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ABSTRACT 

Communal coping—a process in which romantic partners view a problem or stressor as 

“ours” rather than “yours” or “mine” and engage in collaborative problem solving to address it 

—has emerged as an important predictor of health and treatment outcomes. This study 

investigated communal coping as a theoretically derived and empirically supported intervention 

target within two couple-focused interventions for health problems: Family Systems Therapy for 

problematic alcohol use and Family Consultation for health-compromised smoking. With a 

combined sample of 56 couples (37 alcohol, 21 smoking), this study investigated within-session 

changes in communal coping—indexed via observable, communal coping behaviors and first-

person plural pronoun use (we-talk)—prior to and following therapist implementation of specific 

solution-focused therapy techniques that aimed to promote communal coping in the couples 

during a target therapy session. Teams of trained raters observed the target therapy sessions and 

made independent ratings of couple communal coping behaviors and therapist adherence. 

Pronoun measures for each partner were obtained via computerized text analysis from transcripts 

of partners’ speech during the target therapy sessions. Both patients and spouses showed 

increases in communal coping behavior and we-talk from a “baseline” problem-focused therapy 

block to the “active” solution-focused therapy block. In addition, exploratory analyses revealed 

that several couple and therapist characteristics, as well as specific solution-focused techniques 

were associated with within-session changes in communal coping. Findings from this study 

identify communal coping as a client change process and solution-focused therapy techniques as 

a therapist change process within the two interventions, and demonstrate successful engagement 

of communal coping as a therapeutic target.    
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 1. INTRODUCTION 

Prior to the 1990s, the predominant view of stress and coping was that stress occurs when 

an individual perceives a situation or an event as harmful or threatening by exceeding his/her 

available resources to address it. According to Lazarus and Folkman (1984), an individual first 

perceives the situation as a challenge, threat or loss, taking into account its ambiguity, 

controllability, and relevance to the self (primary appraisal), and then evaluates his/her capacity 

to respond to the situation based on his/her available resources (secondary appraisal). Coping 

then refers to the person’s behavioral, cognitive, and/or social response, which is based on the 

appraisals, in an effort to manage, reduce, or tolerate the demands of the situation. Moreover, 

coping responses or strategies are commonly categorized as problem-focused when they aim to 

manage some aspect of the problem itself, or emotion-focused when they aim to manage the 

person’s emotional reaction to the problem (Coyne & DeLongis, 1986; Lazarus, 1980). Adopting 

this perspective, the vast majority of coping research has focused on individual appraisal and 

coping processes and defined adaptive coping in terms of reductions in a person’s psychological 

distress. 

Coyne and colleagues conducted a series of studies with myocardial infarction patients 

and their spouses, and their observations of both partners’ coping processes began a shift toward 

a more relational perspective to coping. Specifically, they found that wives’ distress and coping 

responses to the coronary event were correlated with patient health functioning, coping response, 

and adjustment (Coyne et al., 1990; Coyne & Smith, 1991; Fiske, Coyne, & Smith, 1991). An 

important conclusion from these studies was that individuals—in this case MI patients—confront 

health problems in the context of their marital relationships, and that patients’ and spouses’ 

coping efforts often aim to manage and maintain aspects of their relationship during periods of 

stress (Coyne & Fiske, 1992). In addition to problem-focused and emotion-focused coping, the 
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authors proposed relationship-focused coping, which involves two processes: active engagement 

(e.g., discussing the situation together, inquiring about the partner’s feelings, collaborative 

problem-solving) and protective buffering (e.g., hiding concerns, denying worries, yielding to the 

partner to avoid conflict; Coyne & Fiske, 1992). These studies were some of the first to highlight 

the role of close relationships, and romantic partners more specifically, in coping with stress and 

illness—not only for support, but also as active participants and collaborators. 

Communal Coping: A Relational Coping Perspective 

The emerging relationship-focused coping literature was the impetus for the development 

of a truly interpersonal coping perspective that Lyons, Mickelson, Sullivan, and Coyne (1998) 

termed communal coping. The authors argued for a reconceptualization of coping that accounts 

for the embeddedness of individuals in relationships and acknowledges the importance of 

relationship processes in coping with life stress. The communal coping perspective is based on 

interpersonal systems theory, whereby couple relationships and other social groups (e.g., 

families, communities) are conceptualized as dynamic systems such that any change in one 

partner naturally affects the other partner and the relationship as a whole (Lyons et al., 1998). On 

account of this interconnectedness between partners, Lyons and colleagues posited that the 

distinction between individual and interpersonal coping processes is superficial, as individuals 

are influenced by and consider the effects on their relationships even when they are conceivably 

physically “alone”.  

Communal coping occurs when one or both partners in a couple or other social unit, such 

as families and communities, (a) view a problem or stressor as “ours” (communal appraisal) 

rather than “yours” or “mine” (individualistic appraisal), (b) communicate about the stressor, 

including the details and meaning of the situation, and (c) engage in collaborative problem 
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solving in which partners share responsibility for addressing the problem (communal action). 

According to the model, communication about the stressor may be verbal and/or nonverbal, and 

coping efforts may involve conscious and/or unconscious action. As the authors conceptualized 

it, communal coping includes two orthogonal dimensions—appraisal and action—that vary on a 

continuum from individualistic to communal or collaborative (Figure 1). Communal coping is 

located in the upper right quadrant, where partners view the problem as “ours” and work together 

to address it. In contrast, individual coping is located in the diagonally opposite quadrant, where 

partners view the problem as one person’s and engage in solo efforts to address it.  

 

Figure 1.  Communal coping appraisal and action dimensions (adapted from Lyons et al., 998). 

 

The upper left quadrant represents situations such as caregiving, where partners view the 

problem as shared, but one partner assumes primary responsibility for addressing it; for example, 

an individual whose partner has an illness that makes it difficult to care for him/herself might 

view the problem as shared yet assume primary responsibility for caregiving. Finally, the more 

traditional notion of social support is located in the lower right quadrant, where partners engage 

in collaborative action to address the problem, but still predominantly view the problem as one 

APPRAISAL 
Communal Orientation 

Individualistic Orientation 

ACTION 
Individual Collaborative 

Social 
Support 

Communal 
Coping Caregiving 

Individual 
Coping 
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partner’s. Therefore, the defining feature that distinguishes communal coping from social 

support is a shared appraisal of the problem, regardless of whether it originated as one partner’s 

problem or produces similar consequences for both partners (Lyons et al., 1998).  

In reference to Lazarus and Folkman’s (1984) model of stress and coping, engaging in 

communal coping is likely to influence primary stress appraisal processes. Specifically, 

regardless of whether the problem originated as one person’s, the partners appraise the problem 

as having relevance to the couple (and hence, to the self), with little distinction between the self 

and the partner. Communal coping is also likely to influence secondary stress appraisal 

processes, such that when partners assess their available coping resources they explicitly or 

implicitly draw on their partner’s available resources in addition to their own. This “doubling” of 

available resources provides greater diversity of resources and a more effective set of coping 

strategies that may render communal coping more effective at buffering the stress response than 

social support, in which the partners’ resources may be available if needed but are still provided 

from one person to the other rather than pooled or shared (Lyons et al., 1998). It is through these 

primary and secondary appraisal processes that the magnitude of a problem may be reduced and 

the stress response buffered. Finally, communal coping involves coping processes characterized 

by collaborative problem solving and coordinated efforts to reduce the impact of the stressor.  

Other Relational Coping Perspectives 

Systemic-Transactional Model of Dyadic Coping. The Systemic-Transactional Model (STM; 

1995, 2005) of dyadic coping is a direct extension of Lazarus and Folkman’s transactional stress 

theory that Guy Bodenmann and colleagues developed and applied specifically to individuals in 

romantic relationships (Bodenmann, 1995, 2005). On a theoretical level, the dyadic coping 

model also views intimate relationships as a social system in which partners have a reciprocal 
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influence on each other, and stressful events affect both partners. On account of the mutual 

influence partners have on each other, dyadic coping conceptualizes stress and coping as an 

interactive process between partners rather than solely an intra-individual process. 

The STM of dyadic coping defines three types of coping processes: (1) individual stress, 

or stress that one partner is able to cope with alone without bothering the other partner or asking 

for assistance, (2) dyadic stress, or individual stress that is unresolved because one partner is not 

able to cope adequately (i.e., inadequate appraisals, ineffective coping, lack of resources) and 

therefore the stress becomes important for the couple, and (3) genuine dyadic stress, or any form 

of emotion- or problem-focused coping with a stressor that directly concerns the couple as a unit 

(e.g., birth of a child, search for an apartment). Specifically, the dyadic coping model outlines a 

stress communication process in which one partner’s appraisal of stress is communicated to the 

other partner, who perceives and interprets the partner’s communication and responds with some 

form of dyadic coping, which might involve taking action or ignoring the stress communication 

(Bodenmann, 2005). An underlying assumption of the model is that partners engage in individual 

efforts as their first attempts at coping, and engage in dyadic coping when the individual efforts 

are unsuccessful. 

As an extension of Lazarus and Folkman’s (1984) model of stress and coping, 

Bodenmann’s (1995) STM of dyadic coping specifies that partners first engage in primary 

appraisal in which they evaluate the meaning of a situation for their own well-being, their 

partner’s well-being, and their well-being as a unit. In addition to this primary appraisal, the 

model includes three additional appraisals in which (1) each partner assesses the other partner’s 

appraisal, (2) each partner judges if the other partner has realized his/her own appraisal, and, (3) 

each partner reevaluates and synthesizes his/her own with the partner’s appraisal. After 
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reevaluation, if both partners are in agreement a “common” or dyadic appraisal may result. Next, 

partners engage in secondary appraisal in which they evaluate their own coping resources, their 

partner’s resources, and their resources as a unit. Similarly, the model includes two additional 

appraisals in which (1) each partner evaluates the secondary appraisal of the other partner, and 

(2) the partners evaluate and synthesize their appraisals. The model adopts Lazarus’ (1980, 1984) 

definitions of problem-focused and emotion-focused coping, and specifies that dyadic coping 

involves all efforts of one or both partners to manage stressors that affect one or both of them to 

restore balance to the individual partners and couple as a whole. The model distinguishes three 

forms of dyadic coping: (1) common, where both partners attempt to resolve a stressor together 

(e.g., common discussion, instilling a feeling of togetherness, mutual affection, common 

relaxation activities), (2) supportive, where one partner provides assistance to the other, and (3) 

delegated, where one partner requests that the other partner—who has more competencies, 

resources or experience—manage the stressor. Bodenmann (2005) subsequently expanded upon 

the dyadic coping model to include both positive and negative forms, such that positive forms 

include positive common, supported, and delegated coping, whereas negative forms include 

hostile, ambivalent, and superficial coping efforts. 

Developmental-Contextual Model of Dyadic Coping.  The Developmental Contextual Model 

(DCM) is a broader relational coping model that Berg and Upchurch (2007) developed following 

a review of the literature on relational coping that encompasses several different approaches to 

coping with chronic illness. The DCM of dyadic coping views chronic illness as a stressor that 

affects the adjustment of both partners; therefore, Berg and Upchurch argue for a shift in the unit 

of analysis from individual partners to the dyad as a whole, in which coping processes (i.e., 

appraisals, coping, and adjustment) of one partner are viewed in relation to those of the other. 
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Theoretically, the developmental aspect of the model emphasizes that dyadic coping may take 

different forms during various phases of the lifespan, change as partners progress through stages 

of the illness, and unfold in couples’ daily interactions around specific stressors. The contextual 

aspect of the model emphasizes that couples are also affected by broader sociocultural factors 

(e.g., gender, culture) as well as more proximal contextual factors (e.g., quality of the marital 

relationship, demands of the specific illness). Finally, the model focuses on how coping 

processes relate to psychosocial adjustment rather than physical health outcomes, as the vast 

majority of the dyadic coping literature does not yet include measures of physical health.  

The DCM of dyadic coping emphasizes that the interdependence between romantic 

partners affects partners’ appraisals of the illness more broadly and of specific illness-related 

stressors, as well as their dyadic coping efforts. Specifically, the model defines three forms of 

dyadic appraisal: (1) similarity in partners’ illness representations, which are related to illness 

controllability and consequences, (2) similarity in illness ownership, or which partner assumes 

ownership for the illness, and (3) shared stressor appraisals. According to the model, shared 

appraisals can be individual (one partner views the stressors surrounding an illness as “mine”), 

indirect relational (one partner feels stress as a side effect of the other experiencing stress), and 

shared (both partners view the stressor as “ours”). Second, the model refers to ‘dyadic coping’ as 

a variety of ways the couple may interact as they manage stressors (e.g., support, collaboration, 

control, protective buffering, overprotection), and conceptualizes coping efforts along a 

continuum of spousal involvement, ranging from uninvolvement to overinvolvement (e.g., 

patient perceives the spouse as controlling, engaging in miscarried helping). Within this 

continuum, the model identifies four main types of dyadic coping efforts: (1) uninvolvement, 

where one partner perceives a lack of support or disclosure from the other, (2) support, where 
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one partner provides emotional and/or instrumental support to the other, (3) collaboration, where 

both partners are actively involved in joint discussion and problem solving, and (4) control, 

where one partner tells the other what to do or provides an excessive amount of help.  

The DCM of dyadic coping departs somewhat from Lazarus and Folkman’s (1984) 

conceptualization of primary versus secondary appraisal, as it addresses primary appraisal (i.e., 

evaluation of the relevance of the problem to the self or relationship) but does not imply whether 

or how the partners evaluate their available resources. Instead, the model is unique in its focus on 

how similar the partners are in their coping appraisals and efforts. Specifically, it predicts that 

the partners will experience better adjustment when the way they appraise the stressor matches 

their coping efforts. For example, the model predicts that a shared appraisal of stressor (viewing 

the problem as “ours”) will be associated with better adjustment when the couples’ coping efforts 

are supportive or collaborative, but mismatches in shared appraisal may be associated with 

maladaptive couple patterns such as mutual control or demand-withdraw interaction (Berg & 

Upchurch, 2007). Similarly, the model predicts that an individual appraisal (viewing the problem 

as one person’s) will be associated with better adjustment when the other partner is uninvolved. 

Comparison of Relational Coping Models 

The relational coping perspectives in this review (Communal Coping, Systemic-

Transactional Model, Developmental-Contextual Model) have several important similarities and 

differences. All three models (a) adopt a systemic theoretical approach and emphasize 

interdependence between relationship partners, (b) include a form of shared or dyadic primary 

appraisal of the stressor, in which one or both partners view the problem as relevant to the 

relationship (and hence the self), and (c) describe a collaborative coping response in which 

partners discussion the problem and engage in problem solving together. Of the three models, the 
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communal coping perspective is the most narrow in scope. Although it also describes individual, 

caretaking, and social support dimensions of coping, communal coping refers to a specific 

process in which one or more partners view a problem as shared and engage in collaborative 

problem solving to address it. In contrast, the Developmental-Contextual Model of dyadic coping 

(Berg & Upchurch, 2007) is the most broad in scope, as it includes several forms of appraisal 

and coping responses that range from individual to shared or collaborative. Its scope also extends 

beyond the dyad to account for contextual factors that may influence coping processes and 

addresses changes that may occur over the course of the illness and across the lifespan. Of the 

three perspectives, the Systemic-Transactional Model of dyadic coping is the most detailed in 

describing interactions that may occur between partners as the coping process unfolds.  

A fundamental difference between the STM of dyadic coping and communal coping 

perspectives is the primacy of a shared or dyadic appraisal. One of the underlying assumptions of 

the STM of dyadic coping is that partners engage in individual efforts as their first attempts at 

coping, and engage in dyadic coping when individual efforts are unsuccessful, whereas 

communal coping emphasizes that partners are influenced by the relationship at the initial 

appraisal and consider stressors as shared regardless of whether the problem originated as one 

person’s. The STM conceptualization doesn’t leave open the possibility that the partners may 

view individual stress as “ours” from the initial appraisal, where both partners take on the 

stressor (as if it were their own) rather than one partner helping the other to resolve individual 

stress that has spilled over into the relationship.  

