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PREFACE

We are pleased to be able to publish the third revision of our text. It was originally
written as a professional book, but is widely used in marriage and family therapy
programs. The new edition presents the latest developments in the field of couple
therapy, but maintains the same basic structure and goals of the previous volumes.

The purpose of this book is to present the concepts regarding the therapeutic
process with couples and many of the techniques, methods, and strategies needed by
the couple therapist. In several previous volumes, and Weeks (1989) and Weeks and
Hof (1987, 1994, and 1995) presented a theoretical approach to couple therapy and
provided an overview of the structure and process of treatment primarily through case
studies. The current book presents the next step, which is that of providing the “how
to” of couple therapy. In this book, we discuss the process of couple therapy, treat-
ment approaches, treatment of some specific relationship problems, and how to prop-
erly implement the techniques with couples. Unlike other books on couple therapy
which emphasize theory, our text is written by academic clinicians for the clinician
who is seeking practical and effective applications, and for students taking a course in
couple therapy

The book is divided into two sections. Part I provides the reader with an under-
standing of how to conceptualize cases from a systems perspective using a meta-
theoretical model developed by the senior author called the Intersystem Approach.
This provides a framework for the clinician to systematically and theoretically inte-
grate various approaches to dealing with couples. There are also several chapters
devoted to the process of couple therapy. Most books on therapy will mention
process, but none that we have seen offers so much on therapeutic process. A new and
exciting addition to Part I is on the common factors in couple therapy. This chapter
helps to balance the book between common factors in couple therapy. Part IT of the
book is a mix of how to treat several of the most common couple problems and how
to apply different theories or approaches to couples, such as the application of cogni-
tive therapy to couples. We also guide the reader through the effective implementa-
tion of interventions with couples. A clinician may know of a technique, but if the
technique is not properly implemented it will be ineffective.

The authors selected scientific information from the field that had clear and eftec-
tive clinical application and combined that with extensive clinical experience with
couples. The senior author has conservatively provided over 30,000 hours of couple
therapy and supervised hundreds of cases of couple therapy. The junior author has
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Preface

also been practicing therapy and supervising graduate students for over 10 years,
specializing in couple therapy. The skills and interventions described in this book are
practical, straightforward, and foundational for couple work. Advanced skills, unorth-
odox techniques, and techniques with limited applicability have been purposely
excluded. For this reason, the text is ideal for therapists who are beginning to work
with couples and as a review volume for the seasoned couple therapist or for the thera-
pist providing supervision. We believe this book has several unique features:

e Itis grounded in the Intersystem Approach to therapy.

e It offers clear guidelines for assessment and conceptualization of couple
problems.

e It offers practical suggestions for dealing with process issues.

e Approaches and techniques for resolving particular problems are discussed with
an emphasis on implementation.

e New techniques are offered to deal with couple problems.

e It discusses common factors associated with positive outcomes in couple therapy,
regardless of the specific model used by the therapist.

e  The principles and interventions are applicable to diverse clients, recognizing
that each couple is different and the therapy must be tailored to the client rather
than forcing the client into a particular theoretical framework.

Another unique feature of this book is the emphasis on couples’ growth and not
just problem resolution. Many couple therapists assume that by eliminating problems
they will enhance the intimacy of the couple. Our approach is to focus on both goals
simultaneously—problem resolution with enhanced intimacy. To our knowledge, this
volume is the only text that focuses on both. By adding the growth-oriented or
intimacy enhancement dimension to couple therapy, the process is enriched for both
the therapist and the couple.

Chapter Overview

Chapter 1, Couple Therapy and the Intersystem Approach, begins with an overview
and history of couple therapy as a unique treatment modality. The primary focus of
the chapter is to introduce readers to a comprehensive approach for the treatment of
couples called the Intersystem Approach. The Intersystem Approach is meta-theory
that is broadly applicable across different therapy approaches and provides an over-
arching framework to guide therapists in their work with couples. This framework
emphasizes three interactive systems or subsystems that must be simultaneously
considered when working with couples: the individual, the couple, and the inter-
generational. The model provides guidance to therapists as they undertake assess-
ment, conceptualization, and intervention with couples.

Chapter 2, Assessment, Case Formulation, and Avoiding Common Mistakes,
describes the comprehensive assessment and case formulation of the couple using the
Intersystem Approach. This assessment enables the clinician to formulate a multi-
leveled treatment plan. The chapter also discusses some of the common mistakes
made during the evaluation phase and provides suggestions for avoiding these pitfalls.

Xii
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Chapter 3, Orienting Couples to Therapy, discusses principles that will enhance
the ability of a couple to use the therapeutic process effectively. General topic areas
include expectations and myths; boundary issues such as lateness, fees, and missed
appointments; and instruction on how to help a couple take responsibility for their
growth.

Chapter 4, Systemic Conceptualization and Treatment, emphasizes the importance
of approaching the conceptualization and treatment of couples from a systemic perspec-
tive. The chapter contrasts linear thinking and interventions with a systemic perspective.
The difficulties many beginning therapists have in learning to think systemically are
elaborated through the descriptions of a number of systemic interventions.

Chapter 5, Keeping Therapy Balanced, covers the importance of balance in systemic
therapies. Several techniques for a balanced approach with individual partners in
dyadic therapy are discussed. The topics addressed include client understanding of
balance, inclusive language, intensity and balance, and seating arrangement to
promote balance. The chapter concludes with understanding psychopharmacology
and balance, determining whether balance has been established, and loss of balance as
an important area for personal insight.

Chapter 6, Moving from Content to Process, covers the challenges of learning to
listen to the content of a client communication while understanding and being sensi-
tive to the process. Content and process are defined and contrasted. Methods of
understanding the process of a therapeutic session are enumerated.

Chapter 7, Building and Managing Intensity, orients the reader to skills of building
appropriate intensity within a therapeutic session. The chapter presents various
approaches to building intensity and emotional expression, as well as learning to
manage them with couples. The use of images and analogies, a description of specific
interventions to raise emotion, use of repetition, and the importance of focusing on
primary themes and material are the main topic areas.

Chapter 8, Systemic Therapy with Individual Clients, discusses the use of systemic
intervention when counseling an individual member of a marital dyad or committed
relationship. Issues of balance, empathy, self-responsibility, and the development of
personal power are emphasized.

Chapter 9, Common Factors of Change in Couple Therapy, addresses one of the
most significant developments in couple therapy in the 21st century: the theory and
research on common factors associated with change and positive therapy outcomes.
Following a brief history of common factors debate and research, prominent common
factors research and models are reviewed. The chapter concludes with a discussion of
common factors unique to couple therapy and practical application of common factors
in treatment.

Chapter 10, Enhancing Intimacy in Relationships, provides a growth-orientated
model for the clinician based on a clinically useful theory of love. This chapter shows
that many couple problems can be traced to the partners having underlying fears of
intimacy. Techniques to enhance intimacy are suggested for the couple who want to
move beyond a problem-focused therapy and the underlying fears of intimacy which
generate many problems.

Chapter 11, Reframing, covers one of the most common of all therapeutic
techniques used with couples. Reframing is a technique used to change the meaning
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of symptomatic behavior from negative to positive and to change the couple from
seeing their problem as individual to one of relationship. This technique appears
simple but is very difficult to correctly implement. It is also necessary to reframe prob-
lems in a way that is congruent with the couple’s belief system in order to lay the
groundwork for the implementation of other approaches or techniques with couples.

Chapter 12, Communication Techniques, reviews common communication prob-
lems that couples bring to therapy and offers practical guidelines for working with
couples to address these problems and learn to communicate more effectively. A
general framework is used to teach couples different levels of communication, and
specific techniques are reviewed. The authors also elucidate some of the implicit
assumptions that facilitate couple communication.

Chapter 13, Conflict Resolution, addresses the issues of conflict as inevitable in all
relationships and gives therapists guidance for constructively working with conflict in
couple therapy sessions. This chapter examines anger and its underlying emotional
components, and the meaning and function of anger in relationships. A model for
conflict resolution is proposed that addresses conflict at the individual, couple, and
intergenerational levels. The model helps therapists address the couple’s feelings,
attitudes, and motivations associated with anger before moving to the problem-
solving stage of the conflict resolution model.

Chapter 14, Cognitive Techniques and Interventions, reviews an area of couple
therapy that is often ignored by therapists: how and what partners think. The chapter
reviews the application of cognitive models in couple therapy, with an emphasis on
common cognitive distortions as they apply to couples. A systemic model for using
cognitive therapy is described.

Chapter 15, Techniques of Relationship Contracting, focuses on several methods
of contracting that couples may use to help collaborate to make behavioral changes in
their relationship. General principles for creating, implementing, and maintaining
contracts are discussed.

Chapter 16, Working with Emotions, follows the cognitive and behavioral chap-
ters with a discussion of how to work with clients’ feelings in couple therapy. The
authors describe models and techniques to help the couple identify and express
emotions. Guidelines are also given for therapists to effectively manage feelings in the
session.

Chapter 17, Homework: Extending Techniques from the Office to Home, covers
the subject of giving homework to couples in treatment. Many of the techniques in
the book may be extended beyond the therapy hour to practice at home. This chapter
discusses how to give homework, identifies the structural elements of a homework
assignment, and offers suggestions to increase compliance with doing homework.

Chapter 18, Treating Infidelity, grew from students’ and colleagues’ requests
for help in dealing with extramarital affairs. Affairs are among the most difficult
and complex moral, ethical, and therapeutic challenges a therapist and couple will
face. The primary focus of this chapter is to discuss assessment and treatment. We
offer an integrative, structured framework and emphasize the latest research on
forgiveness as one of the key components to recovering from an affair. However,
forgiveness alone without the other components having been successfully completed
is not likely to work.
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Chapter 19, Working with Highly Reactive Couples, deals specifically with the
therapeutic challenges related to highly reactive, narcissistically wounded couples.
These couples are very difficult to work with and often fail to respond to traditional
approaches to couple therapy. The dynamics of such couples are described and a step-
by-step process is laid out for their treatment.

Chapter 20, Solidifying Change and Maintaining Progress, is directed toward
helping couples sustain the changes they have made and prepare for the conclusion of
therapy. Topics include encouraging clients to take responsibility for their progress
and future success, tapering sessions, continuing relationship enrichment, preventing
relapse, and addressing setbacks.
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1

COUPLE THERAPY AND THE
INTERSYSTEM APPROACH

Although marital and couple relationships received a modest degree of clinical focus
during the first half of the 20th century, they emerged as a unique focus of treatment
in the later part of the 20th century with the advancement of system theory and its
application to psychotherapy. The development of systemic theories and therapies
represented a major paradigmatic shift in psychotherapy. These therapeutic approaches
represented a shift away from the individualistic and intrapsychic theories developed
and employed by Freud and the psychoanalytic/dynamic therapists, as well as
many cognitive—behavioral and humanistic models of psychotherapy. The systemic
theories all share the concept of the individual-as-part-of-a-system, and they focus on
interpersonal variables and relationship dynamics.

The past 40 years have been the “systems era” in the history of psychotherapy.
In this short period of time, eight major schools have developed, which Kaslow
(1981) grouped under the following headings: (a) psychodynamic—psychoanalytic;
(b) Bowenian; (¢) relational or contextual; (d) experiential; (e) structural; (f) commu-
nication—interaction; (g) strategic—systemic; and (h) behavioral. An additional school
represents the most recent development in couple therapy and can be broadly classi-
fied as postmodern—constructivist, although not all systems thinkers agree that
postmodern—constructivist approaches are systemic (Minuchin, 1998).

These schools of thought all share some basic assumptions about the systemic
nature of dysfunction and treatment, but they are clearly different in content. In fact,
these schools of therapy were originally presented as if each was to be used exclusively,
without “cross-fertilization” from others (Gurman & Kniskern, 1981a). However,
most practitioners of systemic therapy and others who are not systems oriented do not
operate from such a purist basis. They recognize the implicit need to fit the theories
to their clients rather than fitting the client to a single theoretical approach. Thus,
integrative approaches have become more common among therapists addressing
systemic issues.

This clinical need for integration has led to a new effort within the systems
approaches. The latest development, one which spans approximately the last 30 years,
is toward the integration of individually and interpersonally oriented theories and
the integration of the various systemic approaches. A number of books and papers
have been published advocating the synthesis or integration of various theories. Many
of these texts have moved thinking within the field towards developing models
demonstrating how different, sometimes apparently mutually exclusive, theories and
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therapies can be combined. For example, Kaslow (1981) published one of the earliest
papers advocating an integrative approach to family therapy, in which practitioners
can draw “selectively and eclectically” from various theories.

Duhl and Duhl (1981) presented one of the first clinically integrated models that
they called “integrative family therapy.” They looked at all the levels of the system, for
example, developmental level, individual processes, and transactional patterns. Their
approach was focused primarily on how the therapist thinks and intervenes, and was
less concerned with theoretical discussion regarding how theories could be integrated.
Berman, Lief, and Williams (1981) also published a chapter in which they discussed
how several theories could be integrated therapeutically. In this paper, they presented
a coherent way of combining contract theory, object-relations theory, multigenera-
tional theory, systems theory, and behavioral analysis all within a developmental and
therapeutic model.

In addition, a number of other articles and books have appeared which address the
issue of integration in systems therapy. These include: Hatcher (1978) on blending
Gestalt and family therapy; Abroms (1981) on the interface between medical psychi-
atry and family therapy; Stanton (1981) on how to integrate the structural and
strategic school; Green and Kolevzon (1982) on convergence and divergence in
family therapy; Levant (1984) on a classification scheme for different theories; Lebow
(1984) on the advantages of integrative approaches; a series of articles on the integra-
tion of structural-strategic therapy edited by Fraser (1984); Doherty, Colangelo,
Green, and Hoffman (1985) on ways of reconceptualizing structure and distance in
integration; Wachtel and Wachtel (1986) on designing intervention strategies based
on family dynamics in individual therapy; Weeks and Hof (1987) and Hertlein,
Weeks, and Gambesica (2008) on integrating sex therapy and marital therapy;
and Weeks (1989a, 1989b) on integrating individual, couple, and intergenerational
approaches. Additionally Case and Robinson (1990) and Snyder and Balderrama-
Durbin (2012) both present excellent reviews of efforts at integration in couple and
family therapy.

In revising our text, we were disappointed that more efforts toward integration in
couple therapy have not taken place since our original publication of Couples in
Treatment in 1992. With a majority of couple therapists utilizing integrative or eclectic
methods (Lebow, 2003), it is surprising that there have not been more formalized
attempts at developing integrative approaches to couple therapy. Nevertheless, some of
the notable efforts include: Christensen, Jacobson, and Babcock (1995); Jacobson and
Christensen (1996); Lawrence, Eldridge, Christensen, and Jacobson (1999); Clark-
Stager (1999); Gurman (1992); Dattilio and Padesky (1990), and Dattilio (2010).
The majority of the new efforts toward integration involve behavioral approaches and
stress cognitive /behavioral-systems integration. The major work to come out of this
ctfort, Integrative Couple Therapy: Promoting Acceptance and Change (Jacobson &
Christensen, 1996), is an acceptable book on couple therapy, but does little to advance
any systematic effort toward integration. They stress what we call an eclectic, rather
than integrative, approach. Similar to many efforts at integration, Jacobson and
Christensen’s model lacks a coherent theory that ties foundational concepts and
methods together; thus it is an approach based on technical eclecticism rather than
being truly integrative.



Couple Therapy and the Intersystem Approach

In 2000, Johnson and Lebow published an article in which they considered
whether couple therapy had “come of age” (Johnson & Lebow, 2000, p. 23; see also
Gurman & Jacobson, 1995). Although marital therapy began formally in the 1950s
and has received consistent, yet sparse, attention since that time, we question whether
it has truly “come of age.” There are relatively few texts on marital /couple therapy
when compared to the number of books devoted to individual therapy and family
therapy. Most training programs offer one course in marital /couple therapy even
though they are called marriage /couple and family therapy programs. Clinicians and
some faculty still believe anyone trained in family therapy can automatically do couple
therapy. The fact is, these two approaches require different skill sets, although they
share many of the same basic assumptions about the systemic nature of relationships.
Our experience in training literally hundreds of therapists is that family therapists
know relatively little about couple therapy.

Although the past decade has brought some improvements, the field of couple
therapy has been overlooked and underfunded by governmental bodies such as
NIMH. Couple therapy simply is not viewed as fundable research, which has meant
university faculty struggle to investigate important questions about couple therapy.
Thus, empirical studies historically have been scattered, and those that are conducted
are often done with little or no funding or with small university grants, have small
sample sizes, and are sometimes poorly designed.

Nevertheless, over the past two decades the field of marital /couple therapy endeav-
ored to establish a foundation of empirical support for the effectiveness of treatment.
These efforts resulted in an ever-growing body of research that has helped solidify
several conclusions related to treatment effectiveness. First, couple therapy is effective.
A meta-analytic review of effectiveness research revealed that those receiving couple
therapy are better off than 84% of those not receiving treatment (Shadish & Baldwin,
2002). Second, the effectiveness of treatment is generally consistent, regardless of the
treatment approach being used (Sprenkle & Blow, 2004a, 2004Db). Part of the effort to
improve the empirical support for couple therapy included efforts to determine which
model(s) was most eftective. However, results indicate there is not one couple therapy
approach that is superior to the others. Because of these findings, some have postulated
that there are certain curative factors related to successful treatment outcomes that are
independent of theory or the treatment model being used (Asay & Lambert, 1999;
Davis, Lebow, & Sprenkle, 2012). Chapter 9 discusses in more detail common factors
of change in couple therapy.

Given the lack of funding for empirical research and a lack of scientific rigor in its
carly days, the field of couple therapy has attracted its share of self-proclaimed experts,
many of whom are really expert self-promoters. Some of the more charismatic figures
have managed to capture the attention of many of the newer, more naive members of
our field. As an example, in the Johnson and Lebow (2000) article some of these
figures are mentioned without due criticism of their work. The clinician who is unfa-
miliar with this field might assume a John Gottman and a John Gray are of equal
significance and value to our field. In addition, both fields of marital therapy and
family therapy are highly political. Certain groups are “in” and others are “out,”
depending on the source. In particular, the Johnson and Lebow article mentioned
above, which purports to be a comprehensive review of the field, does not mention
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the several volumes the current authors and others have produced, in spite of the fact
that the senior author has published more professional texts on couple therapy than
anyone in the U.S.

The therapist who is new to this field is urged to have a critical attitude and
maintain a healthy degree of scientific skepticism, objectivity, and scholarship.
Unfortunately these values are underemphasized in master’s-level training programs,
partly due to the fact that clinical practice tends to run ahead of empirical validation,
and faculty do not stress the connection between research and practice. The clinician
must learn to balance his or her clinical experience with sound theoretical arguments
and empirically based research.

The Intersystem Model

There are a variety of formalized therapy approaches that therapists can choose from
in their work with couples. These approaches generally align with one of the eight
schools identified by Kaslow (1981). Nevertheless, the purpose of this book is not to
review these models; this has been effectively done by others (for overviews of the
various couple and family therapy models, see Goldenberg & Goldenberg, 2012;
Gurman, 2008; Nichols, 2012; Sexton, Weeks, & Robbins, 2003). Rather, our intent
is to present fundamental principles related to couple therapy in order to help the
reader conceptualize and treat the couple from multiple perspectives and with a multi-
tude of techniques. We do not advocate any single approach to couple therapy. The
therapy should be crafted for the couple and their problem(s). Techniques can be
sequenced and blended in order to tackle different problems and problems at different
depths. The principles and techniques described in this volume are not advanced or
complex. They are basic with wide-ranging applicability and power to invite change.

The model we present to guide therapists in their work with couples is known as
the Intersystem Model. It is a comprehensive, integrative, and contextual model,
originally conceived by Gerald Weeks and published in 1977 in a paper on dialectics
in psychotherapy. This early article did not present the model in its current form
but was the genesis of intersystemic thinking based on dialectics. The model was first
presented in the 1989 edited book Treating Couples: The Intersystem Model of
the Marriage Council of Philadelphin (Weeks, 1989a). The theory was further devel-
oped by Weeks in 1994 in The Marital-Relationship Therapy Casebook: Theory
and Application of the Intersystem Model (Weeks & Hot, 1994; see also Weeks &
Cross, 2004 ).

The Intersystem Model is not a specific approach to couple therapy. Rather it
is a meta-model or meta-theory that provides an overarching framework to guide
therapists in their work with couples. A meta-model, or meta-framework, can
be superimposed over existing therapy approaches to help therapists know what to
focus on and why (Fife, Whiting, Bradford, & Davis, 2013). The Intersystem Model,
as a meta-framework, emphasizes principles of therapy, rather than specific theories or
techniques. It is broadly applicable across different therapy approaches
and helps facilitate the integration of different ideas, interventions, and theories. Its
application can enrich the theoretical depth and therapeutic versatility of a clinician’s
work with couples.
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According to the Intersystem Model, whenever a couple is being treated, three
systems or subsystems must be simultaneously considered: the individual, the couple,
and the intergenerational. Most other approaches to marital and family therapy focus
only on one or two of these systems, whereas we have found a comprehensive approach
requires focus on all three. The model increases the therapist’s awareness of these
different systems in terms of assessment, conceptualizing couples’ problems, and
providing helpful interventions. It also highlights the interactive nature of the three
systems (see Figure 1.1). One system cannot be adequately understood without
considering the influence of the others.

The need for this model stems from the limitations arising from two dominant
forces in psychotherapy: individual philosophy and the natural sciences. An individu-
alistic worldview makes up the philosophical foundation for most of the therapy
models available to clinicians. Furthermore, the natural sciences promote a linear view
of events (i.e., A causes B) and approach the natural world from a reductionist stance
(trying to reduce complex phenomena to their smallest components). These two
perspectives make it difficult to understand and treat relationship partners as an inter-
locking system. In contrast to traditional psychological theory, the Intersystem Model
is grounded in a systemic perspective that accounts for the interconnected nature of
couple relationships while simultaneously recognizing that couples are inherently
made up of individuals and are also connected to other social systems (Weeks, 1994).
As a meta-model, it can also provide a framework for therapists as they integrate
various approaches in their work with clients.

The Individual System

Perhaps our most striking departure from other systems approaches is our recognition
of the couple as a system consisting of two individuals. Other systems approaches have
for the most part been anti-individual and anti-diagnostic in the traditional sense.
Unfortunately, systems thinkers have been so intent on separating or differentiating
themselves from individual psychotherapy that they have totally discarded the value of
seeing the individual asan individual, as well as an important part of the couple system.
In our approach to couple therapy, the individual’s coping mechanisms, defense mecha-
nisms, life cycles, ethnicity, intrapsychic dynamics, and individual psychopathology are
assessed and treated within the context of the relationship, rather than denying that
individuals exist in such contexts. We also recognize and draw upon the individual
strengths and abilities that partners bring to therapy in order to facilitate progress
toward the relationships goals they have for treatment.

The Couple System

Obviously, the couple’s interactional system must also be assessed and treated, because
a couple is more than the sum of its parts. Couples develop spoken and unspoken
contracts, communication styles, patterns of dealing with or avoiding conflict, and so
on, and the interactional system is usually the first experience a therapist has with a
couple. As a system, a couple’s interactions are circular, with each partner influencing
and being influenced by the other. This system is always present and the easiest to



Principles and Processes

Individual

System

The
Intersystem
Model
Intergenerational > Couple
System System

Figure 1.1 The Intersystem Model
Source: Adapted from Weeks (1994).

observe. Relationship dissatisfaction and dysfunction often are the couple’s stated
reasons for seeking treatment, so naturally couple therapy will focus on clients’ prob-
lematic interpersonal processes. Although couples often present in therapy with a very
problem-saturated view of their relationships, the couple therapist recognizes that
each couple will have certain relationship strengths and resources (although perhaps
dormant) that can be identified and incorporated into the treatment process.

The Intergenerational System

Many couple therapists focus their assessment and treatment of couples exclusively
on the couple system, overlooking the importance of the intergenerational system.
Each member of the couple has a unique history rooted in his or her family of origin.
They draw upon experiences, expectations, roles, and behaviors from their parents to
guide them in their own marriage or committed relationship. These experiences,
historical and present, influence the current relationship. In many cases, couples
recreate unresolved issues with their own parents or previous relationships using their
partner or children as a substitute. Consequently, intergenerational influences are
often hidden until an exploratory process uncovers them. Neglecting the intergenera-
tional context of couples also means that therapists and couples may miss out on the
family of origin influences that are positive, as well as resources and traditions from
which clients can draw to improve their relationship.



Couple Therapy and the Intersystem Approach

Clinical Application and Therapeutic Principles

As a meta-framework, the Intersystem Model transcends specific couple therapy
models. It is a model or meta-theory that views therapy as a theoretically integrative
process. Thus, it does not offer specific prescriptions in terms of theories, techniques,
or methods to use with clients. Non-integrative approaches each have their own set of
defined techniques consistent with the theory. Our meta-theory recognizes that
therapy is not a one-size-fits-all enterprise, and what works for one couple may not
work for another. Therefore, therapists must be flexible in their methods and respon-
sive to their clients. The principles of the overarching model help the therapist tailor
therapy to the couple, rather than forcing clients to adapt to the therapist’s model
(Weeks & Cross, 2004).

The Intersystem Model helps clinicians think of multiple levels of clients/treatment
concurrently: the individual, couple, and intergenerational systems. It provides a
framework for clinicians as they make decisions related to assessment, case conceptual-
ization, and treatment. For example, it guides therapists during assessment to focus on
vital individual, relationship, and intergenerational issues that may be contributing to
the couple’s problems. Likewise, it helps facilitate treatment planning and interven-
tions that focus on each of the three interrelated systems.

Weeks (1994; Weeks & Cross, 2004 ) argues that to be truly integrative, a model
must (a) include both foundational and integrational constructs, and (b) retain the
fundamental aspects of the combined theories while seeking to achieve an integrative
balance that is clinically useful for therapists. As a truly integrative and contextual
theory, the Intersystem Model contains the foundational and integrational constructs
necessary to combine individual, interpersonal, and intergenerational theories of treat-
ment. Foundational constructs are the underlying philosophical assumptions upon
which a theory rests. The foundational construct for the model is dialectic meta-theory
(Weeks, 1977, 1986), which is grounded in the thinking of Riegel (1976) and
Basseches (1980). Integrational constructs include the concepts or principles that are
used to integrate disparate phenomena. The integrational constructs of the Intersystem
Model pertinent to this volume are based on Strong and Claiborn’s (1982) model of
social interaction. In particular, Strong and Claiborn’s model includes six integrative
principles: three interpersonal /interactional (congruence, interdependence, and attri-
butions) and three intrapsychic (definition, interpretation, and prediction). Presenting
the complex theoretical formulation of the model is beyond the scope of this book.
Interested readers are referred to Weeks’ earlier work (1977, 1986, 1994, Weeks &
Cross, 2004), in which he thoroughly articulates the foundational and integrational
aspects of the model. Nevertheless, there are some important principles of application
within the model that the therapist should keep in mind in their work with couples.

Therapeutic Relationship

An important foundation for successful couple therapy is a strong therapeutic rela-
tionship between the therapist and the client(s). This begins with the process of
joining. The clinician should be friendly, attentive, empathetic, respectful, supportive,
and non-judgmental. Clients often fear that the therapist will be disapproving of
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them. However, the therapist’s overarching attitude is one of acceptance of each
partner. Joining with clients also includes learning what their expectations are for
therapy and developing an approach that is a good fit with them. The clinician works
to remain balanced and join with both partners and to provide interventions that are
congruent with the couple’s expectations and needs.

As the therapist successfully joins with clients and presents a congruent and
coherent plan for treatment, clients will come to trust the therapist and have confi-
dence that by working together their needs will be met and their goals will be achieved.
The therapeutic relationship must be attended to throughout the course of treatment.
Therapy does not always proceed smoothly, and it is common for small ruptures in the
therapeutic relationship to occur. Clinicians must be quick to recognize and seek to
repair them, lest clients become disillusioned with therapy and /or the therapist.

Choice and Responsibility

An important part of the therapy process involves the therapist helping create a
context in which change can occur. Therapists create this context by building a strong
therapeutic relationship, helping clients feel they have choice in their decisions, and
helping them accept responsibility for change. If therapists take over responsibility for
change or get caught in clients’ efforts to recruit them to one of their sides, then one
or both partners may not perceive choice or responsibility and may reject the interven-
tions the therapist offers.

Strong and Claiborn (1982) argue that change can either be forced or spontancous.
Weeks (1994) points out that when clients change because they are forced to (or feel
that they are being forced), they often attribute change to someone or something
outside themselves. “They experience themselves as doing something different, but not
as beiny different” (p. 13, italics added). The effect may be that clients see change as
being external to themselves, rather than something for which they are responsible,
which may have a negative effect on whether the changes will last. Nevertheless, when
a therapist creates an appropriate context for change, spontaneous compliance is more
likely to occur, and clients are more likely to accept responsibility for change. For
example, rather than using language such as “You should . . .,” the couple therapist
might engage clients in a collaborative process by saying, “Let’s think together about
what the two of you need to do . . .” Clients who accept responsibility for change will
likely engage in the work necessary to reach their goals for therapy and sustain the
progress they make in treatment. Furthermore, they are more apt to attribute successful
outcomes to their own efforts rather than the therapist’s efforts, outside forces, or luck.

A systemic approach also invites clients to accept responsibility, not only for their
participation in relationship problems but also their role in resolving them. A systemic
approach assumes circular, rather than linear, causality. Clients stuck in a linear view
of problems blame their partner for the relationships problems, which leaves them
believing that the other is the one that needs to change. In the end, such a perspective
is disempowering, leaving the client with little choice and little motivation to change.
However, as the therapist helps a couple see the circular nature of their struggles,
individual partners can see that they are linked together in circular patterns (Weeks,
1994). For example, one partner may withdraw in response to the other’s intense
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efforts to engage him or her. The withdrawing leads to further efforts to connect,
which may lead to more withdrawing. Each one’s behavior invites the other in a
circular, mutually perpetuating manner. Couples who learn the connection between
their behaviors may come to accept more responsibility for change and ultimately the
outcome of treatment.

Control

Closely related to choice and responsibility is the principle of control. Clients often
view their problems as involuntary and uncontrollable. Part of the process of therapy
is to help clients experience newfound control over what was seen as uncontrollable,
volition over the involuntary, and mindfulness over mindless or automatic behavior
(Weeks, 1994). Paradoxically, therapists help create a context for this kind of change
by taking control of the process while not appearing to take control. As Weeks and
Cross (2004) explain, “The process of therapy requires that the therapist be in control
of the process. This is accomplished paradoxically by giving control back to the client
in order to effect change. In this way, the client simultaneously learns self-control and
self-reliance” (p. 60).

Therapists deliberately attribute change to the couple’s efforts and help them
embrace responsibility for and take ownership of change. As clients work through their
struggles, they learn that their symptoms and behaviors—once thought to be beyond
their control—are voluntary and controllable. When they experience change that arises
from their own efforts, couples begin to attribute change and successful outcomes to
themselves. As a couple’s sense of control grows, so also will their confidence in their
ability to maintain and build upon the changes they’ve made in therapy.

Context

Symptoms are best understood within the context in which they occur (Weeks, 1994).
The individual, couple, and intergenerational systems are each part of the couples’
relationship context, and each needs to be considered when assessing, conceptual-
izing, and treating couples. Clients bring complex problems to therapy, and the thera-
pist must attend to the individual context, the interpersonal context, and the
intergenerational context of the issues. The Intersystem Model provides a framework
for understanding couples issues and then designing treatment that best meets their
needs. Before applying interventions, therapists would be wise to thoroughly consider
the multiple systems and contexts of their clients.

Integrating the Individual, Couple, and
Intergenerational Systems

Marital /couple therapists constantly face the decision of which of the three systems
they should focus on in treatment. Historically, couple therapists have seen these
systems as discrete, and treatment has tended to focus on the individual /intrapsychic
context of the couple (essentially individual therapy with each partner), on the here-
and-now interactions of the couple (the interpersonal system/context), or on the
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family histories of clients (intergenerational system/context) (Weeks, 1994).
Therapists may feel overwhelmed by the thought of attending to all three systems
simultaneously, and working on each one separately may seem less complicated.
However, the Intersystem Model helps the therapist better fit treatment to the couple
by providing a framework for integration that recognizes the complex nature and
wholeness of individuals, couples, and families.

Each of the three systems relates to and interacts with the others in a dynamic way.
A couple is made up of two separate individuals, each with his or her own internal
processes (individual), who form a relationship system that transcends their individual
selves (couple), and who bring with them family histories that influence both
of the above (intergenerational). The three systems exert reciprocal influence on
each other, and a systemic therapist recognizes that a change in one part of a system
effects a change in the whole system. “Without considering all three systems and
using them therapeutically, change would likely not be long-lasting” (Weeks & Cross,
2004, p. 64).

Integration is also facilitated by viewing clients through a systemic lens and helping
couples come to understand the interpersonal nature and the variable contexts of their
struggles. In fact, the first task of couple therapy is to view the couple as a system and
to help the couple see themselves in this manner. Couples should come to see their
behavior as reciprocal and interlocking.

Conclusion

Couple therapy is a highly dynamic and rewarding endeavor. There are multiple
systems to which a therapist must attend, and the complex nature of couples’ prob-
lems can be overwhelming. Doherty (2002) suggested that couple therapy is the most
difficult form of therapy. He also suggested that most therapists are not very good at
it. Yet there is a great need for well-trained, competent couple therapists. The purpose
of this book is to illustrate fundamental principles of couple therapy. In this chapter
we provided an overview and history of couple therapy and its distinction from indi-
vidual psychotherapy. We also discussed the notion of integration and presented our
integrative Intersystem Model. In the chapters that follow, we present more on the
practice of couple therapy including assessment and basic principles, processes, and
techniques of treatment. We conceptualize therapy in terms of process, rather than
outcome, and couple therapists are encouraged to utilize these principles and tech-
niques to enhance the therapeutic process and fit their approach to the clients, rather
than forcing the clients to fit their theory.
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2

ASSESSMENT, CASE
FORMULATION, AND
AVOIDING COMMON

MISTAKES

In order to use the techniques presented in this book effectively, it is necessary to
conduct an assessment of the couple and develop a formulation of the case. The
assessment phase consists of the initial interview and may include up to four or
five more sessions. This chapter will not focus on the details of how to conduct
an initial session because this aspect of treatment has been adequately covered
clsewhere (see Haley, 1976; Heller, 1987, Patterson, Williams, Edwards, Chamow,
& Grauf-Grounds, 2009; Weber, McKeever, & McDaniel, 1985; Young &
Long, 1998). Heller is a colleague of ours, and thus her article is especially
representative of our approach. Instead, our focus will be on how to conduct a
thorough assessment and case formulation. The chapter will also include ideas
regarding common mistakes made by therapists. If these mistakes are made early
on, especially during the assessment phase, therapy may be abruptly ended by
the couple.

