 78% (30)
n 10 16

* Based on a median split of the full sample

Treatment group, CC change and their interaction were used to predict number of 

sessions attended and treatment completion.  Pre-treatment drinker MAST score was 
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added as a control variable.  Only treatment group predicted number of sessions attended 

(  = .37, p = .01), with couples in the FST group attending more sessions than couples in 

the CBT group.  Results were the same when female primary-drinker couples were 

excluded from the analysis.  No significant predictors emerged for treatment completion.

Results are reported in Tables 8 and 9.

Table 8 

Number of sessions attended as predicted by treatment condition, change in CC, and the 

interaction of treatment with change in CC. Michigan Alcoholism Screening Test 

(MAST) scores and baseline CC included as control variables:  The slope subsample 

(n=46).

Variable B SE B β
Treatment 1.20 .42     .40**
CC Change .28 .36 .14
MAST score .11 .04    .37*
Baseline CC -.56 .62 -.16
Treatment X CC Chg -.19 .28 -.10
† p < .10.  * p < .05.  ** p < .01. 
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Table 9

Treatment completion as predicted by treatment condition, change in CC, and MAST 

scores: The slope subsample (n=44).

Variable B SE B Wald
Treatment -1.25 .77 2.61
CC Change -.48 .41 1.34
MAST score -.06 .04 2.41
Treatment X CC Chg .17 .51 .11
† p < .10.  * p < .05.  ** p < .01.

In sum, hypotheses regarding change in CC over time and the effect of change in 

CC on retention were not supported.  As previously noted, CC did not change 

significantly over time for either treatment group.  Therefore, no conclusions can be 

drawn regarding the impact of change in CC on treatment response.  It remains unknown 

whether CC skills can be enhanced in treatment, and whether enhancing such skills 

would correspond to better treatment response.

Discriminant Validity of Observer-Rated Communal Coping (CC)

Findings regarding discriminant validity were encouraging.  Baseline observer-

rated couple communal coping did not correlate significantly with self-reported 

constructive communication (r = .13, p > .10, n = 66) or total self-report DWI (r = -.19, p

> .10, n = 66).  Observer ratings of DWI and the ratio of positive to negative affect were 

moderately correlated with observer rated communal coping (r = -.29, p < .05, n = 69 and 

r = .37, p < .01, n = 68, respectively).  These moderate correlations are approximately on 
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the order predicted, and may be attributable either to shared method variance or overlap 

between constructs.

  Hypotheses regarding the relationship between CC and relationship quality 

measures were supported.  There was evidence for discriminant validity of CC ratings, as 

they did not correlate strongly with self-report measures of constructive communication 

or demand-withdraw interaction from the CPQ.  Observer-rated CC correlated 

moderately with observer-rated demand-withdraw interaction, and with observer-rated 

couple affect.  This may be attributable to overlap between constructs, but given the low 

correlations between CC ratings and self-report relationship quality measures, it is more 

likely that the relationship can be attributed to shared method variance.  Pending 

replication, the present study provides evidence to suggest that CC is not the same 

construct as relationship quality.

Exploratory Data Analyses

Abstinence from alcohol: intercept sample.  Descriptive statistics related to 

estimated abstinence at last contact with the study are shown in Table 3.  Estimated 

abstinence at last contact with the study was the dependent variable in OLS regression 

analysis.  Predictors included in the equation were treatment group, baseline CC, and 

their interaction.  Communal coping was unrelated to abstinence at last contact with the 

study, nor was treatment group in this intent-to-treat analysis.  The interaction between 

treatment group and baseline CC approached significance (β = .21, p = .09).  Low CC 

couples in CBT tended to have lower abstinence at last contact with the study than low 
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CC couples in FST or high CC couples in either treatment group.  Results are reported in 

Table 10 and illustrated in Figure 3.  Results were the same when female-drinker couples 

were excluded from the analysis.  Although no firm conclusions can be drawn given the 

amount of missing data and estimation of abstinence rates, this finding provides a hint 

that CC relates to abstinence as it does to retention.    

Table 10 

Estimated abstinence from alcohol at last contact with the study as predicted by treatment 

condition, baseline CC, and their interaction: The intercept sample (n=66).

Variable B SE B Β
Treatment 1.92 3.81 .06
Baseline CC -2.24 3.87 -.07
Treatment X CC 6.68 3.87 .21†

† p < .10.  * p < .05.  ** p < .01. 