Emerging neuroscience research based on Social Baseline Theory (SBT) provides some 

support for the idea of the primacy of shared appraisals, as SBT proposes that social contact and 

relatedness (rather than isolation and aloneness) is the normal, baseline condition of the human 
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brain, and social proximity and interaction regulate many aspects of the brain’s response to threat 

(Berkes & Coan, 2015). For example, women who were subjected to electric shock while 

holding either their husband’s or a stranger’s hand showed reductions in threat responding in 

brain regions associated with regulation of body arousal and mobilization of behavioral action 

plans (ventral anterior cingulate cortex, supramarginal and postcentral gyri, and posterior 

cingulate; Coan, Schaefer, & Davidson, 2006). However, holding their husband’s hand was also 

uniquely associated with attenuation in brain circuits associated with effortful emotion regulation 

and threat-related homeostatic functions (right dorsolateral prefrontal cortex, superior colliculus). 

Moreover, women that reported the highest marital quality showed greater attenuations in each 

of the threat-responsive brain regions, as well as those associated with suffering and the release 

of stress hormones (right anterior insula, hypothalamus). Another study used functional imaging 

to assess individuals’ brain response when threatened with electric shock compared to when a 

stranger or a friend was threatened with a shock (Beckes, Coan, & Hasselmo, 2013). The 

researchers found that brain activation for threat to self was significantly correlated with 

activation for threat to friend in several threat-response regions, but less correlated with threat to 

stranger. Moreover, higher scores on Aron, Aron, & Smollan’s (1992) measure of self-other 

overlap were associated with increased activity in the anterior insular cortex and interior frontal 

cortex for threat to friend but not to stranger. The authors concluded that neural representation of 

threat to the self is the same as those directed at friends, implying a breach of individual 

separateness that is specific to close others (Beckes & Coan, 2015). Together, these studies 

suggest that relationships marked by interdependence and closeness may influence relationship 

partners’ stress response at the initial appraisal of a stressor, and that romantic partners may also 

engage in communal appraisal and coping processes as a baseline, or primary response to stress.  
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The primary difference between the DCM of dyadic coping and communal coping 

perspectives is that the DCM encompasses a variety of coping processes and makes predictions 

about how mismatches in appraisal (as individual or shared) and coping efforts (uninvolved, 

supportive, collaborative, overinvolved) relate to partner psychosocial adjustment. Specifically, 

the model predicts that a shared appraisal of a partner’s illness paired with a supportive or 

collaborative coping response will be associated with better adjustment for both partners. The 

DCM doesn’t distinguish between supportive and collaborative coping, whereas Lyons et al.’s 

(1998) approach distinguishes social support as an individual orientation with joint coping efforts 

from communal coping with both shared appraisal and coping efforts.  Similarly, DCM also 

predicts that an individual appraisal of a partner’s illness paired with spousal uninvolvement in 

coping efforts will be associated with better adjustment. An established literature linking 

overcontrolling partner behavior and demand-withdraw couple-interaction to reduced mental and 

physical health (Kiecolt-Glaser & Newton, 2001; Robles & Kiecolt-Glaser, 2003; Rohrbaugh & 

Shoham, 2011) suggests that an individual/uninvolved approach to coping might be preferable to 

an individual/overinvolved approach in terms of psychological and relational health, at least in 

the short term. However, given that there is often high concordance in partners’ health-enhancing 

and health-compromising behaviors (Martire, Schulz, Helgeson, Small, & Saghafi, 2010), 

adopting an entirely individual approach to coping may not be adaptive over time—especially 

for physical health outcomes and situations in which one partner may be attempting to change 

the others’ health behavior.  

Approaches to Measuring Communal Coping 

Self-report.  Rohrbaugh Mehl, Shoham, Reilly, and Ewy (2008) were the first to develop a self-

report measure of communal coping as part of a study of congestive heart failure patients and 
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their spouses. The measure included one item related to the appraisal dimension and one item 

related to the action dimension. The patient items were: (a) “When you think about problems 

related to your heart condition, to what extent do you view those as ‘our problem’ (shared by you 

and your spouse equally) or mainly your own problem?”, and (b) “When a problem related to 

your heart condition arises, to what extent do you and your partner work together to solve it?” 

Spouse items were parallel to the patient’s but referred to “your partner’s heart condition.” In this 

sample, the two items were moderately correlated for both patients (r = .41) and spouses (r = 

.26), so the authors averaged them to form a communal coping score for each partner.  

Distributions of the composite communal coping scores were fairly skewed, with both patients 

(M = 4.1, SD = 1.0) and spouses (M = 4.6, SD = 0.6) reporting high levels of communal coping.  

In a subsequent study in collaboration with researchers at Duke University, Rohrbaugh, 

Shoham, and colleagues developed a 13-item, Perspectives on Coping questionnaire 

(unpublished scale; Appendix A) to assess communal coping among dual-smoking couples who 

participated in a message-framing smoking intervention. This scale included items related to 

both the appraisal and action dimensions of communal coping, including how the partners view 

the problem, how they view responsibility for addressing the problem, and to what extent they 

engage in collaborative problem solving. Based on previous findings from a study of heart 

failure patients and their spouses in which the extent to which couples engaged in useful 

discussions about the patient’s illness predicted 8-year survival (Rohrbaugh, Shoham & Coyne, 

2006), Rohrbaugh et al. also included an item about whether partners have useful discussions 

about the smoking problem. Findings from this study and the scale itself have not been 

published, and measures of reliability and validity are not readily available.  
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In a recent, ongoing study of couples with a partner who has Type II Diabetes, Helgeson 

expanded Rohrbaugh et al.’s (2008) self-report measure by including three additional items 

(Helgeson, unpublished).  The 5-item scale includes two items related to the appraisal dimension 

(e.g., “When talking about diabetes, how do you refer to it with others or between you and your 

spouse?”) and three items related to the action dimension (e.g., “When issues arise about 

diabetes, whose responsibility is it to try to deal with the issues”). Preliminary findings from the 

study are presented in the next section; however, measures of scale reliability and are not yet 

available. 

Observational measures.  Schoenfeld, Rohrbaugh, and Shoham were the first to develop an 

observational measure of communal coping as part of another study of heart failure patients and 

their spouses (Schoenfeld, unpublished thesis).  A team of trained raters listened to audio 

recordings of individual interviews about two stressful events and made independent ratings of 

communal coping for the patients and spouses. The 4-item measure included two items related to 

the appraisal dimension and two items related to the action dimension. For example, an appraisal 

item asked the trained observers “Whose problem is it?  In other words, where is the problem 

located?” followed by the prompt “husband/wife defines the problem as "ours” (shared by both 

partners) rather than "mine" or "yours". An action item asked the trained coders “To what extent 

has the couple worked together to cope with the problem?” The observers rated each item on a 9-

point scale ranging from 1 (not at all) to 9 (completely/very much).  Inter-rater reliability, 

assessed using effective reliability coefficients, was .68 and .69 for the appraisal items and .75 

and .73 for the action items, and the measure demonstrated high internal consistency 

(Chronbach’s α = .96). The authors then averaged the four items to create a composite score for 

each partner.  The composite communal coping scores for the two individual interviews were 
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fairly normally distributed for both patients (M = 3.1, SD = 1.3 and M = 4.3, SD = 1.8) and 

spouses (M = 4.9, SD = 1.7 and M = 4.2, SD = 1.6).  

Hoffman-Konn, Rohrbaugh, and Shoham used the same observational measure in a 

couple-focused intervention study for problematic alcohol use (Hoffman-Konn, unpublished 

dissertation). Here, trained raters observed couple interaction tasks at two time points during the 

alcohol intervention and made independent ratings of communal coping for patients and spouses.  

Interrater reliability for the items ranged from .82 to .93, and the measure demonstrated high 

internal consistency (Chronbach’s α = .92 for Time 1 and .94 for Time 2).  Patient and spouse 

scores were moderately correlated (rs = .60s) so the authors combined the items to create a 

composite couple-level score. 

Recently, Helgeson (unpublished) also developed an observational measure of communal 

coping based on Rohrbaugh et al.’s (2008) self-report scale as part of the study of diabetes 

patients and their spouses.  A team of trained raters observed videotaped couple interaction tasks 

and independently coded communal coping for patients.  The measure includes a single, global 

item instructing raters to code “the extent to which the current situation seems to be a joint 

problem, from the patient’s point of view.  The patient talks about the problem in a way that 

indicates diabetes is viewed as a joint problem. ‘We’ statements may be indicative of communal 

coping (e.g. ‘we watch what we eat; we exercise; we took that class’). A low score would 

indicate that the problem is currently perceived to be the patient’s problem only or a behavior in 

which the patient engages in by him/herself.” The observers rated the item on a 5-point scale 

ranging from 1 (low communal coping) to 5 (high communal coping). Preliminary findings from 

the study are presented in the next section; however, measures of scale reliability are not yet 

available. 
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An advantage of employing observational measures of communal coping is that they 

reduce social desirability concerns inherent in self-report scales. There is some evidence 

suggesting this might be the case, given that there was less skew and more variance in scores 

obtained from the observational compared to the self-report measures of communal coping 

reviewed here.  It is important to note, however, that these observational measures of communal 

coping are all global measures that assess couple behavior for the duration of a single interaction.  

It will be necessary to adapt these observational measures for use in therapy process analyses (or 

time series analyses in general) that require capturing changes in communal coping (on a more 

micro level) across multiple time intervals.  

Language use.  Rohrbaugh et al. (2008) were the first to investigate couples’ first-person plural 

pronoun use (we-talk) as an implicit marker of communal coping during coping-focused 

interviews with heart failure patients and their spouses. This study extended an impressive body 

of research on language use by individuals and couples as markers of psychological and 

relational processes. Research assistants prepared verbatim transcripts from the videotaped 

conjoint coping interviews so that researchers can subject them to Linguistic Inquiry and Word 

Count (LIWC; Pennebaker, Booth, Boyd, & Francis, 2015). LIWC extracts first-person plural 

(we, us, our) and first-person singular (I, me, my) pronoun use scores as proportions of each 

speaker’s total word count for the relevant speech segment.  Rohrbaugh et al. also created a we/I-

ratio score to represent the proportion of total first-person pronouns that was plural rather than 

singular. 

Review of Empirical Findings on Communal Coping 

Self-report.  In a study of 60 heart failure patients and their spouses, couple-level communal 

coping scores were positively associated with patient we/I-ratio scores during a baseline couple 
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coping interview (Rohrbaugh et al., 2008).  They were not, however, associated with the other 

pronoun measures. Reported communal coping was positively associated with reported marital 

quality for both patients and spouses, providing some evidence of convergent validity.  The 

couple-level communal coping scores were not associated with patient heart failure symptom 

severity at baseline and did not predict changes in heart failure symptoms over a subsequent 6-

month follow-up period. In a study of 50 Type II diabetes patients and their spouses, preliminary 

findings suggested that communal coping scores were moderately positively correlated with 

observational ratings of communal coping during a conjoint interview (Bright & Helgeson, 

2014).  Communal coping was also positively correlated with patient and spouse reports of 

emotional intimacy and relationship quality, as well as patients’ perceived support from their 

spouses, providing additional evidence of convergent validity.  In addition, spouse reports of 

communal coping were associated with greater patient reported efficacy in managing the 

diabetes. 

Observational measures.  In a study of 20 heart failure patients and their spouses, communal 

coping scores were derived from audio-recorded individual interviews about two stressful events 

(the patient’s health behavior, a martial conflict; Schoenfeld, unpublished thesis).  Patient and 

spouse communal coping scores were correlated during discussion of the marital conflict but not 

of the patient’s health behaviors.  Patient communal coping scores were positively associated 

with couple-reported martial quality, providing some evidence of convergent validity.  In 

addition, patient communal coping during discussion of a marital conflict predicted 4-year 

survival, especially when patients were female. 

In a randomized controlled trial, 70 male patients with an alcohol use disorder and their 

spouses participated in either Cognitive-Behavior of Family Systems therapy for problematic 
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alcohol use (Hoffman-Konn, unpublished dissertation).  Observational communal coping scores 

were derived from marital interaction tasks at baseline and mid-treatment (following session 12 

of 20) and combined to create a couple-level composite score. Couples with low pre-treatment 

communal coping were more likely to drop out of treatment, especially if they were assigned to 

Cognitive-Behavioral therapy. There were no mean-level changes in communal coping from 

baseline to mid-treatment, and difference scores that aimed to capture within-couple changes in 

communal coping from baseline to mid-treatment did not predict treatment retention.  Pre-

treatment communal coping was positively associated with an observed couple positive/negative 

affect ratio and negatively associated with observed couple demand-withdraw interaction, but did 

not correlate with self-report measures of constructive communication or demand-withdraw 

interaction.  The authors reported that associations provide some evidence of convergent and 

discriminant validity, but may also be attributed to shared method variance.   

Finally, in a study of 50 patients with Type II Diabetes and their spouses, observational 

communal coping scores were derived from a videotaped marital interaction task (Bright & 

Helgeson, 2014). Preliminary findings suggest that communal coping behaviors were associated 

with patient and spouse first-person plural pronoun use (we-talk), providing some evidence of 

convergent validity. Spouse communal coping was also positively associated with patient self-

efficacy in managing the diabetes. 

Language use.   In the same study of 60 heart failure patients and their spouses, partner pronoun 

measures were derived from a conjoint coping-focused interview in which couples discussed 

how they had coped with the patient’s heart condition (Rohrbaugh et al., 2008). We/I-ratio scores 

correlated with reports of marital quality for both patients and spouses, providing some 

additional evidence of convergent validity.  In addition, spouse first-person plural pronoun use 
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(we-talk) during the interview, as an implicit marker of communal coping, predicted positive 

changes in the patient’s heart failure symptoms and general health status independent of what the 

patient’s own pronoun use predicted. In a study of 75 patients with breast cancer and their 

families (including their spouses), pronoun measures were derived from a family coping 

interview and discussion (Robbins, Mehl, Smith, & Weihs, 2013). Spouse first-person plural 

pronoun use (we-talk) was positively associated with patient adjustment. In addition, spouse 

we/I-ratio scores were also associated with better dyadic adjustment. 

In the first study of couples’ pronoun use during a clinical intervention, 20 couples in 

which one partner continued to smoke despite having heart or lung disease participated in a 

Family Consultation smoking intervention (Rohrbaugh, Shoham, Skoyen, Jensen, & Mehl, 

2012).  Researchers derived pronoun measures from a baseline couple interaction task, as well as 

three 5-minute segments sampled from two subsequent therapy sessions.  Couple-level reports of 

martial quality were positively correlated with we-talk by patients, but not spouses, and did not 

correlated with we-talk during the subsequent intervention.  Spouse we-talk during the baseline 

interaction and increases in we-talk by both patients and spouses from baseline to the 

intervention predicted patients’ cessation success 12 months post-treatment.  

In a combined study of four clinical trials, 188 patients with an alcohol use disorder and 

their spouses participated in Alcohol Behavioral Couple Therapy (Hallgren & McCrady, 2015).  

Researchers derived pronoun use scores from either the first or mid-treatment session.  Greater 

patient we-talk was associated with lower spouse relationship distress.  Patient we-talk during the 

first session predicted their percentage of abstinence days later in treatment.  In addition, spouse 

we-talk during the first session predicted patient percentage of abstinence days 6 months post-

treatment. Finally, in a recent study, 33 patients with an alcohol use disorder and their spouses 
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participated in couple-focused Cognitive-Behavioral therapy or Family Systems therapy for 

problematic alcohol use (Rentscher, Soriano, Rohrbaugh, Shoham, & Mehl, 2015).  Researchers 

derived pronoun measures from baseline interaction task in which couples discussed the alcohol 

problem, as well as three 5-minute segments sampled during three subsequent therapy sessions 

that were combined into one we-talk score for each partner. Spouse we-talk during the 

intervention (accounting for pretreatment we-talk) uniquely predicted successful treatment 

outcomes, especially when distinguishing active and passive (we vs. us/our) pronoun forms. 

Together, these findings suggest that communal coping may serve as a change process in couple-

focused interventions for health problems, but additional research is required that examines 

communal coping changes in a more controlled, systematic way.  

Approaches to Studying Change Processes in Psychotherapy 

The field of clinical science has made great advances in clinical trial research that has 

demonstrated the efficacy of many individual and couple-focused interventions for the treatment 

of mental and physical health problems (Doss, 2004; Insel, 2015). Despite this success, however, 

there remains a paucity of research demonstrating how interventions work. In recent years, 

researchers have called for a shift from more traditional outcome research that compares two 

treatments within a clinical trial framework, to a new focus on process research that investigates 

components of interventions to better understand how therapy works, refine existing 

interventions to improve their effectiveness, and develop new interventions to target specific 

processes with greater precision.  