Our ideas for assessment and case formulation stem directly from the Intersystem
Model, which was presented in Chapter 1. We advocate an assessment approach that
is comprehensive, multidimensional, and multilayered, which will allow for compre-
hensive, multidimensional, and multilayered treatment. A case formulation is a
method of summarizing the data provided by the clients into a theoretically consistent
framework that includes the couple dynamics and a treatment plan based on those
dynamics and the goals of therapy. Many case formulations in couple therapy are
based on a single theory, which means the couple may be conceptualized and treated
within narrow parameters. This fact exists because many practitioners tend to adhere
to just one model of intervention. As we have indicated, the field is becoming more
theoretically and technically integrated.

However, rather than being haphazard in combining ideas and interventions, we
encourage clinicians to be knowledgeable and thoughtful in their integration of theo-
ries and techniques in their work with couples. Good therapists not only know what
to do, they also can articulate why they decide to use certain interventions. In other
words, good therapists have a sound theoretical rationale to support the interventions
they use. The Intersystem Model is one framework that can facilitate thoughtful inte-
gration by couple therapists.
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Before describing how to develop this type of case formulation, we would like to
give the reader some guidelines on how to get started with the assessment phase of
treatment. These guidelines are framed in terms of don’ts and do’s, and are designed
to help the clinician avoid some of the common mistakes which are made with couples.

Common Mistakes Made in the Assessment Phase

Assessment in couple therapy is a process that continues throughout the course of
treatment. The therapist constantly monitors the couple for change and progress, as
well as for newly emerging problems or setbacks. Because of this, assessment and
treatment often overlap when doing couple work. Nevertheless, the initial assessment
or evaluation phase is critical for the success of therapy and usually requires two to
four meetings. During these meetings the therapist’s task is to join with the couple,
collect information needed to develop a case formulation, and avoid mistakes that
would disrupt development of a therapeutic relationship. The first two of these tasks
have been discussed widely in the literature. However, with the exception of Haley
(1976) and Doherty (2002), little attention has been given to describing the typical
mistakes a couple therapist might make that can abruptly end treatment. The purpose
of this section is to list some of the don’ts and do’s which are so important during this
phase. Many of these ideas apply throughout treatment, but the importance of
adhering to these guidelines is greater during the first few sessions than later sessions,
as the joining process is still taking place and the therapeutic relationship is still
forming. However, once the therapist has established a good therapeutic relationship
with a couple, a mistake has less potential to result in premature termination, as
couples are more likely to be forgiving and discuss mistakes openly with the therapist.
Although we call this list don’ts and do’s, the reader should view them as useful
guidelines and not as dogma. The reader who is interested in an in-depth study of
common mistakes made in couple therapy and how to avoid them may wish to read
our book focused specifically on this topic (Weeks, Odell, & Methven, 2005).

Don’ts and Do’s

1. Don’t take sides. Therapists should remain balanced in their attention to each
partner. It is easy to get seduced into taking one partner’s side, especially when that
partner’s pathology or contribution to the problem is not as clearly evident. However,
the therapist must keep a systemic perspective. Otherwise, one partner may feel sided
against and decide not to return, and the accusing partner has his or her linear view of
the situation reinforced. Systemic assessment requires therapists to recognize the
interconnected aspects of couples and pay attention to the interpersonal dynamics of
the clients. The therapist should shift back and forth trying to understand each part-
ner’s perspective. The way the therapist uses language during this phase is important.
The therapist needs to utilize reflective listening and use phrases such as “It is your
perception, belief, opinion, idea, thinking, feeling,” and so on. For example, in
response to a client complaining that his or her partner is controlling, the therapist
might say, “It is your perception that your wife is controlling,” rather than “Your wife
controls much of your behavior.” The latter statement implies that the therapist
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agrees with the validity of the statement being made, while potentially disregarding
the perspective of the other partner. Utilizing a systemic approach in assessment
will set the stage for systemic intervention later on, which empowers couples to
work together to bring about desired changes, rather than expecting change just in
one’s partner.

2. Don’t intervene too quickly. Clients may come to the first session in crisis with
an urgent desire or expectation to see changes right away in the relationship (or in
their partner). One or both partners may see treatment as a last resort (i.e., “If this
doesn’t work then we are getting a divorce”), and they place a lot of weight on the
first session or two. In response to the clients” anxiety and sense of urgency, the thera-
pist may feel obligated to start changing the system before understanding it. Premature
intervention may destabilize the couple in such a way that it is too threatening for
them. It is best to go slowly and intervene in ways that appear safe or nonthreatening
to the couple.

The primary task is to join and collect information early on in treatment. The
couple can be told that change is a process and that the first few sessions will be to
conduct the evaluation and then to develop a treatment plan with their collaboration.
The assessment phase is also a good time to educate couples that change is going to
require effort on their part, both during the sessions and in between sessions, and that
therapy is designed to give them tools that, if applied, can help them manage their
current and future problems.

3. Don’t answer questions from the couple until ready. In some cases, a question from a
partner is designed to show how the other person is wrong, at fault, sick, or crazy.
Questions from each partner need to be viewed with caution and skepticism. For
example, a client might ask, “How would you feel if your partner said that to you?”
“Do you think it is a good idea for me to stay in this relationship?” “Do you think that
is what a husband should say to his wife?” The therapist needs to quickly assess
whether the question has a hidden purpose or is designed to get the therapist to take
sides. Therapists may respond to problematic questions by saying they don’t know
the answer yet or by deflecting the question, asking the questioner what she or he
thinks, and getting the partner to offer an opinion. Legitimate questions about
the therapeutic process, such as how long a session lasts, should be answered openly
and honestly.

4. Don’t assume you understand the real problem. It can be enticing for a therapist
to start interventions early on to show the couple that she or he can help, but without
a thorough understanding of the problem useful solutions cannot be developed.
Therapists should avoid the tendency to quickly assume an understanding of couples’
problems, even if they have worked with clients who have had similar complaints
or presenting problems. Prematurely foreclosing on assessment may leave the
clinician with an incomplete understanding of the couple’s problems and goals.
Therapists must treat each couple as unique and conduct a thorough assessment and
case formulation so they can tailor treatment accordingly. The real problem may not
be highlighted or even mentioned during the initial session or for many sessions. The
real problem may be too threatening to mention, such as partner violence or an
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addiction, or the couple may too ashamed or embarrassed to mention it, such as in the
case of a sexual problem. Clients may be testing the therapist and need to feel they
have joined before revealing the nature of the real problem. When clients are avoiding
the real problem they will present minor problems or vague problems such as
“communication.”

5. Don’t proceed until the problem (s) and goal(s) have been clarified. Couples usually
present with a number of different problems. In the initial session it is
useful to get an overview and then come back to discuss the specific problems in
greater depth. Part of the process is deciding which problems to work on first, whether
the stated problem is the real problem, and whether the partners desire the same
resolution of the problem. The couple needs to be clear on the goals for treatment.
This includes identifying goals in terms of desired outcomes for their relationship.
Couples often define goals in terms of what they do not want (e.g., “We don’t want
to fight any more,” or “I don’t want us to keep neglecting our relationship”).
Therapists should help clients articulate their goals in terms of positive or desired
outcomes (e.g., “We want to learn to communicate our feelings and solve problems
in more constructive ways,” or “I would like us to make nourishing our relationship
a priority”).

6. Don’t proceed until both partners have made o commitment to therapy. Clients may
come to the first session confused and uncertain about whether or not they want to
stay in the relationship. It may be premature at the beginning of therapy to ask clients
for a commitment to the relationship; however, before moving forward with treat-
ment, therapists should confirm each partner’s commitment to therapy. Doherty
(2007) suggests this means that clients take divorce /separation off the table and agree
to a course of treatment over a defined period of time where they both agree to put
forth a united effort to build the relationship with the help of the therapist.

To obtain a commitment to therapy it may be helpful to discuss with clients how
they would feel if they were able to work out the problems and what they would be
willing to do to obtain the desired joy, peace, or happiness (whatever they want out
of therapy). Once they have obtained a clear view of what they want, the therapist can
discuss how long they are willing to work in therapy and try the solutions they discover
in order to see if they can bring about the desired changes. At this point the therapist
might want to reiterate that change is a process and that progress is best achieved
through sustained effort over time.

7. Don’t assume that partners will pevceive the problem in the same way. Part of the
reason the couple is coming to treatment is because they see things differently. The
therapist should communicate this idea to the couple and not push for a similarity of
perception or definition or even goals. At this stage, it is useful to normalize differences,
stating that it will take time to work through these issues. When the therapist
communicates this attitude, she/he is giving them permission to express their
differences.

8. Don’t discuss problems abstractly and nonconcretely. Couples will sometimes begin
therapy stating their difficulties in abstract, nonspecific, nonbehavioral language
(e.g., “We have communication problems”). This type of language does not lead to
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any understanding of the problem, particularly the sequence of behaviors involved in
their reciprocal interactions. The therapist can quickly move from the abstract to the
concrete by asking who, what, when, and how questions. Therapists can also begin to
emphasize the systemic nature of relationship problems by asking circular questions.
For example, “When your wife is upset, how do you respond?” By focusing the couple
to begin thinking in circular ways, they will usually see what the therapist needs and
alter their description of the problems. In other words, while doing the assessment the
therapist is beginning to teach them to view their problems as circular or interlocking
patterns of behavior, which can be accomplished by asking the questions in certain
ways and in a certain sequence. For example, after asking one partner about their
behavior the therapist may quickly turn to the other partner to ask how they typically
react and the reaction that is elicited in the partner.

9. Don’t discount problems, even small problems. When partners come in together they
are sometimes reluctant to discuss complaints openly, honestly, and with the intensity
they actually feel about the problem. This tendency results in problems being under-
stated or minimized. Some clients may do this to test whether or not therapy is safe
for them or to see if their concerns will be validated. If the therapist allows small
complaints to have validity it may help clients to open up about deeper issues.
Although a problem may not seem significant to the therapist, she or he might ask the
client how it is important to them. If clients feel the problem impacts them or their
relationship, ignoring it has the potential to make them hesitant to open up and
explore other possibly “bigger” concerns.

In some cases, the real problem is not brought up at all in the initial session because
of the level of sensitivity, embarrassment, or shame associated with it. The therapist
must read between the lines or listen with a “third ear” to what is being presented and
go back to those problems at a later time, once the therapeutic relationship is estab-
lished. Problems that are often understated include alcohol and drug abuse,
emotional /verbal abuse, physical violence, financial issues, and sexual difficulties.
Couple therapists should routinely ask about these issues as part of assessment to
create space for these conversations. If the clinician brings these issues up as part of
the assessment the clients may be willing to open up about it sooner rather than later.
Nevertheless, the therapist should remain aware that partners may not be forthcoming
at the beginning of treatment about these sensitive issues.

Additionally, the therapist could inadvertently fall into collusion with one partner
by agreeing that the other partner’s problem is not that distressing. For example, a
wife may complain that her husband is not attentive enough. The husband may
then discount her statement by giving numerous examples of being attentive. If the
therapist summarily dismisses her complaint because of what the husband said, then she
or he has colluded with him. In order to effectively join, the therapist must take each
partner seriously.

10. Don’t allow differences to escalate. Couples often come to treatment when they are
unable to resolve their differences. In all probability they have struggled with these
differences for some time and with some emotional intensity at home. During the
assessment phase, the therapist does not want these differences to escalate. She or he
wants to understand them and for each partner to feel heard and understood.
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Additionally, therapists need to show clients that the therapy office is a safe place
where differences and problems can be discussed openly without being attacked
or mistreated. To do this a therapist should set boundaries and intervene quickly
when interactions become too heated. The therapist can also normalize this type of
situation, letting the clients know that all couples have differences and these do not
necessarily mean the partners cannot get along or are incompatible. When the level of
emotional intensity begins to escalate, the therapist can ask cognitively oriented
questions (e.g., who, where, what, how) or shift to another topic, stating that it is
clear the partners are very much at odds on the issue at hand and that it will be
discussed later. Therapists who fail to appropriately manage the escalation of
differences risk alienating clients and undermining their trust.

11. Don’t allow emotion to take charge of the session. One or both partners
may become emotionally distressed to the point of controlling the session. The
therapist’s task is to manage affect. In later sessions, the therapist may want to intensify
and escalate affect. However, in order for the couple to feel safe and secure with the
therapist early on, they must know the therapist is not frightened by their emotions
and is able to keep emotional exchanges under control. In some relationships,
one partner is controlled by the emotions of the other. If the therapist allows this
process to be repeated, the controlled partner will not see how therapy can be
helpful. Techniques to control affect are discussed later in Chapter 16, Working
with Emotions.

12. Don’t unbalance the system. This guideline has two meanings. The first was
discussed above in terms of not intervening until the therapist understands the
problem(s), goal(s), and consequences of change. The second meaning deals with
siding with one partner or accepting one partner’s definition of the problem over the
other’s. Although it may be useful to conduct separate interviews during the evalua-
tion phase, one of the greatest risks is that of appearing to be or actually siding with
one partner. Each partner may be very convincing about the pathology in the other.
The therapist should reserve judgment, stay balanced, and keep a systemic perspec-
tive, especially at the beginning of treatment. Later in treatment it may be therapeutic
to temporarily align with one or both partners to help the couple develop better
balance and a stronger partnership.

13. Don’t make premature interpretations. One of the fundamental techniques in
psychotherapy is interpretation. In individual therapy, early and/or premature inter-
pretations are often forgiven, overlooked, or constructively challenged. However,
when an interpretation is made about one partner in the context of couple therapy,
the therapist may be seen as blaming or siding with one partner against the other.
It is best to contain an interpretation until enough information has been gathered
to feel confident of its validity—and only after the joining process has been completed.
The safest interpretations early in the treatment process are systemic (e.g., “The two
of you appear to ...” or “It seems when one of you does . . ., the other of you
does . . .”).

14. Don’t get hooked on the past. When couples begin treatment, it is easy
for them to begin rehashing the past all over again. The therapist may see the 50th
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or 100th replay of an argument. The therapist’s task is to help the couple change
in the present. This includes enabling the couple to talk about the past and how
the past is currently affecting them, while not to allowing the couple to regress
or get stuck on past events. The therapist may need to intervene actively and
directly when clients insist on recounting past grievances, which usually deteriorates
to blame and accusations. Questions designed to unravel the interlocking or circular
nature of an argument, get at individual meanings, and understand current feelings
are helpful.

15. Don’t get hooked on the clients’ theories or explanations. Clients often have some
kind of theory or explanation for their problems. It may be useful to ask, if the part-
ners do not volunteer, how they each explain the problem. One way to keep their
theories from getting put forth as the truth is to ask simply, “What is your theory
about the problem?” The question communicates that whatever answer is provided is
not going to be given the status of absolute truth. This way of phrasing the question
is useful when the therapist reframes or redefines the problem because the therapist is
not stuck with a definition of the problem that is viewed as the truth. A detailed
description of reframing is presented in Chapter 11.

16. Don’t allow the couple to tell stories. Some couples believe they have to tell stories
in order to exemplify their problem. The stories may include elaborate detail and
require a great deal of time to fully tell. Allowing couples to tell stories is not a
productive use of time. Usually the stories amount to blaming the other partner for
the problems, and the telling (and retelling) may have the result of further entrenching
the person in this view of the problem. Some clients appear to be uncontrollably
compelled to tell the therapist an in-depth story of their troubles, seemingly moti-
vated by a belief that if the therapist knows all the details, she or he will surely agree
with their view of the problem(s). When couples are allowed to engage in lengthy
storytelling and blaming, therapists may find themselves feeling that they are being
put in the position of being judge and jury on whose story is correct.

Of course, couples need to explain what is bringing them to therapy, but the
therapist should attempt to get to the point that is being made by taking charge
of the session. Otherwise, the therapist may be waiting 30 minutes while the full
rendition of a story is given. The therapist can begin by asking focused questions in
order to obtain information that is clinically useful. A useful technique is the “one
question” question developed by Wright (1989) that asks, “If you could have just one
question answered through our work together, what would that one question be?”

17. Don’t allow the couple to take charge of the session. One of the most difficult tasks
for the beginning couple therapist, and for any therapist at the beginning of treat-
ment, is how to take charge of what happens in the session. Napier and Whitaker
(1978) suggested that the therapist must win the battle for structure (while the client
must win the battle for initiative). The therapist does not want to appear rigid or
controlling, yet some partners/couples can be very controlling. In order to deal with
situations when one or both partners attempt to control the interview, the therapist
can stick to the evaluation procedures outlined below in a businesslike fashion and
avoid the mistakes listed above. Of course, if the couple is in crisis, the evaluation
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procedures are put on hold while the therapist takes charge of dealing with the crisis
situation.

Case Formulation

Dattilio and Epstein (2003) stress that in order to understand the functioning of a
couple, particular attention needs to be paid to the multiple layers in the system,
which include individual characteristics, patterns that the couple has developed, and
any interpersonal and physical environment factors affecting the relationship(s). The
case formulation proposed here is comprehensive and is based on the Intersystem
Model. It requires the therapist to have a general and broad understanding of systems
theory, personality theory, psychotherapy, psychodiagnosis, and the major approaches
to marital /couple and family therapy. This approach to case formulation has been
used since 1984 in training student clinicians. Currently, students in our graduate
program find this form of case formulation to be challenging and time consuming,
but they report it is well worth the effort as it provides them with more insight than
any other method they have used to conduct a comprehensive assessment. In order to
develop a case formulation, we use the case formulation form (see below). The items
on the form serve as a guide for clinicians during the initiation of treatment and assess-
ment over the first few sessions. The case formulation form also guides the clinician in
what information to collect and then how to use it in treatment planning. In our
supervision, students are required to complete the form prior to receiving supervision
on selected cases.

The first section of the form asks for general background information such as age,
occupations, names of family members, and so on. It is also useful to know by whom
and why the couple was referred. Permission should be obtained to talk with the refer-
ring therapist, often the therapist of one partner. The reason they were referred or
referred themselves is very useful. Additionally, the form covers the presenting problem,
history of the problem, and desired changes. There are also sections that focus on
assessment and treatment planning, which are closely aligned with three aspects of the
Intersystem Model. The remainder of this chapter will be devoted to reviewing this
form item by item. Each section or question is numbered. These numbers will serve as
reference points for the item-by-item description provided later in this chapter.

Case Formulation Form

Date of First Interview:

Partner’s Name (First and Last): Age:

Occupation: Ethnicity:
Religious Affiliation:

Partner’s Name (First and Last): Age:

Occupation: Ethnicity:

Religious Affiliation:
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Years Married /In Relationship:

Children: Name: Age: ___ Lives with you? __Yes _ No
Name: Age: ___ Lives with you? __Yes _ No
Name: Age: ___ Lives with you? __Yes _ No
Name: Age: ___ Lives with you? __Yes _ No
Name: Age: ___ Lives with you? _ Yes _ No
Name: Age: ___ Lives with you? __Yes _ No

Other Family in Home (Name, Age, and Relation):

Name: Age: ___ Relation:
Name: Age: ___ Relation:
Name: Age: ___ Relation:
Name: Age: ___ Relation:
Referred by: Reason for Referral:

1. Initial impressions and reactions:

2. Precipitating event(s) that motivated them to seek treatment at this

particular time:

3. Presenting problem(s)—give a concrete description, including who,
where, what, how. What is each member’s view of the problem? How is

the problem maintained in the system?
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4. History of the problem—abbreviated form of #3, above:

5. Solutions attempted—including previous therapy:

6. Changes sought by client(s):

7. Recent significant changes—stressors and life-cycle changes (e.g., new job,

move, death, divorce, child leaving home, etc.):

Intersystem Assessment Questions

8. Individual system (s) (intrapsychic components, i.e., cognitive distortions and
irrational thinking, defense mechanisms such as denial, projection; definitions,
predictions, beliefs, expectations, and interpretations; past trauma; addictions;

also include DSM diagnoses):
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9. Couple system (e.g., styles of communication; patterns of dyadic interaction;
linear attribution strategies such as blaming, justification, vilification, rational-
ization, or debilitation; conflict resolution skills; emotional contracts; and so
forth):

10. Intergenerational system (e.g., scripts, boundaries, cutoffs, triangles,
closeness-distance issues, anniversary reactions, attachment style, etc.):

Treatment Plan Questions
11. Hypothesis regarding the client(s):

12. Treatment plan & strategies (individuals, couple, intergenerational):

CHANGE STRATEGY OR
INDIVIDUAL PROBLEMS TECHNIQUES
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CHANGE STRATEGY OR
COUPLE PROBLEMS TECHNIQUES

CHANGE STRATEGY OR
FAMILY-OF-ORIGIN PROBLEMS  TECHNIQUES

13. Prognosis and expected length of therapy (provisional):

14. What are your strengths and weakness in dealing with this client system?

Item Descriptions

Item 1 deals with the therapist’s initial impressions and reactions. It is the therapist’s
first, intuitive response to the couple. Clearly, this item is impressionistic and idiosyn-
cratic. It consists of intuitions about the couple, strong emotional reactions observed
and felt, and projections (countertransference) the therapist may experience. This
item helps the clinician better understand the context in which the case is being
formulated. For example, if the major initial reaction by the couple is one of extreme
tension, fear, and suspicion, then all the data the therapist gathers about the couple
are understood in light of this emotional context. If the therapist feels the couple is
open and relaxed and both partners take some responsibility for the problem, the
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therapist may believe what is being said is open, honest, and direct. The degree of
probing and listening with a “third ear” would be needed less in this case.

Item 2 focuses on the specific event (or events) that have brought the couple to
seek treatment. Of all the reasons couples might have for coming to treatment, most
important is what was the precipitating event that motivated them to seck treatment at
this parvticular time? Unless this question is asked, the therapist may not be told this
critical event. Couples in treatment often report that, even though they had not been
doing well for a number of months or years, they had become accustomed to the
status quo—until a particular event occurred that prompted them to seek treatment.
This event may serve as a catalyst for the couple to seek lasting changes in their rela-
tionship, or they might only be interested in resolving the precipitating event and
then terminate treatment.

Irem 3 has to do with obtaining a picture of the presenting problem(s). The thera-
pist needs to get a clear and complete picture of all the problems partners want to
address in therapy. Each partner is permitted to express his or her perception of the
problem(s). After each one has a turn, they may be asked to comment on or ask ques-
tions about the other person’s perception of the problem. An essential part of asking
about the presenting problem(s) is to get a sense of each problem from an interac-
tional or circular perspective. The therapist always maintains a systemic perspective
and searches for the contributions that both partners make to the problem. By
exploring the sequence of behaviors through a complete cycle, the therapist may
begin to discover the role of each partner. What appears to be a problem in only one
partner may be part of an interlocking system of behavior.

Item 4 asks about the history of the problem(s). Once the current problem(s) is/
are understood, it is useful to find out whether the pattern has been the same or
different in the past. In some cases, the therapist may see the same pattern with rever-
sals in roles. The problem(s) may predate the current relationship, having been present
in prior intimate relationships. If the problem has a beginning in time that can be
identified, it is useful to know what precipitated it. Perhaps the problem began the day
after marriage, after the discovery of an affair, or with a life cycle transition, such as the
birth of a child.

Item 5 is aimed at getting some information about the solutions the couple has
tried in order to solve the problem. In some cases the couple will have a history of
therapy that was unsuccessful. The current therapist will want to know how or whether
their previous therapy ended. Some couples jump from therapist to therapist prema-
turely with no therapist ever given a chance to help. Knowing what happened in the
previous therapy lets the present therapist in on the problems discussed earlier and the
efforts made to solve those problems. Because the previous therapy may have been
unsuccessful or incomplete, the present therapist wants to avoid mistakes made earlier
or interventions that did not fit with the couple. Asking about a couple’s attempted
solutions may also help the therapist learn what has worked for the couple and may
give direction to the therapist in preparing a plan for treatment.

Item 6 gives the therapist the opportunity to find out the couple’s goals. After the
couple has described their problem(s) and it is clear to the therapist what the
problem(s) is/are, the therapist should not make any assumptions about what kinds
of changes are desired. Each partner should be asked what they want changed. The
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therapist must seek to help the couple find some common ground regarding the
changes they want and their goals for therapy, and collaboratively decide on the order
in which the work will be done. Couple therapists often feel compelled to offer inter-
ventions quickly to clients, especially when couples are in crisis. However, doing so
too soon can be detrimental if the couple and the therapist are not clear on the goals
and desired outcomes.

Item 7 recognizes the importance of stressful events in precipitating and/or
creating problems. The therapist may simply ask what changes and stresses have
occurred during the last 2 years, especially the last 6 months. The therapist can also
give some examples, such as a death in the family, health problems, job loss, moving,
the birth of a child, divorce, problems their children are having, or issues with
extended family. Many couples will not connect the level of change/stress in their
lives to their relationship problems. Yet problems such as these have the potential to
place a significant strain on a couple’s relationship. The number of challenges in some
couples’ lives is truly remarkable, and the therapist can help them understand the
consequences of these events for their relationship. Therapists may also ask about the
ways in which their challenges have brought them closer together as a couple.

The first seven items of the case formulation are data-based. Subjective and
objective information is gathered. The therapist sticks close to the data without
drawing many inferences. Items 8, 9, and 10 are more inferential and focus on the
three systems that make up the Intersystem Model. The data are now being organized
according to different levels and theoretical systems. Figure 2.1 (Weeks & Cross,
2004) illustrates how this portion of assessment and case formulation can be organized
around the three interrelated systems.

Item 8, which assesses the individual system, may strike the couple therapist as odd
within the context of a systemic approach. Marital and family therapy started as a reac-
tion against individual psychopathology and therapy (Nichols, 2010). For many years
individual concepts have been viewed as antithetical to systems thinking. Yet, couples
are composed of individuals, each with his or her own set of genetics, beliefs, expecta-
tions, behaviors, history, dynamics, and possible pathology. To deny this fact for the
sake of taking a pure systems perspective would be unnecessarily dogmatic and also
limiting. Consequently, we suggest an assessment of each individual’s mental and
emotional health. This includes, but is not limited to, the individual’s emotional and
cognitive well-being, use of defense mechanisms and cognitive distortions, past
trauma, and addictions, as well as the concepts of definitions, predictions, beliefs,
expectations, and interpretations mentioned earlier in the book. Including individual
DSM diagnoses is appropriate in this section of the case formulation. Therapists also
need to be aware of the physiological limitations of clients. Dattilio (2010) highlights
that there are certain neurobiological processes that can limit change for individuals in
therapy. Some of the struggles the client is experiencing may need to be dealt with by
referral to and/or collaboration with another professional outside of therapy such as
a family doctor, psychiatrist, or neuropsychologist (Dattilio, 2010). For example,
trying to do couple therapy when one partner has a major depression or ADD may not
work. The individual problem may need to be treated first.

The issue of individual psychopathology requires the therapist to consider the
interlocking nature of psychopathology. In our companion text, Goldberg (1989)
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discussed how to view individual pathology from a systems perspective. Some systemic
models assume that partners are equally healthy or unhealthy and that the severity of
individual pathology is often quite similar. That notwithstanding, an area which has
been neglected in diagnosis with couples is that of personality disorders and other
individual pathology. We see numerous cases in which partners present with
co-occurring personality disorders or traits of personality disorders. Some common
combinations of personality disorders are the narcissistic/dependent or inadequate
pair, obsessive-compulsive /histrionic-borderline pair, and the aggressive /dependent
pair. Millon (1981) has written extensively about these personality types in his book
entitled Disorders of Personality (see also Millon, 1999).

Individual diagnoses help the therapist understand and treat the interlocking part
of the pathology. The couple may also need concurrent individual therapy which is
co-ordinated with the couple therapist. Obviously, some individual pathologies
require attention prior to the onset of couple therapy. Severe psychopathology is a
clear contraindication for couple therapy. Cases involving psychosis, severe depres-
sion, suicide, and drugs/alcohol abuse all require individual attention first. In general,
individual diagnoses should not be emphasized with couples, as they may be used by
one partner to project more blame or criticism onto the other.

Item 9is the part of the case formulation most directly concerned with the couple’s
functioning. This item involves assessing the interactional problems of the couple
in accord with any number of marital /couple therapy models and concepts. Some of
the common concepts in this category deal with deficits in communication and
conflict resolution skills, interlocking cognitive distortions, dysfunctional patterns of
interactions, emotional contracts, and inappropriate and blocked emotions. Special
emphasis should be given to understanding how the couple uses attributional strat-
egies, which are designed to externalize personal responsibility and blame the other
partner for the marital problems. In couples, a spouse manifesting certain symptoms
(e.g., depression) may simply blame the other partner for the dysfunctional
mood. The linear attributional tactics seen in couples are, however, more varied than
simple projection.

Four methods of destructive linear attribution have been identified by Strong and
Claiborn (1982).

1 Justification is the practice of assigning the negative or harmful effects of one’s
behavior onto external causes (e.g., “I cannot help the way I act because of my
partner’s behavior”).

2 Rationalization is the practice of denying that one’s internally controlled
behavior was intended to be harmful (e.g., “I just did it [7# being overcontrol-
ling] to help you”).

3 Debilitation involves assigning hurtful behavior to causes inside of oneself but
beyond one’s control (e.g., “I cannot help it; when you do that, I go off. . . . You
should know that and stop what you are doing”).

4 Vilification, in which the other person is made a villain by attributing negative
intent to him or her. Consequently, the partner’s behavior is justified as a
response to hurtful behavior (e.g., “You just have to put me down in front of
your family so you can feel superior”).
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The therapist may note whether these tactics are being used and then work toward
eliminating them.

Item 10 is concerned with how family-of-origin issues may play a role in the
marital dynamics. Patterns learned in the family of origin tend to be repeated in later
relationships. It is beyond the scope of this section to describe all of these patterns.
Readers should be familiar with the major concepts of Bowen’s theory (see Kerr,
1981) and the genogram assessments in Focused Genograms: Intergenerational
Assessment of Individuals, Couples, and Families by DeMaria, Weeks, and Hof
(1999) and Genograms: Assessment and Intervention by McGoldrick, Gerson and
Petry (2008).

Creating a genogram with couples can be an effective way of collecting information
about the partners’ families of origin and finding out more about each individual and
where some of their patterns of thought or behavior may have originated. A traditional
genogram, which is a common assessment tool in couple therapy, is constructed as a
chart that visually diagrams family relationships for individuals in the couple system. A
genogram may include information about children, parents, siblings, and grandparents
as many generations back as may be relevant. It can include a history of addiction,
mental /emotional disorders, abuse, divorce, and so on. In addition to creating a
visual depiction of the clients’ families of origin, therapists may also gather more
detailed information through focused genogram questioning (DeMaria et al., 1999).
A focused genogram is a series of structured questions that help a therapist gather
information about a specific area of a client’s life. This can be valuable in identifying
where patterns of interaction and beliefs may have begun. If a genogram is used
during assessment the therapist, as well as the couple, may begin to get a better
understanding of the couple’s problems. This understanding can be used therapeutically
when creating the treatment plan with the couple.

In addition to the concepts found in these books, there are questions about clients’
family background that deserve mention.

What were the roles you observed in your parents’ marriage /relationship?
What did your parents appear to expect from each other?
What did you learn about being a companion?
How much closeness/distance did you see in your parents’ marriage/
relationship?
How did your parents handle their anger and conflict?
Did your parents show their affection/intimacy openly?
7 How did your parents order their priorities among self, marriage, children,
and work?
8 What emotions were encouraged, allowed, not allowed, denied, or said to
be bad?
9 Were there any traumas in your parents’ marriage such as affairs, abuse, incest,
unresolved grief, or psychological or medical problems?
10 What did you learn about intimacy from your parents?

SN I e
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In cases where the couple is also presenting with a sexual problem, another series
of questions is useful. Larry Hof and colleagues (DeMaria et al., 1999; Weeks & Hof,
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1987) have found that some sexual problems are rooted in family history. Weeks and
Hof published a set of questions to help obtain information pertinent in these cases
(pp- 48—49). An outline of the sexual genogram process, along with these questions, is
listed below.

1

The Sexual Genogram Process

Introduction: Explain and discuss the role of early learning and intergenerational
processes in the development of individual, couple, and family systems. “Life
Scripts,” “Family Scripts,” and “Family Loyalties.”

Creation and exploration of a genogram: Graphic depictions of three or four
generations of each partner’s family (if couple-oriented) or of the individual’s
family, emphasizing facts, feelings, alliances, boundaries, coalitions, closeness,
distance, emotional cutoffs, conflicts, connectedness, patterns, and so on.
Creation and exploration of o sexual genogram: Reconsideration of the multi-
generational system with a specific focus on pointed questions relating to sexuality
and intimacy.

(a) What are the overt/covert messages in this family regarding sexuality/inti-
macy? Regarding masculinity /femininity?

(b) Who said/did what? Who was conspicuously silent/absent in the area of
sexuality /intimacy?

(c) Who was the most open sexually? Intimately? In what ways?

(d) How was sexuality /intimacy encouraged? Discouraged? Controlled? Within
a generation? Between generations?

(e) What questions have you had regarding sexuality/intimacy in your “family
tree” that you have been reluctant to ask? Who might have the answers?
How could you discover the answers?

(f) What were the “secrets” in your family regarding sexuality/ intimacy (e.g.,
sexual abuse, incest, unwanted pregnancies, extramarital affairs, etc.)?

(g) What do the other “players on the stage” have to say regarding the above
questions? How did these issues, events, and experiences impact him/her?
Within a generation? Between generations: With whom have you talked
about this? With whom would you like to talk about this? How could you
do it?

(h) How does your partner perceive your family tree/genogram regarding the
aforementioned issues? How do you perceive his/hers?

(i) How would you change this genogram (including Who and What) to meet
what you wish would have occurred regarding messages and experiences of
sexuality /intimacy?

