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ABSTRACT 

This study of 51 couples with one or two recovering alcoholic partners examined 

the daily conununication practices and contextual variables as predictors of partner 

abstinence efficacy, relationship satisfaction, and well-being. A conceptual model based 

on a systems perspective was applied to male and female partners. 34 dual-alcoholic 

couples and 17 single-alcoholic couples recruited from A. A., Al-Anon, and two local 

treatment programs completed individual questionnaires and conjoint interviews in their 

homes at Time 1, and brief telephone interviews at 3 months follow-up. Results indicate 

that women and men differ in the ways th^ respond to circumstances in their recoveiy 

and in their relationships. For men, abstinence efficacy was linked to poor conflict 

management, negative talk among partners, sobriety length, and relationship satisfaction. 

Women's abstinence efficacy was linked to their emotional well-being, and changes in 

women's temptation to drink were predicted by poor couple conflict management, less 

positivity among partners, and less emotional disclosure in men. High levels of daily 

stress in men were related to both partners' daily communication, particularly men's 

conflict management and women's negative talk. Couples with less than 15 months of 

sobriety differed from couples with more than 29 months of sobriety in conflict 

management and stress in the last year. In all, communication practices and daily stress 

play important but differing roles in maintaining sobriety and relationship satisfaction in 

male and female partners. The model was partially supported by the data, but needs 

modifications to reflect dissimilar relationships among variables in male and female 

partners. Policy implications and suggestions for further research are discussed. 
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CHAPTER 1 

INTRODUCTION 

Addiction to alcohol and other drugs is known as a "family disease" that 

profoundly affects not only the addict, but loved ones. It has potent relational aspects and 

implications. Recovering alcoholics are also strongly influenced by events with their close 

relational partners. Relational distress during recovery can trigger relapse, while 

relational well-being appears to protect against relapse. Yet relapse prevention models 

tend to gloss over interpersonal communication as a potential risk factor. And despite a 

small, but significant body of research on interaction patterns in families with active 

alcoholism, researchers have paid little attention to the interpersonal aspect of addiction 

recovery in close relationships. 

Building on the literature in alcoholism/addiction studies, psychology and 

conununication, this study explores whether daily conmiunication practices among 

recovering couples are related to favorable outcomes for both alcoholics and their 

partners. The purpose of the study is to investigate whether these communication 

practices are associated with differences in relationship satisfaction, with partners' 

subjective well-being, and with efficacy of recovery efforts among recovering couples. 

The research utilizes survey research methods with a sample of 51 couples. 

Problem Significance 

Alcoholism is a chronic, progressive, relapsing disease with physical, mental and 

behavioral components (American Psychiatric Association, 1994; National Institute on 

Alcohol Abuse and Alcoholism [NIAAA], 1997). There is no known cure for alcoholism. 
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It is a major public health problem, occurring in over 13% of American aduhs over their 

lifetime (Grant, 1997). Approximately 53% of adults in the U.S. report that one or more 

of their close relatives have a drinking problem (NIAAA, 1997). National point 

prevalence estimates suggest that as many as one in twelve adults are addicted to alcohol 

or other drugs, each of whom may directly aflFect the lives of four other people (National 

Institute on Drug Abuse, 1994). Most alcoholics who attempt sobriety relapse at least 

once, and only a small minority, ranging from about 10 to 30%, succeed in remaining 

abstinent for the long run (Armor, Polich, & Stambul, 1978; Miller & Hester, 1986). 

The consequences of alcohol addiction and relapse are serious, and often life-

threatening for alcoholics and their loved ones. These include increased risk of heart 

disease and stroke, HIV transmission, automobile crashes, recreational and on-the-job 

accidents, criminality, suicide, homicide, and domestic violence (NIAAA, 1997). 

Psychosocial and health consequences for spouses and families of alcoholics may also be 

serious. Family members of active alcoholics suffer long-term emotional distress which 

frequently is associated with physical health and mental health problems (Black, Bucky & 

Wilder-Padilla, 1986; S. Brown & Lewis, 1999; Roberts & Brent, 1982). 

The prevalence and devastating social and health effects of addiction make it one 

of the nation's top public health problems, and ameliorating the effects of alcohol and 

other drugs is one of the priority areas named in the Healthy People 2010 national health 

objectives (U.S. Department of Health and Human Services, 2000). Despite its 

prevalence and severity, alcoholism is a stigmatized, hidden disease-it often goes 

undiagnosed, and treatment, if sought, is largely limited to detoxification and short-term 



rehabilitation conducted outside the health care system. There is no long-term 

professional follow-up to monitor recovery. 

Researchers, clinicians and self-help recovery groups have long asserted that 

recovering alcoholics strongly influence, and are influenced by, interactions with relational 

partners (Al-Anon Family Groups, 1995; Jackson, 1954; S. Brown & Lewis, 1999; Moos 

& Moos, 1984). Greater abstinence has been associated with being married 

(Westermeyer, 1989) and greater expressiveness (Billings & Moos, 1983). Relational 

communication skills are commonly taught as components of formal treatment and 

counseling for alcoholics, and are advocated in self-help recovery programs. Alcoholics 

Anonymous (A. A.), and Al-Anon, its companion program for families of alcoholics, warn 

that family dissensions are very dangerous to the recovering alcoholic (Alcoholics 

Anonymous, 2001, p. 117), emphasize family dialogue without "heated argument, self-

pity, self-justification or resentful criticism" (p. 127), and recommend that family members 

communicate more responsibly and honestly, examining their motives for speaking (Al-

Anon Family Groups, 1992; 1995). 

The addiction recovery process imposes daunting communication challenges. 

Recovering alcoholics in primary relationships often face the difficult tasks of repairing 

major relational transgressions which occurred during active addiction, or establishing 

new ways of interacting, despite old bad habits. Satisfying relationships are important to 

personal well-being, and relational conflicts and failures are among the most common 

triggers for relapse among recovering alcoholics. Relapse episodes may result in part 

from the inability of recovering persons in close relationships to meet the communicative 
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challenges of repairing damaged relationships or building satisfying ones. 

Since an estimated three quarters of alcoholics do not undergo formal treatment, a 

large portion of the recovering population is missed in clinical research. The dearth of 

nonclinical research, due in large part to the difficulty in gaining access to this hidden 

population, suggests that recovering alcoholics and their relational partners are an 

understudied group at potentially high risk for relapse and relational difficulties. 

To the extent that sobriety is affected by communication practices, and by 

maintenance of supportive, satisfying relationships, communication in recovering couples 

has important public health implications. Understanding whether and how conmiunication 

practices facilitate and inhibit alcoholism recovery in close relationships among couples 

outside of the clinical setting could reveal areas for more specific attention in treatment 

and relapse prevention programs. Furthermore, examining recovery through a relational 

lens permits viewing the experience of both individuals as they maintain their relationship 

in the challenging context of adapting to an alcohol-free lifestyle. Looking beyond just 

recovering individuals—to their close relational partners, and to the dyad—broadens our 

understanding of the dynamics and impact of recovery in its natural context. 

Researcher Perspective 

My perspective in approaching this research stems fi'om personal and professional 

experience. As a public health professional and long-time member of Al-Anon, I 

appreciate the importance of studying recovering alcoholics in the context of their family 

relationships. As a communication scholar and practitioner, I view relational 

communication as central to the process of recovery for alcoholics and their loved ones. 
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CHAPTER 2 

RELATED RESEARCH 

Overall, social scientific research has given little attention to the daily interactions 

of recovering persons as risk or protective factors for relapse. A substantial clinical 

literature is devoted to marital or family relations of recovering alcoholics (mostly males) 

in treatment or in treatment follow-up. But few investigations have examined couples in 

recovery outside of clinical settings. Since most recovering alcoholics quit on their own 

without undergoing formal treatment, a majority of the recovering population is missed in 

the clinical literature. Furthermore, alcoholism recovery is a lifelong process lived outside 

of treatment settings, yet research involving non-clinical couples is rare. A recent search 

of the PsycINFO data base revealed only ten relationship-focused studies involving non

clinical couples since 1970; five of these were dissertations. 

Relational Communication and Alcoholism 

Several literatures offer insights into the potential links between recovery from 

alcoholism, relational communication, and well-being. The research and clinical 

literatures in psychology and addiction studies show that alcoholism and other drug 

addiction have relational effects. For decades, family systems theorists have argued that 

alcoholism affects the whole relational system, not just the individual (e.g., S. Brown & 

Lewis, 1999; Jackson, 1954; Steinglass, Bennett, Wolin, & Reis, 1987; Straussner, 

Weinstein, & Hernandez, 1979). Early studies of the wives of alcoholics in the 1940s and 

19S0s focused on wives' disturbed personalities, characterizing them as demanding, 

dependent, insecure, masochistic, sadistic, unforgiving, self-righteous, and aggressive 
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(Moos, Finney & Gamble, 1982). Later research has employed sociological stress theory, 

coping theory, and systems theory as explanations of wives' behavior and traits. Current 

explanations reflect the notion that behavior of relational partners evolves as a coping 

response to dysfunctional behavioral patterns of the alcoholic (S. Brown & Lewis, 1999; 

Rotunda & Doman, 2001; Steinglass et al., 1987). Over time, both partners appear to 

develop disordered thinking and behavior which are systemically reinforced. 

Several decades of research on alcoholic family interactions have yielded 

increasingly precise evidence of recurring adverse dyadic communication patterns (Haber 

& Jacob, 1997; Jacob, 1992; Orford, 1991). Studies comparing family interactions of 

alcoholic and nonalcoholic families in the laboratory setting have shown that alcoholic 

couples and families display impaired problem-solving and more negative and hostile 

communication than nonalcoholic families (Gorad, McCourt, & Cobb, 1971; O'Farrell & 

Birchler, 1987; Steinglass et al., 1987). 

The extensive research program of family systems theorist Steinglass and his 

colleagues suggests an adaptive, or stabilizing, function of drinking on the marital 

relationship (Steinglass et al., 1987). Steinglass argues that alcohol intoxication offers 

family members greater predictability and control, thereby serving to maintain and 

stabilize the family as a unit. His findings suggest that removing alcohol fi'om the 

situation could lead to temporary or extended destabilization of the marital unit. 

In another line of research, Jacob and his colleagues (Jacob & Krahn, 1988; Jacob 

& Leonard, 1988) observed alcoholic family interactions in home and laboratory settings, 

in both drinking and sober conditions. They also found that marital interactions during 
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intoxication functioned to benefit or maintain the relational system, and that family 

interactions of episodic and steady alcoholics differed during intoxication, suggesting that 

family adaptation to alcohol takes different forms with different tj^es of alcoholics. 

O'Farrell and his associates have conducted a series of studies examining marital 

interactions of male alcoholic patients and comparison couples. They determined that 

longer periods of sobriety were associated with less marital conflict and less aggression by 

husbands in audio taped interactions (Roberts, Floyd, O'Farrell & Cutter, 1985); and that 

after treatment, relapsed alcoholics showed more verbal aggression and more domestic 

violence than remitted alcoholics and nonalcoholic couples (O'Farrell et al., 2000; 

O'Farrell, Van Hutton, & Murphy, 1999). 

Beth LePoire (1992, 1997), a communication scholar, examined the impact of 

partners' behavior on maintenance of substance dependence in alcoholic/addicts. LePoire 

theorized that non-addicted partners unintentionally encourage the undesirable substance-

dependent behavior they are trying to eliminate through inconsistent nurturing and 

controlling actions (intermittent reinforcement and punisliment of undesirable addictive 

behavior). She found that non-addicted paitners who reported consistent punishment of 

substance dependence and consistent reinforcement of alternative behavior throughout the 

lifespan of the relationship had partners who reported less relapse, and were less 

depressed than inconsistent partners. 

Other relational processes may be operating among couples dealing with active 

addiction. Working with high-risk smoking couples from a family systems perspective, 

Rohrbaugh, Shoham, and their associates have studied how smoking serves to sustain 
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important relationship patterns and ironic interaction processes in which one partner's 

well-intentioned efforts to get the other to quit paradoxically maintain smoking 

(Rohrbaugh et al., 2001). They theorize that problem-maintaining interaction patterns 

and system dynamics combine to make smokers resistant to change, and that these 

patterns and dynamics are couple-specific. By intervening with both smokers and their 

partners, therapists can interrupt ironic solutions and help couples find ways to make 

nonsmoking "fit" their relational system. 

The subjects of the above research were couples receiving treatment for active 

addiction to alcohol, nicotine, or other drugs. Most of the findings were derived fi'om 

experiments or observations in the laboratory. A sensible next step is to examine how 

cumulative daily interactions at home influence non-clinical recovering alcoholic couples 

as they go about their daily lives. 

Relapse Prevention and Conununication 

Relapse prevention has received considerable attention in the public health and 

addiction literatures. Relapse prevention models incorporate coping strategies for high-

risk interpersonal situations such as relational conflicts and social pressure (e.g., Gorski, 

1989; Marlatt & Gordon, 1985). Perhaps because they were developed by psychologists, 

these models emphasize psychosocial variables (e.g., coping responses), but not 

interpersonal factors (e.g., communication) as predictors of relapse. Most models focus 

on the individual addict, overlooking the importance of relational interactions in the 

relapse process. Furthermore, they emphasize avoidance of undesirable behavior, not 

maintenance of desirable, recovery-enhancing behavior. So despite a strong research 
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emphasis on addiction treatment outcomes and recognition that social environment 

influences substance use, the interpersonal aspect of relapse prevention—particularly 

interactions in primary relationship dyads—has received little attention. How couple 

communication practices contribute to sobriety and relapse given the reciprocal influence 

of recovering alcoholics and their partners has been overlooked. 

Recently, communication researchers have found evidence of benefits of relational 

communication in maintaining sobriety, and deficits in interpersonal communication slfills 

among recovering alcoholic/addicts (M. Brown & Dues, 1998; Dues, Brown, 

VonFriedrichs-Fitzwater, & Smith, 1997; VanLear, Anderson, Cobb, & Rosenstein, 1997; 

VanLear, Cobb, Anderson, Brown, & Dues, 1998). The findings of VanLear and his 

associates (1997, 1998) suggest that positive affect during sobriety is produced by 

increased emotional expression and improved communication with one's significant other. 

Dues and associates (1997) found that individuals who participated in 12-Step recovery 

programs' reported lower than normal skill levels in self-disclosure, listening, empathy, 

and confrontation. These communication-focused investigations examine individuals in 

isolation; not partners or dyads. Specific attention, from the perspectives of both 

relational partners, has not been given to the role of daily communication practices in 

promoting sobriety and well-being in recovering relationships. 

Addiction Recovery as a Process of Adaptation 

Recovery from substance addiction is conceived by several addiction scholars to 

be a developmental process leading to adaptation and identity change in the individual (S. 

' e.g.. Alcoholics. Anonymous, Al-Anon, and Aduh Children of Alcoholics 
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Brown & Lewis, 1999; Miller & RoUnick, 1991; Wallen, 1993). The first 30 days of 

sobriety are chaotic, marked by confusion and withdrawal symptoms, and requiring 

constant, conscious effort to avoid drinking. Early recovery (fi-om about 30 days to one 

year of sobriety) is difficult, but usually less chaotic. It is comprised of maintaining 

abstinence, working at improved self-knowledge, and unlearning alcoholic thinking and 

behavior patterns. The tasks of later recovery involve establishing a new identity, 

development of a self-regulating internal mechanism for maintaining sobriety, and 

exploration of healthier approaches to life. According to the developmental view, 

recovery is not a static state of sobriety maintenance, but an evolving, sometimes 

digressing, process of adaptation to multiple changes and losses. 

Stephanie Brown and Virginia Lewis (1999) assert that the recovering alcoholic's 

close relational partners also undergo a developmental process of recovery. First, loved 

ones stop enabling the alcoholic's drinking, thereby unbalancing the "alcoholic family 

system." Next, the couple or family restabilizes itself around changed roles. Later in the 

process, partners adapt by developing more flexible and balanced roles and interaction 

patterns that maintain sobriety. Spouses and families do not always progress through 

these stages, and may continue to function as alcoholic family systems, even if the 

alcoholic achieves and maintains sobriety. 

In couples with partners recovering firom alcoholism, then, recovery is conceived 

as a developmental process of adaptation for the recoverer, the partner, and the 

relationship. Partners adapt to a sober lifestyle as co-developing members of an 

interdependent dyadic system, which is itself developing over time. 
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Research on Male and Female Alcoholics 

Prior to the 1980s, alcoholism research consisted primarily of studies of male 

alcoholics and their wives, usually from a clinical or treatment perspective. Few studies 

included female alcoholics; however in the last decade, more research has involved 

comparisons of male and female alcoholics. A few studies have examined sex differences 

of recovering alcoholics outside of treatment settings, relying on self-reports of the 

alcoholic. Being married is associated with greater post-treatment abstinence for men, 

but less abstinence for women (Moos, Finney & Cronkite, 1990; Schneider, Kvis, Isola, & 

Filstead, 1995). Factors contributing to outcomes were different for males and females, 

suggesting that the recovery process differs for men and women. Nixon and Glen (199S) 

also found sex differences in personal and environmental factors contributing to outcomes 

in recovery, although functioning and relapse rates were similar for both males and 

females. Women with drinking problems tend to be influenced by their spouse's drinking 

problems (Moos et al., 1990), but whether recovering men and women are influenced by 

their spouse's problems is unclear. In general, environmental factors (e.g., stressful 

circumstances) seem to have a stronger influence on women than men (p. 85). Olenick 

and Chalmers (1991) concluded that female alcoholics used alcohol as a mood alterer; 

similarly, Robbins (1989) found that alcohol abuse was associated more with 

psychological problems in women (e.g., depression; guilt), and with problems in social 

functioning in men (e.g., hostility; irresponsibility). 

There is general agreement in the literature that sex differences are common in 

alcoholism. These dissimilarities suggest that different factors also figure in maintaining 
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sobriety among men and women. To detect the presence of such differences, it makes 

sense to examine male and female partners separately, in addition to the couple dyad. 

Theoretical Assumptions of this Research 

Viewing recovering couples from symbolic interactionist and systems 

perspectives, I approach this research with the following assumptions; 

1. Relationships are maintained through communication. Relationships require 

maintenance behaviors to keep them intact, and to prevent them from lapsing into 

disrepair (Canary & Stafford, 1992). Partners use verbal and nonverbal communication in 

routine and strategic ways to maintain their relationships (Duck, 1994; Stafford, Dainton 

& Haas, 1998). Duck (1994) argues that relationships are continually unfinished 

processes created and sustained by symbolic activity. Thus, enduring relationships are 

maintained through routine and strategic symbolic interaction. 

2. Interactions are embedded in the context of relational systems. Couple 

interactions take place in, and are given meaning by, their relational context. Vangelisti 

and Crumley (1998) argue that relationships serve as a "backdrop" for how partners 

perceive, interpret and react to communication (p. 173). In alcoholic relationships, the 

relational system adapts to the massive disturbance of addiction in ways that distort 

partners' perceptions, communication, and actions. In post-alcoholic relationships, 

residual effects of addiction in the recovering partner may continue to influence 

interaction, as well as norms and roles. Watzlawick, Beavin & Jackson (1967, p. 33-36) 

noted the mutual reciprocity of communication in relational systems; partners constantly 

affect, and are affected by, each other's communication practices since partners are 
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interdependentiy linked. Therefore, cross-partner effects would be expected in recovering 

relationships, as would systemic constraints on partners' communication behavior. 

3. Recovering couples cope with the stress of alcoholism recovery. Recovery is a 

complex, evolving, adaptive process which involves multiple changes over time. In order 

to maintain sobriety, the recovering individual must learn to replace addictive cognitions 

and behaviors with thoughts and actions which support individual and relationship well-

being. Accomplishing this goal involves enacting adaptive (and avoiding maladaptive) 

coping responses to the stresses of life. 

Because it requires vigilance and effort to maintain sobriety, recovery tends to 

loom large in close relationships, and recovery can be stressful for both partners. Partners 

may cope with recovery communally and individually. The alcoholic's partner may be 

heavily involved in the recovery project, or relatively detached fi-om it. Involvement with 

recovery may also shift over time, as each partner wrestles with competing personal needs 

for connectedness and autonomy. As partners in recovering relationships attempt to cope 

with stressors throughout the recovery process, communication practices may differ in 

form and effect. 

4. Through communication, individual well-being and relationship satirfaction 

are systemically inter-related. Empirical evidence has shown that individual health and 

relational health are strongly related (Kiecolt-Glaser, Malarkey, Cacioppo, & Glaser, 

1994). Relational events are experienced and responded to via communicative 

interaction. Through interaction, distress and satisfaction have reciprocal effects on 

partners, and systemic effects on the relationship. Stressors tend to heighten the effects of 
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relational conununication practices, strengthening their potential to block, or to facilitate, 

recovery and well-being in relational partners. Thus, in times of distress, communication 

becomes at once riskier and more indispensable to individual and relational well-being. 

Coping efforts to manage stress in recovering relationships consume cognitive resources, 

leaving partners less likely to enact relationship maintaining behaviors. Coping affects, 

and is affected by, relational communication. Thus, the processes of relational adaptation 

and individual recovery are both influenced by partners' communication practices. 

A Conceptual Model of Conununication in Recovering Relationships 

The research literatures in addiction, communication, rehabilitation, and 

psychology suggest that alcoholism recovery is a complex process, and that several 

classes of variables may be important contributors to sobriety or relapse among 

recovering couples. Variables of major interest fall into three interrelated general 

categories; The relational context, which includes stressors, social support and recovery 

program involvement, influences and is influenced by, relational conmiunication practices. 

Relational communication practices, including conflict management, emotional self 

disclosure, positive talk and negative talk, influence and are influenced by, three outcomes 

which influence one another; relationship satisfaction, partner well-being, and abstinence 

efficacy. All of these factors occur in time. The model categories and variables are 

shown in Figure 1, and described thereafter. 



Figure 1 A Conceptual Model of Communication in Recovering Couples 
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Relational Context 

I suspect the relational context for couples in recovery is dominated by two sets of 

proximal variables; (a) stressors, and (b) two forms of social support: perceived social 

support and recovery program involvement. While other individual and situational factors 

contribute to the circumstances in which relational communication practices take place, 

these variables are prominent in the research and professional literature. 

Stressors 

Stressors are demands made by an individual's internal or external environment 

that disrupt equilibrium, affect physical and psychological well-being, and require action 

to restore equilibrium (Lazarus & Folkman, 1984). Alcoholism recovery can be stressful. 

One reason is that residual stressors from active addiction may continue to affect 

recoverers. Seilhammer and Jacob (1990) reported that alcoholism is associated with 

multiple relational stressors including isolation from extended family and community, 

marital dissension, and altered emotional expression and problem resolution. Another 

reason is that recovering persons living in the aftermath of addiction may be especially 

vulnerable to stress. Without the emotional regulation provided by alcohol, recoverers 

often lack adaptive coping mechanisms. Common external stressors that occur during the 

recovery process include problems relating to health, work, reputation, money, family, 

and relationship conflict. Stress also may be generated from internal sources, such as 

aversive thoughts and feelings elicited by external stressors. Even the accumulation of 

daily hassles can be stressful. For recovering couples, stress may contribute to loss of 

well-being and smooth functioning, taxing the couple's adaptive resources (Benner & 
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Wrubel, 1989; Monat & Lazarus, 1977). 

A history of alcoholism in a close relationship imposes left-over stressors on 

recovering couples, including multiple personal losses that occurred during the time when 

the alcoholic was actively drinking. Alcoholics commonly experience loss of self-respect, 

reputation, health, emotional and material well-being. Partners of alcoholics also 

experience multiple losses; trust, faith in the goodness and predictability of life, hope, 

vitality, dreams for the future, financial and emotional security, and physical and mental 

health. These losses can disrupt smooth functioning in recovering relationships with a 

history of active alcoholism (Benner & Wrubel, 1989). 

Stress also may result from relational transgressions, which are conunon in 

alcoholic couples. For the active alcoholic, the relationship with alcohol becomes 

primary, and close human relationships suffer. Both partners may commit many forms of 

relational offenses, including broken promises, lies, neglect, verbal aggression, financial 

irresponsibility, physical violence, and sexual infidelity. The offended partner may 

retaliate with behavior that is vindictive, demeaning, controlling or overbearing, thereby 

"hurting back" the transgressor, and promoting negative interaction patterns. Such a 

distress-laden history can create many difficulties for couples during sobriety. The 

amount and severity of relational transgressions, and the degree to which they have been 

reconciled, could influence communication practices of recovering couples who have been 

together prior to sobriety. 

Many single recovering alcoholics meet and establish long-term intimate 

relationships during sobriety. For these couples, partners have no common history of 
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active drinking. Partners' reactions to past transgressions and losses, whether associated 

with substance abuse or not, can affect present interactions, and must be managed within 

the present relationship. Recoverers may still experience negative effects from their 

drinking past, but their actions did not harm their current partner. For this reason, 

couples with no history of active alcoholism may experience less stress and less impaired 

communication in recovery. 

Chronic stress appears to induce negative arousal, which, in turn, elicits negative 

emotions such as anger, sadness, and fear (Cupach & Canary, 1997). In close 

relationships, negative arousal and emotions in reaction to stress may spread from one 

partner to another through emotional contagion. As Schachter and Singer (1962) found, 

emotions can be "caught" through interaction. In this way, relational communication 

binds together partners' emotional lives; one partner is rarely immune from the emotional 

experiences of the other. 

To protect each other and themselves from negative feelings aroused by stress, 

partners In recovering alcoholic relationships may engage in a type of relationship-focused 

coping called protective buffering. Protective buffering involves attempts to shield one's 

spouse from stress by hiding worries and concerns, and avoiding disagreements—a 

phenomenon that occurs frequently in family adaptation to chronic illness (Coyne & 

Smith, 1991). Protective buffering in couples recovering from myocardial infarction is 

associated with reduced distress and increased self-efficacy In the receiving (ill) spouse, 

but increased distress in the providing spouse (Coyne & Smith, 1991, 1994; Suls, Green, 

Rose, Lounsbury, & Gordon, 1997). Similarly, partners who used protective buffering in 
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coping with chronic pain also experienced higher psychological distress and lower levels 

of relationship satisfaction (Hartley, 2001). 