Gurman, Kniskern, & Pinsof (1986) were the first to theorize that the outcome of 

therapy—what they termed the “big O”—is comprised of a series of outcomes or episodes in the 

process of therapy that occur throughout the intervention (the “little o’s” that lead to the “big 
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O”). Such a conceptualization was a shift from previous research that focused predominantly on 

the outcome as the intervention endpoint and it allowed researchers to begin to more easily link 

therapy processes to outcome variables (Sprenkle & Bischoff, 1995). Two main approaches to 

process research have emerged from this conceptualization: research on “common factors”, or 

process variables that are common across different types of interventions (e.g., the therapeutic 

alliance between therapist and clients), and research on theoretically derived process variables 

that are unique to specific intervention models (e.g., increased positive communication in 

behavioral couple therapy; Davis, Lebow, & Sprenkle, 2012; Sevier, Atkins, Doss, & 

Christensen, 2015). Although there is a substantial body of research on common factors in 

couple therapy, the focus of this chapter will be on the latter approach as it is most conceptually 

and empirically relevant to the present study.  

Two early, successful approaches to process research in couple therapy included studying 

how specific therapist interventions related to client resistance (Patterson & Chamberlain, 1988; 

Patterson & Forgatch, 1985) and how therapist interventions and client emotional experience 

predicted resolution of the presenting problem (Greenman & Johnson, 2013). Patterson and 

colleagues (1984, 1988) used observational measures to assess client resistance at the beginning, 

middle, and end of couple therapy and examined associations between resistance and specific 

techniques the therapist implemented at each of the therapy stages. They found that couples 

showed greater resistance during the middle stage of therapy when the therapist implemented 

“teach and confront” intervention techniques (Sprenkle & Bischoff, 1995). Greenberg, Ford, 

Alden, & Johnson (1993) used a “task analytic” approach to study specific sessions in which 

clients and therapists identified “critical incidents”, or key therapeutic processes, that occurred 

during emotion focused couple therapy (EFT; Greenberg & Foerster, 1996; Sprenkle & Bischoff, 
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1995). To date, nine therapy processes studies have been conducted that investigate the moment-

to-moment experiences during client and therapist “tasks” within specific sessions that 

differentiate couples who successfully resolved the problem from those that did not (Greenman 

& Johnson, 2013). Consistent with the EFT theoretical framework, these studies have identified 

depth of client experience and resolution of attachment injuries as statistically significant and 

clinically meaningful therapy processes; however, the task analytic method has traditionally 

employed very small samples (e.g., Ns ranged from 2 to 32 couples), which raises questions 

about the generalizability of the findings. 

Doss (2004) expanded upon these approaches by articulating a unified model for the 

study of change processes within existing clinical intervention studies that links therapy 

processes, mechanisms of change, and treatment outcomes. Integrating over 10 years of 

discourse on therapy process and outcome research, the model makes an important distinction 

between change processes and change mechanisms, which Doss argues are often confused or 

used interchangeably in intervention research. Change processes are the aspects of therapy that 

occur during the treatment session and lead to improvements in change mechanisms. Change 

processes can be further classified as either (a) therapy change processes, which are intervention 

techniques or therapist-constructed therapy characteristics that are hypothesized to be the “active 

ingredients” of an intervention that lead to subsequent client change processes, or (b) client 

change processes, which are client behaviors or experiences that occur as a direct result of 

therapy change processes and are hypothesized to lead to improvements in change mechanisms. 

Doss notes that several therapy change processes may create the same client change processes; 

for example, both behavioral activation and communication training may increase the frequency 

of positive behaviors. Change mechanisms, on the other hand, are changes in client behavior that 
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are no longer in direct response to a therapy change process and have generalized to the client’s 

daily life outside of therapy. To avoid confounding change mechanisms with client change 

processes, Doss proposes that change mechanisms should therefore be measured outside of 

therapy, using methods such as pre-session questionnaires, laboratory tasks (e.g., couple 

interaction tasks), or ecological momentary assessment, as it is the behavior change that occurs 

outside of the session that is ultimately what leads to improvements in and maintenance of 

treatment outcomes. Finally, adopting this framework for studying change can help researchers 

better understand the essential components of an intervention and create manuals that are shorter 

and more clinically flexible to better meet the needs of clinicians and clients alike (Doss, 2004).   

Recent research has adopted Doss’ model to investigate change within couple-focused 

interventions. For example, Doss, Thum, Sevier, Atkins, & Christensen (2005) measured 

changes in reported couple communication, positive and negative behaviors, and emotional 

acceptance prior to, during, and following two couple interventions: traditional or integrative 

behavior couple therapy (TBCT vs. IBCT).The authors found differences in behavior change 

trajectories between the two interventions, such that TBCT led to greater changes in positive and 

negative behavior early in therapy, whereas IBCT led to greater changes in emotional acceptance 

both early and later in therapy. Moreover, changes in positive and negative behaviors were 

related to improvements in relationship satisfaction early in therapy, but emotional acceptance 

was related to improvements in satisfaction later in therapy. Although this study focused on how 

change mechanisms (i.e., changes in specific, couple-reported behaviors) were associated with 

treatment outcome, it suggests the presence of therapist and client change processes that are 

unique to each intervention. Utilizing the same sample of couples, Sevier and colleagues (2015) 

examined how changes in within-session positive and negative partner behaviors over the course 
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of TBCT and IBCT predicted successful versus unsuccessful outcomes. The authors found that 

couples in TBCT with successful outcomes demonstrated a boost-drop pattern, where they 

showed increased positive and decreased in negative behaviors early therapy, but showed the 

opposite pattern later in therapy. In contrast, couples in IBCT with successful outcomes 

demonstrated a drop-boost pattern, where they decreased positive and increased negative 

behaviors early in therapy, but showed the opposite pattern later in therapy. Although Sevier et 

al., (2015) did not directly measure therapist change processes (i.e., specific techniques the 

therapists implemented), the authors suggested that the two interventions elicited different 

patterns of client change processes over the course of the therapy that lead to successful couple 

outcomes. No study to date has investigated both therapist and client change processes or change 

processes and change mechanisms as they relate to treatment outcome within the same study. 

An Experimental Medicine Approach to Studying Behavior Change 

In a recent “Science of Behavior Change” initiative, the National Institutes of Health 

(NIH) outlined the need for a new approach to clinical trial research that shifts the focus from 

outcome-focused efficacy studies to a more rigorous investigation of mechanisms of change 

within an experimental medicine framework (Insel, 2015). Specifically, an experimental 

medicine approach involves: (a) identifying an empirically-supported target that is hypothesized 

to be involved in the development or maintenance of a clinical problem, and (b) developing a 

clear hypothesis about how an intervention that aims to change the target can lead to improved 

health outcomes (Shoham, 2014). Within this framework, tests of intervention mechanisms have 

two main objectives (Figure 2). The first objective is target engagement, or a demonstration that 

an intervention or experimental manipulation modifies the target, or disorder-maintaining 

process. This objective also involves the development of valid and reliable measures of the 
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target. The second objective is target validation, or a demonstration that target engagement leads 

to (or at least correlates with) improved health outcomes (e.g., symptom reduction, increased 

adherence to the medical regimen). Finally, within an experimental medicine framework, 

identifying mechanisms of action for psychosocial intervention involves successful target 

engagement and target validation processes.  

 

 

 

 

 

 

Figure 2.  An experimental medicine approach to identifying mechanisms of action in 
psychosocial intervention. 

	  

The majority of research investigating mechanisms of action in couple-focused 

interventions involves multi-component treatments that are not clear about which aspects of an 

intervention are hypothesized to lead to change in a specific target. In addition, many of these 

treatments address multiple targets, which are often theoretically derived but not always 

empirically supported. For example, in the Doss et al. (2015) study referenced in the previous 

section, couples in TBCT and IBCT evidenced changes in positive and negative behaviors over 

the course of the interventions that predicted treatment outcomes, but the study did not 

implement a design with a clear hypothesis about which aspects of the interventions lead to the 

observed changes. Although couple-focused clinical research has not yet adopted an 

experimental medicine approach, it has been successfully applied with cognitive training 
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interventions that aim to modify various cognitive processes to improve behavioral and 

emotional problems such as antisocial behavior, anxiety, and anhedonia (Onken, 2015). 

Finally, the experimental medicine approach is in many ways consistent with Doss’ 

(2004) model and can be applied to the study of change processes in the context of larger clinical 

interventions. First, in the context of a larger clinical intervention when experimental 

manipulation is not feasible, target engagement can be demonstrated by investigating 

associations between specific therapist interventions or techniques (i.e., therapist change 

processes) and changes in client behavior (i.e., client change processes). Examining associations 

between intervention techniques and proximal targets that are closely temporally linked (e.g., 

within-session changes) helps to rule out alternative explanations and hone in on specific aspects 

of an intervention that are hypothesized to lead to changes in the target. Second, target validation 

would then involve testing associations between changes in client behavior (i.e., client change 

processes) and the health or treatment outcome of interest (e.g., smoking cessation, adherence to 

the medical regimen). One important distinction between the two approaches is how they define 

mechanisms of action versus mechanisms of change. That is, the experimental medicine 

framework applies to both intervention and experimental manipulation and therefore does not 

distinguish between behavior change that occurs within and outside of the laboratory, whereas 

Doss (2004) defines mechanisms of change as behavior change that is generalized outside of the 

therapy session (or laboratory). The present study integrates aspects of these two approaches to 

investigate within-session changes in communal coping during couple-focused interventions for 

health problems. 

Communal Coping as an Empirically Supported Target and Change Process 
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The current literature on communal coping in couples suggests that it is associated with 

positive relationship functioning and individual health outcomes. For example, we-talk (as a 

linguistic marker of communal coping) by a patient’s spouse during a coping interview predicted 

a favorable symptom course for heart failure patients (Rohrbaugh et al., 2008), and better 

adjustment for patients with breast cancer and their spouses (Robbins et al., 2013). In the first 

study of communal coping during couple-focused intervention, spouse we-talk during a 

pretreatment conflict discussion and increases in we-talk by health-compromised smokers and 

their spouses during couple-focused therapy sessions predicted patients’ post-treatment cessation 

success (Rohrbaugh et al., 2012). Other recent studies of communal coping during couple-

focused interventions for alcohol use disorders found that spouse we-talk over the course of the 

intervention predicted successful treatment outcomes and patients’ percentage of days abstinent 

6 months post-treatment (Hallgren & McCrady, 2015; Rentscher et al., 2015). Together, these 

studies suggest that communal coping may serve as a client change process in couple-focused 

interventions for health problems and an important target for clinical intervention; however, 

additional research is needed to examine changes in communal coping during couple 

intervention in a more controlled, systematic way.   

The Present Study 

As mentioned above, the present study aims to integrate experimental medicine and 

Doss’ (2004) change process approaches to investigate within-session changes in communal 

coping during couple-focused interventions for health problems. Within an experimental 

medicine approach, the present study identifies communal coping as an empirically supported 

target that is involved in the maintenance of the patient’s health problem, with the goal of 

identifying specific intervention techniques that successfully engage communal coping, and then 
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testing whether target engagement is associated with treatment outcomes (target validation). 

Given that the present study investigates communal coping within a larger clinical intervention, 

Doss’ (2004) model for studying therapeutic change is also helpful. Within Doss’ framework, the 

specific techniques that the therapist implements during the session with the goal of promoting or 

“activating” communal coping in the couple serve as the therapist change processes in the model. 

Likewise, within-session changes in communal coping among both partners serve as the client 

change processes that are hypothesized to lead to behavior change in the couples’ daily lives 

(change mechanisms) and, subsequently, treatment outcomes, although investigating change 

mechanisms was beyond the scope of this study.  

The present study investigated communal coping as a change process in a combined 

sample of couples participating in two couple-focused interventions for substance use disorders: 

a Family Systems intervention for problematic alcohol use and a Family Consultation 

intervention for health-compromised smoking. Increasing collaborative problem solving is an 

objective of many couple and family therapy approaches.  However, the family systems 

interventions employed in this study are particularly well suited for this type of investigation, as 

the intervention objectives aim to interrupt positive and negative feedback processes (which tend 

to be idiographic in nature, and therefore challenging to study mechanistically) and promote 

communal coping within the couple.  In addition, both interventions have demonstrated 

successful treatment outcomes relative to benchmarks in their respective literatures (Shoham, 

Rohrbaugh, Stickle, & Jacob, 1998; Shoham, Rohrbaugh, Trost, & Muramoto, 2006).   

Within a family systems framework, communal coping is both a theoretically derived and 

empirically supported target. Recent research with these two intervention samples suggests that 

changes in communal coping (indexed via partner pronoun use) during treatment may serve as a 
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client change process in these couple-focused interventions.  However, considering that previous 

research measured residualized changes in pronoun use during the intervention (controlling for 

baseline levels), the present study involved a more focused investigation of within-session 

changes in communal coping during a specific therapy session in which the therapist and client 

change processes are expected to occur. 

Specifically, the present study examined whether partners showed a level change in 

communal coping during the target therapy session, indexed via communal coping behaviors and 

first-person plural pronoun use (we-talk), prior to and following therapist implementation of 

solution-focused therapy techniques. It was hypothesized that partners would show increases in 

observable, behavioral indicators of communal coping (e.g., viewing the problem as shared, 

addressing the problem by working as a team). It was also hypothesized that partners would 

increase their use of first-person plural pronouns (we-talk) as linguistic markers of communal 

coping. To investigate this aim, problem-focused segments earlier in the session served as each 

couples’ own baseline, and the solution-focused segment that followed served as the “active” 

segment in which the client change processes (i.e., increases in communal coping) were expected 

to occur. This design allowed for more precise measurement of communal coping as a 

therapeutic change process. It also provided an opportunity to develop and validate observational 

communal coping measures, track variability in the measures, and investigate questions about 

dose-response relationships, or the amount of an intervention technique required to observe 

client change processes. 

Identifying communal coping as a putative client change process not only informs 

couple-focused clinical intervention research, but could also be used to develop a brief 

communal-coping intervention that could be flexibly applied in various treatment settings. 
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Investigating changes in communal coping within the context of existing couple-focused 

interventions may be a useful and fruitful first step toward testing communal coping target 

engagement within an experimental design. It provides the opportunity to explore not only 

whether communal coping target engagement occurs, but also which intervention techniques are 

most directly related to successful target engagement. An experimental approach would then 

provide important information about whether activating communal coping in couples (indexed 

via partners’ observable behavior and pronoun use) is causally associated with changes in health 

outcomes.  

2.  METHOD 

Participants 

Participants were drawn from two samples of couples that participated in a family 

systems intervention for couples coping with health problems. The full sample of 58 couples 

included 37 couples in which one partner had an alcohol use disorder (alcohol sample) and 21 

couples in which one partner continued to smoke despite being diagnosed with or at high risk for 

developing heart or lung disease (smoking sample). Couples in the alcohol sample were drawn 

from a larger randomized control trial (N = 63) of couple-focused Cognitive-Behavioral Therapy 

and Family Systems Therapy for problematic alcohol use (Beutler et al., 1993; Beutler, Shoham, 

Jacob & Rohrbaugh, 1997; Shoham et al., 1998). Only couples that participated in the Family 

Systems intervention were included in the present study. Couples in the smoking sample 

participated in a Phase I treatment development study of a family systems-based Family 

Consultation (FAMCON) intervention for health-compromised smoking (Shoham et al., 2006). 

Demographics.  The identified patients in the two samples were predominantly male (78.6%) 

and White/non-Hispanic (78.6%). Gender distributions varied across samples, with a greater 
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percentage of male patients in the alcohol sample (88.6%) than the smoking sample (61.9%), χ2 

(N = 1, 56) = 5.54, p = .02. In addition, 81.8% of identified patients had graduated from high 

school and 27.3% had graduated from college. Mean couple age (averaged across partners) and 

relationship duration also varied significantly across samples. Couples in the smoking sample (M 

= 54.60, SD = 8.25) were older on average than couples in the alcohol sample (M = 37.49, SD = 

7.00), and couples in the smoking sample (M = 23.22, SD = 14.74) had been together for a 

longer period of time than couples in the alcohol sample (M = 7.35, SD = 7.07. To meet 

eligibility criteria for the study, couples had to have been in a committed romantic relationship 

for at least one (alcohol sample) or two (smoking sample) years. Most of the couples were in 

heterosexual relationships, with the exception of two smoking couples that were in same-sex 

relationships, and the majority had children (67.9%).   