Exploration and discussion of genogram material/issues with extended family
members: Review of the total process and integration within the treatment plan
for sexual dysfunction.

Genogram assessment may be done early on or scattered throughout the assess-

ment and treatment phase. The use of family-of-origin and intergenerational
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questions depends on the extent to which the problem appears to have an historical
versus current basis. More information on how to collect historical (genogram) infor-
mation can be found in DeMaria et al. (1999).

To this point in the case formulation, the therapist has been reporting information
shared by the couple during assessment interviews and organizing information
according to the three aspects of the Intersystem Model. The remainder of the items
helps the therapist focus on synthesizing the information, generating hypotheses
regarding the couple, and developing a treatment plan and interventions in order to
facilitate the changes that the couple desires.

Item 11 consists of the therapist’s hypotheses based on all the data. Beginning
treatment involves developing some basic hypotheses about the nature and causes of
the problem. The primary hypotheses are listed in this section of the case formulation.
Couple therapists should be deliberate in creating systemic hypotheses that focus on
interpersonal aspects of the couple’s problem(s). For example, the therapist might
hypothesize that the basic problem is one of closeness and distance based on the
husband’s experience of a rejecting mother and the wife’s experience of incest with
her stepfather. Hypotheses are “tested” as treatment proceeds. If the hypotheses lead
to treatment that facilitates desired outcomes for the couple, the hypotheses are prob-
ably valid. If not, the therapist may want to reconsider the hypotheses.

Item 12 is the treatment plan and change strategies. Couple therapists have gener-
ally not stressed this aspect of treatment enough in their work. For each category of
assessment (individual, couple, intergenerational), a treatment goal and strategy may
be formulated. For an individual with severe depression, referral to a psychiatrist
would be an appropriate strategy. In the same case, the denial of depression by the
other partner might require a reframe of the depression so that the “unaffected”
partner sees his/her role in the depression in the system. There also might be an inter-
generational pattern of depressed women in the family requiring some family-of-
origin work, accompanied by sessions involving mother and grandmother. The
treatment plan can involve any combination of techniques, approaches, or strategies.
The plan needs to be developed with an awareness of which changes to make first, the
couple’s readiness for work in different problem areas, and how to build sequentially
on successes. Therapists may share the plan with clients and collaborate with them in
developing it so that it focuses on their need and priorities.

Item 13 is the therapist’s prognosis and estimated length of treatment. Following
the evaluation phase, it is useful for the therapist to be realistic about the outcome
of therapy and to share with the couple the most probable outcome and requisite
effort required in order to meet their goals. Couples often ask about the length of
treatment. Being realistic means starting with a valid contract and commitment to
therapy. If'a couple will need at least 6 months and they are unwilling to go more than
6 weeks, there is little basis for a working relationship. When the therapist has followed
the procedures outlined above, she or he can explain which problems will be treated,
how, with what probable success, and for roughly how long. The couple will be better
informed as to what to expect from treatment and then make an informed decision
about continuing treatment.

Item 14 is designed to help the therapist recognize the strengths he or she brings
to the case and potential limitations or countertransference issues. One therapist may
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find he or she has significant experience in working with conflict in couples, while
another is intimidated by anger because of personal history. The therapist who experi-
ences a countertransference reaction from the outset should seek supervision and/or
therapy to resolve this problem. If the therapist is unwilling to be responsible for the
countertransference reaction, the case should be referred. Treating a case when there
is a countertransference reaction is at best likely to be unsuccessful and at worst
damaging to the couple.

The 14 items covered in this approach to case formulation are by no means exhaus-
tive or unique. It is the combination of items that makes this approach stand out as
more comprehensive than others. As the couple therapist becomes more knowledge-
able and practiced in this approach, this series of questions will become second nature.
To reach this point will require time and persistence.

Conclusion

The purpose of this chapter was to discuss two topics. First, guidelines for conducting
the first few sessions were offered. These guidelines are designed to help the couple
therapist avoid some of the more common difficulties and potential pitfalls that may
occur at the beginning of treatment with couples. The guidelines are just that; they
are not hard-and-fast rules that must be adhered to strictly. The therapist should use
her or his own judgment in deciding when these guidelines do or do not fit. Following
the assessment/evaluation phase of treatment, it is much less important to follow
these guidelines. In fact, they may be contra-indicated in some circumstances. For
example, the therapist may later want to unbalance the system by temporarily taking
sides. This procedure would be done for therapeutic, not diagnostic, reasons.

The second issue covered in this chapter was assessment and case formulation.
Assessment and treatment are usually blended in doing couple work. The difference
is in the emphasis paid to one or the other. The assessment and case formulation
approach described above reveals a procedure for collecting a tremendous amount
of information in a systematic way. Some of the information may be collected
much later in treatment as the need arises and as the need to further develop the
treatment plan emerges. During the assessment phase, at least enough information
should be collected to permit the development of the initial case formulation. The
case formulation is the basic road map that enables the therapist to begin the course
of treatment.
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3

ORIENTING COUPLES
TO THERAPY

Orienting couples to therapy from the beginning of treatment is imperative to the
success of therapy, and it will set the tone for the entire therapeutic process. Most
couples enter therapy with unrealistic expectations and preconceived notions about
the therapist’s role and the process of therapy. Therefore, one of the responsibilities
of the therapist is to be aware of these expectations and correctly inform clients about
the therapeutic process. Appropriate expectations and understanding of couple
therapy can set a positive tone for the entire therapy and for the couple’s relationship
with the therapist.

Important tasks for the couple therapist are: (1) to inquire about clients” general
expectations for couple therapy and to educate where necessary; (2) to teach
couples about specific boundary issues pertaining to length of appointments, fees,
lateness, missed appointments, communication via phone, text, and /or email, and so
on; (3) to discuss general expectations of the therapeutic process, for example,
instructing a couple on how to take responsibility for a session, discussing who speaks
to whom and the importance of balance, and advising the couple not to quote or
triamgulate the therapist in a negative fashion during arguments or discussions at
home. When these issues are clear, the clients can benefit more from the therapy hour.
This chapter will cover each of these tasks.

Unrealistic Expectations

As part of the orientation process, the therapist needs to inquire about the reasons a
couple has initiated therapy and what they expect from the therapist and then to
educate them about any misconceptions. The following misconceptions are often
held by clients at the beginning of therapy.

“We are going to thevapy so that the thevapist will tell us what to do.”

In most cases, instructing clients how to behave or what to do next is not a therapist’s
role. Therapists who direct clients’ every move in their relationship may create a situation
where they become dependent upon therapy, and a systemically trained therapist is not
seeking regressive behavior or dependency from a couple. Instead, couple therapists
encourage active couple participation and insight into areas of difficulty, as well as
facilitating behavioral change that is consistent with clients’ desired outcomes. A
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therapist could describe several images or roles depicting appropriate relationships
between the couple and therapist. For example, the therapist may be 2 guide to help the
couple reflect on key relationship dynamics and to discover what things work for them
as a couple, @ teacher with whom to explore interpersonal relationships, # confronter of
possible cognitive distortions or dysfunctional behavior, & coach to facilitate teamwork
between partners, @ mediator to maintain some balance and fairness in the couple’s
communication, or an empathetic person to talk with during times of stress and
depression. Many images and roles are applicable for a couple therapist.

There are also some roles that are generally not appropriate. In most cases a marital
therapist should not be: a mother or father leading dependent children, an all-knowing
person who does not respect the intelligence of the client, or the sole interpreter of
truth and the meaning concerning a client’s relationship. The therapist should not
claim to possess a monopoly on what is right or wrong for a client, shame a client to
take a specific ethical position, or be a friend who relates to or develops a dual
relationship with couples outside of the therapeutic setting.

“Dm afraid we will be doing all of the talking and the marital thevapist
won’t be saying anything at all.”

Systemic therapists are most often interactive and assertive, not passive. Couple thera-
pists need to demonstrate an active stance during the initial stages of therapy in order
to interrupt destructive interactions and raise the hope that communication can be
less dysfunctional and more nurturing and healing in the future. Lack of interaction
between the therapist and clients is one of the primary reasons couples leave therapy.
Often, a couple is searching for someone who will institute some control, structure,
fairness, boundaries, and the confidence that their relationship can be different in the
future. To accomplish these goals the therapist’s primary tools are sharing insight,
structuring behaviors, changing process, assigning homework, and creatively using his
or her personality to facilitate change.

If clients come to therapy feeling angry about certain issues and an argument ensues,
they are probably re-enacting a communication pattern repeated many times in private.
Such a couple may be seeking therapy in the hope of breaking this repetitive commu-
nication cycle and overcoming feelings of discouragement or rejection. A passive
approach will rarely help couples break their destructive interactional patterns. Passivity
can and probably will lead to more couple conflict and feelings of despair. The therapist
should generally stop negative and harmful communication so that clients feel confi-
dent that the therapy room will be a safe place to express their feelings and learn new
ways of interacting with each other. This may require the therapist to be assertive and
firmly interrupt destructive interactions in order to prevent further escalation.

“I did not think that o mavital and family thevapist would worvk with an
individual. My pavtner will not attend therapy, so I cannot work on our
velationship.”

Systemic issues can be approached in the context of an entire family, a couple, or an
individual coming to therapy. In the systemic framework, change in an individual’s
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behavior can affect the interaction of a couple or a family as directly as change in the
couple or family can affect an individual (Becvar & Becvar, 1999).

One mistake many therapists make is to turn away an individual coming to work
on his or her marriage when one partner refuses to participate. A partner who can
understand how different patterns have developed within a relationship can begin to
realize the part he or she might play in perpetuating or altering those patterns, and
may be able to significantly affect the quality of his or her marriage through individual
changes. In other words, the partner can begin to understand the circular nature of
his or her relationship—that is, how the communications or behaviors of one partner
elicit a response in the other partner and vice versa. On the other hand, if the partner
who comes to therapy insists on spending the time projecting onto his or her absent
partner all of the responsibility for the problems in the relationship, the therapy will
probably not be very fruitful. These clients see the problems in linear terms and blame
their partners for the conflict, in spite of the therapist pointing out how such a view is
counterproductive. For example, a husband might say that his wife does not want him
to drink and have a good time, so he leaves home whenever she returns home to find
him “hanging out” with his friends. He blames her for having to leave because he can
see she is angry. He is unable to see his part in her being angry.

Therapists must assist clients in assuming responsibility for their own actions. Many
times couples come to therapy with the idea that their partner is to blame for the
relationship problems. Ironically, such a view leaves the blaming partner with very
little power to help fix the relationship problems. Thus, it is up to the therapist to
encourage the couple to move away from the blaming tendencies and realize that
both partners helped to create the present relationship and are therefore both respon-
sible for the present state of the relationship (Becvar & Becvar, 1999). This notion
can be very empowering, as it invites partners to take shared responsibility not only for
problems but also for solutions and healing.

Another mistake a therapist can make is to alienate the presenting individual client
who is seeking therapy for relationship problems by having him or her “beg” the
absent partner to come into therapy. The more a reluctant or outright resistant partner
is pressed, the more power the presenting individual may lose in the relationship. This
is because the most power in a relationship is held by the person with the least
investment in whatever is being pursued (Sprecher, Schmeecle, & Felmlee, 2006;
Thibaut & Kelley, 1959). If the reluctant partner finally agrees to come in, his or her
attitude is often expressed thus: “I don’t need to be here. I’'m just here because you
insisted I come” or “You’re the one who wants to come to therapy, so it is your
problem. How can I help you change, because I don’t have a problem?” Such placing
of responsibility onto the partner and lack of desire to be in therapy will probably
undermine the process.

“The success of the thevapeutic process is based on the skill of the thevapist.”

The insight and skill of the therapist are certainly key components to the success of the
therapy. However, a seasoned therapist will realize and accept his or her limitations,
particularly when clients are highly resistant to working productively on the relation-
ship. A client needs to be taught that responsibility for movement in therapy depends
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on each participant. The inexperienced therapist who is overly anxious or insecure can
assume too much responsibility for change. For example, he or she could lecture or
be more invested in client growth than the couple. In so doing, the therapist can
inadvertently teach the clients not to be self-responsible, and take more responsibility
for client movement or growth than the clients. However, as Napier and Whitaker
(1978) wisely observed, the clients need to win the battle for initiative in treatment.
Getting both partners to accept responsibility for the problem is, therefore, a goal of
the systemic therapist. Then, if change occurs, the clients can attribute the change to
themselves and not to the therapist. The therapist who claims responsibility for client
growth and movement disempowers the couple and diminishes the effectiveness of
therapy.

“A male or female thevapist will be move sensitive to my needs.”

A competent therapist of either gender will be able to maintain balance and be fair and
just with both partners. Maintaining balance involves confronting, sharing empathy,
and talking to each partner in an equal and fair manner (see Chapter 5 for further
discussion of this principle). The therapist who continually ends up siding with one
sex or the other is likely in need of personal therapy before continuing to practice
conjoint therapy. Continual siding suggests transference or countertransference issues
that the therapist may not have worked through from his or her family-of-origin
experiences.

When a therapist senses that one or both partners are fearful of being sided against,
it may be helpful for the therapist to verbalize how every attempt will be made to keep
a balanced perspective and to look at mutual responsibility. For instance, this conver-
sation may begin by asking a client, “Do you think that because I am male/female
I may be more likely to side with one of you?” Direct questioning and discussion of
this issue with a couple might calm anxieties about issues of fairness in terms of gender
and make the clients aware that the therapist recognizes and understands such
concerns. The therapist may also ask the couple to voice their concerns during
conjoint therapy if they believe the therapist is siding on the basis of gender.

If the client maintains the bias that a therapist of one sex or another will be more
sensitive to specific issues and is resistant to the therapy, referral should be offered. It
is probably better client care and more productive for the therapeutic process to help
the client begin therapy with a minimal amount of bias or prejudice.

“Omnce the therapeutic process begins, it will never end.”

Clients sometimes fear entering therapy without knowing how long it will last, how
to know when treatment is finished, or how to end therapy. It is often helpful for the
therapist to explain that this process is to help them, it was their initiation that
determined when they began therapy, and zhey will determine how much each invests
in the process and when they are ready to end treatment. Therapists can share with
couples that the purpose of therapy is to help them achieve their goals and learn to be
self-sufficient in their relationship, rather than depending on therapy to solve their
problems. A therapist who needs a particular client for ego gratification or financial
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security should not be doing therapy. Such needs can override sound therapeutic
judgment.

Clients entering marital therapy can be taught that the duration of marital and
family therapy can last anywhere from several sessions to several years, depending on
what the couple wants and needs. If the couple feels they have the power to determine
the length and frequency of therapy, they are more likely to invest in the process. A
therapist might say to a client, “I’m not sure how long the therapeutic process should
last. In general, therapy continues until your goals are achieved. Many variables can
contribute to that decision. Let’s first take some time to see if it is helpful, and if not,
we can decide on other directions, or I can refer you to another therapist.”

General Boundary Issues

Most couples come to therapy with some difficulty in establishing effective inter-
personal or structural boundaries. Many couples are enmeshed or disengaged due in
part to boundary problems in their respective families of origin (Boss & Greenberg,
2004; Minuchin, 1974; Nichols, 2012). If the therapy and the therapeutic relation-
ship between client and therapist 4o zot model healthy boundaries (i.e., flexible rather
than rigid or chaotic), the client’s dysfunctional boundary problems can be re-enacted
in the therapist—client relationship and in the overall therapeutic process. The therapist
needs to maintain appropriate boundaries in both the content and process of therapy.
The health and welfarve of both therapist and client are at stake. The following discus-
sion will illustrate and explain five kinds of boundary issues.

Length of Sessions

Most therapists work on a 50-minute hour. Clients need to be told this limit directly
and, if possible, to pay at the beginning or prior to the beginning of the session. For
example, they should have their check written out before the session begins. The
process of finding the checkbook, writing the check, figuring out the correct date, and
recording the correct check number, while often talking to the therapist at the same
time, is an awkward and cumbersome period of time. A client has the right to a full
session and the therapist has the right to take a break before the next therapeutic hour
begins. It is the therapist’s responsibility to keep track of the time and set boundaries
with clients.

The reasons a therapist might not appropriately set boundaries relative to the
length of sessions are quite diverse and most often indicative of unresolved personal
issues or insufficient structuring skills. Possibly, the therapist is taking too much
responsibility for the movement or growth of the couple and believes that one more
intervention will make the difference. Or therapists may be concerned clients won’t
be happy with them or the treatment if they indicate that they need to wrap up the
therapy session when clients still have more they want to address in the session. One
of the worst effects of not placing boundaries on the length of a session is that it may
reinforce clients in putting oft dealing with significant material until later in the
session, often when there is not sufficient time to address the issue sufficiently. A
client who knows that the therapist is going to start and stop on time is much more
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likely to be prompt and invest in substantive material early in the session. Additionally,
therapists may decide to schedule back-to-back sessions with some clients. Although
there may be some situations in which this is warranted, it is a myth to think that
because some movement and insight were achieved in one hour, twice as much can be
accomplished in two.

Lateness

In general, if a couple is late for a session and the therapist accommodates this by
exceeding the set ending time (usually ten minutes to the hour), they will be encour-
aged to not worry about being prompt. The therapist can unwittingly collude in a
couple’s resistance and manipulation by not setting limits. Lack of personal limit
setting can result in a therapist feeling disrespected, frustrated, and abused. A thera-
pist should explain to the couple that if they are late, the time cannot be made up;
however, if the therapist is late, the full 50-minute session will take place.

In couple therapy, one protection against triangulation of the therapist is to not
visit with the one partner of a couple who comes on time. A therapy session begins
when both partners arrive. Waiting for both partners to be present before therapy
begins is a rule that should be explained to the clients. The issue of always starting
sessions together becomes less important when considerable trust and a balance of
perspectives have been established between the couple and therapist.

Missed Appointments

In the first session, it is helpful to explain the ground rules concerning missed
appointments. If the client misses an appointment, especially more than once, the
therapist in most cases should charge the client and set up another time to meet.
The therapist who communicates clearly to a couple that at least 24 hours notice is
needed for a cancellation, or the clients will be charged for the therapy hour,
demonstrates appropriate boundaries and self-respect. Therapists who do not set up
these kinds of parameters will find themselves feeling abused by the whims of clients
who are too tired to come to therapy or who found, due to resistance, something
more “fun” to do. If the therapist makes a mistake and misses an appointment or
schedules two clients at the same time—hopefully a rare occurrence—it is important
that he or she makes up the session for the couple that is turned away and does not
charge them for that session. The client has made the trip to therapy twice and has
been seen only once.

Phones, Knocking, and General Disturbance

Many couples come to therapy because they have been unable to establish effective
boundaries regarding their children, parents, work, or personal lives to allow for
protecting and strengthening their marital relationship. The therapy must model
appropriate boundaries, which are needed for a couple to develop definition, security,
and stability. Therapists can inform clients that, in general, during a session they will
not be disturbed. They should not answer the phone, go to the door, or do anything
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that would detract from their focus on the clients in session. In turn, the therapist
should convey his or her expectation that clients should not answer phone calls or text
messages during session unless it is an emergency. Furthermore, clients should not
knock on a closed door, but should wait in the appointed waiting area.

With some possible exceptions, a client should be taught to honor the boundaries
of the therapist and not call him or her at home or at a private number. Clients with
few boundaries can intrude upon the therapist’s personal time and undermine the
therapy by having private conversations which exclude one partner. An exception
might be a therapist giving his or her telephone number, and permission to use it, as
a demonstration of caring and concern, particularly in cases when a client might be at
risk of self-harm or suicide. Sometimes it is easier for a therapist to request that a client
call during certain hours to change appointments or express concerns that cannot wait
until the next session, instead of playing telephone tag. In general, if the therapist feels
confident that a client will honor the boundaries and respect the time of the therapist,
he or she may be more willing to give out his or her telephone number. If the thera-
pist misjudges and ends up getting interrupted unnecessarily, she or he needs to be
able to effectively set boundaries with the client to stop unnecessary phone calls and
further intrusion.

Payment

Therapists who are confident about the services they provide feel appropriately
entitled to receive payment for their services at each session. Therapists who do not
collect payment do the therapeutic process an injustice. Couples who do not pay may
resist working, not take the work seriously, prolong the length of therapy (Bishop &
Eppolito, 1992), or in a passive-aggressive manner set up the therapist to become
frustrated and angry. Furthermore, a therapist who does not insist on payment can
establish client indebtedness and a subsequent imbalance of power. When a client
feels that he or she owes a therapist for sacrificing his/her time and energy, the
dynamics of guilt and obligation can be manipulated. For instance, a couple may not
terminate therapy when they feel it is appropriate because the therapist has been so
generous with his or her personal time, or a therapist might manipulate a couple to
stay in therapy by sharing feelings of self-sacrifice. Therapists must let clients know
that payment is expected at each session. If a client does not pay for a session (e.g., if
they forgot their checkbook), the therapist may decide not to schedule another
appointment until payment is made. Otherwise, the client may develop a pattern of
“forgetting” their money.

If the therapist charges on a sliding scale, the negotiation of a fee for service gives
the therapist a great deal of information about the client, and the client gains insight
into the therapist. The therapist can learn how resistant or lackadaisical a couple might
be if comments made by the couple in the negotiation suggest that therapy might not
be a priority. Early patterns of manipulation might appear at this time when a couple
hedges on the actual amount of their income. Cries of poverty, combined with
planned vacations on a later date or other discretionary expenses such as expensive
electronic devices or satellite TV, can create feelings in the therapist of being misled
and used.
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Conversely, a couple who negotiates in good faith for a lower fee or agrees to
the fee presented by the therapist communicates a respect for the therapy, personal
motivation, and valuing the therapist’s time. A client learns a great deal about the
therapist who lowers every fee and doesn’t insist on payment. Perhaps the therapist
does not value his or her own time or have a high regard for his or her competence.
The way a therapist negotiates fees, the degree of flexibility, the tone of voice, and
the level of anxiety can raise hope and respect or, conversely, erode confidence in the
therapist.

In general, negotiation of the fee is a good way for the therapist to learn
about a client’s investment, resistance, control needs, and assertiveness, while the
client can learn about a therapist’s professional identity and confidence. The dynamics
surrounding the setting of fees and timely payment can either teach effective
boundaries and self-respect or become a dysfunctional aspect of the client—therapist
relationship. Thus, it is imperative that the therapist sets clear boundaries regarding
fees and stays consistent in upholding those boundaries.

Confidentiality and Ethical Concerns in Couple Therapy

Couple therapy, when compared to individual therapy, presents therapists and couples
with some unique and often challenging situations related to a variety of ethical
concerns, including confidentiality. Therapists must be cognizant about not becoming
secret-keepers between the couple, in particular if one partner reveals a secret when
the other partner is not present. According to the AAMFT code of ethics (AAMFT,
2012), individual conversations are protected, and therapists may not reveal indi-
vidual confidences to others in the client unit without the written consent of the
individual (Wilcoxon et al, 2012). Thus, the therapist who chooses to meet with indi-
vidual partners may put themselves in a situation in which they must keep track of
what information is confidential and what information all clients know. This task can
become draining and can make it difficult for the therapist to conduct therapy effec-
tively. Additionally, therapists may struggle in this situation because they cannot
breach confidentiality, but at the same time, withholding the secret may interfere with
the success of the therapy (Kuo, 2009).

A way to avoid the above situation while adhering to the ethical principle of
confidentiality is by having clients sign a consent form that states the therapist will not
keep any secrets (Kuo, 2009). However, this policy may cause clients to be hesitant to
open up to the therapist. Therefore, many therapists tend to find a happy medium
between secrets and no secrets in regard to their confidentiality policy. In this policy,
therapists reveal secrets if it is vital to therapy (Habrel & Oberle, 2012). When
receiving the consent of clients for this type of confidentiality policy, it is important to
list examples of what the therapist considers vital to therapy, such as extramarital
affairs (Kuo, 2009). In this way, if a client tells the therapist one of these secrets, the
therapist is able to reveal the secret without breaking confidentiality.

Therapists must determine their policy on meeting with individual partners and
communicate this clearly to the couple in the first session. Some may use the strategy
described above. Others may choose not to meet with individual partners at all
in the context of couple therapy. Still others may agree to meet with individual
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partners upon their request, but only with the full knowledge of the other partner.
Furthermore it is important to offer equal time to both partners in order to keep
therapy balanced.

General Expectations of the Therapeutic Process

Issues of Personal Responsibility

Many couples come to therapy expecting the therapist to somehow solve their prob-
lems. “Tell me what to do.” Many couples make this statement directly, while others
indirectly attempt to get the therapist to claim or to take responsibility for change.
With some partners, it is as if they are saying, “Tell me what do (but don’t ask me to
do anything).” The therapist who takes responsibility for the content and emotional
energy of a session might find himself or herself working very hard, often feeling
exhausted at the end of the session. Furthermore, a client who does not accept enough
responsibility can have the luxury of sitting back in a resistance mode, wondering why
the therapist is not more effective. Beginning therapists may be especially susceptible
to taking too much responsibility for client change.

In order to avoid this situation, therapists should discuss their expectations for
clients during the initial session, letting them know that each member of the couple—
therapist system has responsibilities and that the clients will need to take responsibility
for the changes they desire to see. This requires that the clients be committed to
therapy both by attending scheduled appointments and by implementing at home
what is learned in a session by following through on homework assignments. If clients
are resistant to taking responsibility and try and shift it onto their partner or the thera-
pist, the therapist may need to address this explicitly and remind clients of their
responsibility for change.

Enabling the Client to Begin the Session

In between sessions, the couple should be working on their relationship and planning
to bring to therapy communication difficulties, results from homework assigned in
the previous session, insights, and issues that stymie or confuse them. If clients know
that their session will begin with a directive or structure chosen or imposed by the
therapist, they will most likely be passive and defer responsibility to the therapist. A
therapist who insists on controlling the content and direction of the session under-
mines the message of client responsibility for change and successful outcome.
However, if the direction and content of the therapeutic hour is left to the initiation
of the clients, the message of responsibility is reinforced, and they are more likely to
have talked and processed material between sessions and will arrive at therapy with
issues and concerns on which to focus.

A therapist who gives vesponsibility to clients will begin a session with silence or with an
open-ended question. Open-ended questions do not guide the content of the answer
or the direction of the session. In addition to addressing a couple’s interactional
patterns, therapeutic growth often requires clients to be self-reflective and to explore
themselves from the inside out. When the clients begin the session, it forces them into
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self-reflection and self-confrontation and may help reveal hidden resistances. Therapists
who initiate the content of a session can thwart the sharing of clients” most important
insights and fears.

Examples of open-ended questions are:

e Where would you like to begin?
e What should we talk about today?
e How would you like to use this time?

Therapists mistakenly believe they are giving responsibility to the clients when they
ask closed-ended questions, but in fact, they are controlling the content and process
almost entirely. Examples are:

e Did the two of you have any challenges or problems this week? (The couple ends
up talking about what didn’t go well, when they may have wanted to share their
successes).

e Have you been feeling angry? (A client then talks about feeling angry instead of
anything else.)

e Did you do your homework last week? (Then the client does not begin with the
feeling or idea that he or she wanted or intended to share or discuss.)

e Would you like to begin with what you said last week? (Clearly the therapist is
setting the agenda. This information can be requested at a later time in the
session, but hopefully not at the expense of the couple’s agenda.)

Another type of interaction that results in transferring responsibility from the clients
to the therapist is when clients’ passivity is demonstrated in the “question and answer
game.” An example of this kind of difficult and exhausting interaction is given below:

Therapist: How are you today?

Couple: Fine.

Therapist: ' What would you like to talk about?

Couple: We aren’t sure.

Therapist: How about discussing the intimacy in the relationship?
Couple: What about . . .?

This type of question and answer sequence can be endless. In such a process, the client
takes little responsibility for exploration into personal issues or difficulties, and the
therapist continually tries to guess what would be meaningful content. Therapists will
know that this dynamic is occurring when they are spending all of their mental energy
in the session trying to figure out the next question. By worrying about how to frame
the next question during an interactive process, the therapist will be distracted and
will not be able to listen effectively to the clients. When couples take responsibility for
the content and process of a therapeutic hour, therapists can monitor and guide
instead of remaining responsible for the content of the interaction.

Another difficulty with a question and answer process, when used during initial
sessions, is that of setting a standard and/or expectation for the couple about what
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the therapy is going to be like. Once this mental and behavioral set has been estab-
lished, it is difficult for couples to make the shift from the therapist asking questions
to taking responsibility for the content of the session. An intake should not only
include therapist inquiry, but also give to the couple a sense of their central role
through their interaction and exploration. Couples should begin to learn that they
have some responsibility from the very first session.

A therapist might encourage client responsibility and investment by saying
something like, “I could ask you many questions that I may think are important, but
I would rather focus on your ideas, perceptions, and questions and have you talk
about them together. I won’t be silent for long and will ask for clarification and
insight into your understanding of the strengths and weaknesses of your relation-
ship.” The skill in this process for the therapist is to explore the relationship with the
couple through the specific themes and emotions that may surface as the clients
take responsibility for sharing the presenting problem(s).This approach is in contrast
to asking unrelated or discontinuouns questions about the couple relationship and
family of origin as if the therapist were reading off'a list. For example, if a couple state
that they feel the relationship has grown very distant, the therapist can orient
the discussion about the relationship and the family of origin around the idea of
distance. The history, feelings, origins, and behaviors of the couple can all be explored
using distance as a theme. If a wife states that she feels very abandoned and the
husband retorts that he feels smothered, the feelings of abandonment and smothering
can be focused on and explored as the therapist gets to know the couple through
the concerns and feelings of the couple, and not an unrelated set of “standard” ques-
tions from the therapist. Using the themes and feelings presented by the clients
places responsibility for the presentation of material with the clients and not on the
questions of the therapist.

Facilitating Communication Between Partners as Central to the Process of
Couple Thevapy

Couple therapists should create the expectation that clients will come to therapy
having talked at home and will be prepared to discuss significant issues both between
themselves and with the therapist. To establish the expectation that clients will speak
directly to each other, rather than always through the therapist, part of the initial
session should include the couple spending time talking to each other while the thera-
pist observes. In addition to establishing a pattern for the therapy sessions, this
dialogue helps in the assessment of reciprocal patterns (Minuchin & Fishman, 1981),
which then can begin to be processed in the session.

The most natural way to introduce the idea that the therapist would like the
couple to talk to each other is to redirect the conversation away from the therapist
to between the partners. Most often, each partner, due to some fear of emotional
intimacy or vulnerability with their partner, will be intent on sharing directly with
the therapist her or his specific version of the couple’s difficulties. While it is important
for the therapist to listen empathically and respond to each individual to facilitate
joining, ultimately it will be positive communication between the couple that will
create healing and reconciliation. Butler and colleagues (Butler & Gardner, 2003;
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Davis & Butler, 2004) have developed a very effective approach to structuring
enactments, or therapist-guided couple interactions, in order to facilitate direct
communication between partners in session (see Chapter 12 for an expanded
discussion of enactments). With repeated therapist insistence on partner
communication, the couple will soon realize the therapist will not fill up therapeutic
time with lectures and advice, but is far more interested in the couple’s communication
patterns in and out of therapy.

Confronting Blame and Judgment and Inspiving Self-vesponsibility

The most common presentation in therapy by each partner is to place blame and
responsibility for the couple’s difficulties on the other partner. When clients are asked
to describe what brought them to therapy, often the response from each partner is
essentially mutual finger-pointing. As both are sure the other is the primary cause
of the difficulty, each attempts to align the therapist to his or her perception. As
the therapist stays balanced and fair, she or he attempts to empower the clients by
helping them come to see their specific contributions to their difficulties and begin
the process of accepting responsibility. Central to all systemic thinking is the idea that
a change in one part of the system can bring a change in the system as a whole, and
clients have a great deal of power to change themselves and relatively little power to
change their partners. Communication patterns that are characterized by blaming can
be broken through the client’s acceptance of individual responsibility and behavioral
change.

Warning the Client Against Quoting the Therapist ov Using the Therapist’s Name
at Home in o Destructive Manner

Therapists may want to suggest that clients not use the therapist’s name or words. It
is sometimes helpful to suggest that the therapist’s name or words not be used in
order to support one person’s perception over the other in the couple’s communica-
tion at home. “Dr. ___ said . . . >—especially when attached to a misquoted or badly
communicated “fact”—can create anger and dissatisfaction with the therapy. Such
statements often convey blame or are used to criticize the other partner, which will
likely undermine the possibility of constructive dialogue. If the conversation gets
heated enough, both partners might become angry with and attribute blame to the
therapist. If clients do repeat information, feelings, or ideas about a session, they
should communicate them as their own subjective experience. “I believe” instead of
“the therapist said” will lead to a healthier discussion without putting the therapist in
the middle of every conversation.

The use of the therapist’s name or a recollection of things discussed in therapy can
be useful in specific couple interactions if each individual has a positive regard for
one’s partner, feels that the therapist’s suggestions will be helpful, and has a desire to
share sensitively and reflectively with his or her partner. “Dr. ___ said that we should
be talking amongst ourselves, how about tonight?” is an example of a couple using
the name of the therapist positively in order to strengthen their resolve and initiate
more intimate communication.
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Conclusion

In summary, many couples come to therapy with apprehension, unrealistic expecta-
tions, and a lack of information about the roles and boundaries of clients, therapists,
and the therapeutic process. Educating the client on some of the above-mentioned
issues and making what might seem obvious to the therapist explicit to the couple can
prevent a great deal of misunderstanding and help the therapy begin in a healthier,
more productive manner.
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4

SYSTEMIC
CONCEPTUALIZATION
AND TREATMENT

A systemic approach focuses the couple therapist’s attention not only on the individual
but also on the interpersonal context in which the individual partners relate. Systems
theory delineates the interrelatedness of family members to each other, with an
understanding that the behavior of each member of a family cannot be understood
and treated in isolation (Bevcar & Bevcar, 1999; Bowen, 1972). An ability central to
systemic thinking is to differentiate linear conceptualizations and interventions from
systemic ones. Many couple therapists have never made the conceptual transition
from a more linear and individual approach to one that is more circular and systemic.
Because a great deal of Western culture and psychotherapy education is designed
around almost exclusively linear and individualistic ways of thinking, it is virtually
impossible for some therapists to reorient their conceptual perspectives to include
assessing, questioning, and intervening with clients in a circular, systemic manner. In
contrast to a linear epistemology, which views reality as one event causing another
in a linear fashion, circular epistemology embraces a circular model of causality that is
multicausal and multidetermined.