Figure 3.  Intent to treat analysis of estimated percentage of days abstinent as a function 

of treatment group and baseline communal coping (n=66).
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The intent-to-treat analysis reported above was repeated using only those 

participants who provided drinking data beyond the baseline assessment.  This severely 

limits the generalizability of conclusions that can be drawn from the data, given the 

highly selective nature of the sample.  Forty-nine couples provided drinking data beyond 

the baseline assessment (n = 19 CBT, n = 30 FST).  Abstinence at last contact with the 

study was regressed on treatment group, baseline CC, and their interaction.  Baseline 

abstinence was included as a control variable, and was predictive of later abstinence ( =-

.58, p < .01).  In this highly selected group, treatment group was predictive of later 

abstinence ( =-.36, p < .01).  CBT couples tended to have a greater percentage of days 

abstinent (n = 19, M = 85.9%, SD = 25%) than FST couples (n = 30, M = 76%, SD =

27.3%), possibly reflecting a tendency for less communal couples to leave CBT early, 

leaving only those best able to benefit from treatment.  Most interesting, however, was 

the interaction between CC and treatment group.  Although this interaction only reached 

trend level, there was a tendency within this group for low CC couples in the FST group 

to have lower estimated abstinence at last contact with the study ( =.24, p = .07).  There 

was no such relationship between estimated abstinence and CC among couples in CBT.  

This provides a preliminary hint that CC may be important not only for engagement in 

treatment, but also for drinking outcome.  As noted in the previous paragraph, the intent-

to-treat analysis showed a similar interaction—however, in that instance the data 

suggested that low CC is a risk factor for poor abstinence outcomes in CBT couples.  

Although highly speculative, these exploratory findings suggest that low CC functions as 

a risk factor for poor drinking outcome in conjoint alcohol treatment.  This is consistent 

with the idea that recovery from alcohol dependence goes more smoothly when the 
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drinker has a supportive environment that encourages sobriety.  Clearly the relationship 

between CC and drinking outcome should be examined further with a more complete 

dataset.  Results are reported in Table 11.

Table 11

Estimated abstinence from alcohol at last contact with the study as predicted by treatment 

condition, baseline CC, baseline abstinence, and a treatment X CC interaction: 

participants who provided abstinence data beyond the baseline assessment (n = 49).

Variable B SE B Β
Treatment -9.71 3.46 -.36**

Baseline CC 1.35 3.29 .05
Baseline abstinence -.46 .10 -.58**

Treatment X CC -6.27 3.36 -.24†

† p < .10.  * p < .05.  ** p < .01. 

Abstinence from alcohol: slope subsample.  To predict estimated abstinence at 

last contact with the study, estimated abstinence was regressed on Treatment, CC 

Change, and their interaction.  Results are reported in Table 12.  When all couples in the 

slope subsample were included in an intent-to-treat analysis, no variables significantly 

predicted abstinence at last contact with the study.
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Table 12

Estimated abstinence at last contact with the study as predicted by treatment condition, 

change in CC, and their interaction: The slope subsample (n=44).

Variable B SE B Β
Treatment -3.80 4.27 -.14
CC Change -.36 2.88 -.02
Treatment X CC Chg 1.00 2.88 .05
† p < .10.  * p < .05.  ** p < .01.

Change in CC and treatment response. Clearly the question of whether and how 

changes in CC relate to treatment engagement and response could not be addressed as 

intended in the present study, given the lack of change in CC over time.  However, a 

number of exploratory analyses were conducted to assess (in a crude way) potential 

relationships between change in CC and treatment response, and to provide hints for 

future study.  The first question was whether couples who began treatment with low CC 

(below the group median) changed more over time than those who began treatment with 

high CC.  Indeed, couples who began treatment with low CC and remained in treatment 

long enough to complete a second assessment session (n = 17) increased about 1 point, 

while couples who began treatment with higher CC and stayed through the second 

assessment (n = 29) actually decreased slightly (less than 1/3 point).  The difference was 

statistically significant (F(1,44) = 9.34, p < .01).  This may simply be indicative of more 

room to change for low CC couples, who essentially were at the most individual end of 

the rating scale prior to treatment.  However, this may also represent an ability to 

incorporate CC skills into one’s coping repertoire as therapy progresses.  The lack of 

change in couples coded as “high” on CC (above the median) is somewhat surprising, as 
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these couples were not extremely high to begin with, and might have been expected to 

increase in communal orientation and behavior during treatment.  This may reflect a 

“good enough” level of CC to keep couples in treatment.  