Clinical characteristics.  Patients in the alcohol sample qualified for a primary Diagnostic and 

Statistical Manual of Mental Disorders (DSM) diagnosis of alcohol abuse or dependence (3rd 

ed., rev.; American Psychiatric Association, 1987), and scored a 7 or greater on the Michigan 

Alcohol Screening Test (MAST; Selzer, 1971), indicating hazardous drinking or alcohol 

dependence. In 9 couples, the patient’s partner also used alcohol, whereas in 26 couples only the 

patient used alcohol. Clinically, identified patients reported an average MAST score of 31.21 

(SD = 7.71). In the 30 days prior to treatment onset, patients’ average reported abstinence was 

18.6 days (SD = 10.1), and heavy drinking was 10.9 days (SD = 10.0). Three patients (8.8%) had 

maintained abstinence in the 30 days prior to treatment onset; however, 30 patients (88.2%) 

reported at least two heavy drinking days in the same period. In addition, 18 patients (54.5%) of 

patients had sought alcohol or drug treatment in the past. On a single-item measure of general 
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health ranging from 1 (extremely poor) to 5 (excellent), the majority of patients (64%) reported 

fair, poor, or extremely poor health.  

Patients in the smoking sample continued to smoke cigarettes despite having been 

diagnosed with heart or lung disease, or having at least two additional documented risk factors 

(other than smoking) for coronary heart disease: diabetes, hypertension, high total cholesterol or 

LDL cholesterol, low HDL cholesterol, previous myocardial infarction (MI), or family history of 

heart disease (male 1st-degree relative with MI before age 45 or female first-degree relative with 

MI before age 55). Patients had smoked at least 10 cigarettes per day for the previous 6 months, 

and all had reported multiple unsuccessful prior quit attempts. In 8 couples the patient’s partner 

also smoked, whereas in 13 couples only the patient smoked. Clinically, 61.9% of identified 

patients (but none of their partners) had a diagnosed heart or lung problem aggravated by 

smoking. At the time of initial screening, identified patients reported an average of 26.65 (SD = 

8.25) cigarettes per day. On the Fagerstrom Test of Nicotine Dependence, where scores in the 6-

7 range indicate “high dependence” (Heatherton, Kozlowski, Frecher & Fagerstrom, 1991), 

identified patients had mean scores of 6.90 (SD = 1.68). 

Procedure 

Pre-treatment assessment.  Prior to beginning treatment, participants completed a series of 

questionnaires to collect demographic information, and assess problem severity and other 

dimensions of functioning (e.g., marital quality). Each couple then participated in a videotaped 

marital interaction task administered by trained research assistants (who were not the therapists). 

In the alcohol sample, research assistants instructed the partners to discuss an area of conflict in 

the couple's relationship other than drinking and to try to resolve for 10 minutes. In the smoking 

sample, research assistants instructed the partners to discuss a health-related disagreement for 5 
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minutes. Although instructions for the two tasks varied somewhat, all of the discussions 

concerned a conflict, most were related to health, and all took place without the interviewer 

present. Research assistants helped each couple choose a conflict topic based on their 

independent responses to the Areas of Change Questionnaire (Weiss, 1984), a 34-item survey of 

potential conflict areas (e.g., emotional expression, companionship, finances, sex, child 

management) in which one partner might want the other to change. Couples identified three 

areas of conflict or disagreement concerning behavior change in at least one partner, and the 

interviewer helped them select a discussion topic on which they both agreed. The couples then 

received instructions “to discuss the topic as they normally would and attempt to resolve the 

issue.” Three couples (1 alcohol, 2 smoking) did not participate in the pre-treatment marital 

interaction task. The marital interaction tasks provided pretreatment measures of demand-

withdraw couple interaction and first-person plural pronoun use (we-talk) that were investigated 

as predictors of within-session changes in communal coping. 

Couple-focused interventions.  The Family Systems alcohol intervention and Family 

Consultation (FAMCON) smoking intervention are described in detail by Rohrbaugh et al. 

(1995) and Shoham et al. (2006), respectively. Although the alcohol intervention was developed 

10 years earlier, it served as the foundation for the development of the Family Consultation 

(FAMCON) intervention format. Theoretically, both interventions combine techniques from 

various systemic intervention approaches, including the interactional view of Palo Alto's Mental 

Research Institute (Fisch, Weakland & Segal, 1982) and co-constructivist or narrative 

approaches such as solution-focused therapy (Berg & Miller, 1992) and White's (1990) 

externalization techniques. 
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Both interventions assume that (a) the problem—here, alcohol or smoking—is 

inextricably interwoven within the family and social relationships in which it occurs; (b) these 

relationships can play a key role in maintaining the problem; and (c) spouses and important 

family members should be involved in treatment, not merely as adjunct therapists or providers of 

social support, but as active participants in the process of change (Shoham et al., 2006). 

Consistent with these ideas, the interventions focus on two types of interpersonal problem 

maintenance—ironic processes and symptom-system fit—and aim to mobilize communal coping 

as a relational resource for change.  

The Family Systems alcohol intervention involves a 20-session conjoint (couple) format, 

with sessions 1-6 designated as a consultation phase, sessions 7-12 as a treatment phase, and 

sessions 13-20 as a restabilization phase. The Family Consultation (FAMCON) intervention for 

health-compromised smoking involves a 10-session conjoint (couple) format, with session 1-3 

designated as a preparation phase, sessions 4-5 as a quit phase, and sessions 6-10 as a 

consolidation phase. Although the two interventions vary in length, the treatment phases and 

objectives are similar and more or less map onto each other.  

Couples in the alcohol sample participated in the intervention study at the University of 

California, Santa Barbara. Masters-level therapists were recruited from the community based on 

their familiarity with family systems therapy and trained according to the Family Systems 

alcohol intervention manual (Rohrbaugh, Shoham, & Spungen, unpublished manual). The 

authors of the manual provided ongoing consultation and participated in therapist supervision 

remotely to ensure adherence and competence in carrying out the intervention. To further ensure 

the integrity of the intervention, supervisors regularly reviewed videotapes of the therapy 

sessions and rated therapists' adherence to the treatment manual using checklists of therapist 
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behavior. Across cases, the supervisors’ global ratings of therapist adherence ranged from 

satisfactory to excellent. Previous research with this sample revealed no within-treatment 

therapist effects for any of the treatment outcome variables (Shoham et al., 1998). Couples in the 

smoking sample participated in the intervention study at the University of Arizona. Graduate 

student therapists were trained according to the FAMCON smoking intervention manual 

(Rohrbaugh, Shoham et al., unpublished manual) by the manual authors, who were available to 

provide ongoing live consultation and supervision. Alcohol couples participated in an average of 

15.5 (SD = 6.1, range = 1-20) therapy sessions, whereas smoking couples participated in in an 

average of 7.8 therapy sessions (SD = 1.6, range = 3-10). 

Selection of target therapy sessions.  During the assessment phase in both the alcohol and 

smoking interventions, the manual outlines that the therapist should begin to intervene indirectly 

by implementing solution-focused techniques that are intended to promote communal coping and 

introduce the possibility of change in the couples. It is important to note that although the 

therapists implemented solution-focused techniques throughout the treatment phase of both 

interventions as well, the manual guidelines for the solution-focused techniques are more 

specific and structured during the assessment phase than during later phases of treatment.  

Because the solution-focused techniques employed during the assessment phase were more 

likely to be consistent across cases, the early sessions allowed for a more focused, systematic 

investigation of how solution-focused techniques relate to increases in communal coping.   

The specific solution-focused therapy techniques that are hypothesized to promote or 

activate communal coping in the couples occurred during session one in the alcohol sample 

(Appendix B) and session two in the smoking sample (Appendix C). Although the other 

objectives for these two target sessions varied somewhat between the two samples, both sessions 
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had clearly defined objectives with similar content that could be identified as problem-focused 

blocks and solution-focused blocks. The process for identifying the problem-focused and 

solution-focused blocks is detailed in the subsection below.  

Transcript preparation.  Research assistants observed the videotaped pretreatment interaction 

tasks and prepared separate, transcripts of patient and spouse verbatim speech. A separate team 

of research assistants also observed the videotaped target therapy sessions and prepared 

transcripts of patient, spouse, and therapist verbatim speech in 5-minute segments. These 

transcripts were then used to (a) identify the problem-focused and solution-focused blocks for 

each therapy case and (b) perform automatic text analysis. 

Identification of problem-focused and solution-focused therapy blocks.  A team of trained 

raters who were blind to study hypotheses identified the problem-focused and solution-focused 

therapy blocks. The raters first observed the target therapy session and followed along on the 

session transcript. The session objectives (Appendix B and C) included a list of specific 

questions the therapist may have asked during the problem-focused and solution-focused therapy 

blocks, which the raters used to identify the beginning and end of the therapy blocks. When 

raters identified a block, they marked a time stamp in the transcript at the beginning of the first 

and last therapist speech utterance, and then highlighted all of the therapist speech utterances that 

occurred within the two time stamps. For example, if the therapist asked a question about the 

severity of the alcohol problem, the raters would mark the time at which the question occurred 

and would label it as the beginning of the problem-focused therapy block. Three raters began 

training by reading excerpts from the alcohol and smoking treatment manuals that described the 

target session objectives and discussing the difference between problem-focused and solution-

focused techniques as a group with the principal investigator. Raters observed one alcohol 
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therapy session and completed ratings as a group with the principal investigator until they 

achieved consensus on the therapy block start and end times. Observers then completed 

independent ratings for one alcohol and one smoking case and discussed them as a group until 

they reached consensus.  

For each decision the raters made about the problem-focused and solution-focused block 

start and stop times, the principal investigator recorded rater agreement as a binary variable (1 = 

agreement, 0 = lack of initial agreement). Interrater agreement was adequate for the problem-

focused block start times (the two raters agreed for 75% of decisions), the solution-focused block 

start time (82.1% of decisions), and solution-focused block stop time (83.9% of decisions). 

Identification of the problem-focused block stop time was more difficult, with the two raters in 

agreement for 42.9% of decisions. Raters reported that they had some difficulty distinguishing 

the end of the problem-focused block from the beginning of the next therapy objective, which 

focused on patterns of couple interaction around the presenting problem, for some of the alcohol 

cases. In fact, interrater agreement increased to 66.1% of decisions for the end of Objective 3. 

The raters met weekly as a group to resolve any disagreements in identifying the problem-

focused and solution-focused therapy blocks; when the raters did not agree on a therapy block 

start or stop time, they discussed their decision until they reached consensus.  

The two blocks differed significantly in their average duration, such that the problem-

focused therapy blocks were longer in duration (M = 26.85 minutes, SD = 12.65, range = 10-60 

minutes) than the solution-focused therapy blocks (M = 16.25 SD = 6.95, range = 5-30 minutes), 

t(55) = 5.19, p < .001. Of the 58 couples in the full sample, two alcohol couples were excluded 

from the main analyses because of a recording error in which the end of the therapy session was 

not recorded onto the DVD and the solution-focused therapy block was not recorded. In an 



46 
	  

additional case, a DVD error occurred during the solution-focused block such that the end of the 

block was not recorded. For this case, raters completed ratings through the end of the DVD 

(approximately 75 minutes). 

 

Figure 3.  Study design. 

Measures 

Communal coping behavior.  A team of trained raters observed the videotaped target therapy 

sessions and made independent ratings using the Communal Coping Rating Scale developed for 

the present study based on previous communal coping measures (e.g., Helgeson, unpublished; 

Schoenfeld, unpublished). The principal investigator consulted with the author of the original 

scale to generate a list of communal coping behavior items. Six raters began training by reading 
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a theoretical article about communal coping (Lyons et al., 1998) and discussing the construct as a 

group with the principal investigator. The article made no mention of we-talk as a marker of 

communal coping, and the principal investigator was careful not to draw a connection between 

communal coping behavior and partner pronoun use. Although it was expected that partner 

pronoun use might influence the observers’ ratings of communal coping behavior, the principal 

investigator did not want the observers to base their ratings primarily on pronoun use, as 

communal coping behaviors are conceptually more extensive than pronoun use. Raters observed 

sample segments from an alcohol therapy session, completed ratings individually, and discussed 

them as a group with the principal investigator until they achieved consensus. Observers then 

independently rated an entire alcohol therapy session, the principal investigator calculated inter-

rater reliability, and met with the raters as a group to discuss their rating and resolve any major 

discrepancies. Based on feedback from the team of raters following the training, one item was 

dropped from the scale (“During this one-minute segment, to what degree does the 

patient/spouse perceive responsibility to address the problem as one individual’s (“my” or 

“your”) responsibility or a shared (“our”) responsibility?”), which raters agreed was difficult to 

rate based on observable behavior.  

The final scale consisted of four items that assess the appraisal and action dimensions of 

communal coping, as well as a third we-ness dimension (Appendix D). The appraisal dimension 

measures the extent to which each partner (identified as the ‘target person’) views the presenting 

problem as a shared (‘ours’) rather than an individual (‘yours’ or ‘mine’) problem. The action 

dimension measures the extent to which each partner engages in collaborative or joint problem 

solving to address the problem. Finally, the we-ness dimension measures the extent to which 

each partner has a sense of togetherness or interdependence as part of the couple. Items include, 
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“During this segment, to what degree does the patient/spouse: (a) view the problem as one 

individual’s (“my” or “your”) problem or a shared (“our”) problem? (appraisal); (b) talk about 

the problem as affecting one partner (patient or spouse) or both partners? (appraisal); (c) deal 

with the problem by working alone or working together as a team (action); and (d) show a sense 

of independence/separateness or togetherness/we-ness, as part of the couple?” For each item, 

observers made separate ratings for each partner in 1-minute micro-segments using a 9-point 

bipolar scale ranging from -4 (e.g., Individual problem) to +4 (e.g., Shared problem). Each item 

also included the response option “Did Not Participate”, which observers marked when the target 

person (i.e., patient or spouse) did not participate during a given 1-minute segment (and thus no 

inferences about their individual versus communal coping could be made). In addition, appraisal 

and action items included the response option “Not Applicable”, which observers marked when 

they were unable to rate an item based on the content of a given 1-minute segment. The scale 

was originally designed to rate partner behavior in 5-minute segments; however, based on 

feedback from observers that the partners showed variability on the items within the 5-minute 

segments that was difficult to accurately represent in a single rating, the observers made ratings 

in 1-minute intervals that the principal investigator later averaged to form longer, 5-minute 

segments.  

Observers then used the final scale to independently rate a second training therapy 

session and achieved adequate reliability for each scale item (ICCs > .60). Following training, 

two observers made independent ratings for each therapy session. To protect against coder drift, 

(when ratings are reliable following training but begin to shift as rating progresses) the principal 

investigator held regular, biweekly meetings to discuss scale items and address rater questions. 

In addition, after two months of rating, the six observers again rated a single therapy session and 
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the principal investigator assessed interrater reliability for each of the items, which remained 

acceptable (ICCs > .60). 

Upon completion of the ratings, the 1-minute micro-segments for each rater were then 

combined (i.e., aggregated) to form longer, 5-minute segments that were the same length as the 

5-minute language segments. The 5-minute segments for each rater were then further aggregated 

to form the problem-focused and solution-focused therapy blocks. Inter-rater reliability for the 

four scale items for patients and spouses was good to excellent for both therapy blocks, with 

intra-class correlation coefficients (one-way random, average score across raters) ranging from 

.63 to .82 for the problem-focused block and .54 to .81 for the solution-focused block (Cicchetti, 

1994; Hill & Lambert, 2004; Shrout & Fleiss, 1979). The principal investigator then calculated 

total communal coping scores for patients and spouses by averaging the four scale items 

pertaining to each partner for each rater. Inter-rater reliability was also acceptable for the 

problem-focused block for patients (ICC = .72) and spouses (ICC = .82), and the solution-

focused block for patients (ICC = .76) and spouses (ICC = .78). To assess internal consistency of 

the Communal Coping Scale, the two raters’ scores were averaged for each scale item.  The scale 

demonstrated excellent internal consistency for the problem-focused block for patients 

(Chronbach’s α = .97) and spouses (α = .94) as well as for the solution-focused block for patients 

(α = .95) and spouses (α = .93; Devellis, 2003).  