Linear thinking is grounded in individualistic and mechanistic worldviews which
lead therapists to probe merely for cause and effect. Clinical questioning and
conceptualization grounded in linear causality may neglect clients’ interpersonal
context and limit a therapist’s understanding of clients’ thoughts, feelings, and
behaviors. For example, in the interchange below, each of the therapist’s questions asked
without the other is quite linear. However, combinations of linear questions can develop
a circular understanding of the nature of o couple’s interaction (see Figure 4.1).

For example:

Therapist to Wife: Why do you get so angry?

Wife: Because he always withdraws from me.
Therapist to Husband: Why do you withdraw?

Husband: Because she is always so angry.

In this case, withdrawal and anger contribute to and are exacerbated by a circular and
reciprocal pattern. They fit together, as two pieces of a puzzle might, although in a
destructive manner. Singular linear questions that do not probe the interrelatedness
of behavior can result in a therapist or client attributing blame by focusing the respon-
sibility for a problem or conflict upon a single person or event. Using the above
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Get angry

Withdraw

Figure 4.1 Circular Nature of Couple Interaction

example, the wife blames and justifies her anger on the basis of her husband’s with-
drawal. The linear-oriented therapist may think the same way and attempt to solve the
problem by helping the husband not to withdraw, while not examining the eftect of
the wife’s anger on the pattern of withdrawal.

Linear thinking could be diagrammed as A — B. If the notion that A causes B is
true, then fix A, and B will be fine. However, it is equally valid that the wife’s anger is
contributing to the husband’s withdrawal. Consideration of the interaction of anger
and withdrawal brings the therapist from a more linear perspective to a more circular
one. Linear thinking does not take into account the more complex, circular, and
interrelated nature of human behavior and interrelationships, because it focuses
responsibility in only one direction.

In comparison, systemic thinking includes causality, but extends the concept to
include identification of circular and reciprocal patterns (Watzlawick, Beavin, &
Jackson, 1967; Watzlawick, Weakland, & Fisch, 1988). The diagramming of such
patterns would be A — B — A — B — A ad infinitum (Penn, 1982). In systemic
thinking, discovering who is at fault or who began the problem is secondary to
exploring how each partner, family member, influences of family of origin, societal
values, and so on contribute to the reciprocal patterns. Of course, circular interper-
sonal patterns are not limited to problematic interactions. If the client says, “I am
happy because my husband is so attentive,” the therapist who thinks in a systemic way
will likely discover that the husband is attentive, in part, because the wife is happy.
The feelings of happiness and resulting intimacy experienced by both partners form a
positive circular and reciprocal pattern.

Therapists who think linearly tend to stay focused on the individual, while systemic
therapists will look at the relationships and processes between partners, families, and
social contexts (Nichols, 2010). Systemic thinking reinforces the idea that even an
illness such as depression, with its “cause” perhaps rooted in psychobiology, sti// has
enormous interpersonal ramifications for spouses and family members. The role and
function of the depression, and how the partners and family members respond to the
depression or those with the depression, are always significant factors in relationship
dynamics and the depth of the depression itself.
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The relationship of any behavior, emotion, or thoughtful expression to the
personality of the individual, marital relationship, family, or society is always key
(Pierce, Nichols, & DuBrin, 1983). It is the function and purpose of behavior
that can be elaborated more fully in systemic thinking. What was the behavior for?
How does the behavior fit into the relational patterns? Where does the behavior
come from? What things serve to maintain the behavior? How was it influenced
by family of origin? This chapter will illustrate linear and circular or systemic princi-
ples, questions, and techniques for the couple therapist secking to intervene in
diverse ways.

Circular Questions Deepen the Meaning of Linear Questions

The information elicited by circular questions extends beyond the traditional linear
inquiry of individually oriented psychotherapists. Circular questions deepen the
meaning of linear questions and provide more in-depth understanding of clients and
relationship contexts and patterns. For example, if the client says, “I feel depressed,”
linear questions might be:

1 What caused the depression?

2 What event started the depressed feelings?

3 When did you first notice the depression?

Questions that seek a more systemic understanding might be:
1 Is anyone else in your family depressed?

2 How does your spouse respond to your depression?

3 What role does depression play in your marital intimacy?
If the client says, “I am furious!” linear questions might be:

1  What causes you to be furious?

2 When did you get so furious?

3 Who causes you to be so angry?

Systemic questions might be:

—

What does your spouse do when you are furious?

2 What is the relationship between your anger and your ability to be intimate and
vulnerable?

3 Were cither of your parents angry in a similar manner?

Both types of questions are important. However, the systemic questions are going
to enrich the therapist’s understanding of how an individual issue is part of a couple
or family pattern in ways that linear questions will not. Linear questions give the
therapist a more narrow view of the etiology and understanding of an individual’s or
couple’s behavior. Such a viewpoint is limiting for the therapist and the couple. If we
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look at an individual within a couple as just an individual, then when considering the
individual’s problem, we have an individual who still has an individual problem
(Collins & Tomm, 2009). However, recognizing relationship contexts and couple
patterns can provide additional insights and possibilities for change. The individual’s
problem is embedded within the couple and may be an expression interlocking
patterns of behavior. By focusing just on the individual, the nonsystemic therapist
completely misses the etiology and /or function of the problem.

Although looking for cause and effect can be enlightening, looking at participation
and responsibility as part of a more complicated set of circumstances and relationships
will give the therapist more opportunity to intervene and change couple patterns. The
question “Who caused you to be so angry?” will possibly lead to the identification of
one person as the cause. Asking the question “Were cither of your parents angry in a
similar manner?” begins the process of a client looking at family-of-origin patterns
and developing insight into how anger has affected his or her past and current rela-
tional patterns. Furthermore, asking circular questions such as “What does your
partner do when you are angry?” shifts attention to the relational and reciprocal
impact of the partners’ behaviors.

Circular Questions and Balanced Intervention

One of the primary responsibilities of the couple therapist is to remain balanced and
to demonstrate fairness by relating to both individuals of the dyad. “There are two
sides to every coin” and “It takes two to tango” are colloquialisms that suggest the
importance of looking for shared responsibility in any couple issue or problem. When
the therapist thinks linearly, it is often quite difficult to remain balanced and fair
because blame can more easily be attributed to one partner instead of viewing blame
within its social context (Nichols, 2010). The therapist can be easily inducted into a
couple’s dysfunctional pattern by listening and agreeing with one partner’s descrip-
tion of the other’s faults. By thinking systemically and looking at the circular patterns
of behavior, the actions of both partners are taken into consideration.

Circular questioning is a fundamental aspect of systemic hypothesizing (Tomm,
1984). It allows the therapist to visualize the problem in a systemic manner without
placing blame on a single individual. Within systemic thinking, circular questioning
also allows the therapist to look at family beliefs, behaviors, rules, and patterns.
Additionally, by extending the understanding of systemic thinking beyond the couple,
the therapist seeks to encourage both partners to look at patterns of relating in family-
of-origin and other social contexts. The systemic assumption that nothing happens in
a vacuum and that both partners should be held accountable makes balance and fair-
ness casier to establish.

It is important the therapist encourages each partner to speak his or her mind when
answering circular questions. In doing so, the couple begins to think systemically as
they listen to the effect of individual actions on others individually within the system
and how individual actions affect the entire family system (Tomm, 1984). A transition
from linear to circular thinking frees both therapists and clients from the need to
assign blame. They can then focus their attention on how each partner can be part of
the solution.
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Learning to Think in a Systemic Manner

How does a therapist learn to think in a systemic way? Part of the answer is to look for
the meaning of any behavior outside of, as well as inside of, the person exhibiting the
behavior. Consider the following examples.

1 A woman client begins to cry during a conjoint therapy session. Linear thinking may
lead the therapist to ask who or what caused her to cry and probably limit the
inquiry to that understanding. A more systemic thinker will attempt not only to
understand why she is crying but also to ascertain the function and purpose of
the crying for both the individual and the system in which she relates. For
instance, the therapist will notice how the spouse or partner responds to the
crying. If the partner becomes angry in response to the crying, perhaps it means
more than a sharing of a sad feeling. Crying may be used to manipulate or to
elicit guilt. The partner’s anger may be a safer way of expressing feelings of fear
or incompetence. In such a manner, the couple might create distance from each
other. There are many possibilities for the meaning of crying and the response of
anger within a dyad.

2 A husband grows very hostile towards his wife. Before the therapist responds or
intervenes, it is crucial that she or he look over at the wife to understand her
response. The nature of the response will provide the therapist with an increased
understanding of the meaning and purpose of the hostility. If the woman with-
draws, maybe the husband is trying to create or provoke rejection and withdrawal.
If the wife yells back in a hostile way, perhaps this is the only way that the couple
is able to stay out of depression or knows how to connect. The man’s hostility
may be grounded in feelings of powerlessness. Once expressed, it may serve some
personal and systemic function. The therapist can examine each partner’s
reaction in order to better determine the meaning of the hostility from
multiple perspectives.

3 A man states, “I really feel sad.” On the surface this statement seems to be asser-
tive and quite revealing. Because the therapist thinks in a systemic way, she or he
searches for understanding by looking at the partner’s response. To the thera-
pist’s surprise, the woman is disinterested. When asked about her disinterest, the
woman states that whenever her husband wants sex later in the day, he starts to
express his sadness and vulnerability early in the morning. He has a circuitous and
passive way of asking for intimacy and care. The therapist discovers that the wife
is angry about her husband’s indirectness. The husband asks circuitously in part
because he fears his wife’s anger or rejection. The couple’s sadness and anger
then organize in a circular fashion. Systemic interpretations can aid in the thera-
pist’s understanding of the function of a specific individual’s behavior. In the
above example, “I really feel sad” was not a catharsis or an attempt to share an
emotion to establish intimacy, but an indirect request for sex, which was then
perceived as a manipulation by the partner. The therapist, however, will not know
this if he/she immediately intervenes with linear questions.

4 A husband states, “Every night when I come home from work I approach my wife and
try to be very affectionate.” The therapist who concludes, without inquiry, that
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this statement is sensitive and caring is not necessarily thinking in a systemic way.
A systemic therapist may wonder, “When the husband is affectionate, what does
the wife do in response?” Upon further inquiry, the therapist finds that every
night just before the husband comes home, his wife becomes agitated and with-
drawn. When the husband approaches, his wife wants to pull back. The affection
now takes on a new meaning. The husband may be unconsciously distancing his
wife because he knows that she will withdraw upon his approach. He can then
criticize her unavailability and justify his own behavior. This example of one
partner reaching out in a seemingly affectionate way for the purpose of distancing
his partner is a common marital dynamic (Napier, 1978). The systemic therapist
must be able to sit back and be enough of an observer of the couple’s process to
determine how a singular comment or behavior by one partner is related to the
behavior(s) of the other.

5  When a woman states, “I really understand how I have let you down. Please give me
another chance,” the man receiving this message remains unforgiving and rigid in
bis vesponse. The therapist can confront the man for not being more open by
saying, “This was a clear, reasonable, and assertive request by your wife.” But
what the therapist may not understand is that the woman’s statement is part of a
dance that the couple does together (Lerner, 1989). After the woman asks for
forgiveness several times, the man finally softens and becomes more giving. As
soon as this occurs, the woman disappoints the man again, and he becomes
enraged and rigid as the cycle repeats itself. Both spouses feel abused and rejected,
which are old repetitive feelings perhaps derived from their families of origin.

Once the message sent and the partner’s response are understood and their inter-
relationship is noted, the function of a behavior can be examined as it relates to the
couple’s relationship, their families of origin, partners’ levels of differentiation, indi-
vidual personality, and self-concept. Partners who recognize systemic patterns, their
origins, and the effects on their behavior are better able to take some personal respon-
sibility to change him- or herself, the couple patterns, and other relationships in which
the patterns are manifested.

Systemic Thinking Leads to Wider Interpretation and
Intervention

Systemic thinking leads to other types of questions and interventions that assist the
therapist in his or her understanding of the intricacies of a couple’s relationship and
their extended family relationships. A therapist who thinks systemically assumes that
behaviors of a couple are not random but intricately connected. What one partner
receives from another is not by mistake, and often there are some, or many, covert or
overt dynamics creating patterns and responses that, positively or negatively, are of
service to each individual. By exploring with clients the interrelated nature of their
interactions, couples may come to see and be able to break free from constraining
patterns.

For example, in the frequently observed reciprocal patterns of anger in response to
withdrawal and vice versa, one systemic intervention is to probe whether the person
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who is angry is unknowingly asking his or her partner to withdraw (Napier, 1990). Is
the person who withdraws for some reason inviting anger or mistreatment? Part of the
answer to such questions may be found in the early introjected or internalized feelings
from the husband’s or wife’s family background. Early introjects, if strongly negative
and hurtful, can result in repetitive patterns later in life, which may be unconsciously
repeated with a spouse (Scharff & Scharft, 1987, 1991). Unresolved childhood feel-
ings often find expression in the intimacy and commitment of a marital relationship.
Other arveas for insight exploration ave the repetitions of negative entitlements, negative
self-concepts, and unconscious contracts between couples.

For example:

Bob is an adult child of an alcoholic mother. He experienced a great deal of
verbal abuse and inconsistent parenting. Overall, he felt abandoned and rejected
as a child. Feelings of abandonment and hurt were internalized and, once he
was married, were projected onto bis wife and transformed into issues of aban-
donment within the marriage. Bob picked a woman who was also hurt in
her upbringing. By being emotionally unavailable to his wife, he elicited a
great deal of criticism and rejection from her. By blaming her for being emotion-
ally distant, he repeated an old pattern and lacked understanding about his own
role in the repetitive relationship pattern. Bob did not understand the function
of his critical behavior as that of creating distance. A systemic intervention,
done with good timing and with sensitivity, is to inquire about how being aban-
doned is predictable and perhaps keeps him safe. After gaining some under-
standing, the patterns of eliciting rejection in a repetitive way can be directly
confronted and worked through. This is discussed further in Chapter 10 on
enhancing intimacy.

Joan married a man who was completely unaware of his feelings. She spent a long
time in the marriage trying to elicit feelings from him in order to build emotional
closeness between them. However, the more she pushed, the more he resisted.
The couple came to therapy with the goal of decreasing the tension in their rela-
tionship. Joan also had the unspoken goal of trying to get her husband to express
his feelings. Linear thinking might lead the therapist to attempt to elicit the
husband’s feelings. Such change may be one crucial aspect of altering the couple
interaction. However, a systemic thinker will also ask what investment Joan has
in being married to someone so quict and unemotional and how she interacts
with him in a way that maintains his silence and lack of intimacy.

A client comes to a therapist saying, “My wife left me for another man.” A linear
thinking or individualistic therapist may respond immediately with empathy and
side with the husband’s view of the distressed relationship. Systemically, however,
the therapist needs to think at least in terms of what part the husband played in
his wife’s leaving or, at the very minimum, how he was distancing his spouse.
Does his wife’s leaving provide him with justification for his own neglect of the
marriage? Does this recent abandonment fulfill some old loyalty or legacy in the
husband’s background? Thinking systemically stimulates different ways of
conceptualizing the dynamics of the couple’s interaction. This, in turn, opens up
new possibilities for intervention and for change in the couple.
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In systemic thinking, family-of-origin issues reconstituted in current relationships
are a key focus. Couples commonly exhibit a homeostatic tendency to maintain the
status quo and to organize these reconstituted patterns by keeping everything the
same in the couple dyad and the family, as well as between generations. Within such
repetitive patterns, another type of systemic intervention and a series of questions
might invite insight and allow for movement. Everyone has some resistance to
change. Thus, the recognition of reciprocal and systemic patterns can be very fright-
ening for one or both partners. For instance, a wife might constantly complain that
her husband is never around or is never emotionally available. If the systemic assump-
tion that she has some investment in the distance is true, then the following interven-
tions, either directly asked of the client or elicited through client insight, might be
fruitful.

e Would you be scared if your husband turned to you and opened up

emotionally?

e How do you contribute to the failed attempts by your husband to be
affectionate?

e How might you be unknowingly undermining your husband’s efforts to express
emotion?

e Would you be able to feel or to see if your husband was being emotional? You
seem very sure that he can’t be.

A general systemic assumption is that one spouse may resist the movement of the
other if the couple’s established homeostatic patterns are challenged. Even though
one partner is finally giving the other exactly what is being asked for, change can be
frightening and unpredictable. Change of behavior might increase the possibility of
vulnerability and intimacy. Systemic questions can point out the lack of reinforcement
given to change, make clients aware of the different levels of resistance, and increase
the likelihood of movement. For instance, consider the following questions: “Would
you be anxious if you received what you asked for?” “If you felt loved by your spouse,
how you would have to change the way you think about yourself?” When carefully
considered, these questions denote individual and couple change, which can be
frightening. It is part of the couple therapist’s work to anticipate that what a husband
and wife might want most could actually be what they most vehemently resist and fear
at a deeper level. As small movements of change are not reinforced and given insight,
significant couple growth is thwarted.

Systemic thinking, when modeled and taught to clients, begins the process of the
couple gaining power to enhance the quality of their relationship. Replacing the linear
processes of blame and judgment with personal understanding and insight into the
interrelatedness of different behaviors gives partners the opportunity to take personal
responsibility for changing the patterns in their relationship. For instance, if a husband
or wife understands that withdrawal elicits anger from the other, he or she can work
on the withdrawal to effect change. One definition of personal power is the ability to
take responsibility for one’s own functioning without projecting blame onto another.
Insight into the function of behavior and the expression of thought or feeling gives an
individual the tools to relate in a more powerful and effective manner.
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Inviting Systemic Change Through Enactments

Although the couple gains some power over enhancing the quality of their relation-
ship through eliminating linear thinking and replacing it with systemic reasoning,
there are still opportunities for additional contextual insight which can be sustained
through the use of enactments. Enactments are therapist-guided structured interac-
tions designed to promote self-sufficient communication by couples (Butler &
Gardner, 2003; Davis & Butler, 2004; Nichols & Fellenberg, 2000). Successful use
of enactments is at the heart of couple therapy, regardless of the clients’ presenting
problem.

Enactments serve three very important therapeutic functions: (1) they invite
reflection within the couple regarding the process of their communication, (2) they
help couples learn more effective communication and problem-solving skills, and
(3) enactments move the therapist out of the couple relationship and on to the side-
lines, allowing the couple to gain strength and proficiency apart from the therapist.
The ultimate goal of enactments is to coach the couple toward self-sustaining positive
interaction (Davis & Butler, 2004 ). Specific details on how to structure an enactment
are presented in Chapter 12.

Conclusion

It is important to understand the relationship of linear and systemic thinking and
intervention. Linear thinking focuses on cause and effect, while systemic approaches
seek to discover the meaning and function of symptoms in reciprocal and repetitive
patterns of relationships. Basic to a systemic approach is the assumption that both
partners of a couple are at least somewhat involved in every conflict and issue. Such an
approach reduces blame and fault-finding and promotes acceptance of responsibility.
If an individual can understand his or her contribution to a dysfunctional communica-
tion or reciprocal pattern, then she or he can be empowered towards change and
growth. Within the systemic approach, circular questioning deepens understanding,
helps to maintain a therapist’s balance, and leads to wider interpretations and inter-
ventions than linear questions alone. When considering problematic patterns of the
relationship, the therapist who uses systematic or circular questioning can help shift
the focus more to constructive patterns the couple should enact. Enactments allow
the therapist to assist the couple in creating positive emotional communication by
stepping away from the midst of the couple and facilitating direct interaction between
partners. By focusing on constructive enactments, the therapist can spend less time on
the problematic patterns (Collins & Tomm, 2009). Through the co-ordination of
circular questions, systemic thinking, and enactments, the therapist creates a setting
which fosters positive communication and emotional connection.
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KEEPING THERAPY
BALANCED

The concept of balance is central to systemic thought and the process of couple
therapy. A therapist who thinks systemically believes that both members of a couple
dyad contribute to, and thus share responsibility for, the intimacies and difficulties
they might be experiencing. The couple therapist who is balanced in approach asks
both partners to be accountable, confronts both with relatively equal intensity, and
finds ways to be supportive and nurturing to each person. In such an approach, the
therapist does not align with one partner or form a coalition against the other, but
consistently addresses the influence and contribution of both partners. Failure to
maintain balance can have a negative impact on treatment outcome. For example,
clients’ perception that the therapeutic alliance is not balanced or fair is one of the
reasons for premature termination (Westmacott, Hunsley, Best, Rumstein-Mckean,
& Schindler, 2010). Furthermore, if the therapist loses balance, the therapy may be
destructive to one or both partners. Judgment and accusations can take the place of
personal responsibility and a climate of fairness and trust.

This chapter will discuss several techniques for a balanced approach to couple
therapy. These techniques involve the therapist joining with clients in an impartial
manner, educating couples about the importance of the therapist’s balanced approach,
and structuring therapy in a balanced way. Also discussed are considerations of the
clients” understanding of balance, the use of inclusive language, intensity and balance,
and seating arrangement to promote balance. Understanding psychopharmacology
and not attributing blame when one partner needs medication, determining thera-
peutic balance, and examining the potential for a loss of balance as a vital area for
personal insight and growth are topics that conclude the chapter.

Joining with Clients

Creating a balanced relationship with couples begins with the first session. It is impor-
tant to establish balance during the process of introducing oneself and getting to
know a couple in the initial session (Patterson et al., 2009). New clients will be espe-
cially sensitive to the balancing skills and objectivity of the therapist. Such sensitivity
is dualistic. On one hand, clients will join with the clinician and commit to therapy on
the basis of a therapist’s ability to implement balance, and on the other hand, a client
might be disappointed or angry that his or her attempt to seduce the therapist into
agreeing with his or her way of thinking did not work. Despite the possible risk of
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negativity, a couple therapist’s mandate is to be systemic and equally committed to
the well-being of both partners.

The following are some common-sense ideas for the therapist to use in order to
join with the couple and establish a balanced approach.

—

Shake the hands of both partners.

2 If'small talk prevails for the opening minutes, make sure you are equally invested
in the conversation with both partners.

3 When asking for the presenting problem and the reasons for secking therapy, try
not to allow one partner to monopolize the conversation for too long. While the
verbosity of one partner and the quiet of the other are “grist for the mill” in
assessing couple dynamics, letting one person dominate in the opening session
could create destructive coalitions. In order to be fair, the therapist might have
to stop one partner in the middle of his or her discourse, or to look to the other
partner and simply ask for his or her perspective or response.

4 A first session would include the therapist seeking to understand the perceptions
of both partners to let each know that what he or she has to say is important.

5  Beginning attempts at assessment should be very balanced and fair in terms of

responsibility; never confront only one partner. For example, “I can see that you

both have a part in the struggles you described—how you elicit this from him and
how you elicit this from her.”

Educating Clients

Therapists often struggle to approach a dyad in a balanced way. Many clients will
attempt to persuade the therapist that his or her particular view of the couple relation-
ship is correct (usually that the other partner is at fault). In the initial stages of therapy,
there is frequently a battle for the allegiance of the therapist. In addition, the couple
often enters the therapeutic process having already sought out the advice and counsel
of individually aligned friends and family members who support their view.

Educating clients about the importance of the therapist being balanced is crucial.
When such education is done well, the therapist may save time that otherwise would
have been spent by partners justifying their individual positions and perspectives. At
the beginning or the end of the initial session, the marital therapist can emphasize
balance and process issues with the couple by stating the following.

e I am going to work hard to understand both of your perspectives. Both of you
are key to making effective change.

e Iam going to try to be very balanced in my approach. What this means is that I
assume that both of you have some responsibility for the problems and the solu-
tions in your relationship, and that each of your contributions to the problems
will be addressed.

e Tam going to try not to take sides. I can feel each of you trying to convince me
of the rightness of your perspective, but if I do my job well, I will remain fairly
neutral.
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e Ifyou feel unfairly sided against or judged by me, please let me know. It is not
my intent, and I want to talk about it right away when you feel it happening.

e In order for the relationship to become more nurturing, both of you must begin
to think more systemically. We will talk about this more as our work progresses,
but briefly it means that as a couple, your behaviors are interconnected, and the
ways you are both treating each other are circular in nature. Your behavior does
not happen in a vacuum; it influences and is influenced by the responses of the
other. Each of you needs to take some responsibility for creating and continuing
the negative circular interactions that are hurting you, your partner, and the
relationship.

The above are examples of how to begin to educate clients about a systemic and
balanced approach. When the education is explicit, trust can develop and the healing
process will often proceed at a quicker pace.

Overall Structure of Therapy: Who Participates?

There are many views about who should participate in the therapeutic process.
Many individual psychotherapists believe that in-depth work can be done only during
the course of an individual session. Some couple and family therapists conceptualize
therapy as needing to include every member of the family. Others believe couple
work includes only partners. Whatever the perspective, several key considerations
are important for the maintenance of a balanced approach if partners are seen
individually.

1 If the therapist sees the one partner for an individual session in the beginning of
therapy, the other partner should also be seen individually and given the same
amount of time.

2 Ifindividual sessions are deemed necessary to break up emotional blocks or enmesh-
ment, the number of individual sessions should be approximately equal for both
partners.

3 If one partner appears for a session when both partners were supposed to be present,
it is a judgment call on whether the therapist should see the individual client. If the
individual client is seen, the next session might be an individual one for the other
partner in order to maintain balance.

4 Often individual therapy will evolve into conjoint therapy. If the individual has been
in therapy for a long time, it may be problematic for the current therapist to do the
conjoint work. In many cases this can be counterproductive because loyalties, real
or perceived, have been established with one partner. If it is decided that the same
therapist should do both the individual and the conjoint therapy, several techniques
to balance loyalties and alignments are important. The longstanding individual
client must be educated about what feelings he or she might anticipate when the
partner is included in the therapy. The education might include the therapist saying
the following:
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When your partner is included in the therapy, you might very well experi-
ence some feelings of loss or of being judged. I will attempt to be very
balanced in my approach and will try to understand your partner’s perspec-
tives as well as yours. Because you have felt my commitment to you, you
might experience this as a betrayal. If you do, let’s process this together in
the conjoint session.

In terms of structuring the session, an effective approach to establish a sense of
balance might be to see the partner who is joining the therapy for several individual
sessions. During this time, the therapist can listen to his or her perspectives and show
some empathy for his or her thoughts and feelings. It may be helpful to clarify that the
transition from individual therapy to couple therapy is provisional, and if it is not
helpful, other alternatives will be sought. In order to address potential difficulties with
the transition, it is crucial for the therapist to discuss directly with the partner entering
therapy the following:

I am concerned that you will feel that my approach with both of you is not
fair. There is a danger in what we are about to do in that you might feel
aligned or “ganged up” against. I am going to try to be very balanced.
However, if you feel otherwise, please let me know immediately.

Issues related to confidentiality are also a concern when meeting with individual
partners as part of couple therapy. We discuss in detail how to establish rules with
clients related to confidentiality in Chapter 18 on treating infidelity.

Clients’ Understanding of Balance

Individual partners in couple therapy are often afraid that the therapist will blame,
focus upon, or confront one partner more intensely than the other during a conjoint
session. In a balanced approach, the timing of challenging or confrontation is very
important. When the couple therapist decides to confront one partner at a time, it is
crucial that the one who is first being confronted or asked probing questions about his
or her participation in a certain dynamic trusts that the other partner will also be
confronted in a similar manner. To establish balance and build trust, before asking
one partner a question, the therapist can make statements such as:

e T am going to ask you both the same question, one at a time.

e I will want you both to take a turn.

e (Turning to one partner) What do you think is your responsibility? And, in a
minute (turning to the other), Id like to know what you think is yours.

e I will ask you both to respond to what your understanding is.

The importance of timing is that the partner who is first confronted needs to under-
stand prior to making a response that his or her partner will next be asked a question or
comment of similar intensity. Consider the following interaction in which the promise
of a balanced approach is not adequately established prior to the confrontation.
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Therapist to Wife:  Can you see what you were doing in that last interaction?

Wife: I was just trying to express myself.

Therapist: You were expressing yourself in a very judgmental way.
Wife: But he never listens to me and just walks away.
Therapist: Perhaps your judgment pushes your husband away.

Note what each of the three parties present in the therapy session could be thinking
while this particular dynamic is taking place. The wife might be feeling unfairly judged
and confronted by the therapist. She cannot understand why the therapist does not
confront her husband. Consequently, in response to the therapist’s intervention, she
spends most of the time being defensive and trying to convince the therapist of the
husband’s role. The therapist might be thinking in a systemic manner, but is not
functioning in one. It may be in his or her mind to confront the husband next;
however, he or she has not communicated this fact to the wife and ends up inviting
her defensiveness. The husband, on the other hand, may be thinking that the therapist
understands how his wife’s critical nature is the crux of the problem and feels an alli-
ance with the therapist as he or she confronts his wife. Perhaps the husband commu-
nicates this nonverbally with a nod, suggesting agreement with the therapist’s
assessment of the wife’s “problems.” He may begin to see himself more as a
“co-therapist” than a participant in therapy and partner with his wife in working on
their relationship.

Each partner of a dyad needs the & priori trust and understanding of the therapist’s
intent and ability to balance interventions, especially before being confronted or chal-
lenged in an individual way. Such trust is needed whether the therapist is nurturing
and supportive or points out a cognitive distortion or dysfunctional behavior. With
adequate preparation and education about a balanced and fair approach, the therapist
can confront or challenge individual partners in couple therapy with a very positive
result. For example:

Therapist to Couple: 1 want to ask both of you a question.

Therapist to Wife: Can you see what you were doing in that last interaction?
(looks at the husband before an answer is given and says, “I
will ask you the same question next.”)

Wife: I know I get very angry and critical.
Therapist to Husband: And what do you contribute?
Husband.: I guess I do something to annoy her.

Because the wife understood that the therapist was going to ask the husband also, she
was able to reflect more on her functioning and be less defensive. The husband was
also more self-reflective with the balanced approach. The client’s perception of balance
is essential for allowing him or her to be vulnerable and reflect honestly and openly.
However, balance can be lost in an intervention such as the one illustrated above.
While the therapist asked fair and just questions to both parties, the husband did not
respond at the same level of insight and reflection as his wife. He did not share the
same level of vulnerability or take personal responsibility for his part of the negative
communication. The therapist needs to recognize that the vulnerability of the wife is
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being exposed and not that of the husband. Direct and supportive confrontation of
the husband is necessary to establish balance. After the husband answered, “I guess I
do something to annoy her,” the therapist could ask:

Therapist to Husband: Can you be more specific?
Husband: I tend to get quiet and withdraw. Perhaps I give the impres-
sion that I am not listening to what she’s saying.

If and when the husband is reflective, the therapist might return to challenge the wife.
As the therapist moves back and forth between clients, she or he constantly assesses
the balance of intensity, the depth of responsibility being asked of and responded with
by both partners, and the partners’ perception of balance. An example of balanced
intensity and personal responsibility would be:

Wife: I know I have been very angry and critical over the last few
days. I feel very alone and am afraid of losing you. I get mad,
and that pushes you away, which is not what I want.

Husband: I understand. I keep withdrawing and going into myself in
part because I have felt so rejected and hurt. I just couldn’t
communicate my feelings directly.

Therapist to Husband:  What effect does your withdrawing have on your wife?

Husband: I know this has a negative effect on her. When I pull away,
she feels that I might leave her. I don’t want to leave, though.
I just feel hurt at the time.

Both partners are sharing their vulnerable feelings and insights into how their behavior
has influenced their partner. When such balance is achieved, deeper meanings and
feelings can be explored.

Inclusive Language

Balanced couple therapy should promote fairness and shared responsibility as well as
facilitating direct interaction between clients. If the process of therapy consists mainly
of the therapist talking to each partner with little couple interaction, the therapist is
probably more oriented toward individual psychotherapy. Such an orientation might
lead to a loss of balance, with the therapist speaking to only one partner at a time and
failing to structure couple dialogue and conflict resolution. There is also the risk of
imbalance if the therapist spends an inordinate amount of time challenging one
partner or the other and striving for insight. The easiest technique for establishing
balance is to confront or inquire of the couple rather than individual partners. When
the therapist asks questions such as, “Can you both see what is happening?” or asks
questions of both partners, a sense of fairness can be established. Inclusive language
such as “both,” “the two of you,” “shared responsibility,” and “similar,” used to
suggest mutual responsibility, will often decrease the competition for who is more
“right” and contribute to a systemic understanding in the couple. This kind of inclu-
sive language helps to set the tone of mutuality in the session.

» «
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Consider the following balanced interventions, which could be used by the couple
therapist to heighten the awareness of the couple.

Therapist to Couple: Can you see how you both contribute to the problem? Can you
understand that you both want to be closer to each other?
However, the two of you are being very hurtful to each other.
Do you understand that you are both really saying, “I miss you.
I want to be close to you”? You are both very similar in the way
you handle your frustration in the relationship. You are both
competing to be heard. Let’s examine this interaction. Can you
see what each of you is eliciting from the other?

Such process interventions addressed to the couple attempt to make both partners
accountable. They are not directed toward an individual but to both partners at the
same time, thereby enhancing a balanced approach and perspective. Often such
balanced interventions are used to stop negative and destructive interaction by insisting
that each individual reflects on and takes responsibility for his or her own behavior.

Therapist interaction with one partner and not the other is fraught with opportuni-
ties for miscommunication. Clients begin to focus on issues of fairness, therapist
objectivity, and individual responsibility when they believe that the therapist is
aligning with one partner and not with both. For example, in a therapy session both
members of a couple might feel frustrated and begin to argue about how each feels
ignored. If the therapist loses balance and singles out the husband as not listening and
being judgmental, he might become frustrated because he feels judged. He may then
become more enraged, insist on drawing attention to his wife’s part in their problems
rather than his own, or possibly never return to a session. However, a therapist using
a balanced approach might interrupt the destructive interaction by saying, “Please
stop; you both are right. Neither of you is hearing the other person and you both are
feeling ignored and judged.” In doing so, the destructive interaction is much more
likely to be slowed down or reframed into a more constructive conversation. The
therapist who demonstrates a balanced and impartial approach to a couple calms
down the fear that each partner holds of not being heard.