Stressors do not necessarily detract from communication practices, precipitate 

relapse, or lead to a decline in relational functioning or satisfaction. Perceived social 

support and recovery program involvement may buffer these stressors, and act as 

protective factors that facilitate progression in recovery. 

Perceived Social Support 

Social support is broadly conceived as the availability of others who care about us, 

value us, and love us (Sarason & Sarason, 1985). "Others" can include friends, 

neighbors, spouses, family, and other persons who can be called on in time of need. A 

large body of research suggests that social support is an important factor in relationship 

adaptation to disease (Ell, 1996; Lyons, Sullivan & Ritvo, 1995; Uchino, Cacioppo & 

Kiecolt-Glaser, 1996), and social support has been shown to be positively related to 

sobriety maintenance (VanLear et al., 1997; 1998). Addiction is associated with social 

isolation, which is recognized by clinicians as one of the most important risk factors to be 

managed in recovery. Social isolation has been linked to painiul feelings of alienation, 

hopelessness, meaninglessness and loneliness that can promote proneness to relapse. 

Human companionship is vital in the process of recovery, and feelings of connectedness 

and belonging are facilitated by social support. To bolster recovery, social support must 

be perceived by the recovering individual as both available and fostering well-being. 

Perceived social support tends to correlate with health status better than enacted support 

(Berscheid & Reis, 1998). For this reason perceived social support is expected to be a 
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more relevant factor in recovering relationships than other measures of social support. 

Recovery Program Involvement 

Social integration with a network of support that reinforces an alcohol- and drug-

free lifestyle is an important part of recovery. The degree of involvement with self-help 

recovery programs exemplifies this special form of social support. In naturalistic studies, 

level of involvement in 12-Step recovery programs (not merely attending meetings) has 

been associated with improved drinking and drug use outcomes (Emrick, Tonigan, 

Montgomery, & Little, 1993; Tonigan, Ashcroft & Miller, 1995), and improved relational 

outcomes (VanLear et al., 1997; 1998). Active involvement in 12-Step programs, 

including having a sponsor, reading the literature and working the steps, appears to be 

more strongly related to positive outcomes than just attendance at meetings (Ouimette, 

Moos, & Finney, 1998; Sheeren, 1988). Abstinence in recovery is supported by 

knowledge gained from the experience of other program members, and by doing what is 

recommended by old-timers and sponsors to stay sober. Members thus serve as role 

models for each other, and offer instrumental and emotional support during times of 

difficulty and crisis. 

In summary, the research, clinical, and self-help program literatures suggest that 

stressors, social support, and recovery program involvement are important proximal 

influences on communication practices of recovering couples. Couple communication 

practices may, in turn, evoke changes in these contextual variables. 

Relational Communication Practices 

Close relationships are maintained by means of communication practices that 
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promote a sense of connectedness and interdependence (Canary & Stafford, 1992). 

Among these practices are three that are related to expressivity; openness, positivity, and 

conflict management (Buhrmester, Furmaa, Wittenberg, & Reis, 1988). Expressivity is an 

important aspect of relating in recovery. Abstinence is often associated with heightened 

interpersonal difficulties in recovering relationships (Davis, 1980). Maintaining individual 

and relational well-being under these circumstances requires expressive capability in both 

partners. In a recent study of couples relapse prevention sessions, constructive 

communication (use of expressive maintenance strategies) was associated with improved 

marital and drinking outcomes over a 30-month follow-up period (O'Farrell, Choquette, 

& Cutter, 1998). Among recovering couples then, relationship maintenance and sobriety 

are likely to be supported by these three expressive communication practices. Each is 

described below. 

Conflict Management 

Gottman (1994) argues that managing conflict is one of the central tasks of 

maintaining a marriage, and it may be the key skill in all long-term committed 

relationships. The research of Gottman (1994) and Notarius and Markman (1993) has 

shown that the way couples handle their disagreements is the best predictor of long term 

relationship success. Use of constructive conflict resolution strategies has been 

consistently found to be positively related to marital satisfaction for each spouse (Wilmot 

& Hocker, 1998). Leonard (1990) and McCrady (1990) found that couples living with 

active alcoholism reported high levels of conflict. Interpersonal conflict is also a powerful 

correlate of relapse (Moos & Moos, 1984), especially conflict with loved ones that is 
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brought on by poor communication and unresolved conflicts (Daley, 1989). Recently 

Stafford, Dainton and Haas (1998) included conflict management in a measure of 

relational maintenance behavior. 

Stress appears to increase conflict and dissatisfaction in relationships. This effect 

may be due to greater self-focus, and an increase in partners' need for support and a 

simultaneous decrease in ability to provide support, making stressed partners less 

available to understand each other's point of view. In addition, stressors can create new 

conflicts and exacerbate old ones among couples (Christensen & Walczynski, 1997). The 

stressors experienced by recovering couples could therefore exacerbate the frequency and 

harm of interpersonal conflict in the relationship. 

Studies comparing family interactions of alcoholic and non-alcoholic families in 

laboratory and natural settings (e.g., Jacob & Krahn, 1988; Jacob & Leonard, 1988) show 

that alcoholic families display impaired problem-solving and more negative and hostile 

communication than nonalcoholic families. Recovering alcoholics and their partners 

reported that expressing feelings of vuhierability and managing conflicts were the most 

difficult tasks encountered during their first year of recovery (M. Brown & Dues, 1998). 

These findings suggest that recovering couples may continue to engage in impaired 

conflict management practices characteristic of their interactions during active alcoholism. 

Emotional Self Disclosure 

A subset of the relational maintenance concept of openness, emotional self 

disclosure refers to the disclosure of personal feelings about private, intimate or risky 

information engaged in by relational partners. Such disclosures are important because 
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they relieve negative thoughts and feelings (sources of internal stress) and invite social 

support, but they also can increase partners' vulnerability to each other (Derlega, Metts, 

Petronio & Margulis, 1993). Because revelation of risky, intimate information in close 

relationships is likely only in the presence of an empathic, nonjudgmental listener, 

emotional self disclosure calls for disclosing partners to trust their spouses to listen 

supportively, and for listening partners to be attentive, accepting, non-defensive, and 

noncritical. Both self-disclosure and listening play key roles in relationship development 

and maintenance (Derlega et al., 1993). Since alcoholism damages trust, honesty, and 

intimacy in relational partners (A. A., 2000; Al-Anon Family Groups, 1995), their ability to 

disclose emotional material and to serve as close confidants may be crucial in alleviating 

distress and reducing risk of relapse frequently encountered in the recovery process. Yet 

the skill and willingness needed to disclose risky information to intimate partners may be 

lacking as a consequence of active alcoholism. 

Dindia (1997) contends that self disclosure is an ongoing process that is 

contextualized within individual and relational life-spans, and interdependent with the 

processes of identity development and relationship development. She fiirther 

characterizes self-disclosure as a dialectical process, in which one partner must confront 

"the contradictory dilemma of protecting [one's] partner by restricting negative feedback 

and of striving to be open and honest to build trust in the relationship" (p. 419). In this 

way, self-disclosure may be seen as a mechanism of privacy regulation, another important 

aspect of relationship maintenance. Like couples coping with serious chronic diseases 

such as congestive heart failure, recovering alcoholic partners may be more susceptible 
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than others to alienation and to vulnerability both from disclosed and undisclosed 

information. Pennebaker (1989) has argued that concealing information about significant 

personal experiences is stressful and likely to harm physical and psychological health. On 

the other hand, self disclosure can intensify aversive feelings, and a spouse's non-

supportive reaction can worsen negative feelings (Derlega et al., 1993). In these 

recovering couples, poor privacy regulation—withholding or revealing too much personal 

emotional information—may result in personal distress, relational distress and 

dissatisfaction, and heightened relapse risk. 

Another potential influence on emotional self disclosure in close relationships is 

role expectations for males and females in our culture. Men are expected to be strong, 

rational, stoic, and action-oriented in the face of problems, whereas women are expected 

to be emotionally expressive, communal, feeling oriented, and help-seeking. Acting 

within sex role expectations, or deviating from them, could have consequences for how 

much recovering partners exchange personal information and how well they manage their 

personal and relationship problems (Maccoby, 1990). 

Positive Talk and Negative Talk 

Relational messages, whether verbal or nonverbal, convey an evaluation of the 

partner and the relationship. Positive talk consists of relational messages that are 

courteous, cheerful, assuring and comforting. Positive messages convey that the partner 

and the relationship are valued and acceptable. Positive talk may be measured either by 

the partners' perceptions, or by the researcher's observations of partner interactions. 

Perceived positivity is important for relationship maintenance (Notahus & Markman, 
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1993). Couples who communicate high levels of positive affect and behavior, and who 

avoid criticism of each other, tend to have more stable relationships (Canary & Stafford, 

1992). 

Gottman (1994) has reported that while both negative interaction and positive 

interaction are necessary for desirable marriages, too much expression of negative 

behavior and affect, relative to positivity, corrodes long-term marriage stability. The 

presence of negative behaviors predicts future problems much more strongly than does 

the absence of positive behaviors (Notarius & Markman, 1993). Gottman (1994) and 

Notarius and Marlonan (1993) have estimated that one destructive act can erase the 

benefits of five or more positive acts. OTarrell and Birchler (1987) found that alcoholic 

couples showed more distress-producing negative communication behaviors than did 

controls. Not surprisingly, alcoholic marriages have higher levels of separation and 

divorce (Orford, 1991). 

Outcomes 

Both drinking-related outcomes and psychosocial outcomes are important to 

examine in an investigation of recovering couples, as these outcomes may interact 

systemically, both within and between spouses. I expect relapse risk to be related to 

relationship satisfaction and personal well-being, however since these outcomes are multi

factorial in nature, there may be unanticipated differences. 

Abstinence Efficacy 

Recovery from alcohol and other drug addiction is not merely the remission of 

addictive behavior. Given the chronic, relapsing nature of addiction, recovery is best 
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described as a complex, lengthy, non-linear process of change in knowledge, attitudes and 

behaviors to achieve an abstinent lifestyle (Dimeff & Marlatt, 1998; Marion & Coleman, 

1991). This process is comprised ofbiological, psychological, and social aspects. The 

goal of recovery-a healthy, happy, productive, and sober lifestyle—requires sustained 

effort and remains elusive for most recoverers during their first several months of 

sobriety. 

Relapse frequently interrupts recovery, and may terminate it. Relapse is also a 

complex process : it is a progressive pattern of thinking and behavior that reactivates 

symptoms of addiction in an individual who has previously experienced remission (Gorski, 

1989). Muhiple factors contribute to relapse, including negative emotional states; 

negative life events; maladaptive coping skills; poor self-efficacy, positive expectancies 

about the effects of alcohol/drugs; risky decision-making; weak social support for 

sobriety, especially from family members or significant others; poor marital adjustment; 

social pressure to drink or use; cravings; weak motivation to maintain sobriety; and lack 

of faith that one can be helped, or that recovery is possible (Daley & Raskin, 1991; 

Marlatt & Gordon, 1980). 

Among the strongest predictors of relapse is abstinence efficacy, or self efficacy 

relative to alcohol abstinence (Annis & Davis, 1988; DiClemente, 1986; DiClemente, 

Carbonari, Montgomery, & Hughes, 1994; Marlatt & Gordon, 1985; Rollnick & Heather, 

1982). Abstinence efficacy reflects the extent to which alcoholics' cognitions and 

emotions reflect confidence that they can maintain sobriety and overcome temptations to 

drink. 
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Partner Well-being 

Subjective well-being of both partners in the long run is important to relationship 

quality and to individual quality of life. Recovering couples may consist of one or two 

recovering partners. Typically, partner addiction status is either not reported or is limited 

to non-addicts in extant clinical research on alcoholic marriages. However, since it is 

common in the recovering community for two sober alcoholics to enter into a 

relationship, the dual-recovering alcoholic couple is also of research concern. Each 

partner's well-being has implications for both partners, whether one or both is alcoholic, 

and whether or not they were together before sobriety. Distress experienced by one 

partner may spread to the other, raising the risk of relapse. Tension-reduction and 

avoidance coping strategies by the spouse are related to poorer outcomes for the spouse 

am/for the alcoholic partner (Moos et al., 1982). 

Stress diminishes well-being in marital partners, particularly among alcoholic 

couples. The well-being of nonalcoholic spouses of recovering alcoholics may be 

compromised due to lingering adverse effects from the distress of the drinking period. 

There is evidence of stress-related suffering among wives of recovering alcoholics. Moos, 

Finney, and Gamble (1982) found that spouses of alcoholics suffer stress effects from 

living with an alcoholic partner, and these effects diminish when the partner's drinking is 

reduced. Spouses of poorly functioning abstinent alcoholics reported more anxiety, 

depression, physical symptoms, more drinking, and more doctor visits than matched 

community controls. Non-addicted partners also may suffer from a lingering condition 

likened to post traumatic stress disorder (S. Brown & Lewis, 1999). These findings point 
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to the importance of investigating well-being outcomes for both partners in recovering 

relationships. 

Reiatiomhip Satî action 

Relationship satisfaction is a measure of the degree to which the relationship 

serves the global biological, psychological, emotional and social needs of the partners. It 

is a global indicator partners' overall evaluations of their relationship. Research has 

consistently documented that communication in close relationships is a primary 

determinant of relationship satisfaction (Feeney, Noller, & Ward, 1997; Notarius & 

Markman, 1993). For example, compared to satisfied couples, communication among 

unsatisfied couples is characterized by higher levels of negative interaction and affect; 

lower levels of humor and laughter, low levels of agreement compared to disagreement; 

and more criticism and put-downs (Gottman, 1994). 

Relationship satisfaction has been negatively associated with alcohol abuse 

(Shackleford & Buss, 1997) and with relapse (Daley & Raskin, 1991). Husbands who are 

active alcoholics tend to report higher marital satisfaction than their spouses (O'Farrell & 

Birchler, 1987), but this finding may be contaminated by social desirability response sets. 

McCrady (1990) found that pretreatment marital satisfaction was positively related to 

reduced drinking outcomes, and, conversely, abstinence was an important predictor of 

marital stability, of which satisfaction is a component. Relationship satisfaction and 

functioning may vary at different times in the life-span of the recovering relationship, 

depending on levels of stress, support, and personal resources. Especially in early 

recovery, couples experience strain and negativity as they attempt to adapt to life without 
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alcohol (McCrady, 1990; Wiseman, 1980). 

Time in Recovery 

Relationships occur in time, and the progression of time may be an important 

factor in predicting relationships between communication practices, contextual variables, 

and recovery outcomes. One reason is that the amount of time a recovering individual has 

spent pursuing recovery (either from alcoholism or its eflfects, in the case of the non

alcoholic partner) may be an important predictor of communication practices and 

outcomes of recovering couples. The more experience an individual has with recovery 

efforts, the more knowledgeable one is about how recovery feels, what to expect, which 

conditions generate high risk for relapse, and how to engage effectively in self care (S. 

Brown & Lewis, 1999; Gorman, 1998). 

Another reason time is important is that dififerent time periods during the process 

of recovery may influence relational contexts and communication practices. For example, 

in early recovery, high levels of stress coupled with low levels of personal and social 

resources could make communication practices more difficult, and less effective. On the 

other hand, in later recovery, lower stress levels and greater resources may facilitate 

success in communication practices (S. Brown & Lewis, 1999; Wiseman, 1980). 

This Investigation 

The primary aim of this investigation is to identify relational communication 

practices and relational context factors which facilitate or hinder relationship satisfaction, 

well-being, and abstinence efficacy in this sample of couples recovering from alcoholism. 

The study explores the following research questions and hypotheses regarding 
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relationships among factors in the proposed model. 

1. Do relational context factors (stressors, social support, and recovery involvement) 

predict partners' communication practices? The research suggests that for recoverers, 

stress is associated with poorer relational communication. In contrast, perceived 

social support and recovery program involvement would be expected to correlate with 

beneficial communication practices, regardless of the sex of the partner. 

HI .a Relationship-enhancing daily communication practices (successful conflict 

management, emotional self disclosure, and positive talk) will be negatively 

related to stressors and positively related to perceived social support and 

recovery involvement, for both male and female partners. 

HI b Negative talk in daily interactions will be positively related to stressors and 

negatively related to perceived social support and recovery involvement for 

both male and female partners. 

2. Do communication practices predict partner outcomes among recovering couples? 

Do they do so in uniform ways for all outcomes? What is the relative contribution of 

different communication practices to partner outcomes? Is there a combination of 

conununication practices that predict partner outcomes better than any one alone? Are 

communication practices associated with changes in outcomes over time? Couples 

research suggests that effective conflict management, emotional intimacy, positivity 

and limited negativity, predict favorable outcomes for partners and for relationships. 

Do these relationships hold true for drinking outcomes, and for both male and female 

partners in recovering relationships? 
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H2.a Conflict management, emotional self disclosure and positive talk will be 

positively related to partner outcomes of relationship satisfaction, well-being, 

temptation to drink and abstinence efficacy, while negative talk will be 

inversely related to favorable partner outcomes among men and women. 

H2.b Conflict management, emotional disclosure, positive talk and negative talk will 

predict changes in relationship satisfaction, well-being and drinking outcomes 

over the next three months among both males and females. 

3. Do relational context factors and conmiunication practices influence each other 

relative to partner outcomes in recovering alcoholic couples? If present, are 

moderating effects similar among male and female partners? Stress-diathesis models 

suggest that stress interacts with individual tendencies to promote distress. If stress 

interacts with behavioral tendencies in this way, it is reasonable to expect that 

environmental factors that support recovery interact with habituated communication 

practices in ways that improve well-being and deter relapse. 

H3.a Stressors will moderate the relationship between conflict management and 

abstinence efficacy for both partners in recovering alcoholic couples. 

H3.b Recovery involvement will moderate the relationship between conflict 

management and abstinence efficacy for both partners in recovering alcoholic 

couples. 

H3.C Time in sobriety will moderate the relationship between conflict management 

and drinking outcomes for both male and female partners. 
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4. Do communication practices and parmer outcomes differ among couples as a function 

of recovery-related variables such as partner alcoholic status, drinking history, time in 

recovery, or partner emotional status? Given the demands of alcoholism recovery and 

the communicative impairments of alcoholics, it is reasonable to expect that dual-

alcoholic couples would engage in less favorable communication practices and 

experience less favorable outcomes than couples with one alcoholic partner. 

If partners formed relationships after achieving sobriety, it is reasonable to 

expect that without the relational violations and unhealthy interaction patterns of 

couples who have been together during active drinking, the couples with no history of 

active alcoholism would communicate more favorably and experience more favorable 

outcomes. 

Communication practices may also improve with time in recovery. As sobriety 

lengthens and couples adjust to a sober lifestyle, they probably learn better ways to 

communicate with each other. 

Finally, individuals who are experiencing emotional distress during the 

recovery process would be expected to communicate with their partners less 

effectively, and to have poorer outcomes. Distress frequently co-occurs with 

alcoholism, and when alcohol or drugs are no longer used to counteract anxiety or 

depression, such distress symptoms may affect interactions in close relationships. 

Thus, couples' communication practices, i.e., conflict management, emotional 

self disclosure, the amount of positive and negative talk, and the proportion of positive 

talk to negative talk, are expected to relate to couple subtypes in the following ways. 
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H4.a Communication practices will be more favorable among single alcoholic 

couples than dual-alcoholic couples. 

H4.b Communication practices will be more favorable among couples who met 

during sobriety. 

H4.C Conununication practices will be more favorable among couples with greater 

time in recovery. 

H4.d Communication practices will be less favorable among couples with 

psychologically distressed partners. 
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CHAPTERS 

METHOD 

To address the research questions and test the hypotheses described in Chapter 3, 

I undertooic a short-term longitudinal field investigation. This chapter describes the 

methods employed in that investigation. The participants, sample characteristics, 

procedures, survey instruments, and measures are explained. 

Two distinguishing features of the investigation are reflected in the methods. First, 

conducting field research on this vulnerable, hidden population presented special 

challenges in recruitment and procedures. Second, to improve the reliability and validity 

of the data, I attempted, whenever feasible, to measure variables with more than one 

indicator and fi^om more than one view (e.g., self, partner, observer). 

Participants 

A convenience sample of SI couples was recruited fi'om two communities of 

recovering alcoholics; (a) active participants in Alcoholics Anonymous (A.A.) and Al-

Anon, and (b) clients of two alcohol and drug treatment facilities in Tucson, Arizona. 

These divergent groups were included in the sample fi'ame to attain diversity in the 

background and sobriety length of the sample population, and to offset some of the 

inherent self-selection bias in the sample. Participants of 12 Step recovery programs 

tended to be sober for long periods, and in relatively stable, long relationships at the time 

of entry into the study. In contrast, treatment facilities provided a source of couples in 

early recovery—a subpopulation which tended to be younger, experiencing more chaos in 

their lives and relationships, and more vulnerable to relapse than those who had 
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maintained sobriety for several years. Although similar numbers of individuals from both 

communities were approached during recruitment, a much larger proportion of 12 Step 

program members agreed to participate than did aftercare clients, resulting in about 8S% 

of the sample being recruited from AA or Alanine. 

Participants met several inclusion criteria. Both partners were heterosexual adults, 

age 18 and over. Partners were living together in a close personal relationship for at least 

three months. Both partners were English speaking, literate, and willing to participate. 

Finally, at least one of the partners was a recovering alcoholic who had maintained 

sobriety for a minimum of 30 days, and who was receiving support for sobriety outside 

the relationship through participation in a self-help recovery program or alcohol/drug 

follow-up treatment. 

Participating couples received $15 in cash for their participation.' A decision to 

end enrollment was made after twelve months of diligent recruitment effort. Enrollment 

challenges are described in the recruitment section. 

Demographics 

In this sample (N=51), partner ages ranged from 19 to 72. Male and female 

partners respectively averaged 46.3 (SD=12.9) and 43 .5 (SD=12.1) years of age. The 

major ethnic group represented was white (83%), followed by hispanic (11%), with 

Afhcan, Asian and Native Americans together representing 6% of the sample. Slightly 

more than half of the participants had a college degree or higher. Relationships ranged in 

~ Cash compensation and some other major study expenses were funded by a 
$1,000 Final Project Grant from the Graduate College. 
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length from 4 months to 45 years, with a median of 8.S years. The couples were 

predominately affluent, with 47% reporting an annual combined income of $60,000 or 

higher; however about 15% of couples were at or below poverty level. Eighty percent of 

the men and 63% of the women were employed. Almost 55% of male partners and 47% 

of female partners had been divorced at least once, and almost 40% of the couples had 

children living in the home. 

Addiction and Recovery Aspects 

Eighty percent of the sample self-identified as having been addicted to alcohol 

and/or drugs, and 37% reported having relapsed at least once. An unexpectedly high 

proportion of the couples (67%) included two recovering alcoholics. About 85% of 

participants were members of 12 Step recovery programs, primarily Alcoholics 

Anonymous. Couples were almost evenly split between those who had been together 

before sobriety (49%) and those who met in sobriety (51%). Length of sobriety ranged 

from 2 months to 25 years, with both males and females averaging about ten years clean 

and sober. Average length of sobriety in the sample was also unexpectedly high in 

comparison to average sobriety among A. A. members, which is estimated to be about 3 .5 

years (Alcoholics Anonymous, 1998). About 30% of the males and 42% of the females in 

the sample exhibited marked distress. 

Sample characteristics are summarized in Tables 1 and 2, which show percentages 

of demographic and alcoholism-related attributes among male and female partners. 
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Vaiiable Males (N=51) Feniales(N=51) Couple(N=51) 

Avg. age 
Age range 

Ethnicity 
Hispanic 
White 
Native American 
AMcan American 
Asian 
Other 

Education 
Elementary School 
Some High School 
High School Degree 
Some College 
College Degree 
Graduate Degree 

Employment Status 
Employed 

Ever Divorced 
Annual Tnonma 

Less than $10,000 
$10,000 to $19,000 
$20,000 to $29,999 
$30,000 to $39,999 
$40,000 to $59,999 
$60,000 to $89,000 
$90,000 or over 

Relationship Status 
Cohabiting, no plans to marry 
Cohabiting, engaged 
Married 
Other 

IMiimhftr of Children Livina in the Home 
None 
1 
2 
3 or more 

46.3 (SD=12.9yrs) 
23 to 72 

11.8% 
82.4% 

3.9% 
0 
0 
2.0% 

2.0% 
5.9% 
7.8% 

33.3% 
29.4% 
21.6% 

80.6% 

54.9% 

43.5 (SD=12.1yrs) 
19 to 68 

9.8% 
84.3% 

2.0% 
2.0% 
2.0% 
0 

0 
5.9% 
7.8% 

35.3% 
31.4% 
19.6% 

62.7% 

47.1% 

3.9% 
11.9% 

5.9% 
9.8% 

21.6% 
21.6% 
25.5% 

9.8% 
9.8% 

78.4% 
2.0% 

60.8% 
15.7% 
15.7% 
7.9% 
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Table 2. Alcohol-related Attributes of Study Participants 

Males (N=51) Females(N=51) Couple (N=51) 

No. Alcoholic ̂ self-identified) 47 (92%) 38 (75%) 

Alcoholism Severitv(BMAST') 20.9 20.9 
Self descriDtion of addiction 

Not addicted (or not sure) 5.9% 17.7% 
Alcoholic 33.3% 27.5% 
Drug addict 2.0% 3.9% 
Cross-addicted to AOD 56.9% 37.3% 
Not answered 2.0% 13.7% 

Sobiietv History 
Avg. no. months sober 112.7(SD=95.2) 122.1(SD=77.1) 
Couple together before sobriety 49% 
Couple met during sobriety 51% 

Alcoholic CouDle Tvne 
Female partner alcohohc 8% 
Male partner alcoholic 25% 
Both partners alcoholic 67% 

Relanse History 
Ever Relapsed 43.1% 31.4% 
Not answered 9.8% 31.4% 
Avg. no. times relapsed 1.9(SD=1.7) 1.2(SD=2.5) 

Member Recovery Procrram 92.2% 82.4% 
Member of AA 84.3% 64.7% 
Member of Alanine 15.7% 37.3% 

Partner is in recovery 68.6% 92.2% 

No. times treated for alcohol/drua nroblems 
0 41.2% 37.3% 
1 23.5% 23.5% 
2 11.8% 15.7% 
3 or more 17.6% 4.0% 
Not answered 3.9% 19.6% 
Average 1.4(SD=1.7) .9 (SD=1.3) 

Ever treated for Dsvcholoaical oroblems 
Yes 58.8% 64.7% 
Not answered 2.0% 13.7% 

Reixirt Marked Distress*' 29.4% 42.0% 

° Minimum BMAST score indicating likely alcoholism: 6 or above 
 ̂Scored 43 or greater on Hopkins Symptom Checklist (HSCL-25) 
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Procedures 

Recruitment 

Participants were recruited during the period from February, 2000, to February, 

2001. Recruitment of 12 Step program participants occurred throughout that period, 

while recruitment of aftercare clients of treatment programs began in late summer, 2001, 

immediately after institutional review board approval was obtained from the Community 

Partnership of Southern Arizona, funding agency for the two treatment facilities. 