The second question was whether couples who increased in CC differed from 

couples for whom CC decreased in terms of treatment response (sessions attended, 

treatment completion, drinking outcome).  Baseline CC was first subtracted from Time 2 

CC.  Couples were then categorized as increasers if the resulting value was positive, and 

as decreasers if the resulting value was negative.  A one-way ANOVA showed that 

increasers and decreasers did not differ in number of sessions attended (F(1,44) = 1.14, p

= .29).  A t-test revealed that decreasers tended to complete treatment more often than 

increasers (t = 1.8, 44 df, p = .08).  There was no difference in abstinence at last contact 

with the study between increasers and decreasers (F(1,44) = .46, p = .50).  Overall, 

exploratory analyses suggest that change in CC does not relate to treatment outcome, at 

least not in the present study.
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DISCUSSION

The present study sought to build upon existing literature by examining the role of 

communal coping in couple alcohol treatment.  Overall findings were mixed, but 

encouraging.  The main question was whether CC functioned as a predictor or moderator 

of engagement in and response to treatment.  CC did not function as a general predictor 

of treatment response, as predicted.  Instead, communal coping operated as a moderator 

of treatment response, with couples leaving therapy earlier and completing at lower rates 

if they both had low baseline CC and were assigned to CBT.  Drinking outcome did not 

appear to be related to communal coping, but high (and differential) attrition from 

measurement made drinking data difficult to interpret.  Additional questions were 

whether CC would increase during treatment, whether such changes would differ with 

treatment type, and whether increases in CC would correspond to differential response to 

treatment.  With regard to change in communal coping, the hypothesis that CC would 

increase over time, particularly in FST, was unsupported.  Likewise, all hypotheses 

concerning the effect of changes in CC on treatment response (both in terms of retention 

and drinking outcome) were unconfirmed.  Finally, the data support the contention that 

CC is not synonymous with relationship quality.

As noted in the previous paragraph, hypotheses regarding the predictive value of 

CC with regard to engagement in treatment were not supported.  Communal coping 

moderated engagement in treatment, such that low CC couples assigned to CBT dropped 

out of therapy considerably earlier than low CC couples in FST or high CC couples in 

either treatment group.  This has implications for assessment of risk factors for dropout 
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from treatment, client-treatment matching, and possibly for techniques to add to 

treatment to enhance engagement.  As discussed by Rohrbaugh, Shoham & Racioppo 

(2002), in order to identify important factors that influence treatment engagement and

outcome, we may need to look beyond the individual client.  Relational factors can 

clearly be quite important with regard to engagement in conjoint treatment, both with 

regard to characteristics of the couple and/or their interactions (cf. Shoham, Rohrbaugh, 

Stickle & Jacob, 1998; Trost, Rohrbaugh & Shoham, 1997) and with regard to how a 

couple defines their presenting complaint.  Research on couple therapy has previously 

shown that both partners are more likely to engage and attend more treatment sessions

when the presenting problem is described as relational vs. individual (Bischoff & 

Sprenkle, 1993).  We need to develop efficient, effective ways to identify those qualities 

of both individual and couple that will significantly impact treatment.  

Future work on the assessment of communal coping might involve developing 

self-report questionnaires that can quickly be administered before treatment begins, and 

also honing observational measures that assess a couple’s appraisal of a problem, 

willingness to work together to address that problem, and the specific behaviors partners 

engage in to this end.  Additional work will also be necessary to determine whether there 

is some minimal level or component of communal coping needed to ensure adequate 

engagement in treatment.  Is it enough, for example, for partners to be willing to work 

together to address problems, or must they also consider the problems “ours” rather than 

as residing in one partner or the other?  Is it, as seems to be the case in the relationships 

and health literature, more important that there be relatively little “nastiness” with regard 
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to the problem, or does there need to be cooperative, positive action to solve it?  Does it 

matter if a couple takes a communal approach to other problems, or need it only be with 

regard to the presenting complaint?  These (and certainly other) questions will need to be 

examined in order to fine tune the assessment of communal coping and (one hopes) make 

it worthwhile to examine even in the busiest clinical settings.

The presumed value of identifying low communal coping prior to treatment lies in 

being able to prevent premature dropout, either by enhancing CC skills or providing a 

treatment that does not require CC for maximum benefit.  If clinicians can correctly 

identify low CC couples before treatment begins, they can tailor treatment to fit couples’ 

specific needs.  This may mean providing individual rather than conjoint treatment (e.g. 

in the case of married alcoholic women, who have sometimes been shown to benefit 

more from individual than conjoint treatment for alcohol problems).  It may mean using 

interventions that encourage CC in relation to the presenting complaint, perhaps within a 

model that conceptualizes the problem as systemic.  The FST approach in the present 

study used techniques such as referring to the couple as a team, asking partners to 

consider whether drinking functioned as an “ally” or “invader” within their relationship, 

and explicitly assessing couple interactions that might maintain drinking behavior.  Such 

therapist behaviors may have functioned to keep even low CC couples engaged in 

therapy, as the non-drinking spouse’s role in solving the problem was made explicit.  An 

alternative approach might be adding a CC skills module before proceeding with a 

treatment such as the CBT package from the present study, which included spouse 

participation but perhaps lacked a broader context that would have helped spouses see 
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themselves as crucial to the treatment process.  Further research would be helpful in 

clarifying which of these (or other) approaches would be most useful and under what 

circumstances.