For the purpose of maintaining balance, whenever possible, it is helpful for the couple
therapist to intervene in such a way that both partners of the dyad will simultaneously
look at his or her own functioning, whether in a destructive and unhealthy interaction
or a positive, nurturing one. However, there are also times in couple therapy when inter-
ventions addressed to one partner and not to the other can be important and effective.
Some ideas about how to maintain balance when working with individual partners
during conjoint sessions are discussed in the following section on intensity and balance.

Intensity and Balance

Applying balance in the questioning of clients and managing the timing of interven-
tions are essential skills for a couple therapist to learn. Assessing balance in terms of
the intensity and depth of questions and confrontations is a more difficult, higher-
level skill to develop. The following interaction is unbalanced in the beginning
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because the intensity of intervention with the wife is at a very different level from the
one with the husband.

Husband: I’m trying as hard as I can!

Wife: But it just is not good enough. You aren’t thinking through
anything you are doing prior to doing it.

Husband: Well if you would help me once in a while, I wouldn’t get
into these predicaments.

Wife: But I don’t want to help you. You just want to get me to do
things for you. I want you to take the initiative.

Therapist to Wife: Do you see that you are communicating in a very unfair way?

Therapist to Husband: Try and communicate what you need without blaming.

The therapist has the concept of balance in mind but is challenging the couple in quite
an unbalanced way. The word “unfair” said to the wife differs significantly in power
and intensity from “Try ... without blaming” when said to the husband.
Understandably, the wife could feel blamed by the therapist, while her husband might
feel the therapist to be quite reasonable. A possible subsequent intervention to the
husband to balance the somewhat harsh and direct response to the wife might be one
of the following questions:

Therapist to Husband: Do you see how you are also communicating unfairly?
o07: Do you understand how you could be perceived as unfair to
your wife?

The intensity of an intervention needs to be balanced in terms of the power of the
confrontation and the request for vulnerability and insight. It is important that when
asking for significant revelation from one partner, the therapist also asks the other
partner. Even when the therapist feels balanced in approach, she or he never truly
knows the entire impact of an individual intervention. In fact, the partners themselves
might not perceive the power of an intervention until much later. Therefore, the
therapist must constantly assess clients’ verbal and nonverbal responses and reactions.
If defensiveness occurs in one partner, it might be evidence of a perception that the
therapist is unfair or unjust.

In addition to the intensity of interventions, the immediacy of balanced interven-
tion is also very important. In the above dialogue, if the therapist stated that she or he
would like to deal with the husband’s issues in the present session and the wife’s diffi-
culties in the session the following week, a number of problems could occur. The
husband’s vulnerabilities and responsibility for the dysfunctional relationship patterns
would be exposed for an entire week before the wife might have to deal with her
complementary role in the couple dynamic. In that time, the husband could feel sided
against, and the wife could feel justified. Coalitions might be formed with friends or
family that would need to be processed and which might further entrench the couple
in their dysfunctional patterns. The wife’s responsibility in the couple’s circular patterns
might never be examined as the sessions become more imbalanced toward confronta-
tion of the husband and addressing other issues precipitated by the imbalance.
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Balanced techniques should be demonstrated within each therapy session, not
week to week. In heated confrontation, balancing might be required every several
minutes. This means that the therapist orients the conversation back and forth
between two partners while trying to keep the length of discussion and the depth of
intervention and intensity balanced and fair.

Using Room Setting to Promote a Balanced Session

One of the simplest balancing concepts to understand, and one of the most neglected,
pertains to the room setting and clients’ seating positions. Assessment of alignments
and coalitions among any group of people can be readily ascertained by watching
nonverbal cues such as who faces whom and physical proximity (Minuchin & Fishman,
1981; Minuchin, Lee, & Simon, 1996).

Therapist balance and clients’ perception of fairness and therapeutic process can be
affected by the positioning of the chairs and the posture of the therapist. For example,
suppose the therapy room is set up with the two clients directly facing the therapist,
as if in a classroom, and not at all towards each other. This structure suggests that the
therapist will be the leader or instructor. Implicit is the idea that the therapist’s insight
and direction are the most important dynamic in the couple’s therapy. By making it
difficult for the couple to face or to speak to each other, the therapist reinforces
clients’ dependency on the therapist and inhibits the use of couple interaction to
explore issues. This is a reason why the use of couches often makes it difficult to
promote direct interaction between partners.

In seeming contradiction, this might be the exact structure a therapist uses if the
clients are hostile and blaming or functioning in a highly enmeshed manner. By
making the therapist central to the therapeutic process, there is a better chance of
stopping the emotional reactivity and destructive interactions of the couple than if the
couple were to continue to look directly at each other. Of course, the eventual goal is
to move the therapist out of the center and to increase the effectiveness of the couple
interaction. This can be facilitated by encouraging the couple to turn more towards
cach other and by coaching them in effective communication, a topic that is addressed
in detail in Chapter 12.

On the other hand, a structure in which the couple directly faces one another
could, in a negative way, increase the likelihood that the clients will be enmeshed and
conflictual. However, in a positive way, it can facilitate an intimate communication
between partners, with the therapist as an observer. Clients with high conflict might
independently move their chairs to face the therapist and away from each other to
create more safety and less couple intimacy or emotional vulnerability. The couple
who has been working hard at their intimate communication might not need the
buffer or the safety that the therapist provides and might move their chairs towards
cach other on their own. In cases in which couple intimacy is desired, the therapist
might take him- or herself out of the middle of the couple interaction and encourage
the partners to speak directly to each other. This can be facilitated through the use of
an enactment, a technique which helps the couple interact with each other (see
Chapter 12). A balanced, active therapist should certainly be able to intervene no
matter what the seating arrangement.
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In an initial session it is suggested that each chair be positioned equally to face the
two other chairs, somewhat like the three points of a triangle. With equal ease of
conversation among clients and therapist, there is the greatest likelihood for balancing
the input of the therapist with enactments and couple interaction. From this position
the therapist and clients can turn their heads to make the therapist more or less central
to the couple conversation.

Understanding the relationship of body language and concepts of fairness and
balance is crucial for every couple therapist. When the therapist positions herself or
himself towards the couple and not towards an individual, a sense of balance and fair-
ness is created. By facing one partner and not the other, feelings can emerge in the
clients of being picked on or sided against or, conversely, being aligned with and
being the favorite. The general body position of the therapist when not engaging a
client in a specific interaction should be towards the middle of the space between the
clients or equally towards both partners. Relative height between client and therapist
is also important to consider. If the therapist sits in a professional chair and the clients
on a soft couch, the height difference could be one or two feet. Looking down at
someone can definitely affect the process of couple therapy.

In addition to body posture, other nonverbal behaviors help or hinder clients’
sense of balance and fairness. For example, balance of eye contact is important. By
looking straight at one partner the therapist will probably engage that partner. If
continually done in an unbalanced way, the therapist is communicating a number of
possible things. Perhaps she or he is aligned with or against that person or is reacting
in some way to the personality of the client. Whatever the reason, the most negative
effect of maintaining eye contact with one partner and not the other is that the indi-
vidual being stared at will find it hard to look away and could be pulled out of an
interaction with his or her partner.

Eye contact should be balanced in intensity and duration with each client as much
as possible. When an enactment is being structured by the therapist, the therapist
might look down. By the therapist avoiding any eye contact with either partner, the
couple will find it more difficult to resist intimate communication with each other by
engaging the attention and eyes of the therapist. Unconsciously, a therapist who fears
intimate emotional conversation can disrupt the depth of couple conversation and
connection by looking only at one partner.

Touch, if perceived to be appropriate by the therapist, should be of the same
quality and nature with both partners. For instance, if the therapist shakes the hand of
the husband, she or he should do the same with the wife. A hug offered to one partner
and not to the other can create issues of injustice and feelings of alienation. Touch, in
general, should emerge out of the feelings of the session and the needs of the client.
When done as a habit, touch can communicate a superficial intimacy. For example, a
hug after a difficult session has a very different meaning than a hug after every session.

Psychopharmacology and Balance

Perhaps one of the most difficult couple interventions to be made in a balanced way
is the suggestion of medication for one partner and not for the other. Medication is
often prescribed for the purpose of alleviating anxiety or depression, which affects

64



Keeping Therapy Balanced

both the individual and the health of the couple relationship. When a therapist
suggests that a client seek consultation with a psychiatrist about medication, there is a
risk that the client needing medication may be seen (by him- or herself or the partner)
as the “sick one,” or the partner not needing medication may feel absolved from
personal responsibility. Every couple therapist should be versed in the effective use of
medication to enhance the health of an individual, which may also have a positive
effect on the couple relationship and alter negative circular patterns of couple interac-
tion. For accurate psychopharmacology, a psychiatric referral is needed. Framing such
an intervention for the couple, in a balanced way, takes considerable thought. Possible
ways to frame a suggestion for medication are as follows.

1 “You both are contributing to the problems in ways we have discovered over the
last number of sessions. (To one partner) Some of the difficulties you are having
with depression and your consequent negative feelings, I believe, could be helped
with the use of medication. (To the other partner) On the other hand, your
difficulties won’t respond to medication and have more to do with learning and
family of origin. You will have to work hard to positively influence these tenden-
cies and personality traits. With the use of medication for you, and with both of
you working on issues of family of origin, the quality of the relationship could be
enhanced.”

2 “I believe that medication can help you to function better and to feel less down
on yourself. If that is the case, and one of you begins medication, you both will
have to look at the relationship differently. (To the partner in need of medica-
tion) When not depressed, you might look at the actions of your partner very
differently, with less hurt or rejection. As this changes, you (looking at the partner
not in need of medication) may have to examine some of the fears you might feel
when intimacy is more of a possibility.”

3 “The issues you both describe are certainly workable. I believe that about 10 to
20 percent of the difficulty has to do with the anxiety that seems to have control
of you. I would like you to see a doctor about medication to determine whether
it can alleviate some of the symptoms. I can refer you to a psychiatrist, whom I
know and respect, who can assess for the possible use of medication. I will
continue to see both of you in therapy. The three of us will focus on the other
80 or 90 percent of the difficulty that the medication will not affect.”

By balancing the responsibility for progress in the therapy and not making it
impinge on the effectiveness of the medication, the individual member of a couple will
be more likely to accept the referral for a psychiatric assessment. In the last example,
if the importance of medicine is put in perspective, the referred partner is less likely to
feel singled out in a negative way.

Techniques to Determine Balance

There are three effective ways for therapists to assess balance and level of bias. These
include monitoring time, counting interchanges and who speaks to whom, and
making inquiries to the couple.
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Monitoring Time

While there are almost always exceptions to any rule, a therapist unknowingly spending
considerably more time with one partner versus another is often a reliable indication
of transference or countertransference issues or alignment and coalitions between
therapist and one or both partners. A good exercise is for a couple therapist to assess
how much time is spent with each partner. If 40 minutes is spent in discussion with
one partner and 10 minutes with another, this might be a warning sign to the thera-
pist that the therapy is losing its systemic foundation and becoming unbalanced.

Length of time spent can also be measured for the amount of time the therapist
talks, the amount of conversation between the two partners, and the length of silences.
If the couple therapist is doing the majority of the talking, there is probably little 772-
depth therapy taking place. Instead, the therapist is giving & lecture or, at best, offering
some psychoeducational process. The verbose therapist, one who does not let the
clients speak, probably has little sense of the process of couple therapy. The therapist
spending time both talking to the individual partners and helping both partners
engage in conversation with each other is probably facilitating a more effective rela-
tionship process. The therapist who facilitates communication will deepen the level of
conversation and help the couple find more energy for the treatment. A therapist who
talks too much is literally draining the energy from the couple therapy.

If, especially in later sessions, nearly all conversation is channeled through the thera-
pist, she or he is probably either anxious and fears losing control or has been inducted
into the resistance of the couple. Client interaction in enactments, structured by the
couple and the therapist, is central to couple therapy. The presence of some silence in
a session can be a positive indication that the therapist is asking probing questions for
thought and insight or perhaps is allowing for a more profound level of feeling. Sessions
filled with a constant flow of words are probably indicative of high levels of anxiety.

Counting Intevchanges

Another helpful tool for determining balance is the counting of interchanges between
the various participants. An excellent exercise to determine the nature of the process
of'a session is to listen to an audio or video recording and count how many times each
person speaks to every other person. If all dialogue is between therapist and one indi-
vidual of'a couple, the therapist might actually be doing individual therapy in a conjoint
setting. At certain times, such as when exploring family-of-origin issues or eliciting
affect, such individual therapy with both partners present might be preferable.

However, in most cases when the dialogue is predominantly between an individual
and therapist, the therapist does not have a clear enough understanding of systemic
therapy and the use or the importance of enactments in couple therapy. The couple
therapist who is central to all conversation might have a need for control or have an
overresponsible attitude for the movement and content of the session. He or she may
also be taking too much responsibility for client change. Most often a constructive
and dynamic process of couple therapy will include significant couple dialogue, thera-
pist’s comments and interventions to each individual, and process comments and
interventions directed towards the couple.
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Making Inquiries

Perhaps the most obvious technique for adequately assessing the balance of the thera-
pist’s approach is to ask the couple, “How have I been balanced or unbalanced in my
approach with both of you?” or “What is your perception of the responsibility you
both are being asked to take in the relationship difficulties?” Clients will often feel
safer with a therapist who can ask such questions because they know the therapist is
thinking about issues of fairness, and can recognize that she or he is fallible in terms
of offering a balanced approach and welcomes constructive feedback. If balance is lost
and these questions are asked, there is a greater likelihood that the clients will verbalize
their feelings before trust and confidence in the effectiveness of the therapy are under-
mined. When therapists are open to feedback and are willing to admit and strive to
repair mistakes, it can lead to an improved therapeutic alliance with clients (Whiting,
Nebeker, & Fife, 2005).

The Meaning of Loss of Balance

When a client feels unfairly confronted or challenged, when siding occurs and coali-
tions are created that alienate one of the partners, or when the couple therapist diag-
noses a couple in linear cause-and-effect rather than systemic terms, there are a
number of possibilities for the therapist to consider.

1 The therapist might lack the training, skill, and ability to think systemically.

2 The therapist might have unresolved issues from family of origin that are being
tapped by the clients’ content or process.

3 The therapist might be experiencing countertransference as a reaction to projec-
tions from the client or experiencing transference, in which the therapist is
projecting his or her own material onto the client.

4 The couple is not willing to accept responsibility and might be working to get the
therapist to be unbalanced so that they can exit therapy or fail to change a
homeostatic pattern.

Whatever the reasons, violations of fairness, justice, and balance should prompt a
therapist to discuss them with his or her supervisor or personal therapist. Self-reflection
is necessary in order to understand the etiology of the imbalanced approach and then
do what needs to be done to correct the imbalance.

Conclusion

In conclusion, balance is a central systemic concept. It is necessary for the couple
therapist to develop skills to maintain a balanced and fair approach so that both indi-
viduals of a couple can examine their responsibility in the couple difficulty. For addi-
tional information about balance in therapy, the reader may also want to consult
Weeks et al. (2005).
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MOVING FROM CONTENT
TO PROCESS

Clinicians trained in systemic models of therapy are likely familiar with the refrain:
“focus on process, not content.” Content consists of what is being said—the data and
information. Process is the manner and intent by which the content is shared. In
short, content is the what; process is the how. In therapy sessions, couples tend to
emphasize the content of their communication with each other. A therapist who
is not careful can get bogged down in the content of clients” problems and lose sight
of the process of their interactions, which might limit the therapist’s ability to help
the clients. In the end, both are important, and the systemic therapist needs to be
skilled in eliciting and hearing the content as well as understanding the function and
meaning of the communication—the process. This chapter will discuss how to
explore for and interpret the deeper meanings and interpersonal processes underlying
content.

To become skilled in identifying process, the therapist needs to concentrate
on developing more effective listening skills so as to uncover the “between the
lines” meanings of clients’ language. Concurrent with tracking the content, the
couple therapist can listen for the meaning behind a certain tone of voice, the “why”
of a specific word choice, and the overall intent of a message that is not fully
expressed in words. Most readers will understand that people sometimes use
incongruent communication such that the words they use do not match the tone or
intent of the message. A couple therapist will be acutely attuned to the process of
clients’ communication.

This chapter will provide some suggestions on how to become a more perceptive
listener of client process. Tone of voice will be discussed as a way to control relation-
ship intimacy and as an expression of assertiveness, aggressiveness, submissiveness, or
passive-aggressive behavior. Word choice and meaning will be emphasized as focal
points of therapist intervention. The goal is for the therapist to track the content while
simultaneously understanding the process of the communication at a number of
different levels. Common language patterns between partners will conclude the
chapter.

Tone of Voice

Clearly, tone of voice suggests to the therapist a great deal about the intent and
meaning of communication. A difficulty for many couple therapists is that they do not
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confront the way something is being said, but instead respond to and elaborate upon
the content of a message. However, the partner who is listening will often respond
more to tone of voice than to the content of his or her partner’s communication, for
the tone reveals the speaker’s feelings about what is being said or their feelings about
the partner. Thus, the therapist must be attentive and responsive to the tone as well.
A negative tone of voice can be aggressive and invasive, inviting defensiveness in the
listener. Invasive language violates the ego boundaries and identity of an individual. It
is language that is aggressive and often controlling and manipulative. For example,
one partner might say to the other, “You never are affectionate; you are selfish and
uncaring and only think about yourself. Are you listening to me?”

These types of phrases said in an angry, aggressive tone will probably feel like an
attack. They are difficult for the listener to simultaneously hear and respond to without
becoming defensive. In general, invasive or attacking language and tone of voice, no
matter how accurate the content, will not be heard and will provoke a defensive
response. The content of such discussions is often misunderstood and misinterpreted.
In other words, the couple can talk about many content areas in the same defensive
manner and aggressive tone of voice and have the same negative result: No one is
listening, and destructive patterns ave maintained.

Before discussing the content of a message, couple therapists need to confront
both the tone of voice and the invasiveness of the language, the defensive and aggres-
sive attitude that probably masks deeper feelings of fear or pain, and the response or
reaction of the listening partner. The confrontation could be in the form of a request:
“Could you say the same thing and change your tone of voice?” or “Your tone of
voice is aggressive, and I’m not sure your partner will be able to hear the message you
are hoping she will understand. Try and say the same thing assertively.” Or to the
listener: “How are you hearing what your partner is saying?” Other possibilities
include asking why the communication was verbalized aggressively, or inquiring
about what the aggression elicits from the partner. The intention of such interven-
tions is to help clients become more aware of the process of their interactions and the
impact of both their words and tone in order to develop a process of communication
that is less reactive and more cognitive and thoughtful, including the sharing of
vulnerability and feelings on the part of the sender.

Another form of language that creates difficulty for the process of effective commu-
nication is, paradoxically, a tone that carries very little intensity or strength. Passive
and unassertive language can be difficult because the listener must strain to hear and
interpret what the communicator is trying to say. Often the result is a listener who
might give up trying to understand the communicator. In this way a couple might be
colluding to resist more intimate sharing.

To establish a healthy process of communication, the therapist might ask the
communicator to speak louder, to intensify his or her speech, to become more asser-
tive; or the therapist might ask the listener to respond in a more assertive, less reactive
manner. Inquiry into the meaning of speaking with little intensity and the way the
partner reacts to it may bring insight into deeper personal feelings and thoughts and
a couple’s dynamics.

Tone of voice often makes the difference as to whether or not the speaker is heard
and understood. Effective communication is characterized by a tone of voice that is
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assertive, not aggressive, and is sensitive to the emotional boundaries of others. Often,
there will be a reflective quality to the tone. For instance, one partner might say,

“I understand thatI...”
“I feel sad about . ..”
“I realize thatI...”

A thoughtful, self-reflective tone invites listening, rather than resistance or defensive-
ness. Clarity without force or coercion and listening with the intent to understand and
not defend are characteristics of effective communication.

Word Choice and Meaning

Client word choice and meaning constitute another area of concentration for the
couple therapist. The specific words used by clients are major clues to underlying feel-
ings and thoughts. Words that carry emotional weight or cognitive significance may
well be the focus of an entire session, as deeper and more significant interpretations
and feelings are sought. Such significance is evident with a client who expresses
emotions in unqualified terms such as, “I am sad” instead of “I am sad today about
... 7 or “I am stupid” instead of “I do not understand this.” Feelings expressed in
absolutes often have direct historical roots from the client’s early experiences and
relationships.

“I am always rejected by him /her.”
“He/she has never loved me.”

“Why do I always have to take care of you?”
“You never understand how I feel.”
“He/she abandons me a/l of the time.”

When feelings are communicated in the absolute, without qualification, a therapist
should delve for deeper historical significance than what is apparent in the current
relationship.

Therapists must make inquiries and pursue definitions actively to clarify a client’s
intent and to specify meaning between speaker and listener. The same pursuit of
meaning needs to be encouraged for both individuals of a couple. It is important not to
assume that the partners understand each other. For example, there are many ways a
therapist could respond to the client who expresses these feelings:

I feel down.

I feel sad.

I feel happy.

I am scared all of the time.

Many therapists may think they understand the meaning of these feelings without

obtaining more specific explanations and descriptions for increased insight and
emotional expression. Although it may seem that the content of a message is clear,
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the meanings behind and hidden within a communication affect the process a great
deal. Much miscommunication occurs when the communicator is inadequately clear
or the listener is hearing from a specific set of preconceived ideas. After the therapist
shares empathy and understanding regarding how the partner is feeling, the next
step could be to ask about the words “down,” “sad,” “happy,” “scared,” and “all of
the time” to determine the deletions, distortions, and generalizations, which can help
to characterize, expand, and further interpret the above expressions (Bandler &
Grinder, 1990; Milliner, Grinder, & Bretto, 2000). The following illustrates this
kind of inquiry.

” «

Client: I feel down.
Therapist:  Down about what?
Down about whom?
Can you describe down?
How far down?
Do you feel down some of the time or all of the time?
Client: I feel sad.
Therapist:  Sad about what?
Sad towards or about whom?
What kind of sad?
How deep is the sadness?
How often do you feel sad?
Are you sad about everything?
Client: I feel happy.
Therapist: Happy about what?
Happy about whom?
How happy are you?
How often do you feel happy?
Client: I feel scared all of the time.
Therapist:  Scared about what?
Scared about whom?
When do you feel scared?
How scared are you?
Are you truly scared every day?

The attentive and realistic therapist will not assume understanding of a client’s
specific meaning, but will be curious, ask questions, and share feelings to understand
more deeply the intention, conscious or unconscious, and meaning of a word choice.
Of course, the skilled systemic thevapist will teach each partner to inquire and seek deeper
meaning from each other in the same manner the thevapist might with each individunl
partner. It is of far more value to teach client couples this exploration skill and sensitivity
than to simply model it in therapy.

Because language is sufficiently inexact, the therapist or individual partner of a
couple has to inquire as to meanings that are deleted, distortions that are present, and
generalizations that exaggerate the true intention of the spreaker and the response of
the listener. Consider the family characterized on p.72.
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The Stewart family presented in therapy with their 12-year-old son, John, as the
identified patient. John’s older brother Paul and his mother and father all described
John as being rebellious and a troublemaker. The therapist decided to orient part of
the session around the meaning of the words “rebellious” and “troublemaker.” The
therapist realized that both words were packed with deletions, distortions, and gener-
alizations, which if left hidden, would prevent family members from seeing how they
had constructed a view of each other based on language and the lack of shared
meaning.

Each family member was asked what these words meant. The father discounted the
seriousness of his son’s behavior and attributed his actions to those of a normal teen-
ager; rebelliousness was a part of growing up. The mother interpreted “troublemaker”
to mean John was heading down a path toward juvenile delinquency. Paul was jealous
of the rebelliousness. For him, it meant that John could get away with so much more
than he could at that age. He believed John was receiving preferential treatment. John
thought that his “rebelliousness” was fine and normal, especially in comparison to the
actions of his peers.

The alignments and coalitions within the family structure became quite clear as the
meanings of the words were elicited from the family. The therapist watched as the
mother said in an angry, anxious way, “John is so rebellious and a real troublemaker,”
while the father laughed in a condescending fashion and brother Paul sat in an
angry sulk.

In addition to the therapist, clients may not understand the meaning and intent of
their partner’s words. Part of the therapist’s job is to help facilitate active listening
between partners so that words and meanings are more clearly understood. When
one partner expresses a thought or feeling, therapists may guide the other partner not
only in expressing empathy but also to be curious and seek for more understanding
about their partner’s experience. Too often, partners assume they understand what
the other means, when they do not. Words communicate meaning but rarely reveal
the complete meaning. Further elaboration and intention of the communication
needs to be sought by the therapist and/or a partner through questions and active
listening.

Common Language and Interaction Patterns in Couples

Couples often stress to the therapist the content, or details, of their interactions. As
described in Chapter 5, partners often want to tell the therapist every detail of their
negative experiences as a couple. The motivation for clients is often the underlying
belief that if the therapist knows all the “facts,” then he or she will see the problems
in the same way and take their side. Effective couple therapy requires that clinicians
attend to the process of clients’ interactions, even when the couple emphasizes the
content (Nichols, 2012).

Couples develop language patterns that are important for the therapist to identify
and understand. Five general patterns will be discussed: Language as a Manager of
Distance; Assertive, Aggressive, Submissive, and Passive-Aggressive Communication;
Reactive and Responsive Listening; Reciprocal Language Patterns; and Hierarchical
Intimacy Patterns.
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Language as a Manager of Distance

Language is a powerful tool that can be used to determine the amount of closeness
and distance in a relationship. The therapist must listen not only to the content, but
also to the intent of a specific communication by focusing on the response it elicits.
This will help the therapist determine whether the communication brings a couple
closer or moves them farther apart, condescends or puts down, or places one of the
partners on a pedestal and the other one down.

Assertive language often brings two people closer. “I” followed by an expression
of how one feels and said in a reflective or sensitive tone of voice will frequently
elicit a positive response. Even a message such as “I feel angry,” which could be
heard defensively, said with the intention of opening communication could be
received positively and increase understanding between two partners. In order
to communicate assertively, the sender must feel entitled to have feelings and
thoughts, to speak, to be heard, and to feel that what he or she has to say is important.
There needs to be a history of feelings of safety, trust, and respect within a
couple’s relationship for assertive communication to occur. If clients are not currently
providing an environment of safety, trust, and respect for each, the therapist’s role
is to create such an environment in session so that assertive communication can
occur.

Language that distances a partner is often characterized by judgment or blame.
Such language often starts in an accusatory manner with the word “you,” and the
intention is to project or attribute blame and responsibility onto another person. A
partner who says “You never hug me!” or “You aren’t very sensitive or caring!” is
ostensibly communicating a wish for closeness, but the defensive response it provokes
creates distance. Separation and alienation are common outcomes in communication
that unconsciously repeats early destructive patterns from one’s family of origin. By
harboring feelings of rejection or abandonment from the past, the partner believes
that he or she is asking for closeness but in truth is establishing distance, perhaps to
protect against further pain. Gottman’s (1994) styles of communication dealing with
criticism, contempt, defensiveness, and stonewalling can all be used to create distance
in a relationship.

The following comparison of statements illustrates how the same basic content
can be used in a healing, intimacy-enhancing way, or in a more regressive, alienating
manner that pushes a partner away. The first statements can increase intimacy and
are congruent with a wish to be nurtured and understood. The second set will
probably create distance and are incongruent in that the partner is starving for
closeness and struggling to be heard but uses words that alienate those around him
or her.

Statements which invite intimacy:

e  “Ineedyou.”

e “Incedahug.”

e “I really want to spend some time with you.”
e “Iam really hurting inside.”

e “I feel upset with you and want to talk.”
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Statements which establish distance:

e “Why aren’t you ever there for me?”
e “You never hug me.”

*  “You never spend any time with me.”
*  “You always hurt me.”

e “Why did you do this to me?”

The therapist needs to encourage and confront clients who use distancing language
and help them recognize the underlying meanings and effects of their communica-
tions. Perhaps a client’s fear or pain contributes to the trepidation of being too vulner-
able with their partner. Feelings of rejection or abandonment from family of origin or
originating in the current relationship might have helped this person to develop a
defensive posture. Attachment injuries may inhibit one or both partners from feeling
emotionally safe to express their feeling openly (Makinen & Johnson, 2006). Or
perhaps the couple might be colluding to establish distance because of their internal-
ized fears. The goal in most effective communication is to be congruent in process and
content. What is being said and the manner in which it is said ave in agreement. “I need
a buy” is congruent. “Why don’t you ever hug me?” is incongruent because the request for
o bhuy is masked in aggression.

Language also can be used by a partner in an arrogant, condescending, and/or
self-denigrating way. All three suggest underlying feelings of low self-worth in the
communicator and perhaps, if believed, in the listener. Consider this dyadic commu-
nication between a husband and wife.

Husband: Why don’t you ever do it the right way?

Wife: I tried, I really tried.

Husband: T’ve told you before how to do it; I don’t know how many times I have
to repeat myself.

Wife: P’ll try and do better next time.

Husband: 1 hope so.

The arrogance of the husband and the self-denigration of the wife create distance and
diminish feelings of safety and closeness in the dyad. Such language may indicate a
parent-to-child dynamic in the couple’s relationship. In such roles, there may be little
intimacy and an absence of sexual relations. Parent—child relationship dynamics often
destroy feelings of wanting to be sexually intimate.

The process-oriented couple therapist needs to be attuned to listening for arrogant
or self-denigrating behavior, which are often paired together. Usually, one partner
will take an arrogant position, and the other will take a complementary role of being
angry, undermined, and hurt. Fearful of intimacy, the couple participate in this
destructive communication in a collusive manner so that each person’s behavior re-
inforces the other. If the therapist simply listens to the content of the message, she or
he might very well side with the underdog against the condescending partner, without
taking into account the one-down partner’s passive-aggressiveness and distancing
behavior. If the therapist remains attentive and balanced, she or he will recognize the
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patterns of distancing as they are collusively established by both partners and confront
them in order to increase understanding and encourage change. The therapist’s atten-
tion and intervention should focus on the process of the couple’s communication, not
just the specific content of that communication. It is the role of the therapist to teach
both partners the same sensitivity and awareness so that they can discuss their relation-
ship process without intervention by a third party.

Assertive, Aggressive, Submissive, and
Passive-Aggressive Language

Assertive language is direct, differentiated, subjective, and without judgment.
Examples of assertive language usually begin with “I” and are followed by a clear
statement of feeling, thought, need, or wish. “I feel very sad.” “I need you to hold
me.” Agygressive language is confrontational and is invasive to the ego of the listener,
often characterized by accusation, projection, blame, and anger. Examples often
begin with “you” and have an attacking tone of voice. “You are never there for me!”
A submissive communication uses tentative language and is spoken by someone from
a one-down position. Examples might include a diminutive statement such as “I never
can do it correctly.” Passive-agyressive messages might at first sound quite assertive
but the passive-aggressive person hides the fact that she or he shares the opposite feel-
ings from those expressed directly. Although “I feel fine with the way things are”
sounds assertive, the statement can be interpreted as passive-aggressive when the
listener leaves the room and the communicator says, “I’m really not happy with the
way things are.”

Communication styles are often reciprocated between partners. Assertive styles
often facilitate the listener-partner responding in an assertive manner. If the partner
does not, the message probably was not perceived as assertive in the first place.
Likewise, aggression in one partner often inspires aggression from the other. However,
the partner might respond submissively and fearfully, passive-aggressively, or passive-
resistantly. It takes a very insightful and differentiated person to be able to respond in
an assertive, emotionally present way to a partner who is aggressive. A submissive
partner often elicits aggression. Passive-aggressiveness almost always elicits aggression
or passive-aggressiveness at first and can eventually lead to frustration, so that eventu-
ally the listener/partner no longer tries to relate.

Submissive, aggressive, and passive-aggressive styles of communication used by a
member of a dyad could suggest that childhood dysfunctional relationships, charac-
terized by rejection, abandonment, or low self-worth, remain unresolved and are
being repeated in the dynamics of the couple’s communication. The therapist who is
sensitive to these patterns is able to intervene in a balanced and profound way. In
order to increase client awareness, the therapist can confront each partner on what she
or he is actually trying to elicit from her or his partner. Asking questions such as, “Can
you understand what you are asking for?” or “Do you see what you are creating?” can
lead to systemic understandings. The responses of both partners offer insight into the
circular communication patterns of the couple.

The following process questions and statements might help improve couple
communication and position clients to be more assertive.
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“Try and say it without the aggression so that your partner can better hear you.”
“Can you move out of the submissive position and be more assertive?”

“It sounds to me like you’re not saying what you really mean and are being
passive-aggressive.”

After gaining insight into the meaning and effect of a communication, a couple—
with the help of the therapist—must alter aggressive, submissive, and passive-
aggressive language to make messages congruent with the healthier intentions and
needs of the communicator and listener. The therapist must teach each client to main-
tain assertiveness even amidst aggressive behavior. Assertive inquiry for meaning in
responding to a partner’s aggressiveness can often break down the agyression and turn it
into more vulnerability.

Reactive and Responsive Communication

Bowen’s emphasis on differentiation highlights the influence that emotion has on the
way partners respond to each other (Kerr & Bowen, 1988). A highly reactive person
tends to easily feel attacked, insecure, and on the defensive. A reactive retort answers
the statements of the communicator in primarily an emotional, not thought out, and
defensive way. A response, on the other hand, defined as “an answer or reply,” has
elements of both emotion and thought and is intended to further the depth and
meaning of the conversation. The responsive individual has more ability to listen and
seek further clarification than one who is merely reacting.

A wife states: “You did a very poor job.”
A reaction: “I did not.”
“You did just as bad a job.”
“I don’t care what you think.”
A response: “What was poor about it?”
“What do you mean by poor?”
A busband states: <1 don’t like you.”

A reaction: “Who cares?”
“I don’t like you either.”
A response: “What about me don’t you like?”

“What do you mean?”
“Could we talk about it?”

A person who is reactive perceives attack in most direct communications. She or he
defensively assumes knowing the meaning and intent of the words used by the
communicator. A responder will assume that meaning is person-specific and that
understanding is important before an adequate response can be made. With a primary
attitude of respect and interest, the responder seeks to build communication and
mutual understanding. In terms of reciprocal patterns, reaction is likely to breed
aggression, while response often calms down what was originally an aggressive
communication and moves it toward assertion and deeper understandings. This is one
of the most important abilities for couples to develop: to respond in a patient, caring,
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and assertive way to emotional attacks or accusations from one’s partner (Alberti &
Emmons, 1983; Arbinger Institute, 2001, 2000).