Approval letters from involved agencies are shown in Appendix A. 

Because all organizations serving alcohol and drug addicts maintain strict 

anonymity to protect the identities of members or clients, contacting participants 

presented unusual difficulties. Participants were recruited privately (via face-to-face 

contact) by me or by two trained assistants who were members of 12 Step programs. In 

contacting potential participants, recruiters identified themselves as affiliated with the 

Couples in Recovery Study and followed confidentiality standards of the American 

Psychological Association, drug and alcohol treatment providers, and 12 Step principles 

of anonymity. 

Participants in AA and Al-Anon were approached privately after meetings and 

asked if they and their partner would be willing to participate in a study to investigate 

how couples in recovery communicate with one another in daily interactions. Treatment 

facility clients were recruited via bi-monthly site visits to aftercare meetings, during which 

I explained the study. These individuals were extremely distrustful of outsiders, so it was 

important to establish rapport, and to make it clear that the research was completely 
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independent of the treatment providers, totally voluntary and confidential. All potential 

participants were told they would receive modest compensation for their time. Interested 

individuals were given brief written descriptions of the study with a study phone number 

and asked to discuss participating with their partners. They also voluntarily provided me 

with their phone numbers. 

If both partners agreed to participate, one called the study phone number. Or, if 

interested persons did not call me within two weeks, I called them to ask if they were still 

interested in participating. I explained the study to both partners on the phone, then 

scheduled an appointment for the interview. With more than half of the couples, 

interviews had to be rescheduled, often several times. 

Refiisals 

Refusals occurred at three points during the recruitment process. Many 

individuals declined to enter the study when it was first explained to them. Nineteen 

members of AA or Alanine declined when first approached. These individuals cited 

concerns about investigational research and privacy, or simply said "No" when asked if 

they were interested. The number of treatment facility clients who declined to participate 

at first is unknown, but counselors suggested it was probably at least half of those who 

met selection criteria. An additional group (six members of AA or Alanine, and ten 

treatment aftercare clients) declined to participate after initially showing interest, then 

checking with their partners. Reluctant partners were usually individuals who did not 

participate in recovery programs. A third group of five couples had initially agreed to 

participate, but withdrew when they were called to schedule interviews. One of these 
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couples divorced; others gave vague reasons. In all, about 35% of 12 Step program 

members and an estimated 65% or more of treatment program aftercare clients who were 

approached refused to participate. 

The anecdotal information I was able to obtain fi-om decliners suggests that 

nonparticipants were different firom participants. Decliners and their partners tended to be 

less trusting of perceived outsiders conducting research, either because they did not want 

to answer questions of a personal or stigmatized nature, or because they were having 

difficuhies in their relationship at the time. 

Design 

Data were gathered at two points in time. At Time 1, semi-structured conjoint 

couple interviews and individual questionnaires were administered in the couple's home. 

Both data sources were included so that joint dyadic data could be obtained as well as 

separate self-reports, and so that qualitative descriptions of lived experience could help 

inform quantitative findings. Administering both the interviews and questionnaires during 

the home visit optimized questionnaire understanding and response rates. 

At Time 2 (three months after the Interview), I conducted five-minute telephone 

interviews with each partner individually. Repeated measures allowed for a clearer 

understanding of the short-term stability of dependent variables. The follow-up interview 

was kept simple and short, since couples had received only nominal compensation for 

their time. In total, data collection (including 3-month follow-up) extended for a 15-

month period ending in mid May, 2001. Study procedures are described below. 
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Instrument Development 

The couple interview was adapted from the Oral History Interview (Buehlman & 

Gottman, 1996), a semi-structured interview for married couples. It included questions 

about the history of the relationship during recovery, plus questions about daily 

communication practices. The couple interview was pilot tested on one recovering 

couple not included in the sample. The questionnaire was 13 pages in length, and identical 

for both partners. It included a mixture of validated scales, subscales adapted from 

validated instruments, and measures developed for this study. The questionnaire was 

pilot-tested on three recovering persons not in the sample. The follow-up telephone 

interview was brief (4-5 minutes) and included global quantitative measures of outcome 

variables. To simplify answers, responses to most questions were requested on a scale of 

1 to 10. The follow-up interview was pilot tested with one recovering couple not 

included in the sample. Copies of the three survey instruments appear in Appendix B. 

Time 1: Administering the Couple Interview and Individual Questionnaires 

After obtaining consent, I interviewed couples together in their homes (n=49) or 

private settings of their choice (n=2). Couple interviews ranged in length from 35-50 

minutes. 1 followed Buehlman and Gottman's (1996) interviewing methods for the Oral 

History Interview. Responses were summarized in writing on interview forms, and 

recorded on audio tape, with the couple's consent. After the bulk of interview questions, 

partners were asked to complete individual questionnaires, without consulting one 

another on the answers, while I waited. Questionnaires took approximately 30-35 

minutes to complete. When both partners finished the questionnaires, the conjoint 
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interview was resumed with one final set of questions calling attention to positive aspects 

of the relationship. 

After finishing the couple interview and the questionnaire, partners were debriefed 

together, and provided with referrals to recovery group meetings and other local 

resources if desired. All interviews and questionnaires were completed, and participants 

reported no lingering adverse feelings during debriefing. Couples then filled out a self-

addressed, brightly colored "reminder" postcard with the date and time for the follow-up 

phone interview. At the end of the home visit, couples received $15 cash compensation. 

Altogether, the home visits lasted fi-om 1.5 to slightly more than 2 hours. 

Time 2: Conducting Brief Telephone Interviews 

Eleven weeks after the interview date, reminder postcards were mailed to couples. 

At approximately twelve weeks after the in-home visits, I conducted brief telephone 

interviews separately with each partner. In most cases, partners were interviewed 

consecutively during the same phone call, but when both partners were not available at 

the scheduled time, they were interviewed on separate occasions within one to three days 

of each other. All but one of the phone interviews (a call to a partner in Japan) were 

completed within ten days of the scheduled date. 

The attrition rate was low (4%). Two couples-both recruited firom treatment 

facilities—were lost to follow-up, despite several attempts to contact. One of these 

couples was homeless; the other moved with no forwarding phone number or address. 
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Measures 

Relational Context Predictors (Time 1) 

1. Stressors. Stressors were measured two ways; stressful life events and daily 

hassles. To assess life events I developed a brief instrument patterned after the Family 

Inventoiy of Life Events and Changes [FILE] (McCubbin, Patterson & Wilson, 1980) for 

the purpose of this study. The FILE is an index of family stress that has been tested 

extensively. It assesses the pile-up of stressful events experienced by a family or couple 

unit by recording life change events (both positive and negative) in nine areas, providing 

an index of the couple's joint, cumulative level of experienced stress. Normative cut-off 

scores for low, moderate and high stress levels have been established from a national 

sample for the FILE. Internal reliability for the total instrument is good (alpha = .81), and 

validity measurements are at acceptable levels (McCubbin & Patterson, 1983). 

For this investigation, 14 composite items were derived from the 71-item FILE in 

order to keep the questionnaire length short. The resulting instrument covers generally 

the same stressful life events as the FILE, but is not statistically comparable. Instead, it 

serves as a descriptive measure of relative levels of stressfiil life events experienced by 

participating couples in the last year and in prior years. As recommended for the FILE, 

maximized couple scores were used. A stressful event experienced by either partner was 

counted since, from a family systems perspective, what happens to one member affects 

other system members to some degree (McCubbin et al., 1996; Olson et al., 1983). The 

couple score was computed by combining the measures completed by each partner. If 

either or both partners endorsed an item, the couple was given a score of one. Items were 
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then summed for a total cumulative couple score on stressful life events which could 

range from 0 to 28. For the study sample, the internal reliability coefficients on the scales 

for life events in the last year and for prior years were .70 and .71, respectively. 

Daily hassles were measured with one global item which assessed the amount of 

daily hassles or stresses each partner had been feeling in the last 3 months, using a 5-point 

Likert-type scale. This single-item measure is admittedly weak in reliability, but it is 

nevertheless a reasonable indicator of an important source of stress. Because scores for 

men and women correlated weakly (r=.28, p<.05), daily stress was treated as an 

individual level variable in all analyses. 

2. Perceived social support from fHends and family was measured using the 

Provision of Social Relations (PSR) scale (Turner, Frankel & Levin, 1983). The PSR is a 

15-item self-report measuring perceptions of family support and fnend support. Items are 

scored on a 5-point Likert scale. The PSR has good internal consistency (alphas range 

from .75 to .87) and good concurrent validity. It correlates significantly with the Kaplan 

Scale of Social Support (Kaplan, 1977), and correlates negatively with several measures 

of psychological distress (Corcoran & Fischer, 1989). For this sample, the scale showed 

acceptable internal consistency (alpha=.79 for females and .82 for males). Perceived 

social support is conceptualized as an individual level variable and, as expected, the 

intraclass correlation between male and female scores was nonsignificant (/cc=.33, p^.M). 

Therefore, each partner's score was analyzed separately. 

3. Recovery program involvement was assessed using five items generated for 

this study which measure components of involvement with 12 Step recovery programs 
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that have been shown to contribute to positive sobriety outcomes (Ouimette, Moos & 

Finney, 1998; Sheeren, 1988; VanLear et al., 1997). Items included working with a 

sponsor, frequency of meeting attendance, working the steps in everyday life, 12 Step 

service, and reading 12 Step literature. Standardized item scores showed acceptable 

internal consistency (alpha = .76 for male alcoholics and .82 for female alcoholics). Item 

scores were then averaged to create a composite recovery involvement variable. 

Relational Communication Practice Predictors (Time I) 

1. Conflict management was assessed at the individual and couple level, using 

three measures based on self- and partner reports.^ Questionnaire items were adapted 

from two validated scales; the Interpersonal Competence Questionnaire (Buhrmester et 

al., 1988), and the Communication Patterns Questionnaire (Christensen, 1988; 

Christensen & Sullaway, 1984; Heavey, Larson, Christensen & Zumtobel, 1996). A third 

measure of conflict management consisted of a single global item in the couple interview 

generated for this study. 

The Interpersonal Competence Questionnaire (ICQ) measures five domains of 

interpersonal competence. Although it was designed for peer relationships, the ICQ taps 

expressive skills important for maintaining close relationships. It is reliable, has a sound 

factor structure, and shows convergent validity-self-ratings correlated with theoretically 

related variables and with roommates' ratings (Buhrmester et al., 1988). For this 

investigation I used two ICQ subscales; disclosure and conflict management. In a study 

^An observational measure of conflict interaction was abandoned afler the first ten 
attempts to get partners to engage in a problem-solving activity yielded unusable data. 
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of close fnends and romantic partners, the disclosure and conflict subscaies showed 

satisfactory internal consistencies (alpha = .82 and .77) and adequate test-retest reliability, 

with r = .75 and .69 respectively (p. 995-996). 

Because this investigation is concerned with actual behavior, responses to ICQ 

subscaies were modified to reflect actual behavior (e.g., "I avoid this if possible"), rather 

than perceived level of competence (e.g., "I'm poor at this...I'd avoid it if possible"), as in 

the original instrument. The 8-item behaviorally-based conflict subscale for this sample 

demonstrated good internal consistency (alpha=.89 for male partners and .89 for female 

partners). Partner scores from this subscale were analyzed as components of composite 

individual-level and couple-level conflict scores, since they showed a small, but significant 

intercorrelation (r=.29, p<.05). 

To capture a larger scope of conflict-related behavior than just couple interaction, 

I also drew from the Communication Patterns Questionnaire (CPQ; Christensen, 1988; 

Christensen & Sullaway, 1984), a 35-item measure that assesses partners' perceptions of 

dyadic communication patterns during three stages of conflict; when a problem arises; 

during conflict interaction, and after conflict interaction. The CPQ was designed to 

measure the frequency of specific behaviors and interaction patterns over multiple 

occasions. The CPQ has high internal consistency and external validity (Heavey et al., 

1996) and good discriminant validity (Noller & White, 1990). 

Responses to CPQ items were modified to describe perceptions of actual couple 

behavior (e.g., "This rarely happens"), on a 5-point Likert-type scale similar to the one 
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used for the ICQ/ Three items measuredjoint conflict initiation behavior (e.g., "We 

avoid discussing the problem") and eight items assessed perceived behavioral and 

affective consequences of conflict interaction (e.g., "One or both of us feels guilty or 

hurt."). The three conflict initiation items showed low internal consistency (alpha=.63 for 

males and .55 for females), and partners' scores did not correlate significantly. In 

contrast, internal reliability for conflict consequences items was strong (alpha=.88 for 

males and .87 for females), and these scores correlated among partners (r=.42, p<.01). 

Therefore, only partners' CPQ conflict consequences scores were used in the composite 

couple-level measure. 

During the couple interview, a one-item global assessment of joint conflict 

management was obtained after partners responded to questions about their typical 

behavior when disagreements occur. Each partner rated how well the couple managed 

conflict together on a scale of I (very poor) to 10 (excellent). Individual ratings were 

correlated (r=.57,/K.01), and were averaged for a couple rating. 

To obtain a composite score reflecting individual level conflict management, each 

partner's scores for ICQ conflict interaction and CPQ conflict consequences were 

averaged, since they correlated (r=. 51,/K.01 for males; r=.45,/K.01 for females). 

The composite score for couple-level conflict management consisted of averaged 

partner scores from the ICQ subscale, averaged partner scores on CPQ consequences 

items, and couples' averaged ratings fi^om the interview. These measures were all 

* Original CPQ items are rated on a 9-point scale ranging from unlikely to likely to 
happen. The responses and metric were changed to match responses to ICQ items. 
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moderately correlated, with correlation coefficients ranging from .38 to .63 (^.01). 

Scores were therefore standardized and averaged to produce the composite measure. 

2. Emotional self disclosure was measured both individually and dyadically using 

two methods. In the questionnaire, emotional self disclosure was measured using six 

items from the disclosure subscale of the ICQ (Buhrmester et al., 1988).^ The 

psychometric properties of the ICQ are mentioned above. The disclosure subscale is 

reliable when measured among close friends (alpha=.82). The internal consistency of the 

subscale for the study sample was .86 for male partners and .85 for female partners. 

Scores for each partner were averaged for individual level measures. 

Quantitative global estimates of the extent that couples "share each other's joys 

and sorrows" from the couple interview provided an additional measure of emotional self 

disclosure. Partners' spoken individual estimates were fairly strongly correlated (r=.67, 

p<.01), justifying combining them into a couple level score. 

Partner ICQ disclosure scores showed a weak correlation with one another (r=.24, 

p<.05, one-tailed), and they also correlated with partners' spoken quantitative estimates 

of shared emotional disclosure (r=.45, p<.Ol for males and r=.26, p<.05 for females). 

These low but significant correlations suggested that a weak relationship exists between 

partners' extent of emotional disclosure. This relationship was judged sufficient to 

warrant combining partners' scores into a composite couple score. Partners' individual 

ICQ disclosure scores and spoken quantitative estimates were respectively averaged. The 

' Two items concerning new acquaintances were excluded. 



59 

two averages were standardized, then averaged to produce a couple-level composite Z-

score for emotional self-disclosure. 

3. Positive and Negative Talk. Positive talk and negative talk were measured in 

two ways. In the questionnaire, four items generated for this study assessed perceptions 

of the amount of positive and negative messages delivered in everyday interactions by the 

respondent and partner. Self and partner scores for positive and negative talk generally 

were correlated (positive talk: r=.63, /K.Ol for women; r=.2\,p =. 14 for men; negative 

talk: r=.50, p<.Ol for women; r=.45, p<.01 for men). Paired samples t-tests showed no 

significant difference between means on any of these measures. Therefore self and partner 

scores were averaged to incorporate both actor and observer viewpoints into partner 

scores. 

Positive and negative talk displayed by partners during the couple interview were 

also assessed observationally, using the 6-item Fondness/Affection and Negativity Toward 

Partner subscales in Buehlman & Gottman's (1996) observational coding system for the 

Oral History Interview.^ A trained, naive coder rated full-length recordings of the couple 

interviews on the positivity and negativity variables . An additional trained, naive coder 

rated 50% of the couples as a reliability check. Written transcripts of interviews were 

^ The OHI coding system assesses how partners describe and interact with each 
other over the course of the interview. Partners' audio taped responses to questions about 
their relationship history are scored individually using a 5-point Likert type scale on 
several dimensions found to be predictive of outcomes such as marital stability, divorce 
and relationship satisfaction. The Coding System has good internal construct validity 
(Buehlman,Gottman & Katz, 1992), and high internal reliability for the fondness and 
negativity dimensions (Buehlman & Gottman, 1996). 
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used by the raters as content references when they listened to the audiotapes, biter-rater 

reliabilities were favorable for fondness (alpha= .78 for males & .81 for females) and for 

negativity (alpha=.89 for males and .84 for females). 

I surmised that positive and negative talk displayed during the interview process 

would resemble that occurring at home. Observational measures of positive talk 

correlated weakly with average partner self-reports (r=.31, p=.OZ for both males and 

females). Negative talk scores obtained from selfi'partner reports and from observation 

were not correlated. Given the weakness or lack of correlation, I used only the couples' 

joint reports of positive and negative talk in daily interactions, and observational measures 

were dropped from the analysis. The strong correlations between positive and negative 

talk ratings by selfi'partner reports (r=.65, /K.Ol for male-female positive talk and r=.72, 

/K.OI for male-female negative talk) suggested symmetrical interaction patterns and 

warranted also averaging partner reports into couple-level variables for positive and 

negative talk. 

II. Criterion Variables (Time I) 

1. Partner well-being. Well-being was measured using the Index of Weil-Being 

(Campbell, Converse & Rodgers, 1976), a brief, two-part self-report measure of well-

being with life. The Index of Well-Being scale includes nine items presented in a 7-point 

semantic differential format. Eight items are included in the general affect scale, and one 

item assesses global life satisfaction. The scale is scored by summing the single 

satisfaction item, weighted 1.1, and the average of the eight general affect items. Scores 

can range from 0 to 14.7. Developed with a national sample of 2160 American adults in 
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good internal consistency (alpha=.89). These items correlated .55 with the single life 

satisfaction item, and .52 with a measure of happiness. Test-retest correlations after 8 

months were .43 for the entire index and .56 for the general affect scale. In the sample 

for this study, internal consistency for the general affect scale was good (alpha=.90 for 

males and .92 for females). The general affect scale correlated weakly with the life 

satisfaction items .38 (^.01) for male partners and .26 (p=.06) for female partners. The 

average score on the index for participants in the study sample (N=102) matched the 

national sample average of 11.8. 

2. Relationship Satî action: Relationship satisfaction was measured on the 

questionnaire using Hendrick's (1988) 7-item Relationship Assessment Scale (RAS). The 

RAS is short and easy to administer. It is appropriate for many different types of 

partnered relationships, and appears to discriminate well between distressed and non

distressed partners. A unidimensional scale with good internal reliability (alpha=.86), the 

RAS correlates moderately to highly with measures of marital satisfaction (e.g., reported 

correlations of .80 and .88 with the Dyadic Adjustment Scale [Spanier, 1976]). It 

demonstrates good test-retest reliability across samples of diverse couples (Hendrick & 

Hendrick, 1998). In this sample, internal consistency for the RAS was good (alpha=.93 

for male partners and .92 for female partners). 

3. Abstinence efficacy. Abstinence efficacy was assessed using two measures, 

each of which taps a different aspect of abstinence-focused self-efficacy; (a) the Alcohol 

Abstinence Self-Efficacy Scale (DiClemente et al.„ 1994), and (b) one item measuring 
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expected sobriety in one year. 

The AASE is a brief, psychometrically sound, self-report measure that assesses 

Bandura's (1977) construct of self-efficacy applied to alcohol abstinence. Efficacy is 

measured using a 20-item, 5-point Likert scale with two subscales; ten items assessing 

temptation to drink, and ten items assessing confidence in maintaining sobriety across 20 

high-risk drinking situations. Scores are sunmied separately for temptation and efficacy. 

The subscales have a solid factor structure, and capture major dimensions of Marlatt and 

Gordon's (1980) relapse model. The AASE's psychometric properties are favorable; a 

sample of258 clients fi'om an outpatient treatment facility demonstrated high internal 

consistency (alpha=.92). Convergent and divergent validity for the AASE have been 

supported (DiClemente et al., 1994). No substantive sex diflferences were found in mean 

scores for the scale. Among the alcoholics in this study sample, internal reliablity was 

high (alpha=.95 for both subscales among males, and alpha=.93 for the temptation 

subscale and .97 for the confidence subscale among females). Negative correlations for 

temptation and efficacy were expected, and moderately high for men and women (r=-.64 

and -.65 at /K.Ol levels, respectively). The AASE temptation and efficacy scores were 

used separately as measures of contemporaneous (current) abstinence efficacy. 

A second composite abstinence efficacy measure was created to capture longer-

term efficacy expectations, since the AASE refers only to the present. Current abstinence 

efficacy and a single item measuring expected one-year sobriety were standardized and 

combined. The single item, which also was rated on a 5-point Likert type scale, correlated 

with abstinence efficacy scores .44 (p<.01) for male alcoholics and .38 (^.05) for female 
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alcoholics. 

Criterion Variables (Time 2) 

At three-month follow-up, brief measures of relationship satî action, partner 

well-being and abstinence efficacy were obtained via telephone interview. Responses 

were all rated on a scale of I (lowest) to 10 (highest), to simplify and standardize answers 

for interviewees. Items included were subsets of the Time 1 criterion measures, with two 

exceptions. First, a single-item global measure of happiness was included as an additional 

indicator of subjective well-being that has been shown to correlate with the general affect 

scale of the IWB. Second, abstinence efBcacy included a measure of relapse occurrence 

during the three month follow-up interval. 

Control Variables (Questionnaire, Time 1) 

Potential moderator variables were measured and tested to see if they correlated 

with outcome scores. These variables included length of alcoholic partners' sobriety, 

number of children living in the home, alcoholism severity, and psychological distress. 

The first four variables were single-item selCpartner report measures; the last two were 

validated scales. 

Two covariates were used in the analyses; the number of children living at home 

and sobriety length. Prior research has shown that each of these variables is associated 

with at least one of the model outcome factors; the presence of children degrades 

relationship satisfaction in nonclinical couples (Clements, Cordova, Markman, & 

Laurenceau, 1997; Kurdek, 1993), and shorter length of sobriety, especially in the first 

year, increases the risk of relapse to drinking (Norris, 1978). The two variables 
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correlated with drinking outcomes for men (correlations ranged from r=-.36, /K.05 to 

r=-.57, fX.OX), but not for women. Because partner sobriety lengths were correlated .64 

ip <.01), a dyadic level variable was created to reflect the systemic influence of both 

partners' sobriety status on relational life. If both partners were alcoholic (w=34), their 

scores were averaged; when couples consisted of a single alcoholic (/f=17), that person's 

sobriety length was used. 

Alcoholism severity was measured with the Brief Michigan Alcohol Screening Test 

(BMAST; Pokomy, Miller & Kaplan, 1972), which also confirmed that recovering 

participants fit accepted selection criteria for alcoholism. This 10-item scale, a shortened 

version of the 25-item Michigan Alcoholism Screening Test (Selzer, 1971), measures 

extent of lifetime alcohol-related consequences, and has been widely used for decades as a 

screening measure to assess need for alcoholism treatment (Chan, Pristach, & Welte, 

1994; Crowe, Kramer, Hesselbrock, Manos, & Bucholz, 1997). In the study sample all 

self-identified alcoholics scored above the cut-point signifying life-time alcohol problems. 

Scores for both male and female alcoholics averaged 20.9, indicating both sexes 

experienced similar, serious levels of alcohol-related problems during their drinking 

careers. Since alcoholism severity did not correlate significantly with outcomes, it was 

not used as a covariate. 

Psychological distress in the past month was measured with the short version of 

the Hopkins Symptom Checklist (HSCL-25; Hesbacher, Rickels, Morris, Newman, & 

Rosenfeld, 1980). The HSCL-25 uses a four-point scale to indicate the degree of 

respondents' anxious and depressive distress. The scale correlates well with the standard 
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58-item version of this measure (Derogatis, Lipman, Rickets, Uhlenbuth, & Covi., 1974). 

Responses to each item were summed to create an overall distress score, with possible 

values ranging from 25 (not at all distressed) to 100 (extremely distressed). In this 

sample, the internal consistency for the HSCL-25 was good (alpha=.89 for males and .91 

for females). Psychological distress correlated with three outcomes for men, but since 

this variable was used in one of the analyses, it was not employed as a covariate. 

Levels of Analysis among Model Variables 

In summary, among relational context predictors, stress&l events were measured 

at the dyadic level, and daily stress, social support and recovery involvement were 

measured at the individual level. Relational communication practices (conflict 

management, emotional self disclosure, positive talk and negative talk) were measured at 

both the level of the individual and the couple dyad. The criterion variables of abstinence 

efficacy, partner well-being and relationship satisfaction were measured at the individual 

level. Table 3 shows the measures and levels of analysis for variables at each stage of the 

study design. 