Language use.  To derive language measures, the verbatim transcripts of patient, spouse, and 

therapist speech during the pretreatment interaction task and target therapy sessions were 

submitted to Linguistic Inquiry and Word Count (LIWC; Pennebaker, Booth, Boyd, & Francis, 

2015) software. LIWC extracts first-person plural (we, us, our) pronoun use scores as 

proportions of each speaker’s total word count for the relevant speech segment. LIWC provided 
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separate we-talk scores for patients and spouses during the pretreatment interaction task, as well 

as separate we-talk scores for patients, spouses, and therapists for each 5-minute therapy 

segment. The 5-minute segments were then combined (i.e., aggregated) to form the longer 

problem-focused and solution-focused therapy blocks (as described in Identification of Problem-

focused and Solution-focused Therapy Blocks). In addition, LIWC provided separate measures of 

first-person singular pronoun (I-talk), positive emotion (e.g., fun, affection, hope) and negative 

emotion (e.g., upset, hate, disappointed) word use for patients and spouses during the 5-minute 

therapy segments that were combined into problem-focused and solution-focused blocks. 

Although increasing positivity and/or decreasing negativity was not explicitly addressed or 

targeted in the solution-focused therapy block, it was expected that changes in partner positive 

and negative emotion word use from the problem-focused to the solution-focused block might 

occur; therefore, changes in partner emotion word use served as a manipulation check.   

Finally, a specialized LIWC dictionary was created for the present study that aimed to 

measure therapist language that was communally focused (Appendix E). The dictionary included 

key therapy phrases that the therapist used to promote communal coping (e.g., “as a couple”, 

“the two of you”) as well as more general communal language (e.g., together, cooperate, share).   

Therapist adherence.  After identifying the problem-focused and solution-focused therapy 

blocks, the same team of research assistants independently rated therapist adherence to solution-

focused techniques using the Therapist Adherence Checklist (Table 1). Two raters independently 

observed the solution-focused therapy block for each case and simultaneously used the 

adherence checklist to identify which specific solution-focused techniques the therapist 

implemented during the therapy block.  
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Table 1 

Frequency Table for the Therapist Adherence Checklist 

 Frequency 

Solution-focused question Combined Alcohol Smoking 

What is a problem or difficult situation that the couple has handled 
well (or dealt with successfully) in the past?  

28 20 8 

What does the couple do for fun? 27 27 0 

Homework assignment: What about the relationship would the 
partners like to continue or preserve?  

27 27 0 

Miracle question: "Suppose that one night, while you are asleep, there 
is a miracle and the problem that brought you to therapy is solved..."  

20 19 1 

What is different about the times the partners aren't engaging in the 
problem (e.g., drinking, smoking)?  

15 15 0 

How would other people describe the partners as a couple?  14 0 14 

Externalizing question: “Imagine the problem (e.g., alcohol, 
smoking) as a third party in the relationship. If smoking came to 
dinner, what form would it take? Is smoking more of an ally or an 
invader?"  

13 0 13 

How do the partners describe themselves as a couple?  9 0 9 

How will the partners recognize improvement in the problems they’re 
facing? Who will be the first to notice? 

8 7 1 

Are there times in the past that the partners made important life 
decisions as a couple and followed through?  

7 0 7 

When a problem such as this comes up, do the partners think of it as 
"our problem" or as an individual problem ("yours" or "mine")?  

4 0 4 

What is the couple’s vision of the future in which they have 
successfully resolved the problem (e.g., drinking, smoking)? 

4 2 2 

What is an example of a time the partners usually would have 
engaged in the problem (e.g., drinking, smoking) but didn't?  

4 4 0 

Are there times in the past that the partners made important life 
decisions individually and followed through?  

3 0 3 

How has the couple worked together to achieve some positive end or 
result?  

2 0 2 

Which phrases capture the strength (values, flavor, unique style) of 
the couple's relationship?  

1 0 1 
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The Therapist Adherence Checklist also included two “Other” categories with lines 

where the raters could write in other solution-focused questions the therapist asked that were not 

included in the checklist. Raters identified two additional solution-focused questions that 

occurred in multiple cases and were therefore added to the checklist and included in the therapist 

adherence ratings: “How will the partners recognize improvement in the problems they’re 

facing? Who will be the first to notice?” and “What is the couple’s vision of the future in which 

they have successfully resolved the problem (e.g., drinking, smoking)?” In addition, one item 

was deleted from the Adherence scale after ratings were complete (“What is the longest period of 

time the partners have had without the problem (e.g., drinking, smoking)?”) because none of the 

therapists asked the question during the solution-focused block. 

Items were coded 0 or 1 to indicate the implementation of a specific question within each 

solution-focused therapy block. The raters were in agreement about therapist implementation of 

specific solution-focused questions for 81.7% of all instances (i.e., they agreed on 156 out of 191 

questions across all cases). When research assistants were not in agreement (i.e., one rater 

identified a solution-focused question but the other did not), they discussed the discrepancy until 

they reached consensus. Ratings on the individual questions were also summed to create a total 

therapist adherence score for each therapy case. Ratings from the adherence checklist will be 

used to (a) provide a more detailed description of the type and total number of SFT techniques 

the therapists implemented (McLeod, Islam, & Wheat, 2013), and (b) explore questions 

regarding dose-response by investigating how the type and total number of questions were 

associated with within-session changes in communal coping. On average, therapists implemented 

3.32 (SD = 1.75, range = 0-7) questions during the solution-focused therapy blocks. Although 

the specific solution-focused techniques the therapists implemented varied across the two 
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samples, the total number of questions did not differ between the alcohol sample (M = 3.46, SD 

= 1.54, range = 1-7) and smoking sample (M = 3.10, SD = 2.07, range = 0-7), t(54) = 0.75, p = 

.46. 

Relationship functioning.  Participants in both samples had completed the Constructive 

Communication subscale of the Communication Patterns Questionnaire (CPQ-CC; Heavey, 

Larson, Zumtobel, & Christensen, 1996), a seven-item measure of the quality of couples’ 

communication that correlates highly with other established measures of relationship quality 

(e.g., Spanier & Thompson’s [1982] Dyadic Adjustment Scale; Hendrick’s [1988] Relationship 

Satisfaction Scale). Items on the CPQ-CC assess positive and negative communication 

behaviors, and the seven items are combined into a single score for each partner (i.e., the sum of 

positive items minus the sum of negative items). For example, mutual negotiation, in which 

“both members suggest possible solutions and compromise” assesses positive communication, 

whereas mutual blame, in which “both members blame, accuse, and criticize each other,” 

assesses negative communication. Patient and spouse CPQ-CC scores correlated highly in each 

of the samples (rs > .64) so they were averaged to create a single, couple-level variable that 

reflected each couple’s perception of the quality of their communication (M = -0.14, SD = 6.65, 

range: -15.00–14.50). Partner reports of constructive communication at treatment termination 

will be investigated as predictors of within-session changes in communal coping language and 

behaviors.  

Demand-withdraw couple interaction.  Observational ratings of demand-withdraw couple 

interaction were available for use in the present study, which were previously derived from the 

videotaped baseline interaction tasks using Christensen and colleagues’ Demand–Withdraw 

Rating Scale (Christensen & Heavey, 1993). The ratings consisted of separate (raw) ratings of 
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demand and withdraw behaviors for each partner on five behavior dimensions—three related to 

demand behavior (pursues discussion, blames, pressures for change) and two related to 

withdrawal (avoids, withdraws). For example, the dimension pressures for change included 

behaviors such as “requests, demands, nags, or otherwise pressures for changes in partner” and 

the dimension withdraws included “withdraws, becomes silent, or refuses to discuss a particular 

topic.” The ratings were then combined to produce two couple-level demand-withdraw variables: 

(a) spouse- demand/patient-withdraw, calculated as the sum of the spouse’s mean score on the 

three demand dimensions and the patient’s mean score on the two withdraw dimensions; and (b) 

patient-demand/spouse-withdraw, calculated as the sum of the patient’s mean score on the three 

demand dimensions and the spouse’s mean score on the two withdraw dimensions. Across the 

samples, reliability coefficients revealed acceptable levels of agreement among raters for spouse-

demand/patient-withdraw and patient-demand/spouse-withdraw scores (median effective 

reliability α = .90, range .85 – .95), as well as for the 10 individual rating dimensions (five for 

each partner) comprising the demand and withdraw scores. With dimension ratings collapsed 

across raters, consistency coefficients for the demand-withdraw dimensions were also 

satisfactory, with alphas ranging from .52 to .82. For the present study, the two couple-level 

demand-withdraw interaction variables were averaged to create a total demand-withdraw 

interaction variable for each couple (M = 19.83, SD = 6.25, range: 9.25–34.00), which was 

investigated as a predictor of within-session changes in communal coping behavior and we-talk.   

Data Analysis Plan 

Before testing the main hypotheses, preliminary analyses were performed to investigate 

correlations between patients and spouse communal coping behavior and we-talk, including 

whether patient-spouse concordance varied by sample. A set of within-subjects analyses of 



55 
	  

variance (ANOVAs) were performed to examine the hypotheses that patients and spouses would 

increase their use of communal coping behavior and we-talk from the problem-focused to the 

solution-focused therapy block following therapist implementation of solution-focused 

techniques. Another set of within-subject ANOVAs investigated within-session changes in 

partner I-talk, positive emotion, and negative emotion word use, as well as changes in therapist 

communal language use. A set of hierarchical regression analyses was performed to assess the 

unique contribution of couple-level and therapist-level variables in predicting within-session 

changes in patient and spouse communal coping behavior and we-talk. Finally, a set correlations 

explored which solution-focused techniques were predictive of within-session changes in 

communal coping behavior and we-talk.  

3.  RESULTS 

Preliminary Analyses 

Descriptive statistics for the main communal coping behavior and pronoun use variables 

for patients and spouses appear in Table 2. Frequencies of first-person plural and singular 

pronouns were consistent with previous literature in which plural pronouns were generally less 

frequent.  
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Table 2 

Descriptive Statistics for Communal Coping and Pronoun Use Variables for Patients and Spouses 

 Patients 
 Problem-focused block  Solution-focused block 

Variables M SD Range  M SD Range 

Communal Coping -0.70 1.14 -3.40–2.52  0.40 1.25 -2.26–3.35 
We-talk 1.21 0.92 0–3.65   2.25 1.23 0–5.74 

 Spouses 
 Problem-focused block  Solution-focused block 

Variables M SD Range  M SD Range 

Communal Coping -0.12 1.15 -2.95–2.73  0.72 1.11 -1.82–3.55 
We-talk 1.60 0.85 0–4.04  2.84 1.64 0–8.39  

Note.  Top panel shows communal coping behavior scores and pronoun scores for patients; bottom 
panel shows communal coping behavior scores and pronoun scores for spouses. The communal 
coping scale ranged from -4 (individual behavior) to +4 (communal behavior). Pronoun use scores 
represent proportions of partners’ total word use during each therapy block.    

!
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Between-partner associations revealed high patient-spouse concordance in communal 

coping behavior (r = .82, p < .001) and we-talk (r = .54, p < .001) during the problem-focused 

block. There was also high patient-spouse concordance in communal coping behavior (r = .80, p 

< .001), with moderate concordance in we-talk (r = .44, p = .001) during the solution-focused 

block. 1 

Within-person associations revealed that, during the problem-focused block, patients’ 

communal coping behavior and we-talk scores were significantly positively correlated (r = .52, p 

<  .001) (Table 3). Patients showed the same pattern of associations in the solution-focused 

block, such that communal coping behavior and we-talk were significantly positively correlated 

(r = .45, p = .001). In addition, patients showed rank-order stability in their communal coping 

behavior (r = .61, p < .001) and we-talk (r = .35, p = .01) scores from the problem-focused to 

solution-focused therapy blocks. For spouses, during the problem-focused block, communal 

coping behavior correlated positively with we-talk (r = .43, p = .001). Spouses showed a similar 

pattern of associations in the solution-focused block, such that communal coping behavior and 

we-talk were positively correlated (r = .49, p <  .001). In addition, spouses showed rank-order 

stability in their communal coping behavior (r = .66, p < .001) scores from the problem-focused 

to solution-focused therapy blocks, but not in we-talk (r = .14, p = .31) scores. 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1 Patient-spouse concordance for individual communal coping behavior items ranged from r = 
.60 to .84 for the problem-focused block and r = .71 to .84 for the solution-focused block. This 
high degree of concordance suggests that the raters may have had difficulty distinguishing the 
two partners within the 1-minute rating segments. As a result, it is possible that there was an 
anchor effect in which the raters were influenced by a gestalt impression of the couple’s level of 
communal coping behavior and their ratings for each partner deviated from the couple gestalt on 
a minute-by-minute basis. The rating process may have also pulled for couple-level rather than 
individual-level ratings, as the observers rated the patient and spouse simultaneously rather than 
completing all ratings for one partner before moving on to the other partner. 
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Within-Session Changes in Communal Coping 

Two-way repeated-measures analyses of variance (ANOVAs) were performed with 

partner role (patient vs. spouse) and therapy block (problem-focused vs. solution-focused) as 

within-couple effects and communal coping behavior and we-talk as dependent variables. The 

first ANOVA revealed main effects of partner role and therapy block on communal coping 

behavior, such that spouses (M = 0.30, SD = 1.03) showed greater communal coping behavior 

than patients (M = -0.15, SD = 1.08), F(1,55) = 30.29, p <  .001, and on average, the partners 

showed greater communal coping behavior during the solution-focused block (M = 0.56, SD = 

1.12) than the problem-focused block (M = -0.41, SD = 1.09), F(1,55) = 61.94, p <  .001. There 

was also a significant partner role x therapy block interaction for communal coping behavior, 

F(1,55) = 6.26, p = .02, suggesting that patients showed greater increases in communal coping 

Table 3 

Intercorrelations among Communal Coping and We-talk for Patients and Spouses during Problem- 
focused and Solution-focused Blocks (N = 56) 

 Problem-Patient Problem-Spouse Solution-Patient Solution-Spouse 

 
Comm. 
coping We-talk 

Comm. 
coping We-talk 

Comm. 
coping We-talk 

Comm. 
coping We-talk 

Problem-Patient         
Comm. coping - .52** .82** .48** .61** .09 .54** .14 
We-talk  -  .25+ .54** .28* .35** .13 .12 

Problem-Spouse         
Comm. coping   - .43** .56** -.01 .66** .10 
We-talk    - .34* .06 .25+ .14 

Solution-Patient         
Comm. coping     - .45** .80** .50** 
We-talk      - .18 .44** 

Solution-Spouse         
Comm. coping       - .49** 
We-talk        - 

Note.  Comm. coping = Communal coping behavior score.  **p < .01, *p < .05, +p < .10. 
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behavior (Figure 4). As expected, paired sample t-tests revealed that patients significantly 

increased their communal coping behavior from the problem-focused (M = -0.70, SD = 1.14) to 

the solution-focused (M = 0.40, SD = 1.25) block, t(55) = -7.74, p <  .001. As expected, spouses 

also significantly increased their communal coping behavior from the problem-focused block (M 

= -0.12, SD = 1.15) to the solution-focused block (M = 0.72, SD = 1.11), t(55) = -6.78, p <  

.001.  

 

Figure 4.  Mean communal coping behavior scores for each partner during the problem-focused 
and solution-focused therapy blocks. Error bars represent the standard error around each 
mean. Communal coping scores range from -4 (individualistic behavior) to +4 (communal 
behavior) 

The second ANOVA revealed main effects of partner role and therapy block on we-talk, 

such that spouses (M = 2.22, SD = 0.98) used more we-talk than patients (M = 1.73, SD = 0.89) 

overall, F(1,55) = 13.60, p = .001, and on average, the partners increased their we-talk from the 

problem-focused block (M = 1.40, SD = 0.78) to the solution-focused block (M = 2.54, SD = 

1.22), F(1,55) = 43.00, p < .001. The partner role x therapy block interaction for we-talk was not 

statistically significant, F(1,55) = .97, p = .33, suggesting that the two partners’ increases in we-

-1 

-0.8 

-0.6 

-0.4 

-0.2 

0 

0.2 

0.4 

0.6 

0.8 

1 

Problem-focused Solution-focused 

M
ea

n 
C

om
m

un
al

 C
op

in
g 

B
eh

av
io

r 
S

co
re

 

Therapy Block 

Patient 

Spouse 



60 
	  

talk were similar in magnitude (Figure 5). As expected, patients increased their we-talk from the 

problem-focused block (M = 1.21, SD = 0.92) to the solution-focused block (M = 2.25, SD = 

1.23), t(55) = -6.16, p <  .001, and spouses increased their we-talk from the problem-focused 

block (M = 1.60, SD = 0.85) to the solution-focused  block (M = 2.84, SD = 1.64) block, t(55) = 

-5.33, p <  .001. 

 

Figure 5.  Mean we-talk scores for each partner during the problem-focused and solution-
focused therapy blocks. Error bars represent the standard error around each mean.  