One assumption that pervades the preceding paragraphs (and the study as a 

whole) is that CC skills can be learned, and can be taught in therapy.  Hypotheses 

regarding change in CC were not confirmed—in fact, on average there was little or no 

change in CC from baseline to session 12.  In fact, it is somewhat troubling that there 

appeared to be no relationship between CC measured prior to and halfway through 

treatment.  This lack of relationship may indicate some unreliability of our CC measure, 

or may point toward additional influences on couple behavior in treatment.  Null findings 

from the present study could be due to any of a number of causes: first, it may be that CC 

skills cannot be learned, and are simply a traitlike property of a given relationship.  This 

seems rather unlikely, especially given the absence of a correlation between baseline and 

Time 2 CC in the present dataset.  It seems somewhat more likely that characteristics of 

the rating task made it difficult to judge subtle changes in CC across time.  Ratings 

tended to be low, with few raters using the full 1-9 scale.  Average ratings for couple 

communal coping rarely went above 6.  This may reflect a tendency by many participants 

to conceptualize alcohol as a disease (a very individual problem) or to blame each other 

for drinking.  These types of discussions stood out as indicating an absence of communal 

coping, while relatively few couples talked about more overtly communal coping efforts 

such as quitting drinking together, finding new non-drinking activities to do together, or 

actually making statements such as “this is our problem, we’ll deal with it together.”  
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Finally, the instructions for the marital interaction task may not have lent themselves to 

conversations that shed much light on coping style.  Couples were asked to discuss the 

questions “Is A’s drinking a problem?” and “Why does A drink?” from each partner’s 

perspective.  As a result, ratings tended to be fairly global, and may not have picked up 

small changes from baseline to mid-treatment.  It may also be that to change communal 

coping significantly, a treatment must more explicitly target CC for change.  While the 

family systems treatment in the present study did target CC, it may not have been direct 

enough to produce large changes.  A more formal CC training effort should be attempted 

to assess whether couples can learn CC skills and put them to good use.  The lack of 

findings may also have been due to the relatively small sample size.  Since the study was 

plagued by attrition, it is difficult to know whether findings based on those who remained 

in treatment would generalize to all those who enter treatment.  In a larger study with

more detailed assessments of communal coping, we may be able to see not only whether 

CC can be taught, but also whether increased CC relates as predicted to better treatment 

response.

Clearly the question of whether and how changes in CC relate to treatment 

engagement and response could not be addressed as intended in the present study, given 

the lack of change in CC over time.  However, exploratory analyses were conducted to 

assess (in a crude way) potential relationships between change in CC and treatment 

response, and to provide hints for future study.  As described previously, these analyses 

revealed subsets of couples who exhibited change in CC over time, but revealed no 

connection between changes in CC and treatment response.  It is unclear whether this 
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means that change in CC is unnecessary to gain benefit from treatment, or whether the 

limited data available simply fail to show a relationship.  Further study should be 

attempted with more specific measures of CC and change in CC in order to establish 

whether CC can be changed, and whether such changes are beneficial with regard to 

treatment outcome.

Future studies may also be better able to address relationships between CC and 

drinking outcome.  Because of large amounts of missing drinking outcome data in the 

present study, no firm conclusions can be drawn about the relationship between 

communal coping and abstinence.  There were hints of connections between CC and 

abstinence, but further study with a more complete dataset is needed in order to draw any

conclusions.  In theory, a connection between abstinence and CC is consistent with the 

idea that recovery from alcohol dependence goes more smoothly when the drinker has a 

supportive environment that encourages sobriety.  Couples higher in CC may be those

who are more likely to take actions such as quitting drinking together and collaborating to 

develop new, alcohol-free routines, thus supporting the drinker’s newfound abstinence.