Table 3. Study Design and Measures 

PREDK^^ CBrmaonyî  ̂

Relational Context 
Factors 

(Questionnaire) 

Relational Communication 
Factors 

Ti (Questionnaire; Interview) 

Individual Outcomes 

(Questionnaire) 

Individual Outcomes 

T2 (Telephone Interview) 

Daily Stress; 1 (Individual level) 

Past Stressful Events: 2 
(dyadic level variable) 

Conflict Management; 5 
(Individual and dyadic level 

variables) 

Relationship Satisfaction; 9 Relationship Satisfaction; 12 

Social Support; 3 
Emotional Self Disclosure; 6 

(Individual level variables) 
Subjective Well-being; 10 Subjective Well-being; 13 

Recovery Program 
Involvement: 4 

Positive and Negative talk 7, 8 
(Individual and dyadic level 

variables) 

Abstinence Efficacy; 11 Abstinence Efficacy; 14,15 

MEASURES; 

1. Single item global measure (Brown, 2000) 
2. 14 Items adapted from FILE (McCubbin, et ai., 1996) 
3. PSR (Turner, Frankel & Levin, 1983) 
4. 6 Items (Brown, 2000) 
5. Composite variable with items adapted from ICQ 

Conflict Subscale (Buhrmester, et al., 1988) 
& CPQ (Christensen & Sullaway, 1984) 

6. ICQ Subscale* (Buhrmester, et al., 1988) 
7. 4 Items (Brown, 2000) 

8. OHI Positivity and Negativity Subscales 
(Buehlman & Gottman, 1994) 

9. RAS (Hendrick & Hendrick, 1998) 
10. IWB (Campbell, et al., 1976) 
11. AASE (DiClemente, et al., 1994) 
12. Single item global measure (Brown, 2000) 
13. Single item global measure (Brown, 2000) 
14. AASE items (DiClemente, et al., 1994) 
15. Relapse items (Brown, 2000) o\ 
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CHAPTER 4 

RESULTS 

In approaching the data analysis I chose methods that enabled the fullest exploration 

of relationships among variables in the conceptual model. To reflect the reciprocal 

influence of partner interactions, I measured variables at both the individual and dyadic 

levels. For both levels of analysis I adopted scoring strategies that incorporated actor and 

observer data, and that utilized more than one measure. Because I did not attempt to 

specify latent variables in this model, and since I was interested in the relationships of 

faaors within variable types, I used multiple regression rather than structural equation 

modeling. 

Correlational procedures were used in examining preliminary relationships among 

variables. To test the hypotheses of association I used hierarchical multiple regressions, 

with the number of children living at home and average couple sobriety length as 

covariates. Lacking guidance from the literature, I assumed that together, model variables 

would have medium to large effect sizes (AR^=.25 for dependent variables other than 

drinking outcomes, and AR^=.30 for drinking outcomes, which have smaller sample sizes) 

as described by Cohen (1988). I adopted a power level of .80 to detect true differences in 

the sample population, and alpha was set at .05. Standardized regression coefficents were 

used because they show the relative effects of the variables in the model (Hargens, 1976), 

and because the nature of this analysis is more theoretical than applied. Independent 

groups t-tests were employed to test hypotheses of difference. Ail analyses were 

conducted using SPSS 10.1. 
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Initial Descriptive Analyses 

My first step was to examine means for continuous variables of interest among male 

and female partners. Men and women are more alike than different in demographic and 

alcohol-related attributes (Table 4). Only two group differences emerged; men were older 

than women, and women reported more emotional distress than men. Similarly, men and 

women differed significantly in only three of ten conceptual model variables (Table S). 

Women showed higher recovery program involvement and emotional self-disclosure, 

while men reported higher relationship satisfaction. 
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Table 4 

Summary of Means for Demographic and Alcohol-Related Variables 

among Male and Female Partners 

Male Female Group 
Partners Partners Differences 

Variable N' Mean SD Mean SD Mean t 

Age 51 46.25 12.90 43.51 12.13 2.75 2.95* 

Length of Sobriety 
(montha) 

30 118.01 90.26 124.27 78.13 •6.26 -.48 

Length of 
Relationship 

48 134.56'' 133.59 134.56" 133.59 0 0 

Distress symptoms 50 39.97 8.58 43.83 10.97 -3.86 -2.35* 

Alcoholism severity 
(BMAST) 

34 20.88 5.31 20.85 5.32 .03 .03 

No. times treated 
for alcoholism 

39 1.38 1.71 .90 1.25 .49 1.54 

No. times relapsed 28 1.88 3.97 1.21 2.47 .66 .74 

 ̂Paired samples; reflects couples in which both partners responded 
 ̂5% trimmed mean 

• p < .05 (2-tailed) 
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Tables 

Sununary of Means for Conceptual Model Variables 
among Male and Female Partners 

Male Female Group 
Partners Partners Differences 

Variable N" Mean SD Mean SD Me£m t 

Contextual variables 

Perceived daily stressors 51 3.06 .86 3.16 1.14 -.10 -.57 

Perceived social support 51 30.06 7.10 28.00 6.98 2.06 1.65 

Recovery program 
involvement 39 4.40 1.37 5.17 1.05 -.77 -3.37* 

Communication Practices 

Positive Talk 51 4.47 .83 4.32 1.04 .15 1.3 

Negative Talk 51 2.18 1.00 2.25 1.02 -.07 

o> C
O

 
r 

Emotional self disclosure 51 3.73 .73 4.00 .67 -.27 -2.19* 

Conflict management 51 3.47 .56 3.35 .57 .12 1.33 

Outcomes 

Temptation to drink 26 1.52 .51 1.60 .66 -.08 -.55 

Ciurent Abstinence 
Efficacy 27 4.58 .59 4.54 .71 .04 .30 

Overall Abstinence 
Efficacy 27 4.63 .61 4.67 .47 -.04 -.30 

Relationship satisfaction 51 4.21 .71 3.92 .95 .29 2.61* 

Well-being 51 11.73 2.11 11.99 2.06 -.26 -.65 

"Paired samples; reflects couples in which both partners responded 
* p < .05 (2-tailed) 
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The next step was to examine zero-order correlations among the model variables, 

which are displayed in Tables 6 through 10. Individual level contextual factors and 

communication practices for male and female partners are shown in Table 6. Among 

contextual variables, men's daily stress had the strongest association with communication 

practices, correlating moderately in the expected directions with all communication 

practices for both partners. Other contextual variables showed few such correlations. 

Among communication practices, only men's emotional disclosure correlated with all 

men's contextual variables, while both partners' conflict management and women's 

negative talk had the greatest number of significant associations with other communication 

practices. Among couple-level predictors (Table 7), stressful events and communication 

practices are not associated, while couple-level communication practices are associated in 

the expected directions. 

Tables 6 through 8 also show noteworthy inter-partner and intra-partner 

correlations. Among individual contextual variables (see Table 6), men's daily stress 

correlates negatively with all communication practices for both partners, while women's 

daily stress correlates only with men's positive talk. Recovery involvement shows intra-

partner associations with emotional disclosure for both men and women, and with conflict 

management for women. Perceived social support is negatively associated with recovery 

involvement and emotional disclosure among men, but shows no associations among 

women. 

Relative to conmiunication practices, conflict management is broadly associated 

with both partners' own emotional disclosure and negative talk, as well as to their 
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partner's negative talk and conflict management (see Table 6). Among women, emotional 

disclosure is associated with positive talk and inversely associated with negative talk. 

Positive talk and negative talk are fairly strongly associated between partners. Negative 

talk also is positively associated with daily stress and negatively associated with conflict 

management for both partners. As expected, all couple-level communication practices are 

intercorrelated except couple positive and negative talk (Table 7). 

Finally, partner outcomes also show different patterns of intercorrelation for men 

and women (Table 8). Men's well-being correlates with both partner's relationship 

satisfaction, while women's well-being is only associated with their own abstinence 

efficacy. Men's relationship satisfaction correlates negatively with men's temptation to 

drink and positively with women's relationship satisfaction. Women's relationship 

satisfaction is also related to men's drinking outcomes, but not to their own. Drinking 

outcomes are intercorrelated in expected directions for both men and women. 

Interestingly, all men's drinking outcomes correlate with women's current abstinence 

efficacy, but these interpartner relationships do not exist for women. 

Bivariate correlations for individual level and couple level predictors with partner 

outcomes are displayed in Tables 9 and 10. Among individual level predictors, men's 

relationship satisfaction is associated with the most individual conmiunication practices; 

and women's relationship satisfaction correlates with both partners' positive and negative 

talk (see Table 9). Men's current drinking outcomes correlate with both partners' conflict 

management, and with women's emotional disclosure. Partners' well-being and women's 

drinking outcomes are not associated with communication practices. Although not shown 
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in Table 9, a check of whether the difference between male and female partners' recovery 

involvement among dual-alcoholic couples was related to outcomes of either partner 

revealed no significant associations. 

When communication practices are combined into couple level variables (Table 10), 

they correlate quite strongly with both partners' relationship satisfaction. Also, couple 

daily communication generally correlates with men's drinking outcomes. 

In general. Tables 6-10 show that among contextual variables, stress has the 

broadest influence on outcomes; among communication practices, couple level conflict 

management and emotional disclosure are associated with all drinking outcomes for men, 

but none for women; and among outcomes, relationship satisfaction is most broadly 

associated with communication practices. 



Table 6. Correlations: Individual Level Predictors 

Predictor Daily stress Percvd social 
support 

Recovery 
involvement 

Conflict 
management 

Emotional 
disclosure Positive talk Negative talk 

male female male female male female male female male female male female male female 

Daily 
stress 

male 

female .277* 

Prcvd male 0.21 0.12 — 

SCO sprt female 0.15 0,14 0.20 ... 

Recov male -0.19 -0.07 -0.33* 0.09 — 

involvmt 
female -0.22 -0.15 -0.02 -0.19 0.35' — 

Conflict male -0.47" -015 -0,27 -0.07 0.20 0.23 
mgt female -0 33* -0.16 0.17 -0.20 0.04 0.40* 0.29* 

Emot male •0.43- -0.14 -0.38- -0.09 0.34* 0.10 0.57** 0.15 — 

disclos 
female •0.2?- •0.05 0.07 0.00 0.23 0.47* 0.11 0.47- 0.24 

Positive male -0.29* -0,34* 0,12 0.03 0.21 -0.15 0.33* -0.08 0,26 0,17 ... 

talk female •0.31- -0.19 0,19 0,19 0.19 0.15 0,16 0.15 0,14 0,59" 0.65" ... 

Negativ male 0.39- 0.16 0,01 -0.01 <0.05 -0.14 -0,51" -0,50" -0,17 -0,14 -0.18 -0.13 ... 

talk female 0,48- 0.06 0.03 -0,14 -0,14 -0,12 -0.32* -0,46" -0,21 -0.29* -0.06 -0,28* 0.72" — 

* Correlation is significant at the 0.05 level (2-tailed) Contextual factor intercorrelations 
** Correlation is significant at the 0.01 level (2-tailed) Contextual factor-Communication practice correlations 

Communication practice intercorrelations 



Table 7 

Correlations: Couple Level Predictors 

loiai 
Couple level stressful 
predictors events in last 

vear 

loiai 
cumulative 
stressful 
events 

Couple 
conflict 

management 

Couple 
emotional 
disclosure 

Couple 
positive 

talk 

Couple 
negative 

talk 

Total stressful events 
in last year 

Total cumulative 
0.67" 

stressful events 
0.67" 

Couple conflict 
management -0.16 -0.21 — 

Couple emotional 
disclosure 

0.01 -0.25 0.64" — 

Couple 
positive talk 0.13 -0.07 0.31* 0.44" — 

Couple 
negative talk 0.26 0.26 -0.60" -0.31* -0.20 — 

* Correlation is significant at the 0.05 level (2-tailed). 
** Correlation is significant at the 0.01 level (2-tailed). 



Tables 
Correlations: Individual Outcomes 

Well-being Relationship Temptation Current abstinence Overall abstinence 
Outcome 

Well-being satisfaction to drink efficacy efficacy 

male female male female male female male female male female 

Well-
male — 

being 
female 0.07 — 

Relat 
male 0.43" 0.01 — 

satisfac 
female 0.36" 0.08 0.66** — 

Tempta 
male -0.23 0.07 -0,37* -0.40** — 

to drink 
female 0.01 -0.18 0.17 0.02 0.27 

Current male -0.02 0.02 0.21 0.30 -0.64** -0.39* 
abstin 

efficacy female -0.09 0.43* 0.07 0.26 -0.42* -0.65** 0.44* 

Overall male -0.03 -0.07 0.25 0.45** -0.49** -0.32 0.80** 0.43* 
at)stin 

efficacy female 0.00 0.41* 0.04 0.24 -0.34 -0.56** 0.35 .93** 0.34 

* Correlation is significant at the 0.05 level (2-tailed). 
** Correlation is significant at the 0.01 level (2-tailed). 



77 

Tabled 

Correlations: Individual Level Predictors vntb Outcomes 

Variable 
Well-being Relationship 

satisfaction 
1 Temptation to 
j drink 

Current 
abstinence 

1 efficacy 

' Overall 
abstinence 

efficacy 

male female 1 male 
i 

female j male 
1 

female 1 male female 
' 

male female 

Daily 
stress 

male 

female 

-0.31* 

-0.33' 

-0.26 

-0.29*; 

-0.51" 

-0.17 

-0.38*' 

-0.31* 

! 

! 0.29 
I 
i 
-0.02 

0.05 

-0.09 

1 
! -0.09 

1 -0.04 

-0.26 

-0.39* 

-0.11 

-0.12 

-0.29 

-0.46** 

Prcvd 
social 

support 

male 

female 

0.02 

0.22 

-0.05 : 

-0.17 i 

0.04 

0.19 

0.08 

0.15 

, 0.17 

0.13 

-0.03 

0.32 

! 

-0.07 

i -0.01 
1 

-0.14 

-0.39 

0.02 

0.07 

-0.05 

-0.34 

Recovery 
involve
ment 

male 

female | 

0.01 

0.06 

-0.27 i 

0.20 : 

0.19 

0.12 

0.08 

-0.09 

-0.24 

-0.39-' 

0.38* 

-0.11 

0.23 

1 0.44* 

-0.30 

0.18 

0.30 

0.18 

-0.21 

0.13 

Conflict 
manage

ment 

male ; 

female 1 

0.18 

0.05 

-0.03 

0.13 : 

0.29* 

0.28* 

0.25 

0.24 

-0.40** 

-0.31* 

0.00 

-0.14 

1 
0.36* 

j 

! 0.40** 

0.02 

0.31 ! 

0.43** 

0.22 

0.04 

0.32 

Emotnl i 
j 

male 0.10 0.04 0.28* 0.15 -0.27 0.00 0.23 0.12 0.20 0.21 

disclos 1 

• 
female i 0.08 0.06 : 0.50** 0.30* -0.25 -0.09 0.39* 0.17 1 0.24 0.13 

Positive 1 
talk 

i 
i 

male ; 
! 

female | 
i 

0.15 

0.18 

-0.06 
1 

-0.09 
t 

0.39** 

0.61** 

0.54** 

0.57** 

-0.15 

-0.23 

0.01 

0.11 

0.04 

0.21 

0.08 ; 

0.04 i 

i 

0.31 

0.26 

0.15 

0.03 

Negative 1 
talk 1 

i 

! 

male i 

female i 

-0.22 

-0.24 

-0.12 i 1 
1 

-0.15 i 
1 

-0.39** 

-0.61** 

-0.34* 

-0.38**l 
1 

0.38* 

0.38* 

-0.15 

-0.24 

-0.24 

-0.11 

0.05 

0.09 j 
i 

-0.15 

-0.02 

0.03 

0.03 

* Correlation is significant at the 0.05 level (2-tailed). 
** Correlation is significant at the 0.01 level (2-tailed). 



Table 10 

Correlations: Couple Level Predictors with Outcomes 

Variable 
Well-t)eing 

Relationship 
satisfaction 

Temptation 
to drink 

Current abstinence 
efficacy 

Overall abstinence 
efficacy 

male female male female male female male female male female 

Total stressful 
events in last year 

-0.01 0.18 -0.24 -0,18 0.39* -0.16 -0.07 -0.02 0.05 0,04 

Total cumulative 
stressful events 

-0.03 0.09 -0.30* -0,19 0.43" -0.03 -0.22 -0.07 -0.04 -0.03 

Couple conflict 
management 

0.18 0.15 0.67" 0.59" -0.51" -0.18 0.57" 0.32 0.44" 0.29 

Couple emotional 
disclosure 

0.11 0.18 0.47" 0,39" -0,41" -0.11 0,47" 0.13 0,37* 0.16 

Couple 
positive talk 

0.19 -0.08 0.56" 0.62" -0,22 0.07 0,15 0.07 0,31* 0.10 

Couple 
negative talk 

-0,24 -0.15 -0.54" -0.39" 0,41" -0.20 -0,19 0.07 -0,09 0.03 

* Correlation is significant at the 0.05 level (2-tailed). 
** Correlation is significant at the 0.01 level (2-tailed). 
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Hypothesis Tests 

Contextual Factors and Communication Practices 

HI.a predicted that for both men and women, relationship-enhancing 

communication practices (effective conflict management, emotional self disclosure and 

positive talk) will be inversely related to stressors and positively related to favorable 

contextual factors (perceived social support and recovery involvement). Hl.b predicted 

that for both partners, relationship-harming communication (e.g., negative talk) will be 

positively related to stress, and inversely related to favorable contextual factors (perceived 

social support and recovery involvement). 

To test these hypotheses, I used a series of hierarchical multiple regressions. The 

two covariates—number of children living at home and average couple sobriety length-

were entered in Step 1. Seven relational context variables (stressful events in the last 

year-a couple-level variable, plus daily stress, perceived social support, and recovery 

involvement for each partner) were entered as a block in Step 2. The four communication 

practices of male and female partners in the model (e.g., conflict management, emotional 

disclosure, positive talk and negative talk) were the dependent variables. With a sample 

size of 51, these regressions have the power of .87 to detect an effect size of .25 in the 

increment to explained by the grouped contextual variables. Tables 11 through 16 

describe the results of these regressions. 

As Table 11 shows, partners' conflict management effectiveness is not predicted 

by grouped contextual factors (for men, A/^'=.31, /> =.17, and for women, A^=.23, 

p=.39). However, the amount of men's daily stress is negatively associated with their 
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conflict management (P =-.50, p = .03). 

Together, contextual factors also do not predict emotional disclosure for men or 

women (A/^'=.28,p = 21 and tJ^=.2\,p=.2S, respectively). Shown in Table 12, the 

resuhs, though not significant, suggest that for men, as daily stress increases, emotional 

disclosure tends to decrease. However as stressful events in the last year increase, men 

show a tendency to disclose more feelings to their spouses. 

Table 13 shows that relational context factors strongly predict men's positive talk, 

together accounting for 47% of its variance (A/^'=.47, p = 01). Contextual factors were 

nonsignificant predictors of women's positive talk (A/f^=.34, p =.12). Recovery program 

involvement is the strongest contextual factor contributing to men's positive talk; as 

recovery involvement increases in men but decreases in women, men engage in more 

positive talk. Reduced daily stress for both partners and perception of more social 

support also appear to increase men's positive talk, as does less children living at home. 

Women's positive talk appears to be most strongly enhanced by reductions in their 

partner's daily stress and, although nonsignificant, increases in their partners' perceived 

social support. 

Hl .b predicted that negative talk will be positively related to stress and inversely 

related to perceived social support and recovery involvement for both men and women. 

As shown in Table 14, relational context factors combine to strongly predict negative talk 

among women (A/^=.45, p = 02), but not men. Women's negative talk is most 

prominently associated with increased daily stress for men. Although Ps did not reach 

significance, women also may increase negativity with their spouse when there is a greater 
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number of stressful events experienced by the couple in the last year, less recovery 

involvement by women, and fewer children living at home. Although grouped contextual 

factors are not associated with men's negative talk, men's daily stress appears to be the 

strongest contributor. 

Tables 15 and 16 summarize predicted and observed associations between 

contextual factors and individual communication practices. For men (Table 15), positive 

talk has the most predictors among contextual variables, and daily stress seems to affect 

the most communication practices. One of the significant predictors was in an unexpected 

direction; women's recovery involvement showed a strong inverse relationship to men's 

positive talk (P=-.59, p =.003). 

For women (Table 16), few contextual factors approached significance as 

predictors of communication practices, and those that did (or came close) contributed in 

expected directions. In general, men's daily stress and women's recovery involvement 

seem to contribute most extensively to explaining the variance of women's 

communication practices. Men's daily stress was by far the strongest predictor, 

accounting for 50% of the variance in women's negative talk (P = 50, p =.0I). Women's 

positive talk approaches a significant association with their partners' daily stress. 

HI .a and HI b predictions were thus only partially supported. A few unexpected 

relationships suggest certain contextual factors, especially the two different types of stress 

and recovery involvement, are related to partners' communication practices in unique 

ways. 
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Table 11 

Hierarchical Regression Analyses for Relational Context Factors Predicting 

Conflict Management in Male and Female Partners 

Males (N=51) Females (N=51) 

Variable p t P t 

Step 1 

No. children at home .04 .19 -.02 -.13 

Avg couple sobriety Igth .08 .30 .02 .07 

ep 2 

Stressful events in last yr. .22 1.24 .05 .28 

Dally stress, male -.50 -2.32* -.25 -1.23 

Daily stress, female .04 .21 -.19 -.96 

Perc'd soc support, male -.12 -.59 .18 .97 

Perc'd soc support, female .22 1.20 -.05 -.28 

Recovery involvmt, male -.12 -.54 -.06 -.28 

Recovery involvmt, female .25 1.10 .33 1.49 

Note. for males = .09 (p=.26) for Step 1; AR^ = .31 (p = .17) for Step 2 
R^ for females = .07 (p=.35) for Step 1; AR^ = .23 (p=.39) for Step 2 
*p < .05 
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Table 12 

Hierarcbical Regression Analyses for Relational Context Factors Predicting 

Emotional Disclosure in Male and Female Partners 

Males (N=51) Females (N=51) 

Variable P t P t 

Step 1 

No. children at home -.12 -.60 -.28 -1.36 

Avg couple sobriety Ingth -.05 -.24 -.06 -.25 

Step 2 

Stressful events in last yr. .30 1.65 .18 1.03 

Daily stress, male -.37 -1.91^ -.23 -1.21 

Daily stress, female .12 .63 -.21 -1.14 

Perc'd soc support, male -.20 -1.08 .08 .46 

Perc'd soc support, female -.04 -.25 .19 1.05 

Recovery involvmt, male .30 1.49 .00 .01 

Recovery involvmt, female -.08 -.38 .31 1.49 

Note. for males = .08 (p=.27) for Step 1; AR^ = .28 (p = .21) for Step 2 
R^ for females = .17 (p=.06) for Step 1; AR^ = .21 (p=.35) for Step 2 
'p = .07 
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Table 13 

Hierarchical Regression Analyses for Relational Context Factors Predicting 

Positive Talk in Male and Female Partners 

Males (N=51) Females (N=51) 

Variable P t P t 

Step 1 

No. children at home -.41 -2.29* -.12 -.46 

Avg couple sobriety Igth -.12 -.94 -.21 -1.02 

:ep2 

Stressful events in last yr. .00 .02 .00 .00 

Daily stress, male -.32 -1.90 -.39 -2.06® 

Daily stress, female -.32 -2.01^ -.22 -1.21 

Perc'd soc support, male .32 2.06* .32 1.82 

Perc'd soc support, female -.16 -1.02 .16 .89 

Recovery involvmt, male .50 2.86** .28 1.39 

Recovery Involvmt, female -.59 -3.25* • -.19 -.85 

Note. for males = .05 (p=48) for Step 1; AR^ = .47 (p=.01) for Step 2 
R^ for females = .05 (p=.48) for Step 1; AR^ = .34 (p = .12) for Step 2 
* p = .05; p = .01 
®p=.06 

''p=.07 
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Table 14 

Hierarchical Regression Analyses tor Relational Context Factors Predicting 

Negative Talk in Male and Female Partners 

Medes (N=51) Females (N=51) 

Vaiiable P t P t 

Step 1 

No. children at home -.15 -.63 -.28 -1.46 

Avg couple sobriety Igth -.05 -.20 26 1.27 

Hep 2 

Stressful events in last yr. .10 .51 .25 1.53 

Daily stress, male .30 1.38 .50 2.86* * 

Daily stress, female .00 .02 -.15 -.89 

Perc'd soc support, male -.03 -.13 -.07 -.43 

Perc'd soc support, female -.12 -.57 -.15 .40 

Recovery involvmt, male .03 .14 -.13 -.71 

Recovery involvmt, female -.19 -.83 -.28 -1.44 

Note. for males = .04 (p=.54) for Step 1; AR^ = .15 (p=.72) for Step 2 
R^ for females = .01 (p=.82) for Step 1; AR^ = .45 (p = .02) for Step 2 
** p < .01 
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TaMe 15 

Predicted and Observed Standardized Beta Weights for Contextual Factors 

Predicting Communication Practices in Male Partners 

M^e Partner Communication Practices 

Context 
Factors 

Conflict 
mgt 

Emotional 
self-disclos 

Positive 
talk" 

Negative 
talk 

Stressful 
events 

Predicted 

Obsvd P: 

(-) 
.22 

(-) 
.30 

(-) 
.02 

(+) 
.10 

Daily 
stress, 
Men 

Predicted 

Obsvd P: 

(-) 
-.50* 

(-) 
-.32 

(+)  
.30 

Daily 
stress, 
Women 

Predicted 

Obsvd P: 

(-) 
.04 

(-) 
.12 

(+)  
.00 

Perc'd soc 
support, 
Men 

Predicted 

Obsvd P: 

(+) 
-.12 

(+) 
-.20 

(+)  
.32* 

(- )  
-.03 

Perc'd soc 
support, 
Women 

Predicted 

Obsvd P: 

(+) 
.22 

(+)  
-.04 

( + )  
-.16 

(-) 
-.12 

Recov 
Involvmt, 
Men 

Predicted 

Obsvd P: 

(+) 
-.12 

(+)  
.30 

(+)  
.50** 

(-) 
.03 

Recov 
Involvmt, 
Women 

Predicted 

Obsvd P". 