The therapist who listens carefully will understand that if one partner reacts to a
statement made by the other, there probably was a perceived attack or sensitive area
touched. In reactive communication, the couple can get quickly enmeshed. A respon-
sive communication, however, suggests a high level of differentiation and desire to
understand the meaning one’s partner is trying to convey. Healing, forgiveness, and
couple intimacy are built on the foundation of responsive, nonreactive partners.

Couple therapists need to interrupt the reactive communications of clients.
Intervention can take many forms: for instance, (a) inviting awareness of the origins
of reactive patterns; (b) fostering insight into the emotions behind aggression;
(¢) examining the attributions of each partner, that is, what each partner thinks of the
other; (d) restructuring the seating and redirecting the focus of conversation so that
the therapist is more central; and (e) directly educating the clients about the differ-
ence between reaction and response.

One direct technique is an experiential exercise to teach clients just how reactive
they are and how difficult and rewarding responding instead of reacting to one another
can be. Amidst a couple’s reactive argument, the therapist can say to both clients,
“You know I don’t like either of you!” This will probably stop their reactive commu-
nication and surprise the couple. Before they respond, the therapist can challenge
them to respond to the statement and not to react. Often clients will think this so
strange that they will laugh and parlay back a reaction such as, “I don’t like you
cither!” The therapist can tell them this is a reaction and confront them until they
begin to respond. A response would be for either partner to ask something like,
“What don’t you like about me?” thereby secking understanding of the things left out
of the original expression (Bandler & Grinder, 1990; Milliner et al., 2000).

After helping couples successtully respond to each other during the therapy session,
a positive and direct challenge is to ask a couple to respond to each other at home,
especially in communications in which reactions are commonplace. Another exercise,
seemingly the opposite but often achieving the same result, is to send them home
with the task of seeing if they can get the other to react, and to keep score. Paradoxically,
this task can encourage the couple to respond, even during overt aggression. This
exercise often sensitizes clients to their reactive instincts and begins the process of
more responsive communication. However, this exercise should not be used with
volatile or overtly aggressive couples. It is more appropriate for couples who are able
to reflect and maintain some differentiation.

Reciprocal Language Patterns

A systems perspective recognizes that each person in a relationship plays a role in the
relationship dynamics. The circular nature of communication lends itself to interac-
tional patterns in which partners reciprocally influence each other. For example, a
stressful event or situation in life may cause distress for one partner. When this partner
reaches out for emotional connection, support, or a safe haven from the situation, the
other partner may respond with withdrawal or criticism. The distressed partner may
then increase pressure for emotional support, and the other may respond with
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increased negativity or disinterest, leading to the couple becoming stuck in a rigid and
negative interaction cycle.

Gregory Bateson (1972) used the terms symmetrical and complementary to
characterize certain types of relationships and interactions between people (see also
Becvar & Becvar, 1999; Nichols, 2012; Watzlawick, Beavin, & Jackson, 1967). In a
symmetrical relationship partners engage in exchanges of similar behavior. For
example, one partner yells, and the other yells back in a similar manner or with equal
intensity. Such interactions may escalate in a reciprocal fashion. A complementary
relationship is one in which the partners engage in opposite behavior, both verbal
and nonverbal. For example, one partner may speak in a very animated way, while the
other puts their head down and becomes withdrawn. Either type may be problematic
for couples.

The process-oriented therapist needs to be knowledgeable and sensitive to recip-
rocal patterns in couple communication. With such awareness the therapist is able to
anticipate and confront dysfunctional communication before it becomes too intense
and hurtful. Several of the frequently observed patterns in communication are attack
and defense, anger and withdrawal, pursuit and withdrawal, and thought followed by
feeling or vice versa.

Couples in therapy often use an attack and defend communication pattern, which
represents a common breakdown of communication. The mistake of many therapists
is to wait quietly and passively, without intervening, while the couple intensifies this
dysfunctional pattern.

Wife: You are never affectionate to me!
Husband: 1 am too. Last night I reached out to you.

This pattern of attack and defense creates distance and prevents the couple from being
vulnerable with each other. The therapist who can intervene after an attack and ask
the communicator to share the feeling behind the attack, or ask the listener to try to
respond without defending, can begin to break into this process and aid the couple’s
discovery of more functional communication. For example:

Partner 1:  You are never affectionate to me!

Therapist: ~ Can you share the feeling behind what you just said?

Partner 1: T am feeling lonely and unloved! You are never affectionate to me!
Therapist:  (to Partner 2) Try not to react or defend, but respond.

Partner 2:  Will you help me understand what you mean?

Such interventions by the therapist provide the opportunity for breaking the
destructive communication pattern and replacing it with one that is functional. Anger
and frustration, identified by Johnson (2004) as secondary emotions, may be overt
manifestations of underlying primary emotions, such as loneliness, hurt, or fear. It
may require great persistence to change a partner’s angry attacks into the more
primary feelings of hurt, rejection, or powerlessness. Beneath most aggression and
anger arve vulnerable feelings which, if shaved instead of the agyression, often elicit a
diffevent, more intimate and soothing rvesponse and deeper understanding. It the
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therapist intervenes in a couple’s reciprocal pattern in order to change reactions into
responses, she or he must not be passive, but forthright and determined.

Another circular pattern frequently demonstrated by couples in therapy is vulner-
ability in one partner creating a reluctance in the other to share negative feelings or
thoughts, and the subsequent lack of sharing resulting in further vulnerability in the
other partner. A couple caught in a dysfunctional communication might justify their
behavior by saying:

“Of course I feel vulnerable. I don’t know what he’s thinking or feeling; he never
shares anything with me.”

“Of course I hold back; she is always emotional and acts very fragile and
vulnerable.”

An inducted or unbalanced therapist is one who sides with one partner against
the other and listens to or confronts the accusations of one partner and not the
other. In contrast, a systemic therapist tries several techniques to challenge their
self-justifications and break the clients’ dysfunctional communication cycle. For
instance, making a straightforward request that the clients take responsibility for
their own behavior and recognize how one behavior elicits the other can help
couples begin to break their ineffectiveor destructive patterns. Another helpful tech-
nique is to model self-justification and blame so that clients can hear what these
sound like. The therapist can say, “My husband/wife and I had a huge fight last
night and it was entirely his/her fault. I was blameless.” If said in a lighthearted
manner, the client often hears the one-sided nature of the accusation and begins to
reflect.

Other common patterns observed in couples are those characterized by pursuer/
withdrawer and blamer/distancer behaviors. These reciprocal patterns of behavior
tend to create distance between partners and intensify relationship distress. In a
pursue/withdraw cycle, couples become stuck in a pattern where one partner pesters
the other to engage in the relationship, causing the other to withdraw, which encour-
ages the first to pester even more. Engrained patterns such as this may lead couples to
interact in detrimental ways which may be perceived as betrayal or abandonment
(Makinen & Johnson, 20006).

Therapists are frequently inundated by the content of the blamer, who may recount
a long list of dates and times when their partner was “not there” when they were
needed. It is easy to become aligned with that individual and look at the withdrawer
with a critical lens. However, a therapist who looks at the process, the manner in
which the blamer speaks, the language used, and the hidden message behind the
attacks will gain true insight into the couple’s relationship. It is important that the
therapist maintain a balanced approach so that each partner feels safe to explore their
emotions and experiences in a secure environment in which both partners feel
validated.

Therapists who are sensitized to process issues will recognize that no behavior
exists in a vacuum. When one partner expresses anger or withdrawal, the therapist
needs to look for the response or reaction in the other and determine the
interrelationship.
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Hierarchical Intimacy Patterns

There are hierarchies of intimacy which, when expressed, are experienced differently
by people, often depending upon the depth and vulnerability of the relationship.
Unfortunately, many couples relate to each other at the top of this hierarchy instead
of in an in-depth intimate way. In other words, the communication is superficial
rather than conveying deeper personal feelings. Consider the following set of greet-
ings listed in a hierarchical fashion.

Hi!

How are you?

It’s nice to see you.

I was thinking about you.

I was really thinking about you.
I missed you.

I missed you terribly.

I really love you.

Each intimate expression, intended to create some level of connection between
two or more people, is appropriate depending on the depth and nature of the relation-
ship. A couple in a long-term committed relationship could use each greeting listed.
Distant acquaintances would probably use only the top three. The therapist’s chal-
lenge is to assist clients in using more intimate language. Distant and emotionally
estranged couples often only know how to use the top of the hierarchy and never
express deeper words of affection and love to each other. This is often the case with
couples in which one or both partners has a fear of intimacy or being emotionally
vulnerable. The top part of the hierarchy is often used to maintain distance and indi-
vidual safety, and the bottom potentially can break through resistance or fears of
intimacy. In the chapter on intimacy (Chapter 10), we will discuss the nature of inti-
macy, how to deepen intimacy and some of the common blocks or fears that are used
to maintain distance.

Conclusion

In conclusion, reciprocal patterns of communication and interaction are universal in
couples. The therapist who recognizes these patterns and their circular nature can
systemically intervene to help couples accept individual responsibility for their part in
the pattern, reframe and deepen insights and feelings, and help couples break destruc-
tive patterns. Such intervention must be at the level of content and process. The
content is important to give insight and orient the therapist to the correct topic areas.
Attention to the process deepens the understanding of the feelings and thoughts
behind the overt communication and helps the therapist gain a deeper knowledge and
capacity to confront or inspire the couple’s negative or positive systemic patterns.
Couple therapists also help clients shift their attention away from content to the
process of their interactions so that they can develop new, more constructive ways of
interacting.
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BUILDING AND MANAGING
INTENSITY

In couple therapy, personal growth and relationship improvement are most enhanced
by a dynamic energetic process in treatment. Aspects of such a process include active
interaction, feedback, humor, confrontation, empathy, a full range of emotions, and
intellectual and emotional sharing. The systemically oriented therapist attempts to
create appropriate emotional intensity among partners and between the couple and
the therapist. Too much intensity can inhibit a therapist’s ability to intervene in a
constructive manner and for a couple to communicate effectively. Too little intensity
can cause a therapy session to lack focus and prevent a couple from truly engaging
each other in an intimate way. This chapter focuses on the management of intensity
for the purpose of creating a dynamic therapeutic environment for clients. In addi-
tion, the often observed phenomenon of therapist and client resistance to heightening
emotional intensity will be reviewed.

Therapists working with couples need to have skills to build intensity and related-
ness within a session so that the couple will generalize the cognitive and emotional
experience to their everyday relationship outside of therapy. Generating intensity
within a couple’s therapy session requires sensitivity to process issues and the ability to
use cognitions and emotions in the couple—therapist interaction. Johnson (2010)
indicated that the therapist’s role is to emotionally charge the therapeutic session, to
maximize each partner’s engagement in therapy, validate their experience, and facili-
tate direct, face-to-face interaction between partners. Using these techniques, the
therapist builds intensity between the couple, allowing the couple to experience what
Johnson (2010) refers to as a “ ‘safe emergency’ which Perls (1973) suggested is at
the heart of significant change” (p. 137).

The fundamental concept is that therapy is a dynamic process not to be reduced to
an intellectual dissemination of information. When the session becomes limited to
rational thinking and the passive reception of information, an individual will have
difficulty integrating what she or he feels and applying insight into personal experi-
ence. Emotion can be a strong motivator of change in behavior and interaction in
couple therapy, and a corrective emotional experience can bring a couple together in
ways that an intellectual conversation cannot. However, the goal is not simply catharsis.
Cognitive change will often follow emotional change, and emotional change, of neces-
sity, involves change in cognition and action related to the emotion (Greenberg &
Johnson, 1986, 1988). Building appropriate intensity can produce not only emotional
and cognitive changes; it also facilitates deeper connection between partners.
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Therapists must work to build and maintain the intensity of sessions in a manner
that fits with couples and promotes movement toward their goals for therapy. If a
couple comes to therapy with little affect or intensity, what can be done? How does a
couple therapist turn seemingly meaningless small talk at the beginning of a session
into energized, focused conversation? How can the disorganized ideas frequently
contained in a client’s description of the presenting problem be transformed into
insight, primary emotions, and behavioral change? Conversely, how does a couple
therapist effectively work when there is too much couple intensity that prevents any
thoughtful communication?

Bugental’s conceptualization of therapist skills into “four octaves” in responding
to client sharing gives the reader a thorough description of how to manage intensity
and facilitate joining, trust, depth, emotional and cognitive sharing, and structures for
change (Bugental, 1987). These octaves consist of four major areas of therapist apti-
tude: (1) listening skills, (2) guiding and focusing, (3) instructing and teaching, and
(4) requiring or confronting.

The octaves are interrelated, with each one building upon the previous octave, and
the last point of each octave being the first point of the octave that follows. For
example, the last point of the first octave is also the first point of the second octave.
The listening skills (octave one) outlined by Bugental include the use of silence,
bridging statements such as “I see,” restating, summarizing, encouraging talking,
reflecting the obvious, inviting expansion, and asking open-ended questions. The
second octave, guiding and focusing, begins with open-ended questions, selecting a
part on which to focus, sharing factual information, structuring information, pointing
out alternatives, general structuring for how much focus a specific idea should take in
a session, suggesting topics, and asking moderately focused questions. The third
octave on instructing and teaching begins with asking moderately focused questions,
rational advising, supporting, reassuring, teaching, weighing alternatives, limiting
direction, and narrowing the questions. The fourth octave on requiring or confronting
discusses narrowing the questions, urging-on the client, approving, challenging, rein-
forcing or disapproving, superseding, and commanding.

In addition to Bugental’s therapeutic principles, therapists who incorporate the
following four strategies will find that they can more effectively focus their sessions
and create and manage intensity: (1) using images and analogies; (2) using client
language, emotional expression, and silence; (3) using repetition; and (4) focusing on
primary material and developing a theme. After discussing these four therapeutic
strategies, the chapter will conclude with observations on the management of highly
enmeshed clients who communicate with destructively high levels of emotional
intensity.

Using Images and Analogies to Create Intensity

Couples who are unable to express or are fearful of emotions often communicate at
a superficial level. In many cases, superficial expression of emotion or intellectual
discussion can be transformed into dynamic interaction through a client’s or thera-
pist’s use of images and analogies. Although thought and the written word can
certainly carry intensity, images and analogies usually increase the depth and the
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energy of an interaction. Napier wrote on metaphors, “It is in this way that our reality
is transformed. A cluster of circumstances awakens in us feelings that become so
charged and intense that they literally change what we are experiencing” (Napier,
1990, p. 2, as cited in Nichols & Napier, 1996). A couple therapist can use images
and analogies in several ways: for more accurate diagnosis, for disclosing deeper
meanings and encouraging behavioral change, and for teaching different marital and
family therapy concepts without the use of professional jargon.

One such analogy technique is the invitation of the Grim Reaper into the therapy
session (Odell, 2003). This often works when a couple is stuck on a particular point;
however, it can create significant internal reflection on any point. The analogy is to
invite the Grim Reaper into the session by asking the couple to pretend that one of
them has been killed or has died suddenly. The couple chooses the person between
them who died, and the therapist conveys to the “living” partner that the intense
arguing, nagging, unattached feelings are now gone.

This analogy allows the therapist to dig deeper on an emotional level by asking
the living partner, “How does the death affect you and your family? Are there
emotions and thoughts you wish you would have had a chance to express? Are there
things which you wish you would have done?” This opens the therapy door to circular
questions and reflection regarding marital and familial impact. The therapy session
then moves from superficial “stuck” points to an emotional experience, with clients
now able to access the transformation described by Napier (1990) in which “feelings
... become so charged and intense that they literally change what we are experi-
encing” (p. 2).

Diagnostically, images and analogies are crucial for an assessment of the depth and
seriousness of a symptom or disorder. For instance, if'a female client states that she is
feeling very depressed, description through analogy can be very elucidating. Besides
asking the client to describe the depression in feelings and thoughts, the therapist
might ask for specific analogies to further describe the depth of the depressive feelings
or possible suicidal ideation. The following examples will describe less critical to more
serious feelings of depression. In this example, the bottom of the hierarchy might very
well prompt the therapist to consider hospitalization of the depressed individual. The
client might state, “My depression is like . . .”

e a mist that dulls all the colors around me.

e walking in mud; it takes so long to get anywhere.

e ahuge hole in which I am holding on to the sides.

e ablack cloud that is hovering over my head wherever I go.

e there is no floor beneath me, and I am free-falling out of control.

In addition to providing a richer description of one’s struggle, the use of analogy
may also be a projective device providing another view of innermost feelings
and thoughts.

Diagnoses of the depth and intensity of anxiety and the possible need for medica-
tion are also improved by the use of images and analogies. After one male client stated
that he felt very anxious, the therapist asked, “Can you tell me what the anxiety is like?
What does it look like or feel like or sound like?” Consider the following hierarchy of
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responses which, along with other corroborating data, might indicate the seriousness
of the symptoms. “Anxiety is like . . .”

e an uneasy feeling which comes and goes.

e having an unsettling feeling of danger all of the time.
e having uncontrollable negative thoughts.

e  Dbeing part of a crowd trapped in a fire.

Although the above issues of depression and anxiety present as individual problems,
the relationship or couple-ship often experiences depression, anxiety, and other serious
problems through unresolved conflict. As the therapist looks at the relationship as the
“third person,” the “relationship person,” or the “person who is actually seeking help
or a cure,” the therapist must ask emotional questions of the couple-ship. Of course,
the relationship can’t speak for itself, but the words of the individuals convey the heart,
soul, and feeling of the “relationship person.” It is very important for the therapist to
address the relationship through the couple and to find out what the conflict feels like.
Just as we asked the questions about depression and anxiety of the individuals, the
“feels like” images and analogies of the individual speaking on behalf of the relation-
ship may indicate the seriousness of the symptoms and may reveal thoughts and feel-
ings that may have never been expressed before. Just as the therapist would ask the
individual to describe “what it looks or feels like,” the therapist is now asking the
couple, “Having conflict or unresolved differences between you is like . . .”

e looking at the night sky and seeing no stars, no moon, no light.

e saying a prayer and expecting God not to hear or answer.

e watching a car come at you and not being able to do anything to stop it.

e coming home from work to see the house on fire and my family is inside and the
firemen won’t let me in.

Differentiating the situational or more global character of the symptoms will help
the therapist determine the seriousness of clients’ individual or relationship issues.
“I'sometimes . . . ” is different from “I am always . . . ”; “She rarely . . . ” is less severe
than “She never ... ”. Absolutes such as “always,” “never,” “constantly,” “inces-
santly,” and “consistently” are clearly of higher concern than more qualified words
such as “rarely,” “sometimes,” “occasionally,” and “sporadically.”

Images and analogies are helpful in understanding deeper meanings. One of the
greatest mistakes a therapist can make is to assume they know what the clients are
trying to say and therefore not seek further elaboration or clarification. The client’s
intellectual statement can be transformed into a more dynamic and meaningful
expression when the therapist inquires about images or examples. Doing so can help
the therapist move beyond specific complaints to underlying patterns in the relation-
ship. The reader is directed to Chapter 6 of this volume for further discussion on
moving from content to process.

The types of questions asked by the therapist are important for building intensity.
If the client says “I feel very hurt,” the comment carries intensity and meaning, but
may be only a hint of deeper feelings. The therapist needs to follow up on such a

”
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comment by inquiring further. “The surface structure the client has presented is
incomplete, the next task is to help the client recover the deleted material. The most
direct approach is to ask directly for what is missing” (Bandler & Grinder, 1990,
p. 63). The questions below illustrate how the therapist might inquire about missing
information or deeper feelings.

e About whom or what are you hurt?

e Can you describe the depth of the hurt?

e What is the hurt like?

e Can you compare the hurt to an earlier experience?
e What kind of hurt?

e Can you give me an image that describes the feeling?

A client might state in an intellectual or matter-of-fact manner that she or he feels
very angry. The therapist can inquire:

e About whom or what are you angry?

e What is the anger like?

e Does the feeling come and go, or is it always with you?
e In what part of your body does the anger live?

e Can you draw or describe a picture of the anger?

e How does the anger sound inside of you?

Such inquiries can help the therapist and client understand that there is no univer-
sality of meaning in behavior or emotion and that inquiry for further depth of under-
standing is a necessity. With the use of images and enhanced descriptions, the intensity
of a session can increase and carry more meaning for clients and therapist.

Both meaning and intensity are enhanced when intellectual concepts can be trans-
lated into image and experience. Couple therapists can help clients by translating the
concepts of the various schools of thought and couple therapy models into everyday
language, experiences, and examples. For most clients, the use of marital and family
therapy concepts and jargon during a session is not very helpful. Telling the client that
she or he has been “triangulated” for years in a “fused relationship” where little
“differentiation” has taken place will probably be misunderstood. To gain a better
understanding of the richness and depth of couple and family therapy concepts and to
enhance the therapeutic impact of treatment, the therapist should work on creating
images and analogies to use with clients. This language will raise the intensity and
understanding of a particular couple’s difficulty. Therapy is also enhanced when thera-
pists use the language, images, and analogies of the clients.

Consider the following theories and concepts that have been transformed
into more descriptive and applicable illustrations, insights, and analogies for use
with clients.

Enmeshment or fusion is like . . .

e two people who hug in the deep end of a pool, trying to stay afloat while pulling
cach other down at the same time.
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two trains going in the same direction, on the same track; the speed of one is
often determined by the speed of the other.

two people shaking hands and not letting go.

going scuba diving and sharing the same tank.

Being differentiated is like . . .
being 30 years old and asked by your mother to get a haircut for the family
picture and responding, “I do need one, I’d be glad to.”
holding onto yourself and your opinion when it seems that everyone around you
wants to convince you of something else.

Lack of boundaries is like . . .
adjacent backyards with no fences or markers; no one knows where to stop
mowing their lawn.
an inexperienced painter using watercolors.

Effective boundaries are like . . .
fences with doors that are controlled from the inside.
having the freedom to invite someone over and asking them to leave when you
are tired.

Rigid boundaries are like . . .

building a castle with a moat and no drawbridge.
not letting new information influence long-standing opinions.

Intimacy is like . . .
dancing with emotion when your heart tells your feet where to go.
having mutual understanding and caring for each other’s feelings.
two swimmers, who swim together in a synchronized way for awhile, and then in
an individual way swim apart.
feeling a great sense of chemistry and compatibility

Positive entitlement is like . . .

a father giving a child permission to go further in education than he did.
a green light.

Negative entitlement is like . . .

a red light
when the final paper of the final class for your degree cannot quite be finished.
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Such examples are as numerous as a therapist’s and client’s experience and imagina-
tion. Through images and analogies the theories and concepts that organize, explain,
and/or describe the clients’ experience can be communicated in ways that increase
understanding and meaning.

Using Client Language, Emotional Expression, and Silence to
Increase Intensity

As couple therapists attend to the content of a couple’s communication, they need to
listen to the specific words and language used by their clients. Inquiry and/or
comment by the therapist should attempt to focus upon and mimic the language of
the couple. For instance, if one partner states that she or he had a bad week, the thera-
pist could ask, “What made the week bad?” By repeating the use of the word “bad”
and not changing it to a word of the therapist’s choice, a client can continue to elabo-
rate with deeper personal explanation or meaning, without having to adopt the
therapist’s language or interpret the therapist’s particular meaning placed on the
word choice.

If the therapist were to ask, “Why was the week awful?” the meaning of the client’s
emotional word “bad” might be lost in trying to interpret or resist the therapist’s use
of “awful.” By focusing on the client’s language, the therapist can show respect for the
client’s view and interpretation of reality, instead of immediately superimposing
another. Consider the following two dialogues, one in which the couple’s understand-
ings are consistently translated into the therapist’s word choice (Dialogue 1), and one
in which the couple’s understandings were honored and enhanced (Dialogue 2).

Dialogue 1:

Husband: We seem to be fighting all of the time.

Therapist:  'What are your arguments about?

Wife: We don’t really argue. We just walk away from each other.
Therapist:  'Why do you both withdraw?

Husband: 1 feel very angry.

Wife: I don’t withdraw. I just need a little time to gather myself.
Therapist: What do you think you are scared about?

Husband: T’m not really scared. I am just discouraged.

Dialogue 2:

Husband: We seem to be fighting all of the time.

Therapist: Tell me about the fighting.

Wife: We both get very hurt and walk away.

Therapist: What kind of hurt? How do you walk away from each other?

Husband: For me it is a very deep hurt, a feeling of rejection.

Wife: Well, I usually walk away, but inside I feel more panicked and want to run.

By using the meaning and the language of the clients, a natural flow is created that
increases the focus, intensity, and emotional depth of a session. If the therapist
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constantly transforms the client’s language, the client has to work to interpret the
therapist’s particular meanings, the client’s intended meaning may be lost, and the
conversation becomes very disjointed.

Sharing of feelings in a natural and open way is another technique used to enhance
the depth and intensity of a session. Consider the following feeling responses to a
couple’s pain:

Husband: We seem to be fighting all of the time.
Therapist: T’m sorry.

or: How discouraging.

or: That makes me sad.

Brief emotional expression followed by silence often will allow the client to continue
the description of the fighting as she or he feels that the therapist is emotionally
present. Such expressions from the therapist often have a greater likelihood of tapping
into the feelings of the clients than does a more cognitive inquiry. Most questions,
including “How do you feel?” tend to force a client to think about a response rather than
express o feeling.

A client came to therapy depressed and very angry that his wife of 48 years had
Alzheimer’s disease. The session began with the typical question and answer format.
Questions were asked such as:

e How long has she been ill?

e What has it been like for you?

e How do you cope with the difficulties?

e What did the doctor say is the prognosis?

The client dutifully responded to each question, but became more depressed and
angry about his situation as the session developed. What could the therapist offer? As
the therapist stopped thinking about what question to ask next, he eventually
expressed that he too was angry about the client’s situation and that he was experi-
encing such pain. The session ended, and the client made an appointment for the
following week.

At the next session, much to the surprise of the therapist, the man appeared consid-
erably more at peace and less depressed. The therapist remained silent as the client
said, “When I came in last week I felt alone and very angry. When I heard your anger
and feelings, I realized that I was not alone and I felt better.” The therapist’s sharing
of his anger normalized the client’s angry feelings. Through the therapist’s normaliza-
tion of the client’s feelings, other emotions of loneliness, guilt, and fear were given
expression and calmed.

In addition to emotional expression, silence is perhaps one of the most effective
techniques for enhancing the intensity of the client’s statement. This is true especially
when it is connected to a nonverbal indication that the therapist is present and
emotionally available.
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For example:

Wife: I am really hurting!

Therapist:  (leans forward, unfolds his or her arms, and says nothing)
Wife: He doesn’t seem to care about me.

Therapist: (empathetic expression)

Wife: (tears) I feel all alone!

As the therapist was perceived to be quiet, and emotionally present, the client allowed
herself to become more open and vulnerable. Patience, silence, and an engaged body
posture by a therapist will probably do more to elicit the emotion of the client than
most questions. Silence can create a vacuum and permission for the client to go deeper
into hurt and pain.

Using Repetition to Build Intensity

Couple therapists may find that insights and questions intended to lead the client
towards more depth of feeling and vulnerability can be very difficult for the client to
hear. Resistance and defense mechanisms can interfere with listening. There is often a
highly developed collusion process within the couple which results in their not under-
standing or responding to the therapist’s attempts to facilitate change. However, the
therapist’s use of repetition can raise the intensity of the therapist’s interventions and
can provide focus and a conceptual orientation that clients have trouble resisting. In
the following communication, the therapist is using a systemic intervention that is at
first difficult for the husband to hear.

Husband: My wife is never there for me; she avoids me constantly.

Therapist: Is it possible that you contribute to your wife’s avoidance?

Husband: 1 don’t. She is always off with her own friends.

Therapist: How do you help create the distance in the relationship?

Husband: 1t doesn’t start with me. She leaves, and then I react.

Therapist:  You’ll be better able to change the pattern if you can figure out how you
help create the distance.

Husband: My wife says that I am angry all of the time.

Therapist: Is that how you contributed to the distance?

Husband: 1 know I push her away when I get very hurt.

This last statement by the husband was his first reflective one, and it is the one that
will begin the process of changing the circular patterns of the couple. Once the
husband stops focusing on his partner and instead reflects on his own functioning and
contribution to the problem, he begins to become empowered such that he can alter
his behavior. It was the repetition that helped break through the husband’s
resistance.

In the next example the repetition of the client’s words creates a helpful confronta-
tion to the client’s distorted way of thinking.
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Wife: I simply am not smart enough to take that job.
Therapist:  You aren’t smart enough?

Wife: I am sure I’'m not.

Therapist: 1 didn’t realize that you weren’t very smart.
Wife: Well, T am not stupid!

Therapist: However, you are probably correct that you need to have more intelli-
gence to take that job.

Wife: I might be able to do it.
Therapist: 1 think that you will have to be smarter.
Wife: I think I can learn whatever I need to know to do it well.

By repeating and exaggerating the cognitive distortions of the client she was able to
begin the process of altering her thinking.

Frequently, a beginning therapist does not trust him- or herself or have the personal
confidence in his or her systemic interventions. Furthermore, beginning therapists
might be uncomfortable with or fearful of emotional intensity. When encountering
client resistance or an increase in intensity, therapists may abandon systemic interven-
tions too quickly. Repetition can communicate that the therapist is focused and confi-
dent that another way of looking at things can be achieved. Repetition often has the
abiliry to break through successive walls of defense. Each defensive statement by a client is
designed to stop the intervention. However, when the therapist persists, sensitively, the
vulnerability behind the defense can often be uncovered.

Focusing on Primary Material and Developing a Theme

Because the deeper issues of a couple are often painful and threatening, the real
sources of their distress may remain hidden behind a veil of repression and denial
(Napier, 1990; Nichols & Napier, 1996). In order to protect the vulnerability associ-
ated with such distress, a couple can present many topics and issues to the therapist.
The intensity of a therapeutic session is lost when the couple and/or the therapist
allow for many issues or topics to be covered. Such avoidance can take two predomi-
nant forms: one is client focused and one is initiated by the therapist.

As was mentioned above, marital patterns are resistant to change. One of the
primary ways couples resist and thwart movement is to bring up many topics, change
the focus of the conversation when it becomes too intense, and generally detour the
therapist away from the most meaningful material. As a client communicates the
broader picture, intensity can be raised if the therapist focuses on a singular theme,
idea, or feeling within that picture. Generally speaking, almost any focus is better than
none at all. The easiest way for the therapist to know whether he or she is focused
enough is to review the important aspects of a session with another therapist. If the
therapist cannot summarize the essence of a therapeutic session in a couple of
sentences, then there was probably not enough focus.

Consider the following communication by a couple seen in therapy.

Wife: You are never available to me. I have to keep begging for some affection.
Husband: 1 feel closed in. You are always on my back.
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Wife: The children need you home, not off somewhere else all day. Last
weekend you watched football all day with your friends.
Husband: 1 work very hard and deserve to spend time on my own.

This couple expressed variations of these themes many times, which further entrenched
the negative feelings in their relationship. The therapist who is seeking to create a
focus might initially say:

e Letusfocuson...
e What you just said is very important.
e Let’s spend the rest of the session on this topic.

Possible topics to focus on are:

e The distancing patterns of the couple.

e The meaning of the words “begging” and “closed in.”

e Exploration of patterns in clients’ families of origin.

e A discussion of time alone or time together.

e The understanding of how intimacy is expressed and experienced.
e The role of entitlement.

e Issues of parenting.

The important factor is that the therapist or couple pick one topic and pursue it in
depth. Deeper meanings explored in one area will almost always generalize to other
important issues and concerns.

A lack of focus initiated by the therapist is indicative of the worst understanding
and application of what a therapist might call an “eclectic approach.” In such “eclecti-
cism,” a therapist knows a little about each school of thought, but not enough to
actually orient his or her thinking and intervention. Without such focus the therapist
will often confront superficially, be inducted into the resistance of the couple, and talk
about a number of different topics at a meaningless level.

An excellent exercise for the therapist is to listen to the content of what a couple
presents in therapy and to practice conceptualizing the material into a specific school
and approach. Interventions can become more focused and purposeful once the thera-
pist can conceptualize the clients’ patterns. In the following examples, excerpts from
client conversation are organized within different conceptunl approaches. Each client
statement can be organized into and understood from several theoretical perspectives.

Client: “My mother just walks into my house without even knocking.”

Conceptualization: This could be a boundary problem, best approached
structurally.

Client: “My daughter wakes up every night, and I bring her into my bed.”

Conceptualization:  This might be a reinforcement issue and might be approached
behaviorally.

Client: “Every time we talk, we end up in a huge argument. We both

get so defensive.”
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Conceptunlization:  This couple might have few communication or conflict resolution
skills and can be helped by communication theory and practice.

Client: “I am not very smart or competent in most things.”

Conceptunlization: These could be “automatic thoughts” which need to be
addressed from a cognitive perspective.

Client: “When I go home for the holidays, I seem to lose myself and get
furious with my family.”

Conceptualization: This might be a differentiation issue which needs to be looked
at from a Bowenian perspective.

Client: “I don’t know why I have the attitudes I do.”

Conceptualization: This could be a loyalty or a legacy issue which needs to be
approached contextually in the family of origin.

Client: “I don’t know why I push away the people whom I most want
to love me.”

Conceptualization: This could be a matter of early introjected patterns repeated
compulsively which needs to be understood from an object rela-
tions perspective.

The list of examples is endless. The therapist needs to be able to organize the
scattered information from the couple into concepts and theories that allow for both
understanding and direction for change. If the therapist is conceptually focused, more
energy for change and insight can be derived from specific intervention.

Managing Too Much Intensity

As mentioned above, too little intensity is often boring for both client and therapist.
A lack of intensity can be resistance based and prevent change and growth from taking
place. One the other hand, too much intensity can be very intrusive, destructive, and
counterproductive. Couples sometimes choose a therapist on the basis of their percep-
tion of the therapist’s ability to manage their intensity and stop potentially destructive
communications. Some therapists are afraid of intensity in therapy sessions, and others
are hindered by apprehensions or fear of making clients uncomfortable or offending
them. Their desire to have their clients like them may interfere with the process of
treatment. However, effective therapy requires that therapists appropriately challenge
their clients, and the process of change may make clients (and therapists) uncomfort-
able at times. Therapists must learn to recognize the therapeutic benefits of building
intensity in session and challenging clients to make the changes necessary to reach
their goals for therapy.