Within-Session Changes in Couple Language Use 

Another set of two-way repeated-measures analyses of variance (ANOVAs) was 

performed with partner role (patient vs. spouse) and therapy block (problem-focused vs. 

solution-focused) as within-couple effects and I-talk, positive emotion words, and negative 

emotion words as dependent variables. The first ANOVA revealed main effects of partner role 

and therapy block on I-talk, such that patients (M =  7.57, SD = 1.62) used more I-talk than 

spouses (M =  6.09, SD = 1.48) overall, F(1,55) = 41.94, p <  .001, and on average, the two 

partners used more I-talk during the problem-focused block (M = 7.34, SD = 1.48) than the 

solution-focused block (M = 6.32, SD = 1.54), F(1,55) = 24.52, p <  .001. There was also a 
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significant partner role x therapy block interaction for I-talk, F(1,55) = 7.17, p = .01 (Figure 6). 

Paired sample t-tests revealed that patients significantly decreased their I-talk from the problem-

focused block (M = 8.32, SD = 1.92) to the solution-focused block (M = 6.81, SD = 1.88) block, 

t(55) = 5.70, p <  .001, whereas spouses only marginally decreased their I-talk from the problem-

focused block (M = 6.35, SD = 1.67) to the solution-focused block (M = 5.83, SD = 1.97), t(55) 

= 1.83, p = .07.  

 

Figure 6.  Mean I-talk scores for each partner during the problem-focused and solution-focused 
therapy blocks. Error bars represent the standard error around each mean.  

The second ANOVA revealed a main effect of therapy block on positive emotion word 

use, such that on average, the partners used greater positive emotion words during the solution-

focused block (M = 3.46, SD = 1.08) than the problem-focused block (M = 2.29, SD = 0.97), 

F(1,55) = 46.76, p <  .001; however, there was no main effect of partner role on positive emotion 

word use, F(1,55) = .02, p = .90. There was also a marginal partner role x therapy block 

interaction for positive emotion word use, F(1,55) = 3.34, p = .07, suggesting that spouses had 

marginally greater increases in positive emotion word use (Figure 7). Paired sample t-tests 

revealed that patients increased their use of positive emotion words from the problem-focused 

block (M = 2.39, SD = 1.25) to the solution-focused block (M = 3.34, SD = 1.26), t(55) = -4.30, 
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p <  .001. Spouses also increased their use of positive emotion words from the problem-focused 

block (M = 2.19, SD = 1.02) to the solution-focused block (M = 3.59, SD = 1.62), t(55) = -6.87, 

p <  .001.  

 

Figure 7.  Mean positive emotion word use scores for each partner during the problem-focused 
and solution-focused therapy blocks. Error bars represent the standard error around each 
mean.  

The third ANOVA revealed a main effect of therapy block on negative emotion word 

use, such that on average, the partners used greater negative word use during the problem-

focused block (M = 1.45, SD = 0.60) than the solution-focused block (M = 1.21, SD = 0.54), 

F(1,55) = 6.87, p = .01; however, there was no main effect of partner role on negative emotion 

word use, F(1,55) = .07, p = .79. There was also a significant partner role x therapy block 

interaction for negative emotion word use, F(1,55) = 6.87, p = .01 (Figure 8). Paired sample t-

tests revealed that spouses decreased their use of negative emotion words from the problem-

focused block (M = 1.54, SD = 0.77) to the solution-focused block (M = 1.14, SD = 0.67), t(55) 

= 3.41, p = .001; however, patients’ use of negative emotion words did not change, t(55) = .75, p 

= .46 
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Figure 8.  Mean negative emotion word use scores for each partner during the problem-focused 
and solution-focused therapy blocks. Error bars represent the standard error around each 
mean.  

Within-Session Changes in Therapist Language  

Finally, paired sample t-tests were performed to investigate within-session changes in 

therapist we-talk and communally focused language. Therapists increased their use of we-talk 

from the problem-focused block (M = 0.61, SD = 0.59) to the solution-focused block (M = 0.88, 

SD = 0.57), t(55) = -3.68, p = .001. Therapists also increased their use of communal language 

from the problem-focused block (M = 0.63, SD = 0.50) to the solution-focused block (M = 1.57, 

SD = 0.77), t(55) = -9.87, p <  .001. 

Predictors of Within-Session Changes in Communal Coping 

A series of correlations were performed between pretreatment couple-level variables 

(e.g., mean couple age, problem severity, relationship length) and within-session change (i.e., 

difference scores) in communal coping behavior and we-talk (Table 4). Couples’ reported 

constructive communication at baseline significantly predicted change in communal coping 

behavior (r = .43, p = .001) and we-talk (r = .27, p = .05) for patients, and marginally predicted 
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change in communal coping behavior (r = .24, p = .08) and we-talk (r = .23, p = .09) for 

spouses. Couple we-talk during the pretreatment interaction task significantly predicted change 

in we-talk for spouses (r = .36, p = .01), but not for patients (r = .07, p = .61). In addition, 

pretreatment problem severity significantly predicted change in communal coping behavior for 

spouses (r = -.28, p = .04), and marginally predicted change in communal coping behavior for 

patients (r = -.23, p = .09). Notably, sample (alcohol vs. smoking), patient sex, and observed 

demand-withdraw couple interaction during the pretreatment interaction task were unrelated to 

within-session changes in communal coping behavior or we-talk for either partner. 
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Table 4 

Correlations between Couple- and Therapist-level Variables and Within-session Changes in 
Patient and Spouse Communal Coping Behavior and We-talk  

 Communal Coping 
Behavior 

 
We-talk 

 Patient Spouse  Patient Spouse 

Couple-level variables      
Mean couple age .11 .05  .08 .07 
Patient sex .11 .15  -.12 .12 
Sample .16 .08  -.05 -.04 
Problem severity -.23+ -.28*  .07 -.14 
Relationship length .13 .12  .08 .26+ 
Constructive communication .43** .24+  .27+ .23+ 
Pretreatment couple we-talk .04 -.07  .07 .36** 
Demand-withdraw interaction -.05 .02  -.03 -.16 

Therapist-level variables      
Length of solution-focused block -.06 -.16  -.08 -.19 
Number of solution-focused questions .27* .13  .34* -.02 
Within-session we-talk change .11 .08  .26+ .13 
Within-session communal language change .23+ .20  .03 .14 

Note.  Couple variables were measured prior to treatment onset; therapist variables were measured 
during the target session. **p < .01, *p < .05, +p < .10. 

 

A second series of correlations was performed between therapist-level variables and 

within-session change (i.e., difference scores) in communal coping behavior and we-talk (Table 

4). The total number of key questions the therapist asked during the solution-focused block was 

significantly associated with change in communal coping behavior (r = .27, p = .05) and we-talk 

(r = .34, p = .01) for patients, but not for spouses (ps > .30). Therapist change in we-talk from 

the problem-focused to solution-focused block marginally correlated with change in we-talk for 

patients (r = .26, p = .06) but not for spouses (r = .13, p = .36). In addition, therapist change in 

communal language use from the problem-focused to solution-focused block was marginally 

correlated with change in communal coping behavior for patients (r = .23, p = .08) with a 
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trending association for spouses (r = .20, p = .14), although the magnitude of the coefficients 

were comparable. Notably, the length of the solution-focused block (in minutes) was not 

associated with within-session changes in communal coping behavior or we-talk in either 

partner.    

Hierarchical regression models investigated the unique contribution of couple-level and 

therapist-level variables in predicting within-session changes in patient and spouse communal 

coping behavior and we-talk. The first regression model revealed that couple reported 

constructive communication prior to beginning the intervention and baseline patient problem 

severity, as well as the number of key questions the therapist asked during the solution-focused 

therapy block uniquely predicted change in communal coping behavior for patients (Table 5). 

Couple-level variables accounted for 22% of the variance in communal coping behavior change 

for patients, F(3,48) = .4.60, p = .01, and the therapist-level variables accounted for an 

additional 20% of the variance (p = .004).  
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Table 5 

Hierarchical Regression Models Linking Couple-level  and Therapist-level Variables to Patient 
Change in Communal Coping Behavior (N = 51) 

Model b SE b 95% CI for b β p 

Couple-level variables      
Constructive communication 0.06 0.02 0.03, 0.10 0.40 .002 
Couple pretreatment we-talk 0.17 0.13 -0.10, 0.43 0.15 .21 
Baseline problem severity -0.32 0.14 -0.60, -0.04 -0.29 .03 

Therapist level variables      
Number of key SFT questions 0.28 0.08 0.12, 0.44 0.45 .001 
Therapist we-talk change -0.06 0.23 -0.53, 0.41 -0.03 .81 
Therapist communal language change 0.23 0.18 -0.13, 0.58 0.15 .21 

Note. CI = Confidence intervals. SFT = Solution-focused therapy. Step 1 included couple-level 
variables only; Step 2 included therapist-level variables. Step 2 model parameters are presented in 
the table.    

Step 1 R2  = .22, F(3,48) = 4.60, p = .01; Step 2 R2 change = .20, p = .004. 

 

The second regression model revealed that couple reported constructive communication 

prior to beginning the intervention and baseline patient problem severity, as well as the number 

of key questions the therapist asked during the solution-focused therapy block uniquely 

predicted change in communal coping behavior for patients (Table 6). Couple-level variables 

accounted for 22% of the variance in communal coping behavior change for patients, F(3,48) = 

.4.60, p = .01, and the therapist-level variables accounted for an additional 20% of the variance 

(p = .004). 
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Table 6 

Hierarchical Regression Models Linking Couple-level and Therapist-level Variables to Spouse 
Change in Communal Coping Behavior (N = 51) 

Model b SE b 95% CI for b β p 

Couple-level variables      
Constructive communication 0.03 0.02 -0.01, 0.07 0.19 .18 
Couple pretreatment we-talk -0.02 0.13 -0.29, 0.25 -0.02 .88 
Baseline problem severity -0.30 0.14 -0.59, -0.01 -0.31 .04 

Therapist-level variables      
Number of key SFT questions 0.15 0.08 -0.02, 0.31 0.27 .07 
Therapist we-talk change 0.02 0.24 -0.46, 0.50 0.01 .93 
Therapist communal language change 0.15 0.18 -0.21, 0.51 0.12 .41 

Note. CI = Confidence intervals. SFT = Solution-focused therapy. Step 1 included couple-level 
variables only; Step 2 included therapist-level variables. Step 2 model parameters are presented in 
the table.    

Step 1 R2  = .22, F(3,48) = 4.60, p = .01; Step 2 R2 change = .20, p = .004. 

 

The third regression model revealed that couple reported constructive communication 

prior to beginning the intervention, as well as the number of key questions the therapist asked 

during the solution-focused therapy block uniquely predicted change in we-talk for patients 

(Table 7). Couple-level variables alone did not account for a significant amount of variance in 

we-talk change for patients, F(3,48) = 1.70, p = .18; however, therapist-level variables 

accounted for 17% of the variance (p = .004). 
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Table 7 

Hierarchical Regression Models Linking Couple-level and Therapist-level Variables to Patient 
We-talk Change (N = 51) 

Model b SE b 95% CI for b β p 

Couple-level variables      
Constructive communication 0.06 0.02 0.01, 0.10 0.30 .03 
Couple pretreatment we-talk 0.23 0.16 -0.10, 0.56 0.20 .16 
Baseline problem severity -0.05 0.18 -0.40, 0.31 -0.04 .79 

Therapist level variables      
Number of key SFT questions 0.26 0.10 0.06, 0.46 0.37 .01 
Therapist we-talk change 0.34 0.29 -0.26, 0.93 0.15 .26 
Therapist communal language change 0.01 0.22 -0.44, 0.46 0.01 .96 

Note. CI = Confidence intervals. SFT = Solution-focused therapy. Step 1 included couple-level 
variables only; Step 2 included therapist-level variables. Step 2 model parameters are presented in 
the table.    

Step 1 R2  = .10, F(3,48) = 1.70, p = .18; Step 2 R2 change = .17, p = .02. 

 

The final regression model revealed that couple pretreatment we-talk uniquely predicted 

change in we-talk for spouses and couple reported constructive communication prior to 

beginning the intervention marginally predicted change in we-talk for spouses (Table 8). 

Couple-level variables accounted for 21% of the variance in we-talk change, F(3,48) = .4.12, p 

= .01; however, the therapist-level variables did not account for a significant amount of  

variance in we-talk change (R2 change = .03, p = .62). 
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Table 8 

Hierarchical Regression Models Linking Couple-level and Therapist-level Variables to Spouse 
We-talk Change (N = 51) 

Model b SE b 95% CI for b β p 

Couple-level variables      
Constructive communication 0.07 0.04 -0.01, 0.14 0.25 .07 
Couple pretreatment we-talk 0.69 0.24 0.20, 1.18 0.38 .01 
Baseline problem severity -0.05 0.26 -0.58, 0.48 -0.03 .86 

Therapist-level variables      
Number of key SFT questions 0.04 0.15 -0.26, 0.33 0.04 .80 
Therapist we-talk change 0.46 0.44 -0.42, 1.34 0.14 .30 
Therapist communal language change 0.25 0.33 -0.42, 0.91 0.10 .46 

Note. CI = Confidence interval. SFT = Solution-focused therapy. Step 1 included couple-level 
variables only; Step 2 included therapist-level variables. Step 2 model parameters are presented in 
the table.    

Step 1 R2  = .21, F(3,48) = 4.12, p = .01; Step 2 R2 change = .03, p = .62. 

 

Finally, a set of correlations was performed to explore which solution-focused questions 

were associated with within-session changes in communal coping behavior and we-talk for 

patients and spouses (Table 9). The questions “If the problem came to dinner, what form would it 

take? Is it an ally or an invader?” (r = .31, p = .02), “Do the partners think of the problem as 

"ours" or as an individual problem?” (r = .53, p < .001), and “Are there times in the past that the 

partners made important life decisions individually and followed through?” (r = .45, p = .001) 

were significantly associated with changes in communal coping behavior for patients. In 

addition, the questions “How would other people describe the partners as a couple?” (r = .24, p = 

.08), “How do the partners describe themselves as a couple?” (r = .24, p = .07), and “Are there 

times in the past that the partners made important life decisions as a couple and followed 

through?” (r = .25, p = .07) were marginally associated with changes in communal coping 

behavior for patients. The question “Do the partners think of the problem as "ours" or as an 
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individual problem?” (r = .29, p = .03) was significantly associated and “Are there times in the 

past that the partners made important life decisions individually and followed through?” (r = .23, 

p = .09) was marginally associated with changes in communal coping behavior for spouses. The 

question “How will the partners recognize improvement in the problems they’re facing?” (r = 

.29, p = .03) was significantly associated with changes in we-talk for patients. No specific 

solution-focused questions were significantly associated with changes in we-talk for spouses.  
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Table 9 

Correlations between Specific Solution-focused Questions and Within-session Changes in Communal Coping 

 Communal 
Coping Behavior We-talk 

Solution-focused question Patient Spouse Patient Spouse 

What is a problem or difficult situation that the couple has handled 
well (or dealt with successfully) in the past?  

.14 .05 .21 -.03 

What does the couple do for fun? -.01 .10 .21 .02 

Homework assignment: What about the relationship would the 
partners like to continue or preserve?  

-.16 -.14 .07 .01 

Miracle question: "Suppose that one night, while you are asleep, 
there is a miracle and the problem that brought you to therapy is 
solved..."  

-.16 -.08 -.05 -.13 

What is different about the times the partners aren't engaging in the 
problem (e.g., drinking, smoking)?  

-.06 .04 .16 .05 

How would other people describe the partners as a couple?  .24+ .10 .06 -.02 

Externalizing question: "Imagine the problem as a third party in the 
relationship. If the problem came to dinner, what form would it 
take? Is it an ally or an invader?"  

.31* .15 .13 .04 

How do the partners describe themselves as a couple?  .24+ .06 .08 -.07 

How will the partners recognize improvement in the problems 
they’re facing? Who will be the first to notice? 

.02 -.06 .29* -.01 

Are there times in the past that the partners made important life 
decisions as a couple and followed through?  

.25+ .18 .12 .04 

When a problem such as this comes up, do the partners think of it as 
"our problem" or as an individual problem ("yours" or "mine")?  

.53** .29* .19 .18 

What is the couple’s vision of the future in which they have 
successfully resolved the problem (e.g., drinking, smoking)? 

-.13 -.22 .03 -.01 

What is an example of a time the partners usually would have 
engaged in the problem (e.g., drinking, smoking) but didn't?  