(+)  
.25 

(+)  
-.08 

(+) 
-.59** 

(-) 
-.19 

Note. Significant regression coefficient in imexpected direction is in bold 
. AR^ is significant 
^p<.08  
*p<.05  
**p < .01 
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Table 16 

Predicted and Observed Standardized Beta Weights for Contextual Factors 

Predicting Communication Practices in Female Partners 

Female Paitner Communication Practices 

Context 
Factors 

Conflict 
mgt 

Emotional 
self-disclos 

Positive 
talk 

Negative 
talk® 

Stressful 
events 

Predicted 

Obsvd P: 

(-) 

.05 

(-) 

.18 

(-) 

.00 

(+)  

.25 

Daily 
stress, 
Men 

Predicted 

Obsvd P: 

(-) 

-.25 

(-) 

-.23 

(-) 

-.39^ 

(+)  

.50** 

Daily 
stress. 
Women 

Predicted 

Obsvd P: 

(-) 

-.19 

(-) 

-.21 

(-) 

-.22 

(+)  

-.15 

Perc'd soc 
support, 
Men 

Predicted 

Obsvd P: 

(+)  

.18 

(+)  

.08 

(+)  

.32 

(-) 

-.07 

Perc'd soc 
support. 
Women 

Predicted 

Obsvd P: 

(+)  

-.05 

(+)  

.19 

(+)  

.16 

(-) 

-.15 

Recov 
Involvmt, 
Men 

Predicted 

Obsvd P: 

(+)  

.06 

(+)  

.00 

(+)  

.28 

(-) 

-.13 

Recov 
Involvmt, 
Women 

Predicted 

Obsvd P; 

+
 

CO 

(+)  

.31 

(+)  

-.19 

(-) 

-.28 

is significant 
p<.08  

••p < .01 
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Communication Practices and Outcomes 

H2.a predicted that relationship-enhancing communication practices (conflict 

management, emotional self disclosure, and positive talk) will be positively related to 

favorable individual outcomes, while negative talk will be inversely related to favorable 

outcomes for both males and females. These associations were tested using hierarchical 

multiple regression analyses with the two covariates entered in Step 1 and grouped 

individual communication practices in Step 2. Couple-level variables were derived for the 

three communication practices of individual partners that correlated significantly (positive 

talk, negative talk, and conflict management). The regressions have power of .92 to 

detect an effect size of AR^=.25 in non-drinking outcomes (n=51). For drinking 

outcomes, these regressions have power of .93 for men (/P=42) and .81 for women («=33) 

to detect an effect size of AR'=.30. Resuks are displayed in Tables 17 through 22. In 

general, the results show that as a group, partners' communication practices were strongly 

associated with relationship satisfaction; they were less associated with individual drinking 

outcomes, and not at ail related to well-being. 

Men's and women's relationship satisfaction is strongly predicted by partners' 

daily communication practices (A/f^ =.46, p=.00 and A/f'=.40, p=.00, respectively). 

Table 17 shows that women's relationship satisfaction increases as these couples manage 

conflict more successfully and as men engage in more positive talk. Reductions in men's 

emotional disclosure may be a less potent contributor. In contrast, men's relationship 

satisfaction is associated with greater emotional disclosure by women. Less negative talk 

among partners approaches a significant positive relationship with men's relationship 



89 

satisfaction. Conununication practices seem to contribute strongly to relationship 

satisfaction, but they appear to do so in different ways for men and women. 

Temptation to drink (Table 18) shows a weak association with everyday 

communication for men (A/?^ =. 17, p=.02), but not for women. For men, the couple's 

average length of sobriety is the strongest contributor to temptation to drink (P=-.48, 

/=-3.90). Other important contributors may be couple negative talk (P=.28, /=1.89) and 

couple positive talk (P=-.22, /=-1.68). For women, communication practices did not 

reach significance as predictors, possibly due to small sample size (n=33; actual power == 

.45). However couple negative talk and poor conflict management appear to contribute 

to women's temptation to drink. 

As shown in Table 19, couple communication practices account for 18% of the 

variance in men's current abstinence efficacy (A/?^=.18,/?=.03), but everyday 

communication does not significantly predict women's current abstinence efficacy 

(A/?^=. 18, p=.32), possibly due to small sample size (n=34; actual power=.49). For men, 

couple conflict management (P=.72, /=3 .37) is the strongest communication practice 

contributing to current abstinence efficacy; however the covariates—fewer children at 

home and average couple sobriety length—strongly predict men's confidence that they can 

stay sober (A/f^ = 42, p=.00). For women, couple conflict management and couple 

negative talk appear to be important factors, although they do not reach significance. For 

both men and women, conflict management contribute major portions of the variance in 

abstinence efficacy. 

Finally, communication practices are not associated with partner well-being 
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(Table 20). Apparently, individual well-being is independent of everyday communication 

practices among these couples. 

Tables 21 and 22 summarize predicted and observed associations between 

grouped communication practices and outcomes for men and women in the sample. 

Generally, results fall in expected directions or are inconclusive; however a few 

discrepancies emerge for women. Table 21 shows that men's drinking outcomes and 

relationship satisfaction are predicted by couple conununication practices. Favorable 

outcomes for men tended to be most strongly associated with improvements in couple 

conflict management and reductions in women's negative talk. 

For women, only relationship satisfaction was predicted by communication 

practices (Table 22). Favorable outcomes show tendencies toward unexpected 

associations with couple negative talk (i.e., as women's drinking outcomes improve, 

couple negative talk increases). Also unanticipated and approaching significance is the 

inverse relationship between women's relationship satisfaction and their partner's 

emotional disclosure. In general, favorable drinking outcomes for women tended to be 

positively associated with couple conflict management and with more negative talk among 

partners. 

Looking at Tables 21 and 22 together, a few patterns emerge. For both men and 

women, abstinence efficacy is strongly associated with conflict management, and 

temptation to drink is associated with couple negative talk. Among communication 

practices, emotional disclosure (measured at the individual level) appears to be less 

associated with outcomes than the couple-level variables. Women conform less than men 



91 

to model predictions. Generally, couples' management of conflict and partners' negative 

talk contributed most to the variance in partner outcomes. 

H2.a predictions were partially supported. Communication practices predicted 

both partners' relationship satisfaction, and men's drinking outcomes. Although few 

relationships reached significance, most communication practices that approached 

significance contributed to outcomes in direaions that were expected. 
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Table 17 

Hierarchical Regression Analyses for Communication Practices Predicting 

Relationship Satisfaction in Male and Female Partners 

Males (N=51) Females (N=51) 

Variable P t P t 

Step 1 

No. children at home .10 .84 .07 .52 

Avg couple sobriety Igth .09 .81 .08 .53 

;ep2 

Emot disclos, male .06 .48 -.25 -1.68 

Emot disclos, female .29 2.05* -.21 -1.35 

Couple positive talk .17 1.35 .40 2.90** 

Couple negative talk -.22 -1.70 .07 .65 

Couple conflict mgt. .28 1.49 .76 3.72** 

Note. for males = .11 (p=.069) for Step 1; AR^ = .46 (p =.000) for Step 2 
R^ for females = .08 (p=.167) for Step 1; AR^ = .40 (p=.000) for Step 2 
• p < .05 
**p <.01 
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Tablets 

Hierarchical Regression Analyses for Communication Practices Predicting 

Temptation to Drink in Male and Female Partners 

Males (N=43) Females (N=33) 

Variable p t P t 

Step 1 

No. children at home .21 1.54 -.19 -.83 

Avg couple sobriety Igth -.48 -3.90** -.11 -.55 

:ep 2 

Emot disclos, male .13 .90 .20 .88 

Emot disclos, female .22 1.36 -.07 -.25 

Couple positive talk -.22 -1.68 -.14 -.56 

Couple negative talk .28 1.89 -.42 -1.76 

Couple conflict mgt. -.24 -1.13 -.45 1.53 

Note. for males = .42 (p=.00) for Step 1; AR^ = .17 (p =.03) for Step 2 

R^ for females = .03 (p=.70) for Step 1; AR^ = .18 (p=.41) for Step 2 
p < .01 
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Table 19 

Hieraicbical Regression Analyses for Communication Practices Predicting 

Current Abstinence EfGcacy in Male and Female Partners 

Males (N=42) Females (N=34) 

Variable P t P t 

Step 1 

No. children at home -.46 -3.34* • .28 1.30 

Avg couple sobriety Igth .20 1.62 .30 1.59 

;ep 2 

Emot disclos, male -.19 -1.36 -.09 -.42 

Emot disclos, female -.17 1.05 .02 .10 

Couple positive talk -.00 -.02 .15 .72 

Couple negative talk .17 1.11 .38 1.74 

Couple conflict mgt. .72 3.37* • .48 1.78 

Note. for males = .42 (p=.000) for Step 1; AR^ = .18 (p =.028) for Step 2 
R^ for females = .13 (p=.143) for Step 1; AR^ = .18 (p=.32) for Step 2 
•'p < .01 
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Table 20 

Hierarcbical Regression Analyses for Communication Practices Predicting 

Well-being in Male and Female Partners 

Males (N=51) Females (N=51) 

Variable P t P t 

Step 1 

No. children at home .06 .35 .13 .89 

Avg couple sobriety Igth .11 .67 -.07 -.41 

§
 

to
 

Emot disclos, male .00 .02 -.07 -.36 

Emot disclos, female -.10 -.49 .03 .14 

Couple positive talk .08 .41 .04 .21 

Couple negative talk -.17 -.86 -.14 -.73 

Couple conflict mgt. .09 .33 .14 .51 

Note. R' for males = .02 for Step 1 (p=.59); AR^ = .05 (p =.82) for Step 2 

for females = .02 for Step 1 (p=.67); AR^ = .09 (p=.76) for Step 2 
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Table 21 

Predicted and Observed Standardized Beta Weights for Communication 

Practices and Individual Outcomes in Male Partners 

Male Partner Outcomes 

Conunun 
Practices 

Relatnshp 
satisfactn' 

(n=51) 

Temptation 
to drink*" 
{n=43) 

Current 
abstin efELc^ 

(n=42) 

WeU-
being 
(n=51) 

Emotnl 
disclos, 
Men 

Piedicted; 

ObsvdP: 

(+)  

.06 

(-) 

.13 

(+)  

-.19 

(+)  

.02 

Emotnl 
disclos. 
Women 

Predicted: 

Obsvd P; 

{+)  

.29* 

(-) 

.22 

(+)  

-.17 

(+)  

-.10 

Couple 
positive 
talk 

Predicted: 

Obsvd P: 

(+)  

.17 

(-) 

-.22 

(+)  

-.00 

(+)  

.08 

Couple 
negative 
talk 

Predicted: 

Obsvd P: 

(-) 

-.22 

(+)  

.28 

(-) 

.17 

(-) 

-.17 

Couple 
conflict 
mgt. 

Predicted; 

Obsvd P: 

(+)  

.28 

(-) 

-.24 

(+)  

.72'* 

{+)  

.09 

^ AR^ is significant (p < .001) 
^ is significant (p < .05) 
" p = .07 

• p < .05 
•*p < .01 
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Table 22 

Predicted and Observed Standardized Bete Weights for Communication 

Practices and Individual Outcomes in Female Partners 

Commun 
Piactices 

Relatnshp 
Satisfactn" 

(n=51) 

Female Partner Outcomes 

Temptation 
to drink 
(n=33) 

Current 
abstin effic 

(n=34) 

WeU-
being 
(n=51) 

Emotnl 
disclos. 
Men 

Predicted: 

Obsvd P; 

(+)  

-.25 

(-) 

.20 

(+)  

-.09 

(+)  

-.07 

Emotnl 
disclos, 
Women 

Predicted: 

Obsvd P: 

( + )  

-.21 

(-) 

-.07 

(+) 

.02 

(+)  

.03 

Couple 
positive 
talk 

Predicted: 

Obsvd P: 

(+)  

.40** 

( - )  

-.14 

(+)  

.15 

(+)  

.04 

Couple 
negative 
talk 

Predicted: 

Obsvd P: 

(-) 

.07 

(+)  

-.42 

( - )  

.38 

(-) 

-.14 

Couple 
conflict 
mgt. 

Predicted: 

Obsvd P: 

(+)  

.76** 

(-) 

-.45 

(+)  

.48 

(+)  

.14 

Note. Associations in ime3q}ected directions are non-significant. 
" AR^ is significant (p<.001) 
**p <.01 
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H2.b postulated that couples' everyday communication practices will predict 

changes in partner relationship satis&ction, drinking outcomes, and well-being over the 

next three months. These predictions were tested in a series of three-step hierarchical 

regressions with outcome scores at Time 2 (3 month follow-up) as the dependent variable. 

The two covariates were entered in Step 1, the outcome variable at Time 1 was entered in 

Step 2, and grouped scores for communication practices were entered in Step 3. Sample 

sizes for the regressions on drinldng outcomes are reduced. Only 30 of 47 alcoholic men 

and 19 of 38 alcoholic women in the study were questioned about drinking outcomes at 

Time 2? With a sample size of 30, these regressions have power of .85 to detect changes 

of .30 or more in F^. For women («=19), power at A/?^=.30 is very low (.47), and 

results for women's drinking outcomes at lower effect levels (near .30) may or may not 

reflect reality. 

As a group, couple communication practices predicted changes in temptation to 

drink for both men and women, but were not associated with changes in other outcomes. 

Table 23 shows that communication practices accounted for 5 to 8% of the variance in 

panners' relationship satisfaction over time. The covariate couple sobriety length 

significantly contributed to a 14% increment in the variance of men's relationship 

satisfaction (P=.33, ^=2.07). For women, changes in relationship satisfaction are strongly 

associated with their earlier relationship satisfaction scores, indicating stability over time. 

Men's satisfaction with their relationships shows no such stability. 

^ Original plans called for identifying one "index alcoholic" in each couple, limiting to 49 
the total number of alcoholics identified at follow-up. 
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Changes in both partners' temptation to drink three months later (Table 24) are 

associated with communication practices, especially for women (AJ^=.23, p^.03 for men; 

A/?^= .55, p=.02 for women). For men, the strongest associations occurred with reduced 

emotional disclosure among partners and shorter couple sobriety length. Women's 

temptation to drink is strongly associated with three communication variables; less 

successfiil conflict management (P=-1.00, t=-4.13), increases in men's emotional 

disclosure (P=.93, t=3.95), and reductions in positive talk between partners (P=-.86, 

t=-3.76). Women's temptation to drink also increases with the number of children living 

at home (P=.53, t=-2.74). Thus, the patterns of association between changes in 

temptation to drink and model variables appear to differ markedly for men and women. 

Changes in partners' abstinence efficacy (Table 25) and well-being (Table 26) are 

not predicted by communication practices. Scores for both these variables remain fairly 

stable over the three-month period in both men and women. 

Only one of the four H2.b predictions was supported. Although partners' 

communication practices predicted changes in their temptation to drink, everyday 

communication was not related to changes in other model outcomes. For both partners, 

well-being and abstinence efficacy appear to be stable over the three month follow-up 

period, as does relationship satisfaction for women. There is no consistent pattern of 

specific communication practices that are more strongly associated with changes in 

outcomes for either men or women. In fact, the results of H2.a and H2.b suggest that 

each dependent variable seems to be related to partners' communication practices in 

different ways. 
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Because the associations found between communication variables and outcomes 

varied considerably from what was expected, I computed partial correlations to examine 

associations between pairs of the four outcomes after partialing out the variance of the 

other two. For both men and women, two diflfering pairs of variables showed moderate 

partial correlations (Table 27). As expected, temptation to drink was negatively 

correlated with abstinence efficacy for both partners. But after removing the common 

variance with other outcome variables, men's well-being was associated with relationship 

satisfaction; whereas women's well-being was correlated with their abstinence efBcacy. 

Apparently men in the study experience well-being when they are satisfied with their 

relationships, but not in association with drinking outcomes. On the other hand, these 

women experience well-being not when they are satisfied with their relationships, but 

when they feel confident that they can maintain their sobriety. 
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Table 23 

Hierarchical Regression Analyses for Partner Communication Practices 

Predicting Changes in Relationship Satisfaction over the Next Three Months 

in Male and Female Partners 

Males (N=49) Females (N=49) 

Variable P t P t 

Step 1 

No. children at home .11 .62 -.07 -.46 

Avg couple sobriety Igth .33 2.07* .06 .43 

Step 2 

Relationship Satis, T1 -.01 -.07 .55 3.28* • 

Step 3 

Emot disclos, male .02 .10 -.20 -1.30 

Emot disclos, female -.11 -.53 .14 .86 

Couple positive talk .20 1.14 .03 .16 

Couple negative talk -.12 -.67 -.08 -.57 

Couple conflict mgt .23 .91 .05 .84 

Note. for males = .14 (p=.03) for Step 1; AR^ = .04 (p =.15) for Step 2; 
AR^ = .08 (p =.57) for Step 3. R^ for females = .08 (p=.16) for Step 1; 
AR^ = .36 (p=.00) for Step 2; AR^ = .05 (p =.61) for Step 3. 

* p < .05 
••p < .01 
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Hierarchical Regression Analyses for Partner Conununication Practices 

Predicting Changes in Temptation to Drink over the next Three Months 

in Male and Female Partners 

Males (N=30) Females (N=19) 

Variable P t P t 

Step 1 

No. children at home -.14 -.90 .53 2.74* 

Avg couple sobriety Igth -.34 -2.30* -.06 -.35 

Step 2 

Temptation to drink, T1 .36 1.77 .14 .46 

Step 3 

Emot disclos, male -.46 -2.82* .93 3.95** 

Emot disclos, female -.38 -1.98® .17 .73 

Couple positive talk -.13 -.87 -.86 -3.76** 

Couple negative talk .10 .54 .29 1.59 

Couple conflict mgt. .30 1.09 -1.00 -4.13" 

Note. R' for males = .40 for Step 1 (p=.00); AR  ̂ = .12 (p =.02) for Step 2; AR  ̂
.23 (p =.029) for Step 3. R^ for females = .22 for Step 1 (p=.16); 
AR^ = .05 (p=.34) for Step 2; AR^ = .55 (p =.013) for Step 3. 

* p < .05; ••p < .01 
"p = .06 
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Table 25 

Hierarchical Regression Analyses for Partner Communication Practices 

Predicting Changes in Current Abstinence EfRcacy over the next Three Months 

in Male and Female Partners 

Males (N=30) Females (N=19) 

Variable P t P t 

Step 1 

No. children at home .14 .72 -.54 -1.61 

Avg couple sobriety Igth .07 .46 -.18 -.58 

Step 2 

Ciirrent Abstin Effic, T1 .70 3.24** .66 1.75 

Step 3 

Emot disclos, male .25 1.29 -.11 -.27 

Emot disclos, female .04 .17 -.41 -1.05 

Couple positive talk -.13 -.67 .31 .78 

Couple negative talk .42 1.80 -.46 -1.33 

Couple conflict mgt .23 .59 .25 .55 

Note. for males = .10 (p=.32) for Step 1; AR^ = .38 (p =.00) for Step 2; 
AR^ = 16 (P =.27) for Step 3. R  ̂for females = .11 (p=.42) for Step 1; 
AR^ = .16 (p=.10) for Step 2; AR^ = .19 (p =.69) for Step 3. 
•*p < .01 
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Table 26 

Hierarchical Regression Analy^s for Partner Communication Practices 

Predicting Changes in Well-being over the next Three Months 

in Male and Female Partners 

Males (N=4g) Females (N=49) 

Variable P t P t 

Step 1 

No. children at home -.17 -1.00 -.11 -.59 

Avg couple sobriety Igth .06 .40 .07 .68 

Step 2 

Well-being, T1 .37 2.59* .25 1.58 

Step 3 

Emot disclos male .14 .79 -.15 -.80 

Emot disclos female -.09 -.46 -.23 -1.14 

Couple positive talk -.02 -.12 -.04 -.22 

Couple negative talk -.14 -.78 .03 .16 

Couple conflict mgt .09 .37 .43 1.64 

Note. R' for males = .07 (p=.22) for Step 1; AR  ̂= .17 (p =.00) for Step 2; 
AR^ = .06 (p =.65) for Step 3. R  ̂for females = .02 for Step 1 (p=.59): 
AR^ = .08 {p=.06) for Step 2; AR^ = 08 (p =.60) for Step 3. 
*p < .05 
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Table 27 

Partial Correlations among Outcomes in Male and Female Partners 

Male Partners 

Variable Abstinence 
Efficacy 

Temptation 
to drink Well-being Relationship 

Satisfaction 

Abstinence 
Efficacy 

— 

Temptation 
to drink -.46** — 

Well-being 1 io
 

to
 

-.15 — 

Relationship 
Satisfaction .19 -.15 .45** — 

"p < .01 

Female Partners 

Variable Abstinence 
Efficacy 

Temptation 
to drink 

Well-being Relationship 
Satisfaction 

Abstinence 
Efficacy 

— 

Temptation 
to drink -.58** — 

Well-being .49** .15 — 

Relationship 
Satisfaction .28 .20 -.00 — 

"p < .01 
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Interactions Between Stress, Time, and Conflict Management 

To test whether the certain contextual and communication variables interacted 

with each other to predict drinking outcomes, I used a series of three-step hierarchical 

regressions in which children living at home was entered as the covariate in Step 1; the 

two variables expected to interact were centered and entered as predictors in Step two, 

and the product of the two centered predictors, representing the interaction, was entered 

in Step 3. If Step 3 produced a significant change in the variance in the outcome 

(dependent variable) accounted for by the predictors, the interaction was considered 

significant. 

H3.a states that daily stress and conflict management interact as predictors of 

drinking outcomes in male and female partners. The two predictors were entered into 

regression equations as above, with abstinence efficacy and temptation to drink as 

dependent variables. This hypothesis was not supported. No interactions were found 

between daily stress and conflict management in predicting abstinence efficacy for men or 

women (Table 29). 

H3.b predicts that recovery involvement and conflict management interact as 

predictors of drinking outcomes in males and females (Table 29). Regressions were run 

as above. This hypothesis was not supported for men or women. 

H3.C states that time in recovery interacts with conflict management to predict 

drinking outcomes in male and female partners (Table 30). There was no interaction for 

women. However among males, the interaction of their sobriety length and their conflict 

management accounted for an additional 8% of the variance of abstinence efficacy 
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(p=.04), and an additional 5% of the variance for temptation to drink {p=Xfl). 

Apparently, more time in recovery interacts with conflict management to reduce 

abstinence efficacy and increase temptation to drink in these recovering alcoholic men. 

This interaction was decomposed by dividing men's sobriety length into three roughly 

equal size groups shown in the chart below. For each group, men's conflict management 

scores were regressed on their scores for abstinence efficacy and temptation to drink. 

The following standardized regression coefficients resulted: 

Length of Sobriety 

0 to 5 years 5 to 12.7 years 12.8 years or more 
(11=14) (0=15) (jj=16) 

Abstinence 
Efficacy 

Temptation to 
Drink 

P = .43 

P = -.45 

P = .44 

P = -.43 

P = -.06 

P = -.03 

Note: AU Ps NS 

These regression coefficients show a consistent pattern; for the recovering male partners 

in this study, favorable drinking outcomes are positively associated with conflict 

management practices up through about 1214 years of sobriety. After that length of time, 

drinking outcomes are not influenced by how well these men manage conflict in their 

relationships. 

Overall, although time in recovery appears to moderate the relationship between 

conflict management and drinking outcomes for men, contextual factors generally do not 

act as moderators between these variables. 
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Table 28 

Merarcbical Regression Analyses for the Interaction of Daily Stress and 

Conflict Management in Predicting Drinking Outcomes 

in Male and Female Partners 

Males (N=49) 

Absinence 
efficacy® 

Temptation 
to drink'' 

Step 1 

No. children at home -.40 -3.05** 

Step 2 

Daily stress .43 2.72** 

Conflict mgt. .51 3.40** 

Step 3 

Daily stress * conflict mgt -.20 -1.42 

.30 

.08 

-.41 

-.10 

2.14* 

.49 

-2.44* 

-.70 

® = .17** for Step 1; = .23** for Step 2; AR^= .03 for Step 3 (p=.17): 
"r  ̂= - W for Step 1: AR  ̂ = .17*for Step 2; AR^ = .01 for Step 3. 
*p < .05, **p <.01 

Females (N=51) 

Absinence 
efficacy'^ 

Temptation 
to drink*^ 

Step 1 

No. children at home -.09 -.53 

Step 2 

Daily stress -.46 -2.59* 

Conflict mgt. .08 .46 

Step 3 

Daily stress * conflict mgt -.09 -.50 

R^ =.00 for Step 1; AR^ =.23* for Step 2; AR^=.01 for Step 3; 
R^ =.00 for Step 1; AR  ̂= .04 for Step 2; AR  ̂=.00 for Step 3. 

•p < .05 

-.01 

-.15 

-.16 

.05 

-.07 

-.48 

-.79 

.25 
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Table 29 

Hierarchical Regression Analyses for the Interaction of Recovery Involvement 
and Conflict Management in Predicting Drinking Outcomes 

in Male and Female Partners 

Males (N=40) 

Absinence 
efficacy® 

Temptation 
to diink'' 

Step 1 

No. children at home -.40 -2.36* 

Step 2 

Recovery Involvement .08 .51 

Conflict mgt. .26 1,55 

Step 3 

Rec Involv * conflict mgt .00 .00 

.38 

-.07 

-.37 

-.14 

2.41  ̂

-.45 

-2.49* 

-.99 

® = .23** for Step 1: 
R^ = .27** for Step 1: AR  ̂

*p < .05. ••p <.01 

.07 for Step 2; AR^= .00 for Step 3; 

.12 for Step 2; AR  ̂= .02 (p=.33) for Step 3. 