The therapist needs to have the confidence to halt negative interactions. Without
such confidence, the therapist’s inclination might be to avoid intensity altogether and
structure sessions with his or her ideas instead of allowing the couple’s emotions to
truly emerge. The less confidence the marital therapist has, the less likely it is that she
or he is going to enhance couple interaction and to let the couple discuss their issues
with the emotions typically accompanying such discussions. Research has demon-
strated that some variability in psychotherapy outcomes is specifically linked to
therapists’ interpersonal skills (Anderson, Ogles, Patterson, Lambert, & Vermeersch,
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2009), and the therapist’s internal confidence plays a very important role in the
therapist’s interpersonal skills.

A couple therapist’s confidence is enhanced by knowledge and proficiency in
using specific techniques for managing emotional intensity. Four techniques for
managing the intense interactions of a couple are: (1) asking process questions that
demand the couple’s reflection and insight; (2) using emotional interventions that
seek the expression of primary feelings; (3) structuring a couple’s conversation
using stronger confrontation; and (4) changing the structure of the therapy. The
following types of interventions are designed to manage the intense and judgmental
communications of a couple.

(1) Process questions are designed to help the couple observe and reflect upon
their own communication by helping them to become more thoughtful, hence
less emotional and reactive, and objective observers of themselves. The therapist
might ask:

e Is this what goes on at home?

e What is the purpose of the arguing?

e Do you want to get this out of control?
e  Can you see what you are both doing?

(2) Certain emotional interventions take the focus off the anger and judgment of
the couple interaction and redirect the discussion into more primary feelings of pain,
hurt, or rejection. A therapist might say:

e This is very painful to watch.

e Please don’t hurt each other like this.

e I really feel the pain behind the anger you both expressed.

e  Talk about the feeling behind the anger.

e Ifanger is the tip of the iceberg above the water, describe the emotions that lie
beneath the water.

(3) Stronger confrontations and structuring the discussion can interrupt harmful
communication and decrease the emotional intensity. Some possible interventions to
lessen intensity might be:

e Stop! (may be accompanied by the therapist moving forward in one’s seat or
holding one’s hand out in a stop motion)

e I’m not going to let you continue to do this to each other!

e Don’t speak; just listen right now!

e I want one of you to share and the other to listen.

e  Start with “I” and try and leave out all of the attack.

(4) Changing the structure of a session helps clients avoid becoming more entrenched

in conflict by stopping the interaction or moving the therapist into the center of the
couple’s interaction. The therapist might say:

93



Principles and Processes

e Tam going to end the session now. It is too destructive.

e I am going to speak to one of you and then the other (while insisting the other
partner does not respond).

e Would one of you please step out of the office for a minute?

The general rule is that the more destructively intense a couple is, the more central the
therapist needs to be to the process. Such a couple needs the therapist to actively take
control and calm the system.

Anticipating the depth of intensity before it gets out of control is an important
skill. One of the greatest blocks for many therapists to overcome is to change perspec-
tive about what constitutes being polite. In a destructive communication between
clients, it is not polite to wait until one of the partners has finished speaking. A five-
minute husband /wife diatribe that keeps the therapist waiting for his or her turn can
set the tone for the entire session and derail efforts to be helpful. Couple therapists
need to understand that the rules of therapy are different to what is typically consid-
ered socially acceptable behavior outside of therapy. Although it is usually considered
rude to cut someone off, therapists need to know that it is often appropriate and
effective to interrupt, cut off, and prevent a client from finishing saying hurtful
and destructive things in order to reduce potential harm between partners. Below are
two examples.

(1) The “polite” therapist:

Husband to Wife: T’m upset with what you did. You really are insensitive to my
needs. You never once asked me for what I wanted . . . as a matter
of fact, you never have and you are always selfish! You are a real
bitch!

Therapist: (turning to the wife) How are you feeling?

(2) An effective therapist who anticipates an evolving destructive interaction:

Husband to Wife: T’'m upset with what you did. You really are—
Therapist: (interrupting) Your feelings are important; however, can you share
them without attacking, and instead share what you want or need.

The therapist can then prevent expressions of aggression or judgment by inter-
vening directly and quickly during an escalation of anger or hostility. In general,
inexperienced thevapists process o couple interaction too slowly. To make the point, an
extreme example would be that it is better to confront one partner as he or she is thinking
about picking up a baseball bat with which to hit his or her partner than to ask the
parvtner “How do you feel?” after he or she has been hit.

The levels of intensity and their management in a therapy session are usually deter-
mined by the therapist’s confidence and ability to remain detached from the affect of
the client so that she or he is aware of the subtle communications and process issues.
As mentioned previously, the more self-confidence the therapist has, the easier it is for
him or her to trust interventions and follow through.
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Two key issues related to a therapist’s ability to handle clients’ emotional intensity
are the level of differentiation of the therapist and how anger was dealt with and
processed in one’s family of origin. Differentiation includes the ability to separate the
emotional and intellectual processes and the ability to maintain clear, rational thinking
even in the midst of intense emotions. Someone who is differentiated is flexible,
adaptable, and independent of others. She or he can cope with the stresses of life
(Bowen, 1976). If the therapist’s family had the extremes of too little affect or too
much intrusive arguing, the therapist might be greatly limited in his or her ability to
manage intensity during a session. If anger was not allowed or punished or, conversely,
if anger was rampant, a therapist could have a distorted reaction to client anger.
Without adequate work on his or her own differentiation, a therapist will find it diffi-
cult to manage highly emotional clients, confront the collusion of an enmeshed
couple’s destructive communication, and reframe it and remold it into something
more positive.

Conclusion

The management of intensity is an important part of couple therapy. Too much
emotional energy can create destructive dynamics and enmeshment. Too little energy
can prevent change, behavioral application of new ideas, and couple intimacy.
Managing intensity is an essential skill for the couple therapist to develop.
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8

SYSTEMIC THERAPY WITH
INDIVIDUAL CLIENTS

For a period of time in the 1970s and 1980s, many therapists in the field of marriage
and family therapy insisted that for therapy to be eftective, all members of the family
should be present. Currently, working with subsystems (e.g., parental subsystems,
marital dyads, and individuals as part of a family system) is more widely accepted. If a
system consists of the interaction of a group of individuals, and theoretically every
individual affects the system, then it follows that working in a systemic way with an
individual can alter the destructive reciprocal patterns within the couple or family of
which the individual is a member (Bowen, 1966). A significant proportion of many
couple and family therapists’ caseloads are individual clients, many of whom are
working on systemic issues (a survey of practice patterns indicates that on average,
over 50% of MFTSs’ cases are individual clients; Simmons & Doherty, 1995). In many
cases, spouses refuse to enter the therapeutic process, or individuals report that they
want to work in therapy by themselves.

When working with one member of a relationship, the therapeutic task is to
systemically address personal issues of a relational nature. If approached systemically,
individual therapy can help the client take responsibility for him- or herself and become
more constructively influential and differentiated within his or her family, thus having
a positive impact on family relationships and leaving open the possibility that a spouse
or other family members might become involved in the therapeutic process at some
future time.

This chapter will explore the difficulties and opportunities for the therapist working
with an individual member of a couple dyad. The ethical implications of aiding
the growth of one partner without directly working with the other, combined with
an understanding of the potential danger of the role of empathy when used to align
with one partner against the other, will also be discussed. In addition, specific consid-
eration will be given to the therapist’s role of encouraging client self-responsibility
and the development of personal power. Finally, the intermingling of individual and
couple therapy will be discussed.

Ethical Implications of Individual Therapy

It is critical that therapists are aware of the potential negative implications of working
with only one partner of a committed relationship. Unwittingly, individual therapy
may exacerbate couple conflict and contribute to relationship dissolution or divorce.
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By encouraging and enhancing one partner’s growth without paying adequate
attention to its effect on the other partner, the therapist can unbalance and disrupt the
homeostasis of the couple system (Gurman & Kniskern, 1981a, 1991). Clearly, this
growth could be positive or negative depending on the many perspectives of the
persons involved.

Every individual issue or concern has systemic and relational ramifications for an
individual client who is part of a intimate couple relationship. For instance, if a
spouse is depressed, one systemic question that needs to be addressed is what role the
depression plays in the couple’s communication and overall relationship (Jessee &
L’Abate, 1985). There are several possibilities. Through the process of overidentifica-
tion, one partner might be experiencing depressive feelings similar to those found
more severely in his or her partner. Perhaps the nondepressed partner colludes in
deepening the feelings of depression in the other through criticism or withdrawal. For
example, when one partner is depressed, there is little chance that the couple will be
physically intimate or emotionally close. Often such collusion is derived from fears of
intimacy and vulnerability.

Another possibility is that if one spouse is depressed, there is less likelihood that she
or he will have the energy to leave the relationship. The less depressed partner, feeling
fear of loss and a poor self-concept, knows this and unconsciously reinforces the
depressive feelings. Whatever the presenting problem, whether it be anger, anxiety,
weight, unemployment, self-punishment, or intimacy fears, each individual’s behavior
and subsequent dynamic have a multitude of systemic ramifications and possibilities.

Therapists must also be aware of the relationship implications of individual change
through therapy. The couple therapist working with the individual member of a dyad
has an ethical responsibility to share the fact that personal growth and change, which
may be enriching and constructive for the client, might very well be debilitating or
destructive for the couple or family relationships. When one partner changes, the
couple’s reciprocal patterns will change, and the partner will eventually have to re-
adjust or alienation might ensue. The therapist might engage the client in a conversa-
tion about this issue saying, “If you decide to work in therapy, you might develop or
change perspectives concerning your velationship. If you examine these issues in the
absence of your partner, it might create tension, dissension, and/or general distance
in your relationship.” If the client understands the potential that individual therapy
might disrupt the homeostatic balance of the couple dyad and still chooses to continue
individual work, the therapy can continue.

Although being empathic is essential with the individual coming to therapy to
work on relationship issues, it can also be problematic because of its potential to create
tension and chaos when working with the couple. By not becoming emotionally
involved in the dysfunctional interactions of the relationship, the therapist can often
be perceived as being more patient, caring, and understanding than cither of the part-
ners. “Why can’t my partner be more like you?” “Why can’t he or she be as sensitive
as you are?” Such statements should prompt the therapist to normalize imperfections,
perhaps explaining that she or he is not perfect and has difficulties and successes in his
or her own relationships.

The therapist might share some fallibility and personal history to decrease an
exaggerated positive transference. The therapist might go on to say:
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One of the goals in my listening and supporting you is for you to learn that
you are to be treated with kindness and respect. You need to learn to ask for
what you need in more effective ways within your relationship.

Nevertheless, the therapist needs to be mindful that there are two members of the
couple, thus there are multiple perspectives. Therapists should be careful not to
make unilateral, one-sided, or linear interpretations based on being empathetic
to one partner’s explanation of the difficulty. For example, a woman comes to therapy
with marital issues, looking for support and understanding. The dialogue is as follows.

Wife: My husband is totally insensitive to my needs.

Therapist:  'What does he do?

Wife: He yells and swears at me. He comes home late and never helps around
the house.

Therapist: It sounds awful.

Such empathy from the therapist, which sides with one partner against the other, can
be very destructive for the future of the therapy and for the stability of the couple’s
relationship. Because of this unilateral interpretation, the systemic framework is lost.
What the wife’s therapist did not know or predict is that the woman goes home after
the therapy session and shares with her husband something like the following: “I
talked with my therapist today and he thinks that what you do to me is really awful.”
The same week the husband went to /ss therapist and said:

Husband: 1 am very frustrated and alone.

Therapist: What is happening?

Husband: My wife refuses to leave our baby with a babysitter, and the baby is
sleeping in the bed with us.

Therapist: It must be difficult. She is probably overattached to the children.

In this case, what the husband’s therapist did not understand is that the husband went
home to his wife and said: “The therapist thinks you are overly bonded with the chil-
dren and you need to give me more attention. The therapist completely understood
how I feel.”

Through such examples of empathy and unilateral interpretations, therapists may
unwittingly reinforce each spouse to be more self-justified, less reflective, and less
understanding of the other’s feelings. Furthermore, each spouse might attempt to
triangulate the therapist into a coalition against the other. In such cases, neither
partner at this point is cognizant of the systemic issues of circular causality, self-
responsibility, and fairness. Circular causality involves a reciprocal model of causality
in which a process of mutual, circular influence and responsibility is involved.
However, when an empathic or supportive statement by the therapist is interpreted as
agreement, clients may use this as reason to blame their partners for the relationship
problems, rather than take responsibility for their own contributions.

With such cautions in mind, the therapist’s empathy for a client is still very impor-
tant (Rogers, 1957). The context for the expression of empathy in an individual
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session focusing on relationship issues needs to be structured and well thought out.
Empathy is essential for joining with the client and establishing a context for trust,
openness, and hope (Feller & Cottone, 2003). However, empathy needs to be
balanced with systemic interventions, such as requesting that the client take personal
responsibility for her or his contributions to the couple’s circular pattern of relation-
ship discord. For example, “Can you see how your behavior is intensifying the chal-
lenges you are facing?” Furthermore, even when working with only one partner, a
therapist can share empathy for both members of a dyad. When the civcular nature of
communication patterns is understood, the therapist can be sensitive to a couple’s diffi-
culty in a balanced way.

In conclusion, while empathy is essential for the client-therapist relationship in the
development of a therapeutic alliance, it can be problematic when the therapist is
deemed to be more empathic than the client’s partner. Empathy can also imbalance a
couple if it aligns one partner and the therapist against the other partner or inhibits
reflection when personal responsibility is not encouraged.

Therapeutic Boundaries

An important area for consideration in working with one partner of a dyad concerns
the issue of communication boundaries. A client reporting the substance and process
of a therapy session to his or her partner may be disruptive to the couple’s relationship
as well as counterproductive to therapeutic goals. The following two suggestions help
to inhibit the inadvertent, inappropriate use of therapy material in the couple
relationship.

The first suggestion is to establish the contract and the boundaries of the therapy
during the intake session. The therapist might say to the client, “It is very important
that you do not say to your spouse, “The therapist said . . .” or ‘My therapist feels that
you are . ..” ” When a client triangulates a therapist in this way, the therapy can be
used to gain a one-up position. A destructive coalition is formed between client and
therapist, which may create animosity and may result in an attempt by the absent
partner to denigrate the therapist. If the partner feels a comment by the therapist is
important to share, then this idea should be integrated within the person’s self and
communicated as his or her own. Instead of saying “The therapist thinks,” the spouse
would say, “I believe” or “I have been feeling . . . ” The spouse’s response can then
be focused on his or her partner, and the therapist is not destructively triangulated
into the couple’s discussion or relationship.

The second reason to establish individual session communication boundaries concerns
lessening the energy of therapy and detracting from the potential power of a therapeutic
intervention. For example, consider a case where the therapist confronted a husband by
saying, “You may be judging your wife for imperfections and weaknesses in yourself.”
What the client should do is integrate this idea into his own thinking and have it
make sense (or not) for himself. He should process the thought privately until he
understands its truth or lack of truth when applied to self-understanding and personal
experience. Instead, the husband went home and said without thinking, “The therapist
thinks I’'m judging you for weaknesses in me.” The wife did not take the time to
reflect on this statement and doubted its validity. She found it had no relevance for
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their relationship. “That is ridiculous,” she said. The husband, who sought validation
and support from her, did not integrate the concept and dismissed it quickly. The power
of the intervention was minimized because the husband did not keep it to himself long
enough to have it affect his thinking or behavior. Apparently threatened with the growth
of her husband and the change in the homeostasis of the couple, the wife later stated,
“Going to that therapist is merely a waste of time.”

Systemic Interventions with Individuals

While individual therapy typically pays attention to the intrapsychic issues of a client, it
also needs to have strong systemic foundations. Intrapsychic issues manifest themselves
in circular ways in relationships. “Individuals are best understood within their inter-
relational contexts. A comprehensive systemic view of the family focuses on the evolving
relationships of the family members within their environmental, historical, develop-
mental, and ideological contexts” (Fleuridas, Nelson, & Rosenthal, 1986, p. 113; see
also Hoftmann, 1981; Silverstein, Bass, Tuttle, Knudson-Martin, & Huenergardt,
2000). A systemic perspective emphasizes cyclical sequences of interactions.

The following examples of therapist—client dialogue suggest several systemic and
circular questions in response to individually expressed thoughts and concerns.
Consider the systemic concepts and theoretical directions that could be taken by the
therapist to deepen the understanding when an individual client states, “I feel very
incompetent.”

The client’s feelings may reflect a low sense of positive regard for oneself:

Client: I feel very incompetent.

Therapist: That sounds very sad. How long have you felt this way?

Client: For what seems to be all my life.

Therapist:  How did you learn to think like this?

Client: I suppose from my father. I was never good enough. He always criticized

me. I don’t remember any encouragement.
Therapist: In what ways did your father affect how you feel about yourself?

The client’s feelings might suggest a lack of differentiation from his family of origin:

Client: I feel very incompetent.

Therapist:  'When do you feel incompetent the most?

Client: When I am around my father.

Therapist: Have you ever talked to him about your feelings?
Client: No. I wouldn’t dare.

The feeling of incompetence might be part of a specific reciprocal interaction
between spouses:

Client: I feel very incompetent.
Therapist: How does your spouse relate to you when you feel this way?
Client: He puts me down even more.
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The client’s feeling could best be understood as an automatic thought, a concept
used in cognitive theory:

Client: I feel very incompetent.
Therapist: Do you think this way in every context?
Client: No.

Therapist: Then when do you think well of yourself?

By nonverbally empathizing and asking circular questions from different systemic
perspectives, the therapist works toward client insight and systemic understanding
(Penn, 1982). In terms of the couple dyad, the therapist who thinks in systemic ways
can make an educated guess that the statement “I feel incompetent” reflects parental
criticism and inferiority which was internalized by one spouse and then projected onto
the other:

Therapist: You are very hard on yourself. How does your spouse respond and relate
to your feeling of inferiority?
Client: She criticizes me all the time.

While such an intervention might initially place blame onto the spouse, the
following intervention begins the steps toward true systemic understanding.

Therapist: Do you think you might “set up” your partner to criticize you?

Client: I never thought about that.

Therapist: The pattern does seem similar to your background, so I wonder what part
you are playing in the repetition?

Systemic interventions, which seek personal responsibility, will also permit the client
to examine his or her own behavior rather than undermining or criticizing an absent
parent or partner.

A personal sense of power is often achieved through the ability to reflect upon
and understand one’s own functioning and responsibility in both the positive and
negative aspects of a dyad. Taking personal responsibility for part of the difficulty in
any relationship gives the individual an opportunity to stimulate change without
waiting for the other’s movement. Systems change most often when an individual
understands his or her contribution to the relationship dynamics and works
to alter his or her own behavior. In contrast, powerlessness is most often felt
and enacted when a client is projecting all responsibility and blame onto another
person.

A systemically oriented therapist practicing individual therapy will confront clients
to help them become more personally insightful and self-responsible. Although the
following interventions might seem harsh outside the context of therapy, clients
frequently feel empowered when they sense that they can do something to change
the current quality of their relationship. Personal insight and self-responsibility are
the keys when the therapist confronts from a systemic perspective. Examples of
interventions that ask a client to accept responsibility are:
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1. Client: My wife is always critical.

Therapist: Can you think about what you might do that leads her to criticize you?
Try to answer without talking about her.

2. Client: My boyfriend is never emotional.

Therapist: Would you be frightened if he were? Do you do anything that might
contribute to it being safe or unsafe for him to express his emotions?

A common problem for couples is when one or both partners is critical or judg-
mental. Criticism and judgment can be turned into insight by exploring what part or
role the client plays in creating or maintaining his or her partner’s behavior. It may
also help to have clients consider how their role in the negative relationship pattern
may relate to issues in the client’s family of origin. Further suggestions for interven-
tions that seek to encourage personal responsibility are:

e What part do you play in what you describe?

e How do you contribute to that behavior in your partner?

e What is your investment in what your partner is doing?

e Do you look for verification of those negative thoughts?

e Isyour partner responding to what you are asking for?

e How is what you are describing predictable from understanding your
background?

An additional benefit is that interventions that seek to encourage self-responsibility
help prevent the tendency of the therapist to become inducted into the individual
client’s way of thinking. For example, a woman comes to therapy complaining about
what a tyrant her father has been all her life. The therapist, who has become inducted
into the client’s thinking over several sessions, develops a view that the father must be
quite cruel. After several weeks, the daughter invites her father into the therapy
session. Instead of meeting an aggressive, large man, as the therapist expected, the
father is a diminutive, soft-spoken person who cried over the loss of his daughter. The
image the daughter developed about her father when she was a child became fixed and
never matured. If the therapist had asked some systemic questions such as “When
your father is a ‘tyrant’ what do you do:” or “Have you tried to talk to him without
being reactive yourself?”, the client’s perspectives might have been challenged in a
new way. By asking the client to examine her responsibility in the parent—child rela-
tionship she might have developed a more accepting position.

Individual Sessions in Conjoint Therapy

In some couple therapy cases, the therapist may meet with individual partners. The
intermingling of individual sessions with conjoint sessions can be challenging, and
therapists need to be aware that doing so could have both positive, and complicating,
if not negative results. Furthermore, the therapist must be clear on issues related to
confidentiality and communicate clearly with clients the rules regarding confidenti-
ality when combining individual and couple therapy sessions (see Chapter 3 for ethical
considerations regarding confidentiality).
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Positively, individual sessions can:

e  create a closer tie between each partner and the therapist, often the result being
an increased commitment to therapy.

e cnrich the therapist’s understanding of the clients’ family of origin, thought
processes, and emotional experience and how these are related to current
dynamics.

e assess the individual client’s manner of relating outside the marital relationship.

e allow for a deeper psychological or psychiatric assessment without the client
being self-conscious of the partner’s involvement.

e cstablish a clearer understanding of a client’s commitment to the relationship.

e allow for ventilation of intense feelings that might block the interaction in
conjoint therapy.

e learn about secrets that might be blocking the progress of the marital work.

Negatively, individual sessions can:

e create difficulties with confidentiality (see Chapter 18 on how to avoid ethical
dilemmas with individual sessions).

e create an alignment between one partner and the therapist, possibly excluding
the other partner.

e allow for one spouse to use the individual sessions as a weapon by putting the
partner down.

e appear to or in fact label one partner as the “sick one.”

e unwittingly split the couple as each partner begins to grow individually but apart.

(Berman, 1982)

When changing the structure of therapy from individual to conjoint work, the
following issues should be considered. In many cases, one spouse has been asking
the partner to enter therapy, but the partner has refused. With a sense of desperation,
the individual goes into therapy alone to attempt to make progress in the relationship.
If the therapist has been systemic in approach, the partner not in therapy often realizes
that the therapist is not biased against him or her. The absent partner often observes
his or her spouse working on the family of origin or taking personal responsibility for
his or her part of the problem. The client might say to the spouse, “The therapist
really confronted me about the way I ___ with you.” If the therapy is approached
systemically, the nonparticipating partner might grow to understand that the therapist
can be fair and balanced. Although the absent partner might have interpreted being
blamed, she or he now finds that the partner in therapy is growing and taking respon-
sibility. This fact can change the status quo of the relationship.

Including a spouse or partner into an ongoing individual therapy can be chal-
lenging. Sometimes it simply should not be done. The alignment and loyalties of
the individual spouse and therapist may be too strong. For example, if the duration
of the individual therapy is over 2 or 3 months, a very positive transference might
have developed. In such a transference, the relationship between client and therapist
can be very strong. As the individual client works out unresolved past relationships
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within the transferential relationship with the therapist, a level of inclusion is
developed that seeks to boundary out other people, including a partner. The longer
the duration of the individual work, the greater the likelihood that a different thera-
pist should do the couples work (see Chapter 5 on keeping therapy balanced).

With this taken into consideration, an advantage of using the individual therapist
for conjoint therapy is that the therapist already understands some of the systemic
issues. Furthermore, due to the systemic approach in which the client was being asked
to take responsibility for a portion of the marital dynamics, the nonparticipating
spouse might have already gained some trust in the process of therapy and the fairness
of the therapist. The following are some suggestions for including a spouse or partner
after individual therapy has already begun.

1 The client who has already established a relationship with the therapist needs to
understand that when his or her partner is added to the therapy, and the therapist
establishes a balanced approach in the session, she or he might experience some
loss or anger at the absence of what heretofore had been a private loyalty and
relationship. Forewarning often eases the intensity of these feelings. The thera-
pist might say, “When your partner comes to therapy, I will listen and attempt to
understand both your perspectives, and you might experience this as loss. Please
let me know if such is the case.”

2 The joining spouse or partner might participate in two or three individual sessions
to join with the therapist before the conjoint sessions begin. The therapist can
share with this partner some concern about him or her possibly feeling sided
against or not feeling fairly understood. Again, if the new client is encouraged to
share those feelings with the therapist in the session, and the therapist is balanced,
they are rarely disruptive to the therapy.

3 At the commencement of the conjoint process, and at pertinent times thereafter,
the therapist might verbalize all of the above with both partners present. This
tends to create a commonly understood goal of balance and fairness among all
parties.

Conclusion

In conclusion, individual sessions can be conceptualized from a systemic orientation.
If such is the case, personal responsibility and insight will be sought in order that the
individual might contribute to his or her couple system in more effective and powerful
ways. While it is sometimes difficult to create couples’ cases out of individual ones, it
can be done if a systemic approach has been practiced consistently.
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COMMON FACTORS
OF CHANGE IN
COUPLE THERAPY

One of the most significant developments in couple therapy in the 21st century has
been the research and theoretical debate about common factors of change in couple
therapy. A review of the couple and family therapy history, particularly the first four
decades, reveals a strong emphasis on the distinctiveness of therapy models rather
than what they had in common (Sprenkle, Blow, & Dickey, 1999). Furthermore, a
determined emphasis over the past 30—40 years on establishing a strong research base
to support the effectiveness of couple therapy resulted in the empirical testing of a
diverse array of therapy models and a discipline-wide “arms race” to determine which
approach was most effective. The good news is that outcome studies have consistently
demonstrated that couple therapy is effective compared to no treatment (Shadish &
Baldwin, 2002, 2009). However, the results did not produce a clear winner, with all
models tested showing effectiveness, and no specific model emerging as superior to
the others. Researchers and clinicians alike wondered if there were variables associated
with positive therapy outcomes that were independent of specific models of therapy.
In other words, are there factors of change common across models of therapy that
account for therapeutic effectiveness, rather than the unique aspects of the models
themselves?

The purpose of this chapter is to review common factors of change in the psycho-
therapy literature and highlight specific common factors that therapists should be
aware of as they work with couples. We first present a brief history of common factors,
followed by a summary of some of the major common factor categories proposed in
the psychotherapy literature. We will also discuss the debate surrounding common
factors and arguments as to how they fit with therapy models. Finally, we describe the
pragmatic implications of these factors and how the couple therapist can utilize them
in treatment.

History and Review of Common Factors

Questions about whether or not psychotherapy is helpful have been debated for the
past hundred years, with the debate gaining greater momentum in the latter half of
the 20th century. Bruce Wampold’s (2001) seminal text chronicles the historical
debate regarding the effectiveness of psychotherapy. Hans Eysenck (1952) and
Stanley Rachman (1971) set out to prove the ineffectiveness and possibly harmful
effects of psychotherapy and indeed claimed to have success. On the other side of the
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debate were researchers such as Saul Rosenzweig (1954), Lester Luborsky (1954),
Allen Bergin (1971), and Michael Lambert (Bergin & Lambert, 1978; Lambert &
Bergin, 1994), who dismissed the findings of Eysenck and of Rachman as based on
flawed research designs/conclusions, while their own meta-analytic reviews showed
the effectiveness of psychotherapy (Wampold, 2001). With outcome studies in the
hundreds and the findings of numerous meta-analyses, we can confidently claim that
psychotherapy is efficacious. According to Wampold (2001), a client receiving therapy
is 79% better off than individuals who are untreated.

In addition to the substantial evidence of psychotherapy’s effectiveness in general,
a significant amount of research also supports the effectiveness of couple therapy. In
one meta-analysis comparing individuals receiving marital therapy to an untreated
sample, results show those receiving therapy to be 84% better off than those who are
untreated (Shadish & Baldwin, 2002). This research on couple therapy also indicates
that clients’ changes are generally stable over time.

Interestingly, numerous studies have concluded that the therapeutic model
employed, as well as the presenting problem (with few exceptions), have little impact
on these results (Sprenkle & Blow, 2004a; Shadish & Baldwin, 2009). This indicates
the possibility of similar underlying factors within all therapeutic models. Asay and
Lambert (1999) hypothesized that “different therapies embody common factors that
are curative, though not emphasized by the theory of change central to any one
school” (p. 29). Jacobson and Addis (1993) further claim that “in their natural
clinical form, there is considerable overlap among the major models of . . . therapy”
(p- 88). These conclusions are the basis for the common factors movement.

Awareness of common factors within therapy can be traced back to the 1930s and
the work of Rosenzweig (1936) who claimed that the efficacy of all types of therapies
was due to common factors, leading to the argument that no one therapy is more
successful than the next (Wampold, 2001). The idea that all types of therapy are
effective is frequently referred to as the “Dodo bird effect,” based on the Dodo bird’s
observation in Alice in Wonderland: “At last the Dodo said, ‘Everybody has won, and
all must have prizes’ ” (Rosenzweig, 1936, p. 412). Because all therapies demonstrate
effectiveness, common factors proponents argue that it is not the unique aspects
of the various models that are central to their effectiveness, but the aspects they
have in common. Common factors have also been referred to as “necessary and
sufficient” (Lambert & Ogles, 2004, p. 171), meaning the same common factors are
efficacious within all forms of therapy and are the fundamental aspects of therapy that
produce change. Norcross (1999) states that “the aim of common factors [research]
is to determine the core ingredients that different therapies share, with the eventual
goal of creating more parsimonious and efficacious treatments based on those
commonalities” (p. xviii).

Lambert’s Common Factors Model

Michael Lambert’s influential work intended to establish an empirical grounding for
the common factors argument (Asay & Lambert, 1999; Lambert, 1992). Based on his
review of over 200 psychotherapy outcome studies, Lambert concluded that common
factors of therapeutic change (i.e., client improvement) can be separated into four

106



Common Factors and Couple Therapy

Figure 9.1 Lambert’s Common Factors of Change

categories: extratherapeutic factors (i.e., client factors and extratherapeutic events),
therapeutic  relationship  factors, expectancy and placebo effects, and
technique /model factors (Asay & Lambert, 1999). Lambert (1992) attributes 40% of
the outcome variance related to client change in therapy to extratherapeutic factors,
30% to therapeutic relationship factors, 15% to expectancy and placebo effects, and
15% to therapeutic techniques and models (see Figure 9.1).

Client Factors and Extratherapeutic Events

Clients who make the most progress in therapy and maintain treatment gains accept
responsibility for bringing about the changes they desire. Although therapy training
programs often emphasize effects of the model and techniques they use, Asay and
Lambert (1999) claim that therapy outcomes are largely related to client factors and
outside events (extratherapeutic factors). Some common client factors, or client vari-
ables, associated with clinical outcomes include: “severity of disturbance (including
the number of physical symptoms involved), motivation, capacity to relate, ego
strength, psychological mindedness, and the ability to identify a focal problem”
(Asay & Lambert, 1999, pp. 30-31). Also included in extratherapteutic variables are
self-help literature and environmental factors, such as social support. Because 15% of
people show improvements &efore entering therapy, Asay and Lambert assert “in all
likelihood, a significant number of people are helped by friends, family, teachers, and
clergy who use a variety of supportive and hope instilling techniques” (1999, p. 33).
They conclude that the nature of the problem, the makeup of the client, and the
environment have a significant influence on the outcome of therapy. In fact, they
reported that extratherapeutic factors have the greatest influence upon the outcome
relative to the other factors they studied.
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Therapeutic Relationship

Nearly every school of therapy agrees that the therapeutic relationship is an important
aspect of successful treatment. Nevertheless, these approaches typically place the
greatest emphasis on model-specific theory and techniques, assuming the relationship
will naturally develop. In contrast, common factors researchers have placed the thera-
peutic relationship as central to the therapy process, rather than on the periphery
(Sprenkle, Davis, & Lebow, 2009; Fife et al., 2013). Some of the important aspects
of the therapeutic relationship are accurate empathy, positive regard, understanding,
affirmation, nonpossessive warmth, congruence, and genuineness (Asay & Lambert,
1999; Najavits & Strupp, 1994; Rogers, 1957).

A key aspect of the therapeutic relationship is the therapeutic alliance. Numerous
researchers have identified the therapeutic alliance as a common factor within all effective
therapy practices. The alliance refers to the quality and influence of the co-operative
relationship between the therapist and the client(s) (Fife et al., 2013). It is considered to
be a necessary aspect of positive client outcomes regardless of the theory or approach
used by the therapist (Horvath, 2001). Gaston (1990, p. 145) identified four dimensions
of the client-therapist alliance:

1 The therapeutic alliance, or the patient’s affective relationship to the therapist;
2 The working alliance, or the patient’s capacity to purposefully work in therapy;
3 The therapist’s empathic understanding and involvement;

4 The patient-therapist agreement on the goals and tasks of treatment.

Similarly Bordin (1979, 1994) identified three constructs in therapeutic alliance: the
bond between clients and clinicians, the agreement on goals, and agreement on tasks.

Placebo and Expectancy Effects

It is likely that most, if not all, clients entering therapy carry some expectations about
therapy in general and how it will help them (or not help them). Many clients expect
that therapy will be beneficial, and expectations and hope for change are strongly
associated with positive outcomes in treatment. This is affirmed, in part, by research
looking at the effects of placebos on client change. For example, Lambert, Weber, and
Sykes (1993) report that those receiving a placebo treatment were 66% better off than
those receiving no treatment.

Therapeutic Techniques and Models

Ogles, Anderson, and Lunnen (1999, p. 202) provide a concise definition of models
and techniques. Models are “a collection of beliefs or unifying theory about what is
needed to bring about change with a particular client in a particular treatment
context.” Techniques are included within specific models and are defined as “actions
that are local and logical extensions of the beliefs or theory.” Graduate training
programs and licensing exams tend to place great emphasis on the learning of models
and techniques. Nevertheless, Lambert (1992) estimates that only 15% of therapy
outcome variance is related to technique, while Wampold (2001) attributes 8%
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(at most) to specific techniques. In comparison to other factors, specific techniques
account for very little variance in outcome. In addition to the relatively small influence
of specific models and techniques, there is very little evidence to support the claim
that one theory or model is better than another (Asay & Lambert, 1999).