-.20 -.06 -.16 -.13 

Are there times in the past that the partners made important life 
decisions individually and followed through?  

.45** .23+ .10 .06 

How has the couple worked together to achieve some positive 
result?  

.03 -.01 .03 -.02 

Which phrases capture the strength (values, flavor, unique style) of 
the couple's relationship?  

.10 .21 .03 -.05 

Note. Questions are listed by overall frequency in descending order; see Table 1 for frequency statistics.       
**p < .01, *p < .05, +p < .10.  
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4.  DISCUSSION 

The present study aimed to investigate communal coping as a theoretically derived and 

empirically supported target within two couple-focused interventions for health problems: 

Family Systems Therapy for problematic alcohol use and Family Consultation for health-

compromised smoking. Specifically, the present study examined within-session (level) changes 

in partner communal coping—indexed via observable, communal coping behaviors and first-

person plural pronoun use (we-talk)—prior to and following therapist implementation of specific 

solution-focused therapy techniques during a target therapy session. As hypothesized, both 

patients and spouses showed significant within-session increases in observable, communal 

coping behaviors from the “baseline” problem-focused therapy block to the “active” solution-

focused therapy block. Also as hypothesized, both partners showed within-session increases in 

we-talk from the problem-focused to solution-focused therapy blocks. These significant within-

session increases identify communal coping as a client change process and solution-focused 

therapy techniques as a therapist change process within the two interventions, and demonstrate 

successful engagement of communal coping as the therapeutic target.   

Results revealed within-session increases in the two communal coping measures for both 

partners; however, while patient and spouse increases in we-talk were comparable in magnitude, 

patients showed larger increases in communal coping behavior than spouses did. In addition, 

there was high patient-spouse concordance in communal coping behavior and moderate 

concordance in we-talk within the problem-focused and solution-focused therapy blocks. These 

patterns of between-partner associations and within-partner change are interesting in light of 

previous studies that have found both symmetrical and asymmetrical patterns of communal 

coping in couples. For example, Rohrbaugh et al. (2012) found patient-spouse concordance in 

we-talk as a marker of communal coping, with increases in both patient and spouse we-talk 



74 
	  

during couple-focused intervention predicting successful treatment outcomes (symmetrical 

effects). However, Rentscher et al. (2012) found that partner we-talk was uncorrelated with 

increases in spouse we-talk alone predicting treatment outcomes (asymmetrical effects). 

Although the present study has not yet examined within-session increases in communal coping 

as predictors of treatment outcome, future research will investigate whether between-partner 

associations and within-person increases in communal coping in the present study relate to 

treatment outcome in ways that are consistent with previous research. Finally, although the high 

degree of patient-spouse concordance would justify aggregating the individual partner scores 

into a couple-level composite variable for communal coping behavior and we-talk, the present 

study investigates partner scores separately for the purpose of maintaining consistency with 

previous research on partner we-talk and of investigating partner symmetry in future analyses. 

Interestingly, therapists also increased their use of we-talk and communal language from 

the problem-focused to solution-focused therapy blocks. The present study included a specialized 

LIWC dictionary (Appendix E) that aimed to measure therapist language that was communally 

focused, including key therapy phrases the therapist used to promote communal coping (e.g., “as 

a couple”, “the two of you”) as well as more general communal language (e.g., together, 

cooperate, share) to reinforce couple collaboration. It is important to note that this communal 

language measure did not include pronouns and served as a proxy measure for fidelity, as the 

treatment manuals instructed therapists to promote communal coping in the partners by 

addressing them “as a couple.” Although the communal language dictionary was developed to 

assess therapist language use, post-hoc analyses suggested that patients (t(55) = -2.74, p = .008) 

and spouses (t(55) = 3.33, p = .002) also increased their communal language use from the 

problem-focused to solution-focused therapy blocks. Future research would benefit from an 
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exploration of whether partners’ communal language use more broadly may enhance or even 

exceed the prognostic value of partner we-talk in predicting health and treatment outcomes.       

Patients and spouses also evidenced within-session changes in several other language 

variables that were consistent with the main communal coping findings. First, patients showed 

significant and spouses showed marginal within-session decreases in first-personal singular 

pronoun use (I-talk) from the problem-focused to solution-focused therapy blocks. This finding 

strengthens existing evidence that partner we-talk reflects a communal approach to coping with 

health problems whereas I-talk reflects a more individualistic approach. Second, both partners 

showed within-session increases in positive emotion word use, with spouses showing 

(marginally) greater increases in positive emotion word use than patients. In addition, spouses 

(but not patients) showed within-in session decreases in negative emotion word use from the 

problem-focused to solution-focused therapy blocks. Together, these language findings suggest 

that the solution-focused therapy techniques were successful in shifting the partners’ orientation 

from an individual and negatively valenced approach to a communal and positively valenced 

approach to addressing the problem. 

Several couple-level and therapist-level variables were associated with partners’ within-

session increases in communal coping behavior and we-talk. Of the couple-level variables, 

couples that reported more constructive communication prior to treatment showed greater 

within-session increases in communal coping behavior and we-talk, whereas couples in which 

the patient’s problem was more severe showed smaller within-session increases in communal 

coping behavior. In addition, spouses with greater couple we-talk during the pretreatment 

interaction ask showed larger within-session increases in we-talk. Of the therapist-level 

variables, patients showed greater increases in communal coping behavior and we-talk when 
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therapists asked a larger number of solution-focused therapy questions. Interestingly, patients 

showed marginally greater increases in communal coping behavior when therapists increased 

their communal language use, as well as marginally greater increases in we-talk when therapists 

increased their use of we-talk (although these effects diminished significantly when entered into 

the same regression model). Considered together, these findings suggest that patients were more 

responsive to therapist behaviors than were spouses.  

Exploratory analyses revealed that several specific solution-focused questions were 

associated with within-session changes in communal coping. As one might expect, the strongest 

predictor of within-session changes in communal coping behavior for both patients and spouses 

was a question that directly asked the partners whether they thought of the problem as “our 

problem” or an individual problem. Second, a question that asked about “times in the past that 

the partners made important life decisions individually and followed through” was associated 

with increases in communal coping behavior for patients and marginal increases for spouses. It 

was surprising that the same question except in reference to “times that the partners made 

decisions as a couple” was only marginally associated with increases in communal coping 

behavior for patients but not spouses. A question based on White’s (1980) externalizing 

techniques that asked the partners to imagine the problem as a third party in the relationship, 

describe what form it would take if it came to dinner, and label it as an ally or an invader was 

associated with increases in patient communal coping behavior. In addition, questions about how 

the partners describe themselves as a couple, as well as how other people would describe them as 

a couple were also marginally associated with increases in communal coping behavior for 

patients but not spouses. Finally, the question about how partners will recognize improvements 

in the problem and who will be the first to notice was associated with increases in we-talk for 
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patients. It is somewhat surprising that none of the solution-focused questions were associated 

with increases in we-talk for spouses. Although the therapists in the two samples implemented 

some of the same solution-focused questions, unfortunately, 12 out of the 16 questions were 

implemented in only one of the samples. In addition, it was surprising that the five most 

frequently implemented questions were not significantly associated with within-session increases 

in communal coping. However, the correlation coefficient for the most commonly implemented 

question, which is central to the concept of communal coping (what is a problem or difficult 

situation that the couple has handled well in the past, and how did they do that) was in the 

expected direction for patient we-talk (r = .21), although it failed to meet the conventional 

threshold for statistical significance.  

Limitations 

Limitations of the present study are most prominently the small sample size and the fact 

that most patients were White and male, which limits generalizability of the findings.  Second, 

the present study is comprised of two samples that progressed through treatment over different 

intervals, and a measure of time (i.e., days) since study enrollment or treatment onset was not 

available and therefore not accounted for in the analyses. This limitation is partially offset by the 

focus on a target therapy session that was early in the intervention (i.e., session one or two) and 

limiting analyses to within-session changes in communal coping rather than examining changes 

that occurred over the course of the intervention. On a related note, given that the target therapy 

session in the smoking sample was session two, it is possible that therapist techniques during the 

session one influenced the couples’ “baseline” communal coping during the problem-focused 

therapy block that were beyond measurement. Third, the problem-focused therapy block was 

selected for the present analyses because the therapists asked questions that were specific to the 
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presenting problem and consistent across the two samples. However, given that for most cases 

there were other, problem-related therapy objectives that occurred between the problem-focused 

and solution-focused therapy blocks, it is possible that other techniques that were implemented 

during the session accounted for the observed effects. Although it is impossible to rule out 

alternative explanations in a more “naturalistic” intervention study, measurement of therapist 

implementation of solution-focused techniques and increases in couple communal coping were 

closely temporally linked, which is the closest approximation to a cause-effect association that 

can be achieved without an experimental design.  

Despite these limitations, this is the first study to demonstrate engagement of relational 

treatment target that is both theoretically derived and empirically supported within an 

experimental medicine framework. In comparison to previous research that found that increases 

in communal coping over the course of couple-focused interventions predicted successful 

treatment outcomes (Hallgren & McCrady, 2015; Rentscher et al., 2015; Rohrbaugh et al., 2012), 

the present study examined changes in communal coping in a more focused, systematic way by 

temporally linking increases in communal coping within a target therapy session to specific 

therapeutic techniques that were hypothesized to promote communal coping in the couples. In 

addition, the NIH “Science of Behavior Change Initiative” emphasizes the development and 

implementation of multiple assays to assess target engagement. This study developed and 

validated an observational measure of communal coping in addition to previously established 

text analytic methods and demonstrated target engagement in both measures, whereas previous 

studies have relied primarily on one measure of communal coping. The study also found 

increases in partner communal coping in two combined samples of couples with health problems, 

and developed a measure of therapist adherence to explore specific solution-focused techniques 
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that contributed to the observed increases in communal coping.  As such, these findings are an 

important first step toward establishing communal coping as a mechanism of action in family 

systems-based interventions for couples with health problems. 

Future Directions 

Although it was beyond the scope of the present study to investigate whether within-

session changes in communal coping predict treatment and relational outcomes, future research 

with this sample will test target validation as the second step in establishing communal coping as 

a mechanism of action. Although the study includes primary treatment outcome measures for 

patients only, future research will be able to address whether within-session changes in 

communal coping predict changes in patients and spouses reported relationship quality and 

general health and secondary outcome measures. Another important question that will be 

addressed in future analyses is whether therapist fidelity—how skillfully the therapists 

implemented the solution-focused techniques—moderates the effects of within-session increases 

in communal coping on treatment outcome.  

Future research in this area will benefit from investigations of how within-session 

changes in communal coping relate to client change mechanisms, or behaviors that generalize 

outside of the therapeutic context to the couples’ daily lives, as outlined in Doss’s (2004) model 

for studying change processes. For example, it is possible that the solution-focused techniques 

implemented in these couple-focused interventions influenced a shift in couples’ appraisal of the 

problem as “ours” combined with some within-session communal action, but that true changes in 

collaborative, communal action (e.g., joint problem solving, meaningful discussions about the 

problem) are carried out outside of the therapy session in couples’ daily lives. In this scenario, 

Doss would identify communal appraisal as the client change process and communal action as 
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the true mechanism of change that leads to improvements in the health problem; however, more 

research is needed to test this hypothesis.  

Exploratory findings from the present study about which specific solution-focused 

techniques were associated with within-session changes in communal coping will also be helpful 

in developing and refining a brief communal coping intervention to be tested in an experimental 

medicine framework. It is possible that some of the solution-focused techniques are most 

effective in targeting couples’ appraisal of the problem whereas others target collaborative 

action, but more research will be needed to discern these differences. Such an intervention could 

be flexibly applied in a variety of treatment settings with the goal of improving health outcomes 

and supplementing existing psychosocial and medical treatments to increase their effectiveness. 

A more strategic, systems-based approach such as the one investigated in this study, provides an 

alternative to existing couple-based coping interventions that mostly adopt a psychoeducational 

approach to teaching couples communication skills. Although existing coping interventions 

focus on increasing couple collaboration with the problem, many do not address the shared 

appraisal aspect of communal coping; therefore, the present techniques are unique and may be 

particularly helpful in that regard. Finally, in order to address Doss’ full model of therapeutic 

change, a fruitful direction for future research will combine laboratory and naturalistic, real-

world designs to study how experimentally induced changes in communal coping may generalize 

to couples’ daily lives.  

The present study also contributes to the literature on the measurement of communal 

coping, as it developed and validated an observational measure that assesses both the appraisal 

and action dimensions of communal coping. Although one might expect some degree of 

concordance in partner communal coping behavior, the high concordance in patient and spouse 
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communal coping behavior during both problem-focused and solution-focused therapy blocks (rs 

= .82 and .80, respectively) was somewhat surprising. It is possible that these findings reflect an 

anchor effect in which raters were influenced by a gestalt impression of the couple’s level of 

communal coping behavior and had difficulty distinguishing the two partners on a minute-by-

minute basis. It is also possible that the rating process may have pulled for couple-level rather 

than individual-level ratings, as the observers rated the patient and spouse simultaneously rather 

than completing all ratings for one partner before moving on to the other partner. It would 

benefit future research utilizing this scale to investigate how the rating process may influence the 

generation of (independent) observational data for each partner.  

There are many opportunities for measurement development in future research, including 

refining self-report scales and assessing their reliability and validity in laboratory and real-world 

settings. The NIH initiative emphasized the importance of utilizing multiple assays to assess 

target engagement, and future research could take advantage of developments in functional 

imaging and ecological momentary assessment to complement more traditional self-report, 

observational, and linguistic measurement approaches. A multi-method approach that includes 

validated measures of communal coping (both between couple, and ultimately within-couple) 

will help to disambiguate the appraisal and action dimensions of communal coping, as well as 

determine whether the differences between communal and other relational models of coping (i.e. 

STM and DCM of dyadic coping) with respect to these dimensions are meaningful in terms of 

couples’ relational and health functioning. Finally, future research may also benefit from a true 

couple-level approach to measurement that, in addition to investigating discrepancies between 

partners (e.g., differences scores, statistical interactions between partners’ scores) assesses 

communal coping by the couple as a whole rather than focusing on individual partner’s cognition 



82 
	  

and behavior.    

On a theoretical level, the present study contributes to a broader literature on relational 

coping and health. Each of the relational coping models reviewed in the introduction to the 

present research (i.e., communal coping, systemic-transaction model, development-contextual 

model) propose some aspect of relationship functioning (e.g., satisfaction, quality) as a key 

motivation for or antecedent to relational coping processes in couples. Specifically, Lyons et al. 

(1998) posited that communal coping is more likely to occur in relationships that are 

characterized by a high degree of closeness, Bodenmann (1995) outlined that dyadic coping may 

be motivated by marital satisfaction, a sense of togetherness, and goals for the future of the 

relationship, and Berg and Upchurch (2007) propose that greater marital satisfaction can increase 

the likelihood of dyadic appraisal and coping. Thus far, one study found that higher marital 

satisfaction was associated with supportive and collaborative forms of dyadic coping 

concurrently and over a five-year period (Bodenmann, 2005); still, the hypothesis that 

relationship functioning is an antecedent to relational coping has not been formally tested.  

A growing body of literature on couples’ we-ness, or sense of togetherness, suggests that 

it has the potential to influence health through important behavioral and biological pathways. 

Buehlman, Gottman, and Katz (1992) were the first to conceptualize we-ness (versus 

separateness) in married couples as the extent to which the partners identify themselves as part of 

a couple rather than emphasizing their individuality or independence. The authors found that 

observational ratings of we-ness (which were largely based on partners’ use of we-talk) were 

associated with greater fondness, and less disappointment, negativity, and withdrawal during 

marital interaction. Since this original study, most research on we-ness has utilized computerized 

text analysis to unobtrusively measure partner we-talk during couple communication as a 



83 
	  

linguistic marker of we-ness. Outside of the context of coping, couples higher in we-talk tend to 

engage in more positive (e.g., affectionate) and fewer negative (e.g., hostile) interaction 

behaviors, solve problems more effectively, and show lower physiological activation during 

conflict (Seider, Hirschberger, Nelson, & Levenson, 2009; Simmons, Gordon, & Chambless, 

2005; Williams-Baucom, Atkins, Sevier, Eldridge, & Christensen, 2010). In romantic couples, 

we-ness is conceptually very similar to Aron et al.’s (1992) measure of self-other overlap that 

consists of two circles that overlap to different degrees, and in one study, people that used more 

we-talk when describing their relationship reported greater perceived overlap with their partner. 