Females (N=38) 

Absinence 
efficacy'' 

Temptation 
to drink*  ̂

Step 1 

No. children at home 

Step 2 

Recovery involvement 

Conflict mgt. 

Step 3 

Recov involv * conflict mgt 

-.03 

.05 

.28 

.03 

-.17 

.20 

1.42 

.11 

" R^ =.00 for Step 1; AR  ̂=.09 for Step 2; AR^=.00 for Step 3; 
R  ̂=.01 for Step 1; AR^ = .04 for Step 2; AR  ̂ =.00 for Step 3. 

*p < .05 

.04 

-.08 

-.18 

.06 

.23 

-.29 

-.89 

.25 
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Table 30 
Hierarchical Regression Analyses for the Interaction of Sobriety Length and 
Conflict Management in Predicting Drinking Outcomes in 
M^e and Female Partners 

Males (N=46) 

Absinence 
efficacy* 

Temptation 
to drink'' 

Step 1 

No. childien at home -.25 

Step 2 

Sobriety length .25 

Conflict mgt. .29 

Step 3 

Sobriety Igth * conflict mgt -.28 

-1.80 

1.78 

2.17* 

-2.11* 

.14 

-.46 

-.29 

.23 

1.09 

-3.62* • 

-2.32* 

1.90 

® = .17** for Step 1; AR^ = .17* for Step 2; AR^= .08 for Step 3 (p=.04): 
''R^ = .16** for Step 1; AR^ = .32 for Step 2; AR^ = .05 (p=.07) for Step 3. 
'p < .05. **p <.01 

Females {N=36) 

Absinence 
efficacy® 

Temptation 
to drink*  ̂

Step 1 

No. children at home .08 .44 

Step 2 

Sobriety length .28 1.52 

Conflict mgt. .14 .18 

Step 3 

Sobriety Igth * conflict mgt -.03 -.17 

-.01 

-.13 

.09 

.00 

-.05 

-.64 

-.47 

.01 

° R^ =.00 for Step 1: AR^ =-.13 for Step 2; AR^=.00 for Step 3: 
^ R^ =.00 for Step 1; AR^ = .03 for Step 2; AR^ =.00 for Step 3. 
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Communication Practices among Couple Subtypes 

H4.a states that couple scores for communication practices (conflict management, 

emotional self-disclosure, positive talk, negative talk and the ratio of positive to negative 

talk) will be more favorable among single-alcoholic couples than dual-alcoholic couples. 

Independent samples t-tests revealed that this hypothesis was not supported for any 

couple communication practices. The large difference in group sizes detracted from the 

utility of this test, although group variances did not differ. All differences, though non

significant, were in expected directions (Table 31). 

H4.b predicts that couple scores for the above communication practices will be more 

favorable among recovering couples who met in sobriety (n=26) than those with positive 

alcoholic drinking histories who were together before sobriety (/i=25). Independent 

samples t-tests revealed that couple scores for two of the five communication practices, 

conflict management and emotional disclosure, were significantly more favorable among 

those who met during sobriety than those who were together prior to sobriety (Table32). 

H4.C posits that couple communication practices will be more favorable among 

couples with partners having more than one year of sobriety. Use of this cut point 

resulted in highly dissimilar cell sizes (/i=3S and n=l3, respectively), although group 

variances did not differ significantly. Independent samples t-tests revealed that couples 

with partners having more than one year of sobriety managed conflict better than couples 

with one year or less (1=2.21, p=Syi, Table 33). 

H4.d predicts that couple communication practices will be less favorable among 

couples with partners who are distressed. Tables 34 and 35 show several group 
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differences in couples with distressed male partners, but not in couples with distressed 

female partners. The proportion of couples' positive to negative talk is significantly 

lower when men are distressed (/=-3 .29, p=.002). In addition, when male partners are 

distressed, couples' negative talk increases (/=2.47, p=.02), and conflict management 

degrades (/=-.2.12, /?=.04). Other differences are in expected directions, but 

insufficiently large to achieve significance. Women's distress is not associated with 

differences in any couple communication practices, although the proportion of couples' 

positive to negative talk appears to trend downward (f=-l .52, />=. 14; actual power = 40). 



113 

Table 31 

Summary of Means for Couple Communication Practices in 

Dual-alcoholic and Single-alcoholic Couples 

Alcoholic Couple Type t-test 

Couple Level 
Variable 

Dual 
Alcoholic 
(N=34) 

Single 
Alcoholic 
(N=17) 

Gioup 
Differences 

Mean SD Mean SD Mean Dif 

Conflict 
management  ̂

-.03 .88 .07 .77 -.10 -.40 

Emotional 
disclosure  ̂

.03 .77 .06 1.00 -.09 -.34 

Positive 
talk 4.38 .86 4.44 .85 -07 -.26 

Negative 
talk 

2.35 .93 1.94 .91 .41 1.49 

Proportion of 
positive to 

negative talk 
2.36 1.27 2.93 1.47 -.57 -1.43 

 ̂Variable is standardized 
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Table 32 

Summaiy of Means for Couple Conununication Practices in Couples with 

Positive Drinking History and Couples with No Drinking History 

Couple Level 
Variable 

Alcoholic Couple Type t-test 

Positive 
Drinking 
History 
(N=25) 

Mean 

No 
Drinking 
History 
(N=26) 

Group 
Differences 

SD Mean SD Mean Dif 

Conflict 
management' -.19 .92 .21 .71 -.40 -1.71* 

Emotional 
disclosure' -.21 .88 .20 .78 -.41 -1.75^ 

Positive 
talk 

4.25 .60 4.54 1.02 -.29 -1.23 

Negative 
talk 

2.17 .94 2.26 .94 .09 -.36 

Proportion of 
positive to 

negative talk 
2.51 1.24 2.60 1.47 -.09 -.24 

^ Variable is standardized 
* p < .05 (1-tailed) 
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Table 33 

Summary of Means for Coufde Communication Practices in Couples with 

Partners Having One Year of Sobriety and More than One Year of Sobriety 

Male or Female Paitners t-test 
Sober more Sober one year 

than one year or less 
Couple Level (N=35) (N=13) 

Variable Mean SD Mean SD Mean Dif 

Group 
Differences 

Conflict 
management^ 

Emotional 
disclosure^ 

Positive 
talk 

Negative 
talk 

.17 .77 -.42 .95 .59 2.21* 

.09 .84 -.26 .88 .34 1.26 

4.39 .92 4.38 .65 .01 .00 

2.12 .94 2.38 .90 -.27 -.89 

Proportion of 
positive to 2.66 1.40 2.32 1.23 .34 .77 

negative talk 

^ Variable is standardized 
* p < .05 (2-tailed) 
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Table 34 

Summary of Means for Couple Communication Practices in Couples witii 

Disttessed and Non-diso^ssed Male Partners 

M^e Partners t-test 

Distressed di^essed 
Couple Lerol m=361 

Variable Mean SD Mean SD Dif 

Conflia _^28 .71 .16 .85 -.54 -2.12* 
management 

Emotional  ̂ -.24 .74 .10 .87 -.33 -1.30 
disclosure 

Positive ^^2 1.14 4.51 .68 -.40 -1.54 
talk 

Negative 2.69 .86 2.01 .90 -.68 2.47* 
talk 

Proportion of 
positive to 1.81 .84 2.86 1.41 -1.05 -3.29** 

negative talk 

^ Variable is standardized 
• p < .05; **p < .01 
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Table 35 

Summaiy ofMeaî  for Ladividual and Couple Conununication Practices in 

Couples with Distressed and Non-distres^d Female Partners 

Female Partners t-test 

diŝ eLd 
Couple Level (W=291 

Variable Mean SD Mean SD Moan Dif 

Conflict 
management^ 

Emotional 
disclosure^ 

Positive 
talk 

-.04 .73 .01 .93 -.05 -.22 

.01 76 -.04 .91 .05 .22 

4.42 .53 4.37 1.04 .05 .21 

Negative 2.41 .83 2.05 1.00 .36 1.34 
talk 

Proportion of 
positive to 2.23 1.19 2.81 1.44 -.58 -1.52 

negative talk 

^ Variable is standardized 
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Early Recovery Couples and Successful Couples 

A cut point for successful couples was identified by dividing partners' length of 

sobriety scores into multiple categories and comparing outcome scores for each category. 

Women (N=36) were split into 8 sobriety length categories and men (N=45) were split 

into 9 such categories. Visual inspection of box plots, comparisons of means, and Mests 

yielded two groups; couples with partners in early recovery (0 to 14 months) whose 

outcomes were generally poorer than "successful" couples, whose partners had 

accumulated 29 months of sobriety or more. Characteristics of these two groups that 

showed significant differences are shown in Table 36, below. Relationship satisfaction, 

partner well-being, and women's drinking outcomes were not significantly different. 

Table 36: DistinguishiDg Characteristics of Early Recovery Couples and 
Successful Couples 

Early Recovery 
Couples' 

Successful 
Couples^ 

Outcome 

t-test 
Group Differences 

Mean SD Mean SD Mean diff t 

Couple conflict 
management^ 

-.58 .78 .20 .78 -.78 -3.01'* 

Total stress in 
last year 

.49 .93 -.15 .98 .65 2.02' 

Men's recovery 
involvement^ -.49 .81 .15 .64 -.64 -2.61* 

Men's temptation 
to drink 

2.35 .84 1.42 .56 .92 4.15** 

Men's current 
abstin efficacy 4.27 .71 4.71 .48 -.44 -2.22* 

' Sober 14 months or less 
^ Sober 29 months or more 
' Variable is standardized 
* p < .05 **p < .01 
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CHAPTERS 

DISCUSSION 

This research began with a conceptual model that depicted relationships among 

contextual factors, daily communication practices, and drinking-related outcomes in 

recovering alcoholic couples from a systems perspective. In examining the model's 

applicability to male and female partners, I discovered that these relationships are more 

complex and differentiated than the model suggests. The results, sometimes different 

than those predicted, raise interesting questions—perhaps more questions than were 

answered in this study. 

The most striking general conclusion is that these women and men appear to 

differ markedly in the ways they experience and respond to circumstances in their 

recovery and in their relationships. Important predictors of relapse proneness for the men 

include daily stress, poor conflict management, negative talk among partners, sobriety 

length, number of children in the home, and relationship satisfaction. Women's 

vulnerability to relapse was linked to their partners' daily stress, poor conflict 

management, negative talk among partners, and their own well-being. Conflict 

management was the communication practice most broadly associated with outcomes. 

The model predictions were partially supported by the data, indicating that 

communication practices and daily stress play important but different roles in supporting 

the sobriety of male and female partners in these recovering alcoholic couples. 

This discussion covers a broad array of findings. The systemic nature of couple 

interactions and limitations of correlational analysis necessitate that my inferences assume 
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the likelihood of reciprocal influence, expanding the scope of plausible explanations. The 

discussion begins with results for male and female partners, then for couples. Lastly, the 

roles of the most important variables are compared across partners. The reader is invited 

to refer to the conceptual model (p. 25) to help navigate through the following sections. 

Profile for Male Partners 

Contextual factors were less predictive for men than expected, and some 

operated in unanticipated ways. Contextual factors predicted men's positive talk, but not 

their other communication practices. As expected, men engaged in more positive talk 

when they perceived more social support, when daily stress decreased for both partners, 

and when their own recovery involvement increased. But men's positive talk also 

increased as their partners' recovery involvement lessened. This unexpected inverse 

relationship refutes the notion that the woman's involvement in recovery programs 

improves relational communication. Instead, it could indicate that when the men are less 

positive (and possibly more stressed), their female partners involve themselves more in 

recovery program activities. Or, it may be that these men compensate for their partners' 

lack of involvement in recovery by expressing positivity as a form of protective buffering 

(i.e., when their spouses are getting less outside help to regulate their emotions, these 

men take on more of that responsibility). If recovering alcoholic couples engage in 

protective buffering, men's contributions to their partners' psychological well-being and 

self-efficacy may be at the cost of their own well-being and relationship satisfaction. 

Among contextual factors, daily stress correlated most broadly and closely with 

other men's communication practices. The strongest of these associations was with 
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conflict management. Consistent with other findings (e.g., Zillman, 1990), these men 

managed conflict poorly when they reported high daily stress. The men seem to react to 

daily stressors in a way that affects, or is affected by, both spouses. Daily stress may be 

induced by relationship troubles, or may interfere with the focused, collaborative effort 

both partners need to effectively manage conflict. Men's daily stress also tended to be 

associated with less emotional disclosure, less positive talk, and more negative talk, in 

both partners. Although the direction of influence is unknown, this pattern suggests that 

daily stress experienced by men is strongly associated with the relational environment, 

and with decrements in the quality of expression in both partners. Whatever the reason, 

the strong association between men's daily stress and both partner's daily communication 

is noteworthy. 

Couple communication practices, the central focus of this study, appear to play a 

strong role in men's abstinence efficacy and their relationship satisfaaion. The strength 

of couple communication practices as predictors of men's relationship satisfaction was 

striking (together they accounted for 46% of the variance in satisfaction). But this 

finding was not surprising in light of the robust findings of prior research on marital 

couples (Christensen & Walczynski, 1997; Feeney, Noller & Ward, 1997). The strongest 

predictors were couple negative talk, couple conflict management, and women's 

emotional disclosure; however influence may be reciprocal, with men's relationship 

satisfaction providing a favorable climate for women to disclose feelings more openly. 

Equally intriguing was the finding that couple communication accounted for about 

18% of the variance in men's drinking-related outcomes over and above the 42% 
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accounted for by the couple's average length of sobriety and the number of children 

living at home. The inverse relationship between the number of children living at home 

and marital satisfaction is well established (Clements et al., 1997); yet the presence of 

children was a much stronger predictor of men's current abstinence efficacy. Apparently, 

the more children living in the home, the less confident these men are that they will 

abstain from drinking in risky situations. 

Among communication practices, conflict management was a strong predictor of 

men's current abstinence efficacy (but not their temptation to drink). Several 

explanations could account for this finding. It could be due to a self-efficacy effect; i.e., 

men who are able to effectively manage the challenge of relational conflict also feel able 

to maintain sobriety. Abstinence efficacy and effective conmiunication practices could 

emanate from the same source (e.g., positive self-concept, "practicing a good recovery 

program," or greater perceived spousal support) in these men. Influence could also move 

in the other direction; poorly handled conflict reduces these men's confidence In 

maintaining sobriety, or vulnerability to relapse reduces cognitive resources available to 

the men for managing conflict successflilly. Communication practices predicted men's 

temptation to drink fairly evenly, suggesting that conmiunication factors play different 

roles in men's temptation to drink than in their abstinence efficacy. 

Couple conmiunication practices, especially less emotional disclosure by both 

partners, also were associated with longitudinal reductions in men's temptation to drink, 

which remained fairly stable over the follow-up period. It may be that partners interact 

more favorably, with less need or less desire to disclose feelings, when men feel more 
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efficacious, which also lowers men's temptation to drink. On the other hand, it may be 

that when men feel prone to relapse, both partners engage in protective buffering by 

disclosing less of their true feelings to their spouses, as occurs in couples coping with 

congestive heart failure (Coyne & Smith, 1991). "Clamming up" may protect the men 

from rejection, and their spouses from the discomfort of bad news. Talking directly 

about these disquieting feelings may be too risky for either partner. 

Among outcomes in the model, men's well-being was strongly associated with 

their relationship satisfaction, but not with drinking outcomes; nor was their well-being 

predicted by couple communication practices. Although relationship satisfaction is 

important to well-being for these men, couple interactions are apparently unrelated to 

how they are feeling about life. The data suggest that relationship satisfaction may 

mediate the relationship between conmiunication practices and men's well-being, 

although mediation was not hypothesized or tested in this study. In addition, whether 

these men feel good or bad about life does not seem to influence whether they feel 

vulnerable to relapse. It could be that for these men, feelings of relapse proneness 

depend not on whether they are happy or discontented with life; but instead on whether 

they feel successful and happy in their relationships. Moreover, relationships matter more 

to these men's psychological well-being than concerns about drinking. 

Finally, time in sobrietv moderated the relationship between couple's conflict 

management and men's drinking outcomes. After 12 years of sobriety, poorly managed 

conflict had little influence on drinking outcomes. Quite possibly, after more than a 

decade in recovery, men's resistance to relapse is no longer susceptible to the deleterious 
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effects of low self-efficacy, including poor conflict management. With that much time in 

recovery, these men may be more able to acknowledge their weaknesses without the fear 

of relapse. 

Profile for Female Partners 

For women, relationships among model variables were generally fewer; however 

several associations are worth noting. As a group, relational conte?rt factors predicted 

women's negative talk, but no other communication practices. Among these factors, 

men's daily stress was by far the strongest predictor of women's negative talk. This 

connection may reflect emotional contagion. Negative emotions in reaction to stress may 

spread from the male to his female partner through less positive interactions and other 

subtle cues, and she reacts by increasing negative expression. 

Men's daily stress (but not women's) was the strongest contextual predictor of 

women's communication practices. As expected, these women express more negativity 

and less positivity when their partners are stressed, especially when the women are less 

involved in recovery programs and when there are less children at home. Almost 

certainly, this relationship is bi-directional. Women's expressed negativity could both 

induce stress in their partners, and reflect negative reactions to men's stress. Women 

may react to the communication correlates of stress in their partners (i.e., the men are less 

communicative, communicate less positively, or mismanage relational conflicts). The 

women may feel disapproval or discomfort when their partners suffer fi'om stress. 

Vulnerability to stress may not match these women's vision of a competent, recovering 

male partner, thereby creating anger- or fear-related emotions which translate into more 
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negative and less positive interactions. On the other hand, women's reduced positivity 

and increased negativity may be a strong source of daily stress for the men. At this point 

it is unknowable in wluch direction the influence is stronger. 

Together, couples' communication practices were not meaningful predictors of 

women's drinking-related outcomes. Although couple communication accounted for 

essentially the same percentage of drinking-related concerns among men and women, 

greater variance among a smaller group of women reduced its predictive value for 

drinking outcomes. The unclear association with overall communication practices for 

women merits further investigation with a larger sample of recovering alcoholic women. 

Women's temptation to drink increased over time when couples managed conflict 

less successfully and engaged in less positive talk. Once again, influence could be bi

directional. Less positive talk and poorer conflict management in the relationship may 

increase women's temptation to drink, and at the same time, women's heightened 

temptation to drink could degrade these communication practices by generating negative 

mood states, or by taking up cognitive resources that might otherwise be used to interact 

more effectively with their partners. More intriguing is the positive association between 

women's temptation to drink and men's emotional disclosure. It could be that, since men 

disclose more feelings when their temptation to drink grows, women may feel more 

tempted to drink in order to escape emotional contagion, or "caught" distress. 

Conversely, it could be that when women are more tempted to drink, men react by 

disclosing more of their feelings, possibly to "get the issue out on the table," in a 

communal coping effort. 
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Outcomes. As a group, communication practices strongly predicted women's 

relationship satisfaction, just as for men. Women were more satisfied with their 

relationships especially when couples managed conflict successflilly and engaged in more 

positive talk, as expected. But women's relationship satisfaction also increased when 

men were less emotionally disclosive. This set of predictors is similar to the set for 

women's temptation to drink. It could reflect a common effect: these women are more 

satisfied with their relationship and less tempted to drink when their male partners refrain 

from disclosing aversive feelings, or, more generally, any feelings. The women may desire 

to have "strong, silent type" men as spouses. Or, fearing emotional contagion, they may 

dislike hearing about men's negative feelings, particularly if those feelings are perceived 

to be threatening to either partner's well-being or sobriety. The findings that men's 

emotional disclosure is negatively related to women's relationship satisfaction and 

positively associated with their temptation to drink reinforces the notion that these 

women are discomfited by men's emotional disclosure. 

Like men in the study, women's sense of well-being was not related to their 

everyday communication; a puzzling finding. Instead, women's well-being increased with 

their abstinence efficacy; a connection not seen in men. It may be that for these women, 

well-being is tied to feeling vulnerable to relapse because their drinking was tied to 

feeling badly about their lives in the first place, and psychological discomfort or 

discontent continues to be associated with a desire to drink. Negative feelings have often 

been reported as reasons for women's drinking (Mulford, 1977; Perodeau, 1984; Rubonis 

et al., 1994). 
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Comparing Factors in Both Partners 

Contextual Factors 

In general, contextual factors were less predictive for partners than anticipated. 

This result may be due to the fact that most of the couples who participated in the study 

were resilient couples who have managed to adapt successfully to recovery, and for 

whom contextual factors were less influential. Couples with little time in recovery may 

experience greater extremes of stressors, social support and recovery involvement, and be 

more influenced by these factors; however only a small number of participating couples 

were in early stages of sobriety. 

The findings that contextual factors predict men's positive talk and women's 

negative talk suggests that different factors in the relational environment are associated 

with differing communication practices for men and women. The many factors predicting 

men's positive talk; increases in men's recovery involvement and social support, less 

children living at home, and decreases in women's daily stress and recovery involvement, 

suggest that when men experience more stability in their envirormient they express more 

positivity toward their partners. The dominant predictor of women's negative talk; 

increases in men's daily stress, with more stressful events in the last year, less children at 

home, and less involvement in their own recovery also likely contributors, suggests that 

when women experience less stability, they express more negativity toward their partners. 

Reduced stability in the relational environment is accompanied by less positive talk in 

men, and more negative talk in women. 
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Slress l̂ Events vs. Daily Stress 

These couples had experienced a considerable number of stressful events 

together. However the fact that these stressful events were not significantly related to 

either men's or women's communication practices suggests that stressful events do not 

play an important role in daily relational life for these recovering couples. 

The story is quite different for daily stress. Men's daily stress is clearly associated 

not only with degradations in three of their own communication practices, but also with 

decreases in women's positive talk, and increases in their negative talk. Such widespread 

unfavorable changes in both partners' communication practices could mean that men's 

daily stress is also associated with both partners' relationship satisfaction and drinking-

related outcomes. On the other hand, women's daily stress is a weak predictor; it is not 

at all associated with their own communication practices, and only modestly related to 

reductions in men's positive talk. Men's daily stress, then, could be a powerful predictor 

of relationship satisfaction and drinking-related outcomes in this sample. 

Stressful events in the last year and daily stress in the last few months tend to 

contribute in opposite directions to men's emotional disclosure and conflict management. 

A plausible explanation is that stressful events bind partners closer together, as Buehlman 

et al. (1992) found in divorce-remittent couples who engaged in "glorifying the struggle" 

of surviving difficulties together. A strong bond promotes collaborative conflict 

management and openness, whereas daily hassles make it more difficult for partners to 

manage conflict effectively, and to disclose emotional concerns. Furthermore, the 

relationship itself could, at times, be a source of daily stress to men. The fact that men 



129 

disclose less when they are under stress may be a good thing, though, since such 

disclosures seem to raise women's temptation to drink. 

Children in the Home 

Children living at home was used as a control variable in this study. It is worth 

noting the strong negative association between the number of children living at home and 

men's positive talk. Children may degrade the quality of couple interactions for the men 

in this study, but such a relationship was not seen for the women. Men may be more 

sensitive than women to the stresses children place on the relationship and less affected 

than women by the joys of having children in the home. 

The number of children living at home also showed a strong negative association 

with men's current abstinence efficacy. Children living in the home seem to weaken these 

men's resistance to relapse in the moment, but children have no effect on their perceived 

proneness to relapse over time. On the other hand, the presence of children strongly 

contributes to the women's temptation to drink three months later, but does not do so in 

the moment. These apparent differences are intriguing and may be important. Although 

there is recent evidence that parenting stress and economic distress associated with 

parenting degrade quality of life for both spouses in non-clinical couples (Bird, 1997; 

Lavee, Sharlin & Katz, 1996), the temporal effects of children on parental well-being 

have not been distinguished. Nevertheless, the link between well-being and abstinence 

efficacy found in the women in this investigation, and the Bird (1997) finding that 

parenting women reported the highest levels of psychological distress among adults 

surveyed, suggest that caring for children may be a manageable daily routine for these 
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recovering alcoholic women, but mothering can be burdensome and threatening to their 

sobriety over time. 

Recovery Involvement 

Recovery involvement played a smaller and more puzzling role in the model than 

anticipated. Its only significant association with communication practices was with men's 

positive talk, which was positively related to men's recovery involvement and negatively 

related to women's recovery involvement. It may be that in this sample of recovering 

couples, who averaged ten years of sobriety, patterns of recovery involvement are fairly 

stable, and therefore less predictive of communication practices, especially among the 

women. Also, women may involve themselves in recovery activities for reasons that have 

little to do with communication practices. However these interpretations must be 

tempered by the fact that the number of recovering alcoholic women in the sample (/i=35) 

was small relative to the men, and may obscure relationships that do exist. 

Perceived Social Support 

Although perceived social support is an important factor in research on couples 

and chronic illness, it had very limited utility as a predictor in this model. The only 

significant relationships were between men's perceived social support and both partners' 

positive talk. The positivity in both partners could be an effect of reciprocity; that is, 

when men's positive talk increases, so does women's; or they could result from the 

benefits that men's perceptions of social support bestow on both partners. (It could also 

be that men who express positivity are more likeable, and therefore attract and perceive 

more social support, including positivity from their partners.) The small role of perceived 
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social support also could be an artifact of measurement. The PSR scale used in this study 

captures very little of the social support provided by membership in AA or Al-anon, and 

respondents may have been confused regarding whether to consider spouses as part of 

their social support network when completing the scale. 

Communication Practices 

Although all conmiunication practices in the model were associated with 

outcomes, the weaker predictors were emotional disclosure and couple positive talk. 

Emotional disclosure showed only two significant relationships; women's emotional 

disclosure was positively associated with men's relationship satisfaction, and men's 

emotional disclosure was inversely related to women's satisfaction. Emotional disclosure 

was the only communication variable that was measured at the individual level in 

predicting outcomes, since men's and women's scores did not correlate adequately to 

justify combining them into a couple-level variable. This difference in analysis level could 

cause the two individual scores to appear to be weaker predictors than the remaining 

couple-level predictors, which combine partner scores. Further analysis would be needed 

to determine the effect of using couple level variables for all predictors. 