The final task of the present study was to begin to establish discriminant validity 

of the Family Research Lab’s observational measure of CC.  The attempt to establish 

discriminant validity for observer-rated CC closely matched stated hypotheses.  CC 

ratings did not correlate with self-report indicators of relationship quality, providing some 

evidence that CC does not simply reflect relationship quality.  CC ratings did correlate 

moderately with observational ratings of demand-withdraw interaction and couple 

affect—possibly due to shared method variance, or possibly due to some overlap between 
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the constructs.  This finding is consistent with Bodenmann’s work, and shows that while 

CC shares some variance with relationship quality, it is not the same construct.  This is an 

encouraging finding—however, follow-up studies with better-established measures of 

relationship quality as well as more refined measures of CC are needed to more firmly 

establish CCs distinctiveness.  It will also be important to establish convergent validity of 

CC—that is, showing that measures of CC relate to measures of theoretically similar 

constructs.  Unfortunately, no adequate measures were available for this task in the 

present study.

The finding that the present study’s measure of CC does not overlap entirely with 

relationship quality is potentially important.  As an observable behavior and (maybe) a 

set of skills, CC may be more directly amenable to intervention and change than the more 

amorphous construct “relationship quality.”  CC as a behavior/set of skills has been 

linked to better engagement in therapy, better health, and improved relationship 

functioning.  If future research shows CC can be enhanced, focusing on it in therapy 

(similarly to Bodenmann’s CCET program) may enhance couples’ ability to benefit from 

treatment and, more importantly, to live healthier lives.

The present study is a promising start to the examination of communal coping 

within the context of couple therapy for alcohol problems.  The study provides evidence 

that CC can be rated reliably, and adds preliminary evidence that the construct is distinct 

from relationship quality.  As in previous studies of relational moderators of treatment 

response, CC—a relational variable—functions to moderate engagement in treatment 

(and possibly drinking outcome—although this is highly speculative).  There is clear 

evidence that couples who begin therapy with low communal coping skills leave conjoint 
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therapy more quickly if the spouse is not actively engaged as an important part of the 

solution to drinking.  As with any study, however, many questions are left to explore 

further.  For instance, what is the best way to assess CC—self-report, observation, 

specific vs. general ratings, certain discussion topics?  Will further analysis of the 

discriminant validity of CC uphold the conclusion of the present study that CC is indeed 

distinct from relationship quality?  Does CC relate to other measures of a “team 

approach?”  Future research will also be needed to address the question of whether CC 

can change in a meaningful way in treatment, and will need to define what degree of 

change (and indeed, what level of CC) is clinically significant.  It also remains to be seen 

how explicitly therapy must address CC in order to produce significant increases, and 

what types of outcomes might be expected following increases in CC.  It would also be 

interesting to study whether CC itself is beneficial to couple therapy, or whether 

agreement on an approach to coping with a particular problem (whether individual or 

communal) is more important for predicting positive outcomes, as suggested by 

Revenson (1994).  Finally, given that exploratory analyses in the present study hinted at a 

relationship between CC and drinking outcome under some circumstances, it may be 

fruitful to explore in more detail the possibility that relational coping style relates to 

drinking outcome as well as engagement in treatment.  Overall, the present study 

provides evidence that communal coping is a potentially interesting construct deserving 

of further study in the context of couple therapy. 
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APPENDIX A

COMMUNAL COPING RATING SCALE
10/06/03 Couple Alcohol Treatment Project MIT Rating Scale

Case ID: _________          Rater initials: __________          Date: __________

Part I: Appraisal

A. Whose problem is it?  In other words, where is the problem located?

HUSBAND defines the problem as "ours” (shared by both partners) rather than 

"mine" or "yours".

1 2 3 4 5 6 7 8 9
 not at all  moderately completely

 If 1-5, where does husband locate the problem?      Self     Partner  

WIFE defines the problem as "ours” (shared by both partners).

1 2 3 4 5 6 7 8 9
 not at all  moderately completely

 If 1-5, where does wife locate the problem?      Self     Partner 

B. Who has the responsibility for action?  In other words, who should do something 
about the problem?

HUSBAND defines the responsibility for action as "ours” (shared by both 

partners).

1 2 3 4 5 6 7 8 9
 not at all  moderately completely

 If 1-5, where does husband locate responsibility?      Self     Partner  

WIFE defines the responsibility for action as "ours” (shared by both partners).

1 2 3 4 5 6 7 8 9
 not at all  moderately completely

 If 1-5, where does wife locate responsibility?      Self     Partner  
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Part II:  Action

      To what extent has the couple worked together to cope with the problem?

1 2 3 4 5 6 7 8 9
 not at all  moderately very much

To what extent does the couple contemplate working together to cope with problems 
in the future?

1 2 3 4 5 6 7 8 9
 not at all  moderately very much

Part III:  Interview content

      About what proportion of the (total) interview content involved the following?

Wife talk __%  Coping w/any problem__%   Coping w/drinking problem_____%
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