In addition, research on social baseline theory found that people reported greater self-other 

overlap with a close friend showed a similar neural response to threat-to-self as threat-to-friend, 

suggesting a lack of differentiation between the self and close other at the neural level that may 

easily extend to romantic couples.  

In light of this emerging literature, I propose couples’ we-ness as one specific aspect of 

relationship functioning that forms the foundation for activating a process of communal coping 

in the face of illness and life stressors (Figure 9). It follows from Lyons’ et al.’s 

conceptualization of communal coping that high levels of we-ness, or sense of togetherness as a 

couple, influences the partners’ appraisals of stressors as shared rather than individual burdens 

and activates a process of collaborative problem-solving to address the problem, that has the 

potential to influence health functioning and outcomes in ways that other aspects of relationship 

functioning (e.g., satisfaction, intimacy) may not.   

 Thus far, most research on communal coping and health consists of cross-sectional, 

laboratory-based studies or prospective studies that focus on predicting distal health outcomes; 

however, the potential mechanisms linking communal coping to health functioning and outcomes 
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have not yet been investigated. The emerging literature on couples’ we-ness suggests specific 

couple interaction behaviors (e.g., increased affection, decreased hostility) and individual 

biological processes (e.g., less physiological activation) that, in the face of stress, may serve as 

mechanisms linking communal coping to health functioning and outcomes. Through a merging 

of these respective literatures, I propose an integrated conceptual model of couples’ we-ness, 

communal coping and health, whereby in the face of stress, couples’ we-ness translates into a 

communal approach to coping (i.e., shared appraisal, joint problem solving efforts) that is carried 

out on a daily basis through couples’ daily interactions and individual biological processes to 

affect health functioning and outcomes. The present study provided some evidence that couples’ 

we-talk (as a linguistic marker of we-ness) during the pretreatment conflict-related interaction 

task was associated with greater within-session increases in communal coping with the health 

problem during the target session; however, more research is needed. Future research that adopts 

a multi-method approach and combines laboratory and real-world settings will be well situated to 

test the processes and mechanisms outlined in this conceptual framework.  

 

 

Figure 9. Conceptual framework depicting couples’ we-ness, communal coping, daily 
mechanisms and health outcomes. 
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In conclusion, the present study investigated communal coping as a theoretically derived 

and empirically supported target within two couple-focused interventions for health problems. 

Findings suggested that both patients and spouses showed within-session increases in communal 

coping—indexed via observable, communal coping behaviors and first-person plural pronoun 

use (we-talk)—prior to and following therapist implementation of specific solution-focused 

therapy techniques during a target therapy session. Findings from this study identify communal 

coping as a client change process and solution-focused therapy techniques as a therapist change 

process within the two interventions, and demonstrate successful engagement of communal 

coping as a therapeutic target.    
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APPENDIX A 

Perspectives on Smoking Scale (Rohrbaugh, unpublished) 
Part A.  Please circle a number to indicate how much you agree or disagree with each statement: 

Disagree  Agree 
strongly            strongly 

1. If/when I decide to quit smoking, the responsibility will be mine alone. 1     2     3     4     5     6     7 

2. If/when my partner decides to quit smoking, the responsibility will be 
his/hers alone. 

1     2     3     4     5     6     7 

3. When I think about negative consequences of my partner’s smoking (e.g., 
health risks, costs), I view this as "our" problem (shared by my partner 
and me equally) rather than just his/her problem. 

1     2     3     4     5     6     7 

4. When I think about negative consequences of my own smoking (e.g., 
health risks, costs), I view this as "our" problem (shared by my partner 
and me equally) rather than just my problem. 

1     2     3     4     5     6     7 

5. Ultimately, my partner and I must face the challenges of quitting alone, 
as individuals, rather than depending on each other. 

1     2     3     4     5     6     7 

6. My partner and I have useful discussions about how to manage smoking 
or curb urges to smoke. 

1     2     3     4     5     6     7 

7. My partner and I are able to work together toward helping one or both of 
us cut down, quit, or stay smoke free. 

1     2     3     4     5     6     7 

8. In the long run, I am confident my partner and I can help each other stay 
smoke free. 

1     2     3     4     5     6     7 

Part B.  Please answer the following: 

1.  When you think about negative consequences of smoking (e.g., health risks, costs), do you view these negative 
outcomes as “our problem” (shared by you and your spouse/partner equally) or as mainly your own problem? 

 1 2 3 4 5 6 7 
     my problem              our problem 

2.  When you think about challenges related to quitting, do you view these challenges as “our problem” or as your 
own problem? 

 1 2 3 4 5 6 7 
     my problem               our problem 

3.  If/when you decide to quit smoking, will the responsibility be mainly “ours” or yours alone? 

 1 2 3 4 5 6 7 
     my responsibility         our responsibility 

4.  If/when your partner decides to quit, will the responsibility be “ours” or your partner’s alone?  

 1 2 3 4 5 6 7 
     my responsibility         our responsibility 

5.  When challenges related to quitting arise, will you and your partner face them as individuals or as a couple? 

 1 2 3 4 5 6 7 
     as individuals          as a couple 
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APPENDIX B 
Alcohol Sample Session 1 Objectives 

1.  Session Opening 

-‐ Therapist checks in, chats with the couple about something other than therapy. 

-‐ Therapist explains the format of therapy (e.g., scheduling, confidentiality, etc.). 
2.  Defining problems, Clarifying complaints [Problem-Focused Therapy Block] 

-‐ Therapist asks about the presenting problem.  Questions might include: 
§ What brought the couple to therapy at this time? 
§ How does each partner see the problem?   
§ Does each partner see a problem? 
§ Why is the couple coming for help now? 

-‐ Therapist asks about the presenting problem(s) in detail.  The goal is to understand each 
problem in specific behavioral terms.  Questions might include: 

§ Which problem is most pressing?  (If there are multiple problems.) 
§ What do the clients do (or not do) that concerns them? 
§ How and for whom is this problem? 
§ Where, when, and for how long does the problem behavior happen? 
§ In what specific situations? 
§ How does it stop? 
§ Tip:  Therapist might ask the partners to describe each other’s behavior as well as 

their own: “What does she do when she criticizes your drinking? What happens 
then?” 

-‐ Therapist asks what improvement will look like.  Questions might include: 

§ “What would he be doing differently that would let you know that this (the 
problem) is taking a turn for the better?” 

-‐ Therapist asks the partners’ current experience with alcohol in detail.  Questions might 
include: 

§ What, where, when, how much, and with whom does each partner drink? 
§ How severe is the drinking (e.g., blackouts, job problems, etc.)? 
§ Do the partners use marijuana or other substances? 
§ What are the consequences of alcohol use? 
§ How has alcohol invaded or disrupted the couple’s marriage and family life? 
§ How is the patient’s drinking a problem for the spouse? 

-‐ Therapist asks about the history of the couple’s problem with alcohol.  Questions might 
include: 

§ When did drinking become a problem for them?  
§ Who was the first to notice? 
§ How have drinking patterns changed over time? 
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-‐ Therapist accentuates that the drinking is a problem for the spouse, too.  The goal is to 
“spread the problem” and create space for the couple to work together in solving problems 
that affect them both. Questions might include: 

§ Would the patient be willing to help the spouse with his/her problem? 

3.  Tracking sequences and Solution loops 

-‐ Therapist explores the patterns of interaction that surround (and help maintain) the presenting 
problem(s).  Tip:  Therapist seeks enough clarity to know how typical interaction sequences 
would look on film.  Questions might include: 

§ What has each partner been doing to deal with the various complaints? 
§ How has the couple tried to address the problem now? 
§ What has the couple tried in the past? 
§ For example, “When he does that, what do you do?  What happens then?  Do you 

both see it this way?” 
§ In what specific situation(s) does a problem-solution sequence occur? 

-‐ Therapist asks about the solution efforts of other family members or friends.  Questions 
might include: 

§ How does the patient’s mother (son, brother, etc.) handle his drinking?  What 
does he or she say and do?  What happens then? 

-‐ Therapist asks about differences between interactions when someone has been drinking 
and when the people involved are sober. 

4.  Exploring client views and position 

-‐ Therapist asks the partner(s) how they see, view, explain the problem, or what is their theory 
about the problem? [Added on November 16, 2015] 

-‐ Therapist asks what the partners see as the main advantages and disadvantages of drinking, 
for them and their family? 

§ What will be the advantages/disadvantages of quitting? 
§ What implications will this have for their relationships with friends, family, and 

each other? 
§ What will be most difficult about being sober? 
§ What will they miss most? 
§ Did alcohol ever help them relate to each other more comfortably, enjoy friends, 

etc.? 

-‐ Therapist asks the partners for their best guess about why the various problems are 
happening. 

§ Why do they think the patient drinks? 
§ Why do they handle the problem the way they do? 
§ “Why do you think he does X when you do Y?” 

-‐ Therapist asks the couple about the extent to which they control alcohol’s intrusion in their 
lives. 
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§ “What percentage of the time do you control drinking and what percentage of time 
does drinking control you or your relationship?” 

5.  Assessing customership and helper involvement 

-‐ Therapist asks about which partner is most concerned about drinking and the other problems 
mentioned.  

§ Who thinks therapy will work and who thinks it is a waste of time? 
§ “If one of you were to get cold feet about coming here, who would it be? How 

would we know? What could we do about it?” 
§ Of all the people who know about the drinking, who most thinks it is a problem? 

Who next? Who is least concerned? 

-‐ Therapist asks how the clients have sought help in the past. 
§ How do they view helpers and the helping process? 
§ For what problems did they seek help? 
§ Whose idea was it to get help? 
§ What was helpful?  What was not?  How did therapy end? 
§ How did the helper(s) view their problem? 
§ If either spouse is involved in a 12-step program, how often and under what 

circumstances do they attend, etc. 

6.  Finding Exceptions to the Problem [Solution-Focused Therapy Block] 

-‐ Therapist shifts the couple’s attention from problems to exceptions to problems.  Tip: 
Therapist points out that up to this point they have focused mainly on problems, now s/he 
would like to know what happens when things go well.  

§ What do the two of you do for fun? 
§ What is different about the times when you enjoy life without drinking? How do 

you get that to happen?  Who notices? 
§ What was your longest period of sobriety?  How did you do that? 
§ What is an example of time that usually would have been a drinking time but 

wasn’t?  How did you do that? 
§ Tell me about a problem that the two of you as a couple handled well in the past?  

How did you do it?  Who noticed? 

-‐ Therapist asks the “miracle question” and presses for details. 

§ “Suppose that one night, while you are asleep, there is a miracle and the problem 
that brought you into therapy is solved…” 

§ What will you be doing that is different?  
§ What else? 
§ If the clients respond with inner changes, ask about outward manifestations: What 

will you notice that is different about you that will tell you that this change has 
occurred? 

7.  Session Wrap-up 
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APPENDIX C 
Smoking Sample Session 2 Objectives 

1A. Session Opening 

-‐ Therapist asks about developments, experiences, etc. since the last session. 

§ How have you been? 
§ Has anything important happened since we last met? 
§ Anything we should know before beginning today? 
§ Any afterthoughts since last time or questions about the program? 

-‐ Therapist follows-up on homework assignment from previous session.   
§ What are your visions for a smoke-free future? 
§ The miracle question: What would you first notice if the problem were to 

miraculously disappear overnight?  

1B. Loose Ends 

-‐ Therapist addresses any loose ends from the first session. 

2. Assessing Individual Health and Functioning [Problem-Focused Therapy Block] 

-‐ Therapist asks about each partner’s health and functioning. 

§ What significant health problems do they have? 
§ How do they thinking their health is affected by smoking? 
§ How, specifically, does smoking affect them? 

-‐ Therapist asks how the health of each partner may interfere with what they would like to 
be doing on life, both as individuals and as a couple. 

-‐ Therapist asks partners if they worry about smoking. 
§ “Do you think your partner worries about your smoking?  How much on a scale 

of 0-10?” 
§ How much does the partner really worry on a scale of 0-10, and specifically about 

what? 
3.  Exploring Client Views 

-‐ Therapist asks how the partners explain their own (or each other’s smoking). 
§ How does each partner prefer to view him/herself? 
§ What qualities or attributes does s/he hold dear? 
§ How does each partner view his/her own behavior, especially the smoking? 
§ How does each partner think other people see that behavior? 

4.  Finding Exceptions to the Problem [Solution-Focused Therapy Block] 

-‐ Therapist asks how the partners view themselves as a couple. 
§ “If you were describing yourselves as a couple, what would you say?” 
§ “If people who knew you well were describing you, what would they say?” 
§ “For example, this is a couple who _____.” 
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§ What two or three phrases capture the strength of your relationship – its values, 
flavor, and unique style? 

-‐ Therapist asks the couple to describe some times in their life together when they dealt 
successfully with a problem or difficult situation.  

§ How did they do this? 
§ How did the couple work together to achieve some positive end? 
§ “When a problem like _____ comes up, do you ten to think of it as “our problem” 

or as an individual problem (“yours” or “mine”)? 
§ What are times in the past when you made important life decisions to do or not do 

something – both individually and as a couple – and followed through? 

-‐ Therapist asks the couple to imagine smoking as a third party in their relationship.  Tip: 
Therapist may transition by saying that the next questions may seem odd and require 
some imagination. 

§ “Try to imagine smoking as some type of third party in your relationship.  For 
example, if smoking came to dinner, what form would it take?  What would he, 
she, or it look like and do?  If you can, imagine smoking in some symbolic form 
(e.g. the ghost in our relationship or John’s dangerous mistress).” 

§ How would each partner like to handle the dinner guest? 
§ “Would you say that smoking is more of an ally or an invader of your 

relationship?” 

5.  Individual Interviews 

-‐ Note:  When the couple comes back together, the therapist might address loose ends from 
the individual interviews. 

6.  Possibilities for Change 

-‐ Therapist asks about each partner’s present motivations to quit. 
§ How motivated are they on a 0-10 scale?  What ratings would the partner give? 
§ If rating below 9… How will they know (or what will they see) when the rating is 

higher? 
§ “When the smoker does quit, how will that happen? Will it be purely an 

individual decision, or will you be receptive to influence?” 
§ “What will you (both) be most proud of when _____ (or both) succeed?” 

7.  Session Wrap-up 

-‐ Therapist schedules the next session, etc. 
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APPENDIX D 

Communal Coping Rating Scale 

During this 1-minute segment, to what degree did… 

1. … the patient view the problem as one individual’s (“my” or “your”) problem or a shared (“our”) 
problem? 

-4 -3 -2 -1 0 1 2 3 4 N/A 
Individual                Shared 
problem              problem 

2. … the spouse view the problem as one individual’s (“my” or “your”) problem or a shared (“our”) 
problem? 

-4 -3 -2 -1 0 1 2 3 4 N/A 
Individual                Shared 
problem              problem 

3. …the patient talk about the problem as affecting one partner (patient or spouse) or both partners? 

-4 -3 -2 -1 0 1 2 3 4 N/A 
Individual                 Shared 

    consequences           consequences 

4. …the spouse talk about the problem as affecting one partner (patient or spouse) or both partners? 

-4 -3 -2 -1 0 1 2 3 4 N/A 
Individual                 Shared 

    consequences           consequences 

5. …the patient deal with the problem by working alone or working together as a team? 

-4 -3 -2 -1 0 1 2 3 4 N/A 
      Individual                            Shared 
      Approach                   Approach 

6. …the spouse deal with the problem by working alone or working together as a team? 

-4 -3 -2 -1 0 1 2 3 4 N/A 
      Individual                            Shared 
      Approach                   Approach 
 
7. … the patient show a sense of independence/separateness or togetherness/we-ness, as part of the 

couple? 

-4 -3 -2 -1 0 1 2 3 4 
     Separateness                We-ness 

8. … the spouse show a sense of independence/separateness or togetherness/we-ness, as part of the 
couple? 

-4 -3 -2 -1 0 1 2 3 4 
     Separateness                We-ness 
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APPENDIX E 

LIWC Dictionary for Communal Language Use 
 
as a team   
as a couple   
as a family   
as a unit   
both of you   
collaborat*   
collective*   
communal*  
companion*   
conjoint*    
cooperat*   
inunison   
jointly   
mutual*   
on the same page  
reciproca*   
sharing   
share*    
together*   
two of you   
unite*    
you both   
you guys   
your relationship  
yourselves   
you two   
you three   
the three of you  
the four of you  
you four   
all of you   
you all    
y'all 
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