Couple positive talk also demonstrated predictive value for only two model 

outcomes; a ^rly strong positive relationship with women's relationship satisfaction, 

and a small negative relationship with men's temptation to drink. These associations 

were in expected directions, and suggest some differences in patterns for men and 

women. 

Couple conflict management and couple negative talk showed the most 
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relationships with individual outcomes when controlling for the efifects of other 

predictors. Specifically, conflict management was strongly associated with both partners' 

abstinence efficacy, and strongly associated with women's relationship satisfaction. We 

can be 90% confident that couple negative talk was negatively associated with men's 

relationship satisfaction and positively associated with their temptation to drink, as 

expected. Overall, conflict management seems to be the most potent relational 

communication predictor in the model, operating in expected ways for both partners. 

Couple negative talk also seems to be an important correlate of men's temptation to 

drink; however the relationship between couple negative talk and women's drinking 

outcomes Is inconclusive. 

Outcomes 

Relationship Satî action 

The strong association between couples' communication practices and 

relationship satisfaction in both partners is consistent with earlier findings for non-clinical 

couples (Feeney et al., 1997; Notarius & Markman, 1993). In this regard, recovering 

couples appear to be similar to their non-recovering counterparts. Looking closer at the 

specific communication practices that are most strongly associated with relationship 

satisfaction, we see different patterns for men and women. Men are more satisfied with 

their relationship when women disclose more emotionally, and when there is less negative 

talk between partners. These men seem to be more content when their wives express less 

negativity and share more of their feelings. Women are more satisfied when conflict is 

handled more successfully, but also when there is more positive talk between partners. 
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and when men disclose less filings. For both men and women, these variables probably 

exert reciprocal influence. 

The differing associations between relationship satisfaction and emotional 

disclosure for men and women are noteworthy. As mentioned earlier, women in 

recovering relationships may be less satisfied when their partners disclose their feelings 

because these women prefer not to know about their spouses' emotional life, despite the 

conventional notion that self-disclosure indicates closeness and relational health. No 

news may be good news for these women, especially if the news is bad or threatening to 

either partner's well-being or sobriety. In contrast, the positive relationship between 

women's emotional disclosure and men's relationship satisfaction suggests that men 

prefer to share in their partner's emotional lives, and feel more satisfied when they know 

how their partners feel. 

Drinking-related Outcomes 

For men, but not women, drinking-related outcomes are predicted by everyday 

communication. Men's temptation to drink is mildly linked to couple communication 

practices, particularly to more negative talk and less positive talk; but the average length 

of partners' sobriety is a much stronger predictor of men's temptation to drink in risky 

situations. Men's abstinence efficacy, the other drinking-related indicator, is strongly 

associated with couple conflict management and less children in the home. Apparently 

these men are tempted to drink and confident in their ability to stay sober under different 

relational conditions. Children living at home apparently diminish men's current 

abstinence efficacy; but whether poor conflict management is an antecedent or outcome 
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of abstinence efficacy is not clear. It may be that when conflict is handled poorly, men 

are less confident about their continued sobriety, or it may be that when men are not 

confident about staying sober, the couple manages conflict poorly. 

Although women's drinking-related outcomes were not significantly associated 

with everyday communication, changes in their temptation to drink were strongly 

predicted by a combination of conununication practices, led by poor conflict 

management, less positive talk, and less emotional disclosure by men. The small number 

of recovering alcoholic women in the sample may have masked associations between 

women's drinking-related outcomes and couple communication, but the strength of the 

relationship between changes in women's temptation to drink and daily interaction 

suggests that couple communication practices play an important role in these women's 

feelings of vulnerability to relapse. 

Partner Well-being 

The lack of association between communication practices and partners' well-

being was striking. Well-being appears to be relatively stable in these couples, and 

independent of their communication behavior. Curiously, for these men well-being is 

related to relationship satisfaction {pr=A5, p<.01), and not to drinking-related concerns, 

whereas for women, well-being is related to how confident they are that they can stay 

sober (pr=..49, p<.Ol), but not to relationship satisfaction. These differing associations 

seem partially incongruent with the prevailing support in the relationship literature for the 

"relational" orientation of women and the "instrumental" orientation of men. 

One speculation is that because men are less willing to stay with alcoholic women. 
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these women have learned to get by on their own, with or without a solid relationship. 

So these women's well-being may be connected to their sense of agency. When they lack 

confidence in their ability to stay sober, their well-being erodes. Alternatively, these 

women may feel more vulnerable to relapse when they feel unhappy (but not necessarily 

when they are emotionally distressed). Perhaps these women have less effective self-

soothing alternatives to drinking than the men. 

For the men, well-being is strongly associated with relationship satisfaction, in 

keeping with the evidence that men benefit fi'om marriage (e.g.. Powers, 1991; Wood, 

Rhodes, & Whelan, 1989). It seems that for the men in this study, and for other married 

men, satisfying relationships strongly promote, and are promoted by, well-being. 

However the lack of association between drinking outcomes and psychosocial outcomes 

among men in this study is puzzling. It suggests that personal well-being and relationship 

issues are less important contributors to perceived relapse proneness in recovering men 

than in recovering women. But the correlation between men's emotional distress and 

their temptation to drink (r=.40, p<.0\) suggests that emotional distress could be an 

important contributor to relapse-proneness (perhaps as a mediating variable between 

relationship-related stress or partner negativity) despite the lack of connection between 

these men's drinking-related outcomes and their well-being. 

Contextual Factors Interacting with Conflict Management 

Neither daily stress nor recovery program involvement affected how strongly 

couple conflict management predicted partners' drinking outcomes. However length of 

sobriety did moderate this relationship in men, but not in women. This finding could be 
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explained by a maturation effect in the men-after many years in recovery, men's sobriety 

is stable enough not to be threatened by poorly handled relationship conflict. Curiously, 

for women, neither conflict management nor length of sobriety is associated with changes 

in drinking outcomes. This disparity suggests that for the men in this study, relational 

issues may be more linked to relapse proneness than for their female counterparts. A 

troubled relationship may be more at the heart of men's drinking problems.* If this is so, 

relationship maintenance strategies, including communication practices, may be important 

keys to sustaining sobriety for recovering alcoholic men in close relationships. 

Communication Practices and Couple Subtypes 

Communication practices did not differ significantly between dual alcoholic 

couples and single-alcoholic couples, quite possibly due to the large discrepancy in 

sample sizes for the two groups. Had there been more single-alcoholic couples in the 

sample, the lower amount of negative talk in this group may have achieved significance. 

Couples who met during sobriety managed conflict more successfully and 

engaged in more emotional disclosure than did couples who had been together prior to 

recovery. This finding supports the notion that without a history of adversity together 

during the active drinking period, partners are fi'eer to share their feelings and better able 

to handle conflict successfully. Furthermore, these couples established their relational 

communication practices while partners were participating in recovery programs that 

promote self-responsibility, honest communication, and cooperative conflict management. 

' Plenty of country songs written by men testify to the prevalence of this phenomenon. 
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No re-leaming was necessary for couples who met in sobriety, whereas couples who had 

been together during active alcoholism had long-established communication patterns that 

are difficult to change. Another explanation for these results is that couples could have 

gained experience and insight into better communication practices from earlier 

relationships (cf Markman's bank account model of marital satisfaction, Notarius & 

Markman, 1993). Since greater emotional disclosure implies greater intimacy, and since 

successful conflict resolution is associated with relationship satisfaction, these results 

bode well for the quality and longevity of relationships among couples who met in 

sobriety. 

Emotional distress appears associated with degraded couple communication 

practices (i.e., conflict management, negative talk, and the proportion of positive to 

negative talk) only when it occurs in male partners. This finding is puzzling. It may be 

that poor relational communication is more distressing to men. A more likely explanation 

is that the male partner sets the tone for everyday conmiunication practices; men's 

distress is a more powerful influence on everyday communication than women's distress. 
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Conclusion 

Results of this study suggest that certain communication practices and contextual 

variables are important contributors to alcoholism recovery in participating couples. 

Perceptions of susceptibility to relapse in men were linked to communication practices, 

especially poor conflict management and negative talk among partners. Small sample size 

precluded finding significant associations between daily communication and outcomes in 

recovering women, although poor conflict management and negative talk among partners 

appear to be important contributors to women's perceptions of vulnerability to relapse. 

Men's well-being was correlated with relationship satisfaction, whereas women's well-

being was correlated only with their abstinence efficacy. 

Contextual factors, including stress, perceived social support, and recovery 

program involvement, predicted two communication practices; positive talk in men and 

negative talk in women. In all, communication practices and daily stress appear to play 

important but differing roles in maintaining sobriety and relationship satisfaction among 

these men and women. The factors in the model with the most predictive value were daily 

stress, conflict management, positive and negative talk, and sobriety length. Couples 

who met in recovery engaged in more favorable communication practices than couples 

who had been together during active alcoholism, and when male partners were distressed, 

couple communication practices deteriorated. 

Policy Implications 

These findings offer preliminary evidence that daily communication practices of 

recovering alcoholics and their intimate partners can facilitate or hinder relapse. The fact 
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that most couples in the sample were seasoned recoverers shows that these everyday 

interactions influence even resilient couples. If communication practices account for 

around 18% of the variance in drinking outcomes and more than 40% of the variance in 

partners' relationship satisfaction in this sample of mostly resilient recovering couples, it 

is likely that relational communication has important public health implications for the 

millions of recovering alcoholics and their partners in intimate relationships who are 

striving to adapt to a sober lifestyle. Even small reductions in relapse represent 

significant lives saved or rehabilitated. The reductions could be greater for couples in 

early recovery and couples who have stayed together after a history of active drinking. 

These results suggest a strong possibility that well-targeted, low-cost, accessible 

education in stress management and relational communication skills may reduce relapse 

rates among recovering alcoholics in close relationships. These are skills that can be 

learned, and in light of the fact that targeted education costs less than individual or couple 

therapy, educational programs should be considered as valuable recovery-support 

services. Although causative factors were not identified in this study, predictors of 

relapse-proneness and relationship satisfaction among the men and women who 

participated could be valuable components of such programs. 

For instance, women could benefit from learning to increase positive talk and 

decrease negative talk with their spouses, to manage conflict more effectively, and to find 

ways to promote their own well-being and happiness, such as emotional regulation 

techniques, empowerment, or self-improvement in the financial, professional, educational 

or spiritual arenas. 
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Men, especially men in earlier sobriety, could benefit especially from learning 

ways to manage daily stress and improve conflict management. The connections between 

daily stress, poor conflict management, women's negative talk and men's relapse-

proneness connection support this recommendation. 

Both spouses could gain from understanding and appreciating the differing 

challenges their spouses face in recovery, and the system dynamics that reinforce 

problematic communicative processes. Coeducational components would enhance 

understanding and empathy for the other partner and offer opportunities to observe, 

learn, and practice in an integrated setting, while separate sessions for men and women 

would allow self-reflection, discussion, and skills practice without the scrutiny members 

of the opposite sex. 

The prevailing model of relapse prevention (Marlatt & Gordon, 1985) lacks 

precision in its current form (see Madden, 1996). According to the model, relapse is 

related to situational factors, cognitive expectancies (e.g., self-efiicacy), and coping. 

McCrady (1989) proposed extending the relapse prevention model to couples. The 

model also may increase in predictive value if interpersonal or relational antecedents of 

relapse are specified. Finally, this research suggests that relapse risk, and therefore 

relapse prevention, may be at least partially gender-specific, calling for differing models 

for men and women. 

Suggestions for Further Research 

1. Investigate further with couples in early recovery. Because of their chaotic lives and 

lack of recovery experience, they are most at risk for relationship failure and relapse. 
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2. Ask focus groups of recovering alcoholic couples to offer interpretations of these 

findings based on their lived experience. 

3. Examine the inter-partner relationships in communication practices, and the 

contribution of individual communication practices to drinking-related outcomes. 

4. Use structural equation modeling to test how well the model fits the data for men and 

women, and to distinguish directional influences among factors. 

5. Collect more longitudinal data on this sample of recovering couples and determine 

whether communication practices predict long-term outcomes. 

6. Compare communication practices and outcomes in recovering alcoholic couples with 

those in couples coping with chronic diseases requiring behavioral compliance such as 

diabetes to determine whether similar patterns exist between stress, communication 

practices, and outcomes. 

Limitations 

The greatest difficulty encountered in this study was recruiting participants. In 

spite of my best efforts, the study suffers fi-om the weaknesses of small sample size and 

selection bias. The small sample limited power to detect true associations and 

differences, and left a number of results inscrutable. Selection bias raises many questions 

as to the representativeness of this sample and generalizability of the results. 

Despite the value of studying on-going interactions in real-life relationships 

(Dindia,1997; Duck, 1994), the convenience sampling approach resuhed in systematic 

biases. Partners who were close to relapse, who were distressed, who were poor English 

speakers, of low socioeconomic status, or otherwise intimidated by the nature of the 
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research, were less likely to participate. Participants were likely different than decUners. 

Furthermore, the study included only intact couples, excluding those who have separated 

or divorced. Participants may reflect more resilient couples who were able to endure the 

strains of alcoholism and recovery, and their characteristics may differ from recoverers 

whose relationships ended. Recruitment from A. A. and from local publicly-funded 

treatment programs resulted in two divergent groups; a small sample of younger, poorer, 

less stable couples and a large group of older, more stable couples. It is probable that 

these couples differed from the general population of recovering couples in some 

unknown ways. 

This study relied on self-reports in the form of questionnaires and conjoint 

interviews. Although self reports are commonly used to study marital relationships, and 

they provide partner perceptions of accumulated experiences (Leonard, 1990), self 

reports have noteworthy limitations. Social desirability may have biased participant 

responses, particularly about the stigma-prone issues such as alcohol and drug use, poor 

communication, and relapse. Errors in recall and actor-observer bias also could distort 

responses. In addition, reports of relational processes in this sample population may also 

be biased by factors independent from the processes themselves which influence 

perception (e.g., denial). 

I intended to use different data sources to reduce common method variance, but 

data from these different sources had problems with incommensurability. The observa

tional data from the couple interview did not correlate sufficiently with respondents' self 

reports and partner reports to be usable in this analysis. The lack of correlation could be 
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because the couple's interactions during the interview do not generalize to actual daily 

interactions at home, or could be a result of a disparity between behavioral assessments 

by naive outside observers and those of the interactants themselves. 

As a result of the exploratory nature of this study and the difficulties with 

recruitment, the number of statistical tests performed relative to the sample size was high, 

and risks alpha inflation. I used two-tailed significance tests despite mostly directional 

hypotheses, which ameliorated this problem, but did not eliminate it. 

The traditional multiple regression techniques used in the analyses calculate 

actor effects, but ignore partner effects, thereby disregarding the interdependence 

inherent in close relationships (Kenny & Cook, 1999). These results therefore obscure 

potentially important partner effects that reflect the reciprocal influence of close relational 

partners. 

Finally, conclusions about sex differences in this investigation could be 

inaccurate because of a confound between sex and alcoholism. In as much as 92% of the 

men and 68% of the women in the sample were alcoholic, the separate effects of sex and 

alcoholism could not be isolated in the analyses. 
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AFTERWORD 

This research project, though long and tedious, was an exciting and &uitful 

endeavor. A hidden population revealed an abundance of experience and insights that 

can inform nonrecovering audiences and policy makers. This dissertation covers only a 

portion of the information provided by these couples, yet it substantiates the importance 

of daily communication practices in the lives of recovering alcoholics in close 

relationships. This investigation is a start, but further exploration will help clarify the role 

communication practices play in couples with partners adapting to alcoholism recovery 

and other chronic diseases that place demands on both patients and their partners for 

managing health in their daily lives. 
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Couple No. 

Couples in Recovery Study 

This questionnaire asks atraut your recent communication, your feelings and your relationship. Answering 
this questionnaire is voluntary and you may refuse to answer any of the questions. Please remember that your 
answers are anonymous. They will NOT tie connected with your name, and they will not be known by the 
interviewer. If you have any questions while you are filling out the questionnaire, please feel free to ask the 
interviewer. Your completion of this questionnaire means that we have your permission to use the infonnation 
in our study. Thank you for your help!! 

Background Infonnation; Please check or fill in (he blank: 

1. What is your age? 

2. Please check: Male Female 

3. What is your ethnic background? 

Hispanic American African American 
White Asian American 

Native American Other 

4. Which of the statements below best describes your current relationship? 
CunBntly living with this person with no plans to many 

Currently engaged to this person 

Currently married to this person 
Other 

5. How long have you been in a committed relationship with this person? 

6. How many children do you have? (Please give the total 

7. Oo you have any children living in your home? Yes No 

8. Have you ever been divorced? ^Yes No 

9. How much education have you completed? Please check: 

Elementary school Some high school High school degree 

Some college ^College degree ^Graduate degree 

10. Are you currently employed? Yes No 

11. Please check your estimated annual combined income last year 

less than 510,000 $20,000-29,999 S40,0fl0 - 59,000 S90,000 or over 

SI0,000 -19,999 530,000 - 39,999 560,000 - 89,000 

years and months 

number for both partners) 

if yes, how many? 

1 
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The fonovting events can happen in a relationship at any time. Please read each set at events carefully, then check 
the Oox in the cofumns on the r^ftf if it happened to vou or vour current partner in the last year, or any turn in your 
relationship before the last year. Check botfi boxes if the event happened tioth times-tMfore last year and 
during the last year. 

Event 
Happened 
during Uie 
lutyear 

Hippencd 
befmltie 

last year 
1 Event 

Happened 
during die 
last year 

Hippened 
betaiame 
last year 

1. A partner had a cnronic maoical 
canditian. like diabeto, arttintis. 
heart trouble, or cnranic paiir 

• • 3. A partner had ongoing problems 
With people or responsibilities 
at work 

• • 
2. A partner had a life^reatening 

disease such as cancer, or had 
serious emational protilems. 

• • 9. A partner was out of vMrk for an 
extended period due to loss af job. 

quitting, retiring, or leave of absence. 
• • 

3. Ongoing or increased debts, loans, 
overdue Dills. or bankruptcy • • 10. Ongoing cnbasm. disapproval, 

fights or arguments among partners • • 
4. Not enough money to afford basic 

needs like food, clothing, medicai 
or dental care. 

• • 11. A parent, child, dose reiadve or 
close Ihend died, or had a senous 
illness. in|uiy. addiction, emotional 
problem or trouble with ttie law 

• • 
5. A partner abused alcohol or drugs, 

or had a serious relapse • • 12. A partner had senous troubles 
getting along with a parent child, 
close relative or dose (nend 

• • 
9. Problems with a partner's health, 

work, or money resulting from 
past alcohol or drug use 

• • 13. Ongoing problems with your heme 
or neighbortiood, such as lack of 
comfort, quiet or safely 

• • 
7. A partner got a baiter job. a nice 

promotion, or a big iinprovemeflt in 
their financial situation 

• • 14. Moved to a better home, got 
married, or became a parent • • 

In additkin to larger events, everyone experiences hassles or stresses in their daUy fives. When you think about the 
stress you have felt in your life during the last three months and where it comes Itom, 

IS. How much stfes would you say you are experiencing these days? 

^Almost none Very litfle Sonne ^Alot An eirtremely high amount 

16. How much of the stress is due to problems in your relationship with your partner or spouse? 

All ^Almost all Most About half ^Some ^Verylitlte None 

17. How much of the stress is due to problems outside of your relationship with your partner or spouse? -
(Such as problems with work, finances, health, children, other people, etc.) 

All ^Almost all Most About half Some Very little ^None 

2 
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Listed below are some symptoms that people sometimes have. Please read each one carefully and 
circle the numtter which best reflects haw much that symptom has bothered you during the oast 
three months. 

A/or at all A Little Quite a bit Extremely 

1. Suddenly scared for no reason 1 2 3 4 

2. Feeling fearful 1 2 3 4 

3. Faintness, dizziness, or weakness 1 2 3 4 

4. Nervousness or shakiness nside 1 2 3 4 

5. Heart pounding or radng 2 3 4 

6. TremMng 1 2 3 4 

7. Feeing tense or keyed up 1 2 3 4 

8. Headaches 1 2 3 4 

9. Spells of terror or panic 1 2 3 4 

10. Feeling restless, can't sit still 1 2 3 4 

11. Feefing low in energy-slowed down 1 2 3 4 

12. Blaming yourself for things 1 2 3 4 

13. Crying easdy 1 2 3 4 

14. Loss of sexual interest or pleasure 1 2 3 4 

15. Poor appetite 1 2 3 4 

16. Difficulty fafng asleep or staying asleep 1 2 3 4 

17. Feeling hopeless about the future 1 2 3 4 

18. Feeing bkie 1 2 3 4 

19. Feeing lonely 1 2 3 4 

20. Feeling trapped or caught 1 2 3 4 

21. Wonying too much about things 1 2 3 4 

22. Feefing no interest in things 1 2 3 4 

23. Thoughts of ending your Sfe 1 2 3 4 

24. Feefing everyttiing is an effort 1 2 3 4 

25. Feefings of worlhlessness 1 2 3 4 

Thank you. Please go on to the next page. 

3 
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The next 9 questions ask about your relationship. Please read each statement and circle die number 
which is closest to how you have felt in the last month. 

1. How well has your relationstiip met your original expectations? 

Not at all Extremely well. 

1 2 3 4 5 

2. In general, how satisfied are you with your relationship? 

Not at all Extremely well. 

1 2 3 4 5 

3. How well do you feel your partner meets your needs? 

Not at all Extremely well. 

1 2 3 4 5 

4. How much do you love your partner? 

Not at all Extremely 

1 2 3 4 5 

5. How many problems are there in your relationship? 

Very few Very many 

1 2 3 4 5 

6. How good do you feel your relationship is compared to most others? 

Much worse Much better 

1 2 3 4 5 

7. How often do you wish you hadn't gotten into this relationship? 

Never Always 

1 2 3 4 5 

8. All things considered, how satisfied or dissatisfied have you been with your relationship as a whole? 

Completely Completely 
Dissatisfied Satisfied 

1 2 3 4 5 

9. Please drcle the most accurate answer to this statement 

I have forgiven my partner for past hurts: 

Not at all Completely 

1 2 3 4 5 

4 
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The questions on this page ask about the way you and your partner have comnwnieated with 
each other in the last 3 months. 

1. How often does vour partner say or do something that makes you feel good, such as giving you a 

compliment, making you laugh, hugging you, kissing you, smiling at you, telling you he/she loves and 
cares for you? 

Once a month or less Once every few days 2 to 5 times a day 

Once a week Once a day 6 or more times a day 

2. How often do you say or do something that makes your partner feel good, such as giving a 

compliment, making him or her laugh, hugging, kissing or smiling at him/her, or saying I love you or 

I care atMut you? 

Once a month or less Once every few days 2 to 5 times a day 

Once a week Once a day 6 or more times a day 

3. How often does vour partner say or do something that makes you feel bad, such as criticizing you, 

putting you down, calling you names, making accusations, or giving you angry looks? 

Once a month or less Once every few days 2 to 5 times a day 

Once a week Once a day 6 or more times a day 

4. How often do vou say or do something that makes your partner feel such as criticizing, 

put-downs, name calling, accusations, or angry looks? 

Once a month or less Once every few days 2 to 5 times a day 

Once a week Once a day 6 or more times a day 

5 
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handling aaeh type of situation in the last 3 months by filling in the number, from 1 to 5, that most 
closely describes what YOU do. 

1 2 3 4 5 

I avoid this 
if possible. 

I have usually 
avoided 
doing this. 

I sotnetitnes 
do this. 

I often 
do this. 

I almost 
always 
do thn. 

.1. Confiding in your partner and letting him or her see your softer, more sensitive side. 

2. Teiling your partner things about yourself that you're ashamed of. 

3. Letting your partner get to know the 'real you.* 

4. Letting down your protective 'outer shell' and trusting your partner. 

5. Teiling your partner about the things that secretly make you feel anjdcus or afraid. 

6. Telling your partner how much you appreciate and care for him or her. 

7. Knowing how to move a conversation with your partner beyond superficial talk to really get to know each other. 

9. Helping your partner work through his or her thoughts and feelings about a major life dedsion, like a career choice 

9. Listening patiently and sensitively to your partner 'let off steam' about outside problems he/she is having 

10. Helping your partner get to the heart of the problem s/he is experiendng. 

11. Helping your partner cope with family problems. 

12. Being a good and sensitive fistener when your spouse is upset 

13. Saying and doing things to support your partner when he/she is feeling down. 

14. Showing genuine empathy and concern even when your partner's problem is not interesting to you. 

15. When your partner needs help and support, giving advice in ways that are welt received. 

16. Admitting that you might be wrong when a disagreement with your partner begins to buiM into a serious light 

17. Putting aside begrudging (resentfuO feelings when you have a light with your partner. 

18. Wtien having a conflict with your partner, really listening to his or her complainb and not trying to 

'read* his or her mind. 

19. Taking your partner's perspective in a fight and really understanding his or her point of view. 

20. Refraining from saying things that might caus« a disagreement to buikl into a big fight 

21. Working through a specific problem with your partner without resorting to global accusations such as 

*you always do that* 

.22. When angry with your partner, accepting that s/he has a valid point of view even if you dont agree 

with that view. 

23. Not exploding at your partner (even when it is justified) in order to avoid a damaging conflKt 

6 
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77i« sutmnents below describe ways that couples deal with problems in their relationship. Think about some 

specific times in the last few months when you have had an important conflict or problem come up between you. 

Please fill in the number, from 1 to 5, that best describes how often vou and vour partner act or feel this way. 

1 2 3 4 S 

This never This rarely This sometimes This oWen This almost 
happens. happens. happens. happens. always happens. 

MfTien same problem in the relationship arises.-

1. We tiy to discuss the problem. 

2. We avoid discussing the problem. 

3. We get around to discussing the problem before it builds up to a crisis. 

Atter an argument or discussion about a problem.-

4. One or both of us feels like the problem didn't really get solved. 

__ S. We feet satislied with the way we handled the problem. 

6. We follow through on our agreements. 

7. We have more arguments about the same problem. 

a. One or both of us acb distant and withdrawn from the other. 

9. One or both of us feels guilty or hurt. 

10. We feel hopefiil and encouraged about the problem. 

11. We feel reassured about the relationship. 

The next 14 qu^Hons ask about your connections with other people outside yow relationship. Please decide how 
well each statement below describes you, then circle the number above the words that best descrSte how YOU 
have felt in the last month. 

1. When I'm with my friends, I feel completely able to relax and be myself. 

1 2 3 4 S 
Strongly Agree Not sure Disagree Strongly 
Agree Disagree 

I share the same approach to life that many of my fnends do. 

1 2 3 4 S 
Strongly Agree Not sure Disagree Strongly 
Agree Disagree 

3. People who know me accept me and respect me. 

1 2 3 4 5 
Strongly Agree Not sure Disagree Strongly 
Agree Disagree 

4. No matter what happens, I know that my tamily wil always be there for me should I need them. 

1 2 3 4 5 
Strongly Agree Not sure Disagree Strongly 
Agree Disagree 

7 
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S. Wfien I want to go out to do things I know that many of my friends wouid enjoy doing these things with me. 

12 3 4 5 
Strongly Agree Not sure Omgree Strongly 
Agree Disagree 

6. I have at least one Arfend I could tell anything to. 

1 2 3 4 5 
Strongly Agree Not sure Disagree Strongly 
Agree Disagree 

7. Sometimes I'm not sure If I can completely rely on my ^mily. 

1 2 3 4 5 
Strongly Agree Not sure Disagree Strongly 
Agree Disagree 

8. I feel very dose to some of my friends. 

1 2 3 4 S 
Strongly Agree Not sure Disagree Strongly 
Agree Disagree 

9. People in my ^mSy have confidence in me. 

1 2 3 4 S 
Strongly Agree Not sure Disagree Strongly 
Agree Disagree 

10. My family lets me know they think I am a worthwhile person. 

1 2 3 4 S 
Strongly Agree Not sure Disagree Strongly 
Agree Disagree 

11. People in my family help me to find solutions to my problems. 

1 2 3 4 5 
Strongly Agree Not sure Disagree Strongly 
Agree Disagree 

12. My friends would take the time to talk over my problems, should I ever want to. 

1 2 3 4 S 
Strongly Agree Not sue Disagree Strongly 
Agree Disagree 

13.1 know my famly win always stand by me. 

1 2 3 4 5 
Strongly Agree Not sure Disagree Strongly 
Agree Disagree 

14 Even when I am with my friends I feel alone. 

1 2 3 4 S 
Strongly Agree Not sure Disagree Strongly 
Agree Disagree 

S 
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This section asi<s questions about alcohol and drug use and recovery. 

1. Oo you currently drink alcohol? Yes No 

2. Do you currently take any drugs not prescribed by your doctor? Yes No 

3. Have you ewer had any prolilems with alcohol or drug use in the past? ^Yes ^No 

If you answered NO to all these questions, please skip to page 11. If you answered YES to any question, 
please answer questions 4 • 19 on this page. 

Please describe the amount of alcohol and/or drugs you have used. Check the one best answer. 

4. Alcohol: ^0 to 3 drinks per year Up to 3 drinks per week 1 to 2 drinks/beers a day 
3 to 4 drinks/beers a day 5 or more drinks/beers a day binges of 5 or more drinks at one time 

5. Marijuana: No use a few joints per year 1 to 2 Joints in a month 
t to 2 joints per week 3 to S joints per week More (han 1 joint a day 

3. Other druos (psychedelics, prescription meds, cocaine, amphetamines, heroin, tranquilizers, etc.) 
No use once or twice a year 1 to 2 times a month 
^out once a week 2 to 3 times a week Daily if available 

Please circle the correct answers to the following questions. 

7. Oo you feel that you are or were a normal drinker or user? Yes 

8. Oo friends or relatives think you are or were a normal drinker or user? Yes 

9. Have you ever attended a meeting of Alcoholics Anonymous (AA)? Yes 

10. Have you ever lost friends or girtfriends/boyfnends because of drinking or using? Yes 

11. Have you ever gotten into trouble at work because of drinking or using? Yes 

12. Have you ever neglected your obfigations, your family, or your work 
for 2 or more days in a row because you were drinking or using? Yes 

13. Have you ever had delirium tremens (OTs), severe shaking, heard voices 
or seen things that weren't there after heavy drinking or using? Yes 

14. Have you ever gone to anyone for help about your drinking or using? Yes 

15. Have you ever gone to a hospital because of drinking or using? Yes 

16. Have you ever been arrested for dmnk driving or driving under the influetwe? Yes 

17. How many times, if any, have you been treated for alcohol or drug abuse? 

(either out-palient or in-patient treatment) 

IS. Have you ever been treated for any psychological or emotional problems, Gke depression or anxiety? 

(either with medicatian, or through counseling) Yes ^No 

19. Which statement best describes you? 
__ I am not addicted to alcohol or drugs. 

I am net sure whether I am addcted to alcohol or drugs. 
I am an alcoholic. 
I am a drug addict. 
I am cross-addicted to alcohol and dnjgs. 

If you conskler yourself an addict or cross-addicted, what is your primary drug of choice? 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

9 
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If you consider yourse/f addicted to alcohol or drugs, pleasa answer lb* quvtions below. 

If not, please skip to page 11. 

20. How long has it been since your last drink of alcotioi or unprescribed dnjg use? 

21. Have you ever *siipped* or relapsed after being sober or dnjg free for a moniti or more? Yea No 
If yes. please answer questions a. through c. below. If no, please go to question 3. 

a. How many dines did you relapse or slip? 

b. How long did your relapses last, on the average? 

c. How would you descnbe your last slip? Please ctiecic; 

Lefiglh: one or 2 days several days weeks months 

Consequences: ^none few (not severe) ^some (moderately severe) many (severe) 

Please fill out the questions below. This section examines your expectations about sobriety. In each of the following 
situations, please circle the number in each of the two columns below that best describes how tempted you would 
be to drink, and how confident you are that you would not drink. 

Temptation to drink Confldence I wouldn't drink 

None 
all 

21. When I am feeling angry inside. 

22. When 1 see others drinking at a bar or at a party. 

23. When I have a headache. 

24. When I am in agony because of stopping drinking. 

25. When I sense everything is going wrong for me. 

26. When I am excited or celebrating with others. 

27. When 1 am physically tired. 

28. When I have the urge to try just one drink 
to see what happens. 

29. When I am feeling depressed. 

30. When I am on vacation and want to relax. 

31. When 1 am concerned about someone. 

32. When I am feeling a physical craving for ateohol. 

33. When I feel like bkswing up because of frustration. 

34. When people I used to drink with 
encourage me to drink. 

35. When I am eiiperiencing some physical pain or injury. 

36. When 1 want to test my wiSpower over drinking. 

37. When I am very wom'ed. 

38. When I am being offered a drink in a sodal situatian. 

39. When I dream about taking a drink. 

40. When I feel an urge or impulse to take a drink that 
catches me unprepared. 

2 

2 

2 

2 

2 

2 

2 

2 
2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

1 

41. Ultimately, do you think you'll be sober one year from now? Please cirde 

Definitely no Definitely 

1 2 3 4 5 

Extremely 
High 

S 

5 

5 

5 

5 
5 

5 

5 
5 
5 
5 
5 

5 

5 
5 
5 
5 
5 
5 

ie number 

es 

None 
at all 

Extremely 
High 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

4 

5 
5 

5 

5 

5 

5 
5 

5 
5 
5 
5 

5 

5 

5 

5 

5 
5 
5 

5 

10 
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1. flite you a memtier of a self-help recoveiy program? Yes No 

(It yes, please answer question 2. tf no, please skip to the next page) 

2. Whicn recovery program or group do you parDdpate in? (Check all that apply) 

AA NA CA ^Rational Recovery Al-Anon ACoA 

Other 

If you are a member of all Step program, please answer the questions in the shaded box below. 
If not, skip to the next page. 

S^.Haw-fang: have you been an adiwenienibaFofany:12StBp^graup'> " " 

4i.:;How tnanvfecovennqnaisonscto vou feel voucaacalf.irwBttnaa^to?" • • ;' v -. r , : ii-,; 

J* (oiciaanaV 
SLi Hmroften doyou make a phonvcail lo another recoveraig!person? • MB-amesoefr <t»». • weafc rtnonih 

S OoyotfciurenttyhavaasponsorT Yas No ^ 
" faitieonej 

>rlfsa.howfOffiBndo voutallttovour.siionaorft»»Dhoneor»iiefsonY? • WltllmasMK: dw viwefc rrmonn ^ 
-9 y  ̂ f " 

 ̂  ̂  ̂ \ J-
T Preasecirclath* steps have you wo(ked[\Mth your sponsor 1 2 3- 4 '~S S- 7" 8 9 10 tt 12 

-y* (odfton*). 
8;Ho«roftendayouattBnctineetings?~ Wtunespec^d^r week monili 

PI»»sm.dret»ilMnmnbeethatb9stiiesaibesiyou  ̂ g- <  ̂

9 fworlctherStepsofttieprogiamarinydaiitrlife. /» " , 
SrrongCyAgree 2 « 3 ' 5> S StranQifdBagree /§ 

•H '> >1(k t eairy the iressage ofnseovety (a other recoveraig peisoiB thro^h 12 StBpseivice^: < ^ ^. r ^ 

/-^StrongtyAgraft t - 2 3 • S 5 6 Stronglydfingreft ^ ~ 

> "7 "" . '̂ <"0/' -/ . < ' *  ̂ ^  'f{\'S  
t1vlf«adl2SlBplitBralLrB: < > /% i 

Everyday t „2 'S- 3 ^ 4,_^' ^5^ - a Never ^ ^ ^ 

^ - ;S1 ^ -t/ ^ ^ * \ i  ̂ J. 

Please: arete the-numberihat beat dasenbas, yourpartne 

12; Mjfpartnerabstatns.frDmatcohofanddniO'UM ^ ^ ^ ^ 

SIrnngtydisagree '•t 2  ̂ 3 4 , S , •> _Su Strongiyagne  ̂  ̂

f < 4 ^ ^ ^ ^ ^ S * •>. -s ^ '̂ X y - *• 13w.Mypaftnerssuppoi1iV9offn^r«covefy * ' ^ ^ 
^Stronglydisagree f 3 > S Strangtyagree 

»  ̂ *<?  ̂  ̂ •ti". 

14L My partner IS a memtier ofa 12 Step recoveiy program. ^ Yes v,"";; No ^ 

Ifyes. my paitnerworksths Slaps: ^5 

Strongly<fisagre« 12 3 4 ? , S Strongtyagree 

11 
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15. Are you the spouse or partner of a recovering alcoholic or addict? ^Yes No 

/f yes, please answer questions 16 in the shaded box below. H no, please go on to the next page. 

1S.-;Has vour Dartnef ever reiaiBed-ot̂ iniied* awce vou haw t»eatOQettiet?'v-- -Yes : ^ Notftat l know of ; 

r:Clf.yourpaitner/i8s.f6<Bpse<ft.pfi8S8e-SDiswer<pi®8liooS'ai1hrough-cb6low.^>:::;:"-,vt:.,....;>.: 
IfjK)t, please skip to ihertmt page"  ̂  ̂  ̂ " 0 

How many limescfidyoiirpaftnetcetapseocsl̂ ? ' ' • " • '  • <  ^  ^  ^  
' X ^ ~ 4 *• b. Mmrfoivdld yaw pacings telapMs^tnt,ontii»aMraBeT ::: ^ ? 
"  ^ * 1 ,  _  '  ̂ ^  " 3  - »  • >  »  . ; , :  
/J ::,:c;< Mow woukf you tfesentwyourpaitnef'sUst.siip? PiMS&dndc: 

Lengthrr'-*.-?-- •:one-ar2d»«.?--yT.--sBvaitfciawj-.?^ - •weekSv,:.- • - wortte 
- .C ^ ~ . S ^ ; 

Consequences:? '^^nona manyfsevere) 

iThankyou:: Pfeasag^ontothenaxtpage." 

12 
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77i» section asks you to descnbe how you feel about Me. Please circle tfw number between the 3 pairs of wards 

below ttiat best describes haw you have fett about your life in the last month. (For example, it you feel your 

life has been extremely interesting, you would circle the number 1.) 

1. interesting 2 3 5 6 7 Boring 

2. Enjoyable 2 3 5 6 7 Miserable 

3. Worthwhile 2 3 5 6 7 Useless 

4. Friendly 2 3 5 6 7 Lonely 

5. Full 2 3 5 6 7 Empty 

6. Hopeful 2 3 5 6 7 Discouraging 

7. Rewarding 2 3 5 6 7 Disappointing 

8. Brings out the 
best in me 

2 3 5 6 7 Doesn't give me 
much chance 

9. How satisfied or dissatisfied are you with your life as a whole in the last month? Please circle the 
number that comes closest to how you feel. 

Completely 1 2 3 4 5 6 7 Completely 
Dissatisfied Satisfied 

Thank youl This is the end of the questionnaire. If you would like to receive a summary of the 

results of this study when they are available, please fill out the attached address label. 

Please fold the questionnaire, put it in the envelope, then seal it and return it to the interviewer. 

You will be called in about 3 months to answer some short Mlow-up questions on the phone. 

Again, thank yau for your time. We appreciate your participation. 

13 
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APPENDIX B: SEMI-STRUCTURED COUPLE INTERVIEW 
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Couple No. 
Couple Interview 

Interviewer 

Thank you for being willing to participate in this research. As you know, the study includes a 25 minute 
interview, and a questionnaire that you fill out later by yourselves and return to me. You are one of more than SO 
couples involved in the study. The purpose for both the interview and the questionnaire is to examine some of the 
ways that couples with one or both partners in recovery communicate with each other, and what their relationships 
and recovery experiences are like. 

I have had instruction in confidential interview techniques, and I am a memtier of a recovery program. 
Please be assured that this interview Is completely confidential, in keeping with ethical research standards and 
Twelve Step program traditions of anonymity. Everything that is said here will be kept confidential, as if this were 
a Twelve Step meeting. With your permission. I will tape record the interview in addition to taking notes, so that I 
will have an accurate record of what was said. The information recorded will be not be heard or seen by anyone 
except myself and my research assistants, who also maintain stnct confidentiality. None of your answers will be 
conneaed with you individually. Instead, couple's answers will be combined and analyzed as a group. Your 
partidpation in the interview and the overall study is voluntary, and you may refuse to continue or to answer any 
questions at any time. If you choose not to answer some of the questions in the interview, you are still invited to 
partidpate in the individual questionnaire, which you will answer privately, on your own, while I wait. 

We appreciate your participation in this research. As mentioned in the informed consent, your 
partidpation means that we have your permission to use the information in our study. The interview consists of 
6 sets of questions. We'll try to keep the answers short so we can stay within 25 minutes. Shall we begin? 

Relational and Recovery History 

IA. Tell me about how long you've been together. 

IB. Which of you is recovering? (In which program?) M F 

IC. Were you together before one of you got sober? Yes No 

Yes;, What happened when one of you first entered recovery? (What was it like for you?) 

If no: What was it like getting together with a recovering person? On the first few weeks/months) 

M:^ 

F: 

2A. Now I have some questions about recovery. (To the recovering penon/s:) how has your relationship affected 
your recovery? 
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2B. (To both:) How has recovery affected your relationship? 

Relational History II 

3A. Most couples experience easier and harder times in their relationships. When vvere the easy times and the hard 
times since one/both of you have been in recovery? 

38. Would you say ifs easier or harder to talk to one another now than at other times in recovery? 

WhyAwhy not? 

Thank you. Okay. Let's go on to the next questions. 

Conflict 

4A. Ail couples have minor dtsagreements...we're interested in the bigger issues couples face. When you have a 
conflict about one of the bigger issues, how do you typically deal with it? 

M: 

F: 

48. How long does the conflict last? M, F Both 



4C. How do things typically get resolved? M:. 

F: 

40. If you had to rate how well you handle conflicts as a couple on a scale of 1 (very poorly) to 10 (extremely well), 

what score would you give yourselves? M F Both 

ESQ 
SA. When each of you is feeling stressed or upset what do you usually do? (PROMPT;) For instance. 

Do you keep it to yourself? F 

Ask (or support frorr each other? F From someone outside the relatianship? F 

Do you share your feelings with each other? F 

F: 

SB. When you notice your partner is feeling stressed or upset what do you usually do? 

M: 

F: 

SC. If you had to rate how well you share each other's joys and sorrows on a scale of 1(poor) to 10 (extremely well), 

what score would you give yourselves? M F Both 

Thank you. Here is a questionnaire for each of you to fill out It will take atiout 30 minutes. Please (ill it out 
separately, without discussing the questions with one another. When you're finished, please fold it and seal in the 
envelope. I'll just wait here until you're finished. If you have any questions while you're filling rt out just ask. 

"^Administer QuesHonnairB'̂  
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Condusion 
interviewer I have one last set of questions for you... 
6A. How would you say your relationship now is different firom when you first got together? What do you know now 

that you didn't know t>acli then? 

M: 

F: 

6B. What do you think it is that has kept you together? 

M; 

F: 

6C. Of all the things about each other today, what do you appreciate most? 

Interviewer. 
Thank you. That's the end of the interview. Do either of you have any uneasiness about any of the questions? 
(Respond as appropriate.) If you have any questions, here is a sheet with the researcher's phone number, and some 
other numbers you can call, just in case you want to (hands couple referral sheet with community resources and how 
to contact the researcher). And here is $1S for your partidpation and your time. 

I'll be calling each of you in aboutSO days to ask some follow-up questions. (The questions will take about 5 
minutes.) I know that call is a long lime in the future, t)ut can you suggest a good lime to call? 

Date: Tune: 

If you write it on the post card. Ill try to call at that time. (Give couple a self-addressed appt card to fill out and give 
back to interwiewer-to be mailed 8-10 days ahead of scheduled time) 

Once again, all your information will be kept confidential throughout the study...during the collection and analysis of 
the data, as well as when the results are reported. Thank you again for your partidpation. It's very important to the 
overall study, and to helping us understand how couples relate to each other in the process of recovery. 

epintvfrm 
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Couple No. 
3 MONTH FOLLOW-UP TELEPHONE QUESTIONNAIRE 

Interviewer 
Hello. This is calling about the 'Couples in Recoveiy* study. In this study we are 

examining some of the ways couples in recovery communicate with each other. Its been 3 months since 
your interview, and if you remember, you and your partner agreed to answer a few questions for us at this 
time. This will take less than 5 minutes for each of you. Oo you have time now? (If not. when would be a 
good time to call you? If yes: Thank you. Lefs get started. 

(Are you still together?) If not do you know 
where I can phone to get the information from your partner? 

For partner of index alcoholic: Circle M F 

Please tell me haw much you agree with the hllowing statements, an a scale of 1(not at all) to 10 (totally) 

1. How satisfied or dissatisfied are you with your life as a whole in the last month? Please give me a 
number between 1 and 10 that comes closest to how you feel. 

2. In general, how happy would you say you are these days? Please give me a numtier be Amen 1 
and 10 that comes closest to how happy you feel. 

3. In general, how satisfied are you with your relationship, on a scale of 1 to 10? 

Now a few questions about your partner and recovery... 

1. Has your partner had a slip or relapse since the interview 3 months ago? Yes No 

Of no, go to #4.) If yes. how often? 

2. How long dkl the relapse last? 

3. How wouM you describe your partner's last slip? 

small- no severe consequences 

moderate- days/moderate consequences 

severe- weeks/months; severe consequences 

4. On a scale of 1 to 10, how confident are you that your partner will be sober a year from now? 

Fbiaffy, two last questions: 

1. On a scale of 1 to 10, how hopeful are you today about the future of your relationship? 

Canwwnli. if offirid: 
2. How hopeful are you about your own future well-being? 

Commants. if offwd: 

Thank you. Thafs the end of the interview. Is there anything else you'd like to tell us at this time? 
(Would you like to receive a summary of the results of this study in atxiut a year?) 
Again, thank you very much for your partidpatkin. 



Couple No. _ 

For index alcoholic: Cirde M F 

Please tell me how much you agree \Mth the faloMing statement on a scale of 1 (not at aN) to 10 (totally) 
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1. How satisfied or dissatislied are you witti your life as a whole in the last month? Please give me a 
number between 1 and 10 that comes closest to how you feel. 

2. In general, how happy would you say you are these days? Please give me a number be tween 1 and 
10 that comes closest to how happy you feel. 

Now Td Bim to ask you a^wquoations about your recovery^ 

In each of the following 4 situations, please teV me. on a scale of 1 to 10. how ttmptad you wouU b« to 
^rink, and how eoatU^nt you an that you wouU not drink.. If you are not at all tempted, answer 1; if you 
are very tempted; answer 10. Also, if you are not at all confident you could not drink, answer 1; and if you are 
very confident you would not drink, answer 10. 

1. When you are feeling angry, hurt or depressed Tempted_ Confident 

2. When you are around people you used to drink with 
and they encourage you to drink or offer you a drmk Tempted_ 

3. When you really tired or in pain Tempted_ 

Confident 

Confident 

4. When you have the urge to try just one drink to see 
what happens or to test your wilpower over drinking Tempted_ Confident 

Now just a Um! mora recovery questfons.. 

1. Have you had a slip or relapse since the interview? ^Yes No (If no, go to next section.) 

( I f  y e s ,  h o w  m a n y  t i m e s  d k l  y o u  s l i p ?  )  
2. How long did your reiapse(s) last? 

3. How would you desciibe your last slip? (Not serious, moderate, severe) 

^short-no severe consequences several days-moderate consequences 

Long-weeks or months; severe consequences 

Han an tha last faw quastions. Please tell ma how much you agree mth the following statements, on a 
scale of 1 (not at all) to 10 (extiemely well) 

1. How confident are you that you'l be sot>er a year firom now? 

2. In general, how satisfied are you with your relationship? 

3. 1. On a scale of 1 to 10, how hopeful are you today about the (iiture of your relationship? 

ConwiiMtoif offtfi 

4. How hopeful are you about your own future well-being? 

Comnanli if ofTirad 

Thank you. Thaf s the end of the interview. Is there anything else you'd like to tel us at this time? (Notn mom) 
(Would you Kke to receive a summary of the results of this study in about a year?) 
Again, thank you very much for your participation. 
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ARIZC 
Tne UNivtRsnvof 

Human iubjecu Cominietec 1622 & .Mabei Sc 
PO. Boa 245137 

20 April 1599 He^UTHSOCNaS Tucson. Ansona 33714.5137 (320) 026^721 
Mary Brown, M.A. 
Advisor: Chris Segrin, Ph.D. 
CepartT.ent of Communicacion 
PO'SOX 210025 

RE:  HSC A39.33 COUPLES IN HECCVHRY STUDY 

Dear Ms. Brown: 

We received your above ciced research proposal. The procedures co 
be followed in chis scudy pose no more chan tninitiial risk co 
parcicipacing subjects. Reculacions issued by che CJ.S. Departmenc 
_pf Health and Human Services (45 CFS. Part 46.110(b)] authorize 
"approval of this type project through the expedited review 
procedures, with the condition(s) that subjects' anonymity be 
maintained. Although full Committee raview is not required, a brief 
summary of the project procedures is submitted to the Committee for 
their endorsement and/or comment, if any, after administrative 
approval is granted. This project is approved effective 20 April 
1999 for a period of one year. 

The Human Subjects Committee (Institutional Review 3oard) of the 
University of Arizona has a current assurance of compliance, number 
M-1233, which is on file with the Depart.Tient of Health and Human 
Services and covers this activity. 

Approval is granted with the understanding that no further changes 
or additions will be made either to the procedures followed or to 
the consent forni{s) used (copies of which we have on file) without 
the knowledge and approval of the Human Subjects Committee and your 
College or Departmental Review Committee. Any research related 
physical or psychological harm to any subject must also be reported 
to each committee. 

A university policy requires that all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose 
by the Department Head or comparable authority. This will assure 
their accessibility in the event that university officials require 
the information and the principal investigator is unavailable for 
some reason. 

Chairman 
Human Subjects Committee 

JDPrrs  
cc: Departmental/College Review Committee 
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THE UNivEKsmr or 

Human Subjecu Committee 

4 Februarv 2000 
ARIZONA. 1622 E. Mabel Smtt 

P.O. Sox 245137 
Tttcson. a2 85724-5137 
(520) 626-6721 

HEALTH SCIENCES CENIU. 

Mary Brown. 
.Advisor Chris Segrin, Ph.D. 
Department of Communication 
PO BOX 210025 

RE; HSC A99J3 COUPLES IN RECOVERY STUDY 

Dear Ms. Brown: 

We received your 1 February 2000 letter and accompanying revised consent form, questionnaires 
and followup telephone interview script for the above referenced project. Changes include adding 
an atiditiona! 30-niin time commitment following initial couple interview for individual completion 
of questionnaire which is placed in sealed envelope and rerjrr.cd to waiting researcher [also final 
question added which requests couple to reflect on pleasant aspects of their relationship]: 
additionally, 3 months after interview/questionnaire, couple receive individual followup phone calls 
and for participation, each couple receives S15 vs. $20, as previously stated, and the revised consent 
form & questionnaire and the interview questions submitted for review. .Approval for these changes 
is granted effective 4 February 2000. 

The Human Subjects Committee (Institutional Review Board) of the University of .Arizona has a 
current assurance of compliance, number M-1233. which is on file with the Department of Health 
and Human Services and covers this activity. 

Approval is granted with the undersunding that no further changes or additions will be made either 
to the procedures followed or to the consent form(s) used (copies of which we have on file) without 
the knowledge and approval of the Human Subjects Committee and your College or Depanmental 
Review Committee. Any research related physical or psychological harm to any subject must also 
be reported to each committee. 

A university policy requires that all signed subject consent forms be kept in a permanent file in an 
area designated for that purpose by the Department Head or comparable authority. This will assure 
their accessibility in the event that university officials require the information and the principal 
investigator is unavailable for some reason. 

Sincerel) 

David G. 
Chairman 
Human Subjects Committee 

DGJ-.rs 
cc: Depanmemal/College Review Committee 
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