Frank and Frank’s Common Factors Model

Similar to Lambert, Frank and Frank (1991) identified four features common to all
effective therapies. The first characteristic of effective therapy is “an emotionally
charged, confiding relationship with a helping person” (Frank & Frank, 1991, p. 40).
Central to a relationship between client and therapist is the therapeutic alliance. The
second characteristic is an appropriate setting for healing. According to Frank and
Frank (1991), the therapeutic setting has two key roles in the outcome of the patient.
First, the therapeutic setting increases the therapist’s cachet, thereby enhancing the
client’s expectations of the therapist as being able to help. Second, the therapeutic
setting provides safety. This safety allows clients to discuss personal matters with the
assurance that what they reveal will remain confidential.

The third characteristic for effective therapy is a therapist who offers a credible
rationale or plausible theoretical scheme for understanding the client’s symptoms.
The fourth characteristic is a therapist who provides a credible procedure or course of
action for resolving the client’s symptoms or problems. These rationales and pro-
cedures give hope and confidence to clients who often come into therapy discouraged
and at the end of their rope. Frank and Frank (1991) emphasize that a credible frame-
work for understanding and treating client problems will “combat demoralization by
strengthening the therapeutic alliance, inspiring expectations of help, providing new
learning experiences, arousing the patient emotionally, enhancing a sense of mastery
or self-efficacy, and affording opportunities for rehearsal and practice” (p. 44). Davis
and Piercy (2007b) also found that the therapist can have an effect on clients” expecta-
tions of therapy (i.e., expectancy effects) if they effectively offer a credible explanation
and solution for client problems.

Wampold’s Common Factors Model

Wampold (2001) conducted a meta-analysis of therapy outcomes studies in order to
identify variables associated with clinical outcomes. The results of the meta-analysis
attributed 70% of the outcome variance in psychotherapy to general factors (similar to
those identified by Frank and Frank, 1991), and 8% to specific techniques or models,
while 22% is left unexplained (see Figure 9.2).

Wampold (2001) concluded that the specific model or techniques a therapist uses
account for a relatively small percentage of the outcome of therapy (see also Sprenkle
& Blow, 2004a). He states, “The history of psychological treatments is littered with
examples of treatments that are beneficial to clients but whose psychological explana-
tion for the benefits have failed to be verified” (Wampold, 2001, p. 147). Evidence
suggests that most approaches to psychotherapy are similarly efficacious, raising the
question of whether specific treatment approaches are necessary for positive outcomes
in psychotherapy (Wampold, 2001).
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Figure 9.2 Wampold’s Common Factors

Providing support to previous common factors research, Wampold (2001) found
that the therapeutic alliance is highly associated with therapeutic outcomes. The
therapeutic alliance is the most frequent common factor cited in the literature
(Grancavage & Norcross, 1990) and is a significant predictor of clinical outcomes
in many studies (Grencavage & Norcross, 1990; Horvath & Greenberg, 1994;
Luborsky, 1994). Indeed, within almost all the common factors literature the thera-
peutic alliance is one of the most important aspects related to positive therapy
outcomes.

Wampold’s (2001) research also highlights the influence of the therapist’s
allegiance to the model they choose to use with clients. Wampold (2001) defines
allegiance as “the degree to which the therapist delivering the treatment believes that
the therapy is efficacious” (p. 159). Despite the fact that specific treatment models
and techniques count for relatively little of the variance in outcomes, the therapist
delivering the treatment seems to have a significant effect on outcomes within therapy
(Wampold, 2001). This conclusion is supported by others who assert that the thera-
pist is a key common factor of change in successful therapy (Blow, Sprenkle, & Davis,
2007; Fife et al., 2013; Grencavage & Norcross, 1990).

Summary

All of the common factors models and meta-analyses reviewed above reached similar
conclusions. First, there are common factors of therapy that are related to positive
therapy outcomes, regardless of the therapeutic model or techniques employed by the
therapist. Second, the findings suggest that the specific therapy model or approach is
less important (or least important, according to Lambert and Wampold) than other
factors, such as the therapeutic alliance, client factors, and therapist factors. Much of
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the research has concluded that the therapeutic relationship is the most significant
therapist-influenced variable related to client outcomes (Safran & Muran, 2000).

Unfortunately, findings such as those presented above are often interpreted to
mean that knowledge and skill in utilizing techniques or models are unimportant.
However, the meta-analyses of common factors and clinical outcomes do not support
this interpretation. Fife et al. (2013) argue that models and techniques are essential to
effective clinical work, although they do not serve as the foundation or heart of
therapy. In the end, common factors and models work together (Davis & Piercy,
2007b; Sprenkle & Blow, 2004a, 2004b). Models are implemented amidst common
factors of change such as therapist qualities, client qualities, relationship factors, and
contextual issues (Beutler & Harwood, 2002; Davis & Piercy, 2007b).

Common Factors in Couple Therapy

Prior to the 21st century, couple and family therapy researchers and clinicians largely
ignored common factors of change and their connection to effective therapy (Sprenkle
et al., 1999). Other than recognizing the importance of the therapeutic alliance,
discussion of common factors was noticeably absent from the couple therapy litera-
ture. However, a significant shift occurred over the past 15 years, and much more
attention has been given by researchers and clinicians to common factors of couple
therapy. Beginning with the groundbreaking chapter by Sprenkle et al. (1999), the
field has given significant attention to “common factors and other nontechnique
variables” in couple and family therapy (p. 329).

Sprenkle et al. (1999) reviewed the couple and family literature in light of Asay and
Lambert’s (1999) categorizations of common factors (i.e., extratherapeutic factors,
relationship factors, expectancy effects, and techniques), identifying variables within
each of these categories pertaining specifically to couple and family therapy. They also
discuss common factors that may be unique to the practice of couple and family
therapy.

Extratherapeutic Factors

Sprenkle et al. (1999) identify variables within this domain: client factors, fortuitous
events, and social support. They discuss three types of client factors.

1 Static chavacteristics of individuals refers to things like age, race, gender, sexual
orientation, socioeconomic status, and so forth.

2 Nonstatic characteristics of individuals, couples and families refers to things like
learning style, commitment level, family cohesion, and expressed emotion. There
is the potential to influence or modify these characteristics in therapy.

3 Motivational charvacteristics refers to the motivation of individuals, couples,
and families to engage in the treatment process. They include things like
perseverance, cooperation, homework compliance, etc.

In their study of common factors in couple therapy, Davis and Piercy (2007b) also
identified clients’ willingness to accept responsibility for the problem and its
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resolution, commitment to the relationship, and willingness to work as common
client factors associated with therapy outcomes.

Fortuitous events refers to external events that occur independently of the thera-
pists’ interventions or the clients’ participation in treatment. In spite of relatively
little research on fortuitous events, Sprenkle et al. (1999) suggest that these events
significantly influence therapy outcomes. The authors also concluded that clients’
capacity to marshal social support is a significant extratherapeutic influence on the
outcome of therapy.

Relationship Factors

Lambert (1992) estimates that relationship factors account for 30% of the variance in
outcome. Sprenkle et al. (1999) purport that within marriage and family therapy this
figure is probably much higher. They cite several studies in the couple and family
therapy literature supporting the importance of the quality of the client—therapist
relationship. For example, Alexander, Barton, Schiavo, and Parsons’ (1976) research
on systemic-behavioral therapy found that 44.6% of the outcome variance in the study
was due to relationship factors, and Symonds and Horvath (2004 ) found a significant
correlation between the alliance and outcome particularly when partners were in
agreement about the strength of the alliance. Davis and Piercy (2007b) also concluded
that the therapeutic alliance, characterized by mutual trust and respect, was an essen-
tial part of successtul therapy with couples, particularly as a model for the clients” own
relationship. The consistent findings on the positive effects of the client—therapist
relationship should inspire couple therapists to pay particular attention to the quality
of their relationship with each partner in therapy.

Expectancy Effects

Couple therapists often attempt to improve outcomes by encouraging optimism and
self-efficacy. Sprenkle et al. (1999) report that client optimism is usually based on one
or more of the following expectations: (a) what they hope to get out of therapy,
(b) whether therapy is likely to help, (¢) what they hope the therapist will do, and (d)
whether they have the strength or capacity to change. They suggest that these expec-
tations will have an influence on the outcome of therapy and that clients’ expectations
may change during the course of therapy. They also discuss the importance of the
therapist being able to present therapy in a manner that is congruent with client
expectations. Blow, Davis, and Sprenkle (2012) reaffirm this idea in their article on
matching therapy to clients’ worldviews.

Techniques

When speaking of techniques within couple therapy, we are referring to those tech-
niques found within common couple therapy models such as Bowenian, structural,
strategic, experiential, behavioral, solution-focused, narrative, etc. As reviewed above,
there is not one couple therapy model that has demonstrated superiority over the
others (Shadish & Baldwin, 2002, 2009), These findings, combined with Lambert’s
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conclusion that therapy techniques and models account for only 15% of the variance
in client outcomes, have led some to erroneously conclude that models and
techniques are unimportant or that technical proficiency is unnecessary for therapists
(Fife et al., 2013). The therapy outcome literature affirms that models and techniques
are an important part of effective therapy, but they do not constitute the foundation
of therapeutic change (Fife et al., 2013).

Unique Common Factors in Couple and Family Therapy

As reviewed above, many of the common factors associated with positive client
outcomes in individual therapy also apply to couple therapy. However, there are also
several common factors that are unique to couple therapy (Davis, Lebow, & Sprenkle,
2012). In addition to highlighting the couple and family literature within Lambert’s
four common factors, Sprenkle et al. (1999) also discuss other common factors that
are unique to the practice of couple and family therapy. We present a summary of
these common factors below. Readers interested in a more in-depth discussion of
common factors in couple therapy are referred to Sprenkle et al. (2009).

1 Relational conceptunlization. Conceptualizing or understanding human difficul-
ties in relational terms is central to the practice of couple therapy. As discussed in
Chapter 4, the couple therapist adopts a systemic view and attempts to keep in
mind the systemic context of clients’ individual and relationship issues.

2 Expanded direct treatment system. In contrast to individual therapy, the couple
therapist typically works with both partners simultaneously. Furthermore, treat-
ment may take into account not only people present in the therapeutic setting
but also those outside therapy who may affect or be affected by therapy.

3 Expanded thevapeutic allinnce. Instead of focusing on a single person, the
therapeutic alliance is expanded in couple therapy. A couple therapist must
work to join with both partners (see Chapter 5 on keeping therapy balanced).
Sprenkle et al. (1999) suggest that therapy is enhanced as clients experience the
therapist’s warmth, empathy, and genuineness not only as individuals but as a
couple.

4 Behavioral requlntion. Although individual therapies may also focus on client
behavior, couple therapy may target couples’ behaviors that are part of interac-
tional patterns or dysfunctional dyadic processes. Therapists may help clients
develop new, constructive methods of communication or problem-solving as
well as behaviors that effectively demonstrate love, support, and commitment.

5  Cognitive mastery. Couple therapists may help couples develop insight about
interactional processes. Understanding the interconnected sequences of thoughts,
emotions, and behaviors may help couples find ways to modify dysfunctional
patterns in their relationships.

6 Emotional experiencing. A common part of couple therapy is helping partners
make emotional connections with themselves, the therapist, and each other. The
recent emphasis in the couple therapy literature on attachment underscores
the importance of facilitating emotional connection between partners within the
process of therapy.
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Davis and Piercy (2007a, 2007b) also published the results of an in-depth study
of couple therapy model developers (Susan Johnson: Emotionally Focused
Therapy; Frank Dattilio: Cognitive-Behavioral Therapy; Richard Schwartz: Internal
Family Systems Therapy), their students, and clients of the developers and
students. The results of their research pointed to two distinct categories of common
factors in couple therapy: model-dependent factors and model-independent factors.
Model-dependent factors are those common factors found in distinct models. Model-
independent factors refer to common factors that are not associated with a specific
model.

Model-Dependent Common Factors

Model-dependent common factors are those that are directly informed by the specific
therapy models, but they share common elements.

1 Common conceptunlizations. An important factor associated with positive clinical
outcomes is the therapist offering a coherent and credible understanding of
couples’ problems to which the clients are amenable. In other words, a common
factor was that the client accepted the explanation of the problem in terms of the
therapist’s model rather than a vague explanation or description of problem that
clients had when they entered therapy. The common conceptualizations
also included the influence of the clients’ families of origin on their current
behavior.

2 Common interventions to modify couple interactional processes. Although the ther-
apist interventions were model-informed, they looked pragmatically similar. One
such intervention was disrupting the couple’s dysfunctional interactional process
or relational patters (Davis et al., 2012). According to Davis and Piercy (2007a),
therapists did this by slowing down the process, helping clients look at their
interactions from a meta-perspective, and encouraging personal responsibility.
They also helped clients alter their interaction patterns through emotional
regulation, cognitive reframing, and behavioral shifts.

3 Common outcomes were grouped into two categories: softening, and making
space for others. Softening includes clients’ awareness of their role in the system
cycles and softening of thoughts, behavior, and emotional regulation. Making
space for others included support for autonomy of partner, confidence, slowing
down, and personal responsibility.

Model-Independent Common Factors

Model-independent variables are grouped into five categories: therapist variables,
client variables, therapeutic alliance, therapeutic process, and expectancy and motiva-
tional factors.

1 Therapist variables identified include being patient and respectful of the client’s

space; being caring, but firm and boundaried; and being culturally and religiously
sensitive.
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2 Client variables include humility, commitment, hard work, and systemical and
psychological awareness.

3 Therapentic alliance. Davis and Piercy (2007b) found that this factor consists of
mutual trust and respect and isomorphism, meaning the therapist’s relationship
with the clients served as a model for clients in their own relationship.

4 Therapeutic process. This factor includes processes variables such as: structure/
flow, balance in the sessions, neutrality, repetition,collaboration and accommo-
dation, and safety.

5  Expectancy and motivational factors identified were faith in the referral source,
perception of the therapist as competent, fit of the therapist’s model, and
motivational beliefs and experiences.

Criticism and Debate Regarding Common Factors in
Couple Therapy

In spite of enthusiasm for the idea of common factors of change, others have ques-
tioned the clinical relevance of this notion. Sexton, Ridley, and Kleiner (2004 ) agree
that “the basic premise of the position is probably correct: There are central and
common factors that contribute to successful outcomes that cut across seemingly
different theoretical and practice models” (p. 134). This still begs the question of how
common factors are important within the clinical framework. Sexton et al. (2004)
contend that common factors do not provide the necessary guidance for successtul
clinical work. They argue:

In its current form, the common factors perspective is . . . an inadequate
solution to the current theoretical and research dilemma of MFT, because it
does not . . . provide a conceptual or theoretical foundation to understand
clients or change, or provide guidance for the practitioner.

(Sexton et al., 2004, p. 146)

Those who are critical or skeptical of the value of common factors also worry that the
common factors approach is overly simplistic and fails to address the important aspects
of therapy such as the multilevel nature of clinical practice, the diversity among clients
and therapeutic settings, and the complexity of therapeutic process and change
(Sexton et al., 2004 ).

On the other hand, Sprenkle and Blow (2004a, 2004b) assert that a common
factors framework provides direction for therapists, thus becoming a dynamic part of
therapy rather than merely static lists of variables, as critics charge (Sexton & Ridley,
2004). Sprenkle and Blow (2004a, 2004b) argue that models work because they
house the common factors of change. In other words, models serve as a vehicle or
framework through which the common factors are applied (Davis et al., 2012; Davis
& Piercy, 2007a; Sprenkle & Blow, 2004b). Additionally, Fife et al. (2013) propose
a three-tiered meta-model which describes the relationship between two prominent
common factors: models/techniques and the therapeutic alliance. They assert that
the effectiveness of a therapist’s model-based techniques will rest upon the quality of
the therapeutic alliance. Furthermore, they propose an additional common factor, the
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therapist’s way of being, which constitutes the foundation of therapeutic practice and
is the grounding for therapists’ efforts to establish a therapeutic relationship and inter-
vene with clients.

Instead of suggesting that therapists choose to either adhere to formalized couple
therapy models o7 utilize common factors, Sprenkle and Blow (2004a, 2004b)
proposed a moderate common factors approach in which common factors and therapy
models work zogether, a position also accepted by Sexton et al. (2004). Davis and
Diercy (2007a) found that the unique aspects of the therapy models have an important
impact on therapy outcomes, in large part because “the client’s chaos was replaced by
the therapist’s order (i.e., their model)” (p. 338). They conclude that without a
model, a therapist will not know what to target for change, how to facilitate change,
and when therapy is complete. The evidence suggests that models and techniques are
important to therapy outcomes, but they do not constitute the foundation of change
and successful couple therapy. Common factors provide a useful framework for
understanding the aspects of effective therapeutic practice.

Conclusion: Clinical and Training Implications of
Common Factors

Although common factors do not operate independently of family therapy models,
they warrant the attention of therapists, researchers, and educators. Multiple
researcher-clinicians strongly advocate that training on common factors be included
in the education of couple therapists (Davis & Piercy, 2007a, 2007b; Fife et al., 2013;
Sprenkle et al., 1999, Sprenkle & Blow, 2004a). For example, Blow et al. (2007)
believe that a therapist’s clinical training should be “grounded in common factors,”
and that “therapists should achieve positive outcomes in the areas of alliance building,
client engagement, hope and expectancy generation, relational conceptualization of
problems, changing meanings, matching to the unique worlds of clients, and the like”
(p- 311).

Asreviewed above, outcomes studies and meta-analyses have consistently concluded
that aspects common to all therapy models, such as the therapeutic alliance and client
factors, are more responsible for change and positive therapy outcomes than are the
unique contributions of techniques or therapy models. Nevertheless, the positive
impact of common factors is not an excuse for laziness or incompetence. The couple
therapist must be well-versed in the models and techniques of couple therapy. The
first part of this volume has emphasized general principles of couple therapy related to
assessment, conceptualization, balanced intervention, and so forth. The remainder
focuses on specific techniques that may be used when working with couples. As thera-
pists develop their abilities to utilize the techniques presented in the second half of
this text, they should keep in mind the important factors associated with positive
client outcomes that couple therapy approaches have in common.
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ENHANCING INTIMACY IN
RELATIONSHIPS

Historically, couple and family therapists have focused primarily on eliminating
pathology. Their interventions are usually designed to help resolve particular difficul-
ties or problems such as marital conflict, poor communication, and conflicting sets of
expectations. Such an emphasis is not surprising in light of the fact that most theories
of marital and family therapy emphasize pathology and symptom resolution in the
same way that traditional theories of individual therapy emphasize pathology. Renewed
interest in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
(DSM-V, American Psychiatric Association, 2013) has refocused attention on
pathology rather than on normalcy and health.

Most of the techniques presented in Part II of this volume address the question
of how to reduce or eliminate pathology or relationship problems in couples. This
chapter will do just the opposite. The purpose of this chapter is to present concepts
and techniques that can be used to promote healthy functioning in couples. A clinician
working from a problem-solving model is only concerned with the presenting
problem(s), and therapy can become overly problem-focused. The clinician may not
have a sense of how to proceed beyond symptom resolution because he or she is
lacking a conceptual framework of intimacy and the skills to create higher functioning.
The clinician may also lack a growth-oriented framework in which to use various
techniques designed to enhance the couple’s closeness and connection.

Intimate couple relationships are particularly important in meeting our need for
connection to others (Alperin, 2001; Downey, 2001). Intimacy is an important aspect
of an adult’s health, happiness, and meaning in life (Popovic, 2005), with intimate
relationships being “the principal arena within which adults live out their emotional
lives” (Mirgain & Cordova, 2007, p. 983). Although couples usually desire a close
relationship, many struggle to build or maintain intimacy. Intimacy can be diminished
by destructive behaviors such as infidelity, abuse, conflict, neglect, or monotony (Fife
& Weeks, 2010). Many couples seck out couple therapy out of the desire to regain the
intimacy and love they once had in their relationship.

Marital and couple therapy is unique among the psychotherapies because it involves
the treatment of relationships that are defined in a very specific way in our culture.
The word that captures the essence of these relationships—love—has often been
considered taboo in the professional literature. Marital and couple therapy involves
the treatment of a Jove(ing), committed relationship, yet theories of marital /couple
and family therapy rarely mention the word love. Love has been dismissed to softer
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disciplines such as drama, poetry, music, and fiction. Therapists who adhere to the
scientist-practitioner model find the use of love difficult because it cannot be opera-
tionalized or measured easily. Researchers have also found the concept of love elusive.
When the topic emerges in treatment, clinicians find it troublesome because they
usually think of asking only whether the partners love each other. This question is
often responded to negatively at the beginning of therapy.

An exception to the limited clinical use of the concept of love is in the area of rela-
tionship enhancement and marital enrichment. The marriage enrichment movement
predated and subsequently merged with the human potential movement of the 1960s.
Although this movement never established a large foothold in the clinical field, many
psychotherapy and psychoeducation programs were developed to promote healthier,
happier, more loving relationships (see Berger & Hannah, 1999).

When two people are married or in a life-long committed relationship, the fact is
that we are treating a type of relationship uniquely defined. Such relationships are
voluntary, yet ideally permanent, as opposed to family which is also permanent, yet
involuntary. The basis for marriage and life-long commitment is emotional, and the
emotional attachment is defined in terms of love. Finally, marriage and committed
relationships usually include sexual permission and expectation. This fact adds another
dimension to the relationship, which in turn may become another area for relational
problems.

In this chapter, we will focus not only on love, but also on sex and intimacy. These
concepts are inseparable, in spite of the fact that marital therapists have indirectly
claimed love and intimacy as their territory and sex therapists have claimed sex as theirs
(Weeks, 2005). Committed couples do not split these concepts unless they are experi-
encing difficulties. However, clinical couples frequently split off certain aspects of their
relationship. For example, a couple might split sex oft so that they claim to be close
without having sex, or partners might engage in an extramarital affair claiming the
sexual relationship is meaningless. In spite of the negative implications of such frag-
mentation on individuals and relationships (Brown, 1991), couples may engage in this
in order to preserve the relationship or to compensate for an empty or troubled rela-
tionship. These couples need an explicit idea of love just as much as the clinician. The
psychological literature has provided relatively few models of love that are clinically
useful. However, Robert Sternberg’s (1986a) triangular theory of love is extremely
useful when taken as one part of the comprehensive program that follows. This model
of love consists of three components—commitment, intimacy, and passion.

The Triangle of Love

In working with couples, the first step is to ask them to describe what they think
comprises a loving relationship. At this point, the clinician wants a general answer in
order to move to a description of Sternberg’s triangular theory of love (1986a, 1986b,
1997). After the couple has responded, the clinician begins a description by drawing
a triangle with three equal sides and three points labeled Intimacy, Passion, and
Commitment, as shown in Figure 10.1.

Sternberg’s triangular theory of love is based on research in social psychology and
personality. Love is defined as the combination of three components that need to be
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Intimacy

Passion Commitment

Figure 10.1 The Intimacy, Passion, and Commitment Triangle

Source: Copyright © 1986 by the American Psychological Association. Reprinted with
permission.

defined for the couple. He later expounded about the subtheory of love as a story and
proposed that relationships with higher similarities on the three dimensions will be
more likely to succeed (Sternberg, Hojjat, & Barnes, 2001). A couple’s understanding
of love may emanate from stories that are unique to their experience and oftentimes
have recurring genres (Sternberg, 20006).

Definitions of the Three Components

Commitment

The first component is commitment. This component is primarily cognitive, rather
than emotional. At some point in the couple’s relationship, a decision was made to
commit to each other. They made certain societally sanctioned promises to each other
regarding exclusivity. Commitment may also be manifested through sexual fidelity,
engagement, marriage, and so on (Sternberg, 1997, 20006).

The first issue to discuss with the couple is their definition of commitment. Do
they share the same definition? Are they committed, uncommitted, ambivalent, or
unequally committed? We believe one of the most important factors in the outcome
of couple therapy is commitment. When a couple comes for therapy and they both say
they are equally committed to the relationship, we usually see the couple resolve their
problems. The couple can be congratulated for maintaining their commitment to
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cach other as people, in spite of the fact that each may be doing things the other does
not like.

When the couple is ambivalent, has unequal commitments, or is lacking in commit-
ment, an open discussion needs to take place so that each partner’s thoughts and
feelings are understood. In cases where there is ambivalence or lack of commitment
to the relationship, we feel it is more effective to seek a commitment to treatment,
rather than asking partners to make a commitment to the relationship, which may be
premature or counterproductive. Having an open discussion allows the therapist to
obtain a commitment to treatment long enough to explore the relationship. This will
allow the couple to see whether positive functioning can be restored or whether there
should be a separation. When couples end therapy prematurely, they frequently
continue to go “back and forth” and never have an opportunity to thoroughly under-
stand the part each played in the relationship not working out. This may manifest in
several different ways, which include and are not limited to manipulative games,
“pretense” intimacy for show around others, emotional withholding, egocentrism, or
co-dependence (Layder, 2009). In short, when couples cannot commit to each other,
they need to make a commitment to the therapeutic process.

In cases where the commitment is weak or one partner is ambivalent about
continuing the relationship, a number of different approaches may be taken to help
increase commitment. These approaches are based on social-psychological research.
Harold Kelley (Kelley et al., 1983) reviewed major findings in social-psychological
research related to the process of commitment, that is, those intra- and interpersonal
processes that help to establish and to sustain stability. One way to sustain commit-
ment is to improve the reward—cost balance in the relationship. In clinical terms, two
approaches may be taken with the client. The first is to ask the partner to think back
to what has been rewarding about the relationship. As the partner begins to remember
these positive interactions, it helps to remind the person of past rewards. The partner
is next asked whether, if those rewards could be reinstated, she or he would be willing
to continue in the relationship. The second intervention is future-oriented. The
partner is asked to think about what she or he would need to feel happy or satisfied in
the relationship. The person’s partner is asked whether he or she would be able to
meet these needs. The less committed partner may be willing to sustain the relation-
ship in the hope of receiving future rewards. Sometimes, however, this partner essen-
tially asks for perfection in the other, which is unrealistic. This may result in
discouragement, as this partner may overlook or minimize any effort that falls short of
perfection. Thus, the therapist may also ask the less committed partner to identify
small amounts of change that would give them hope that their needs can be met in
the relationship (Wright, Watson, & Bell, 1996). This helps both partners understand
that change is a process or journey that is taken one step at a time. The therapy would
then involve working towards the fulfillment of the needs stated at this point.

Another factor related to commitment is that of irretrievable investments. In any
relationship of significant duration, the partners have made intangible investments
that will be lost if the relationship ends. It is useful to talk about these investments.
The therapist might ask, “What kinds of investments have you already made in this
relationship?” The most useful investments are those that tap into what the partner
has contributed emotionally.
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A third factor in commitment deals with the understanding that occurs between
partners. Over time partners develop a sense of mutual understanding, a sense of “we-
ness.” They have an identity as a couple. They know their roles, develop a history and
memories together, and create their own private language. All these attributes would
be lost if the relationship were to end, and the process would have to occur again in
any new relationship. Having the partner think about the value of this understanding
and its replacement can further promote commitment.

A final factor that has clinical relevance is that of considering the attractiveness of
alternative relationships. Any time a partner considers leaving a relationship, there is
always the thought of whether there will be another to replace it. One way to increase
commitment to the process of therapy, as well as the relationship, is to discuss the
need for understanding what happened in the current relationship in terms of that
person’s contribution to the problems. The therapist may point out that ending a
relationship without this understanding may result in a repetition of the same problem
in the next relationship. By suggesting that the problem can be carried over into the
next relationship, it is obvious that the attractiveness of the next relationship is being
reduced. In addition, leaving a relationship with ambivalent feelings also may result in
indecision and a pattern of moving in and out of the current problematic relationship.
If the clinician can engage the ambivalent partner in treatment for an extended period
of time, the prognosis for the couple is very favorable. Commitment should not be
underestimated as a variable in the treatment process. A high degree of commitment
to the process is highly correlated with a successtul outcome.

Intimacy

The second component of the triangle is intimacy. More has been written about inti-
macy than about the other two components (Sloan & L’Abate, 1985). Prager (1995)
lists 13 different concepts of intimacy and 45 measures of intimacy and related
constructs, which Mashek and Aron lengthened by supplementing several other
measures in their Handbook of Closeness and Intimacy (2004 ). Sternberg (1986, 1997,
2000) refers to intimacy as the sense of feeling close, connected, or bonded, having a
sense of welfare for the other, wanting happiness for the other, regarding the other
highly, being able to count on the other in times of need, experiencing mutual under-
standing, sharing oneself and other possessions, talking intimately, giving emotional
support, valuing the other, expressing empathy for the other, communicating
honestly, and finding the other person predictable (trustworthy). These feelings give
rise to “the experience of warmth in a loving relationship” (Sternberg, 1997, p. 315).

Schaefer and Olson (1981) differentiate between two types of intimacy. An
“intimate experience” is a feeling of closeness or sharing with another person in one or
more of seven areas of what they define as intimate behavior. They define an “intimate
relationship” as one in which an individual shares in several areas with the expectation
that the experiences and relationship will persist. They believe intimacy is a process that
can never be fully completed, one that requires constant attention and work. Seven
types of intimacy are identified: (1) emotional intimacy, which involves experiencing a
feeling of closeness; (2) social intimacy, which involves, among other things, having
common friends; (3) intellectual intimacy, which involves sharing ideas; (4) sexual
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intimacy, which involves sharing affection and sex; (5) recreational intimacy, which
involves doing pleasurable things together; (6) spiritual intimacy, which involves
having a similar sense regarding the meaning of life and /or religion; and (7) aesthetic
intimacy, which involves sharing in the experience of a sense of beauty.

Crowe and Ridley (1990) divided intimacy into four categories that are basic and
rely on common sense rather than any theoretical framework of discourse. These cat-
egories are: (1) physical and nonverbal intimacy, the giving and receiving of
affection by means of hugging, general body contact or simple mutual grooming;
(2) sexual intimacy, the ability of the partners to be comfortable with the level of sexual
closeness acceptable to each other, including the partners’ possible different needs for
sexual intimacy in relation to frequency or intensity of sexual contact; (3) operational
closeness, the daily relationship of the partners including possessions in common, the
wish and right of knowing the whereabouts of each partner when apart, the sharing of
tasks, the working together on upbringing of children, and the planning and orga-
nizing of time together; and (4) emotional intimacy, the wish to exchange feelings and
confidences and the ability to relate empathetically to each other.

The Waring Intimacy Questionnaire (Waring, 1984) is a true—false self-report ques-
tionnaire containing 90 items that is used to measure the quantity and quality of inti-
macy in a marriage. Based on pilot studies, Waring defined eight components of
intimacy: (1) affection, expression of emotional closeness; (2) autonomy, independence
from family of origin; (3) compatibility, ability to play and work together;
(4) conflict resolution, ease in how differences are resolved; (5) cobesion, commitment
to the marriage; (6) identity, self-esteem and self-confidence of the couple;
(7) sexuality, sexual needs are communicated and fulfilled; and (8) expressivencess,
sharing beliefs, feelings, attitudes, and thoughts (Hickman, Protinsky, & Singh, 1997).

After mentioning a few words to describe intimacy, the clinician should point out
that every couple and individual has his or her own definitions of intimacy, and ask
each partner to briefly define intimacy with the idea that this question will be discussed
later in much more depth.

Passion

The third component of the love triangle is passion. Passion has been described as
romance, sex, physical attraction, affiliation, nurturance, and the longing to be with
the other person. Other needs such as those for succor, self-esteem, self-actualization,
dominance, and submission may also contribute to the experience of passion. Passion
may be manifested through the actions of touching, making love, gazing, and so on
(Sternberg, 1997, 2000).

Hatfield (1988) defines passion as “a state of intense longing for union with
another. Reciprocated love (union with the other) is associated with fulfillment and
ecstasy. Unrequited love (separation) with emptiness, anxiety, or despair. A state of
profound physiological arousal” (p. 193). This passionate desire is a combination of
cognitions, behaviors, and emotions. Fisher (2006) conceptualized passionate love
and sexual arousal as separately developed but invariably linked. The Passionate Love
Scale (PLS) (Hatfield & Sprecher, 1986) was developed to measure passion and
includes questions related to cognitions, behaviors, and emotions.
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Once again the technique is to describe this term briefly and then ask about the
partners’ definitions.

Clinical Application of the Triangle

The triangle serves as the structure for much of the subsequent work. It is used initially
to explore commitment and for purposes of assessing where the love relationship is
lacking. In the process of describing the triangle, the clinician should ask five diag-
nostic questions. These questions may be posed directly or indirectly, depending on
the openness and sophistication of the couple and the style of the therapist.

1 The first question is whether both partners desire all three components. This is basi-
cally a yes/no question. Each partner either wants the three components or not.
There are obvious cases in which one partner may deny any commitment (e.g.,
“I want a divorce”) or deny having any sexual interest (passion) in the other
(e.g., inhibited sexual desire). In less obvious cases, one partner may say he or she
wants a particular component but fails to have any grasp of what that component
involves. A common case is the husband who wants intimacy but equates
intimacy with such things as sex, a backrub, or helping in his business.

2 The second question is whether each partner wants the same level of intensity for
each component. The three components can occur in approximately equal inten-
sities. If the strength or intensity of any one component is altered, then another
kind of relationship is defined. Sternberg (1988) described eight kinds of love
based on the presence of the three components: (1) nonlove, the absence of all
three components; (2) infatuated love, the presence of only passion; (3) empty
love, the presence of only commitment; (4) liking, the presence of only intimacy;
(5) companionate love, the presence of commitment and intimacy but not
passion; (6) fatuous love, the presence of commitment and passion but not inti-
macy; (7) romantic love, the presence of intimacy and passion but not commit-
ment; and (8) consummate or complete love, the presence of all three
components. The partners should be asked whether they believe they desire the
same level of intensity in these three areas or whether they experience discrepan-
cies. The clinician should note whether one or more areas is given too little or
too much emphasis. For example, a couple might emphasize how great sex
(passion) is to the exclusion of the other areas. When there are discrepancies, the
therapist needs to guide the couple toward developing an agreed upon level.

3 The third question is what prevents the identification and expression of these
three components? Each partner should be able to: (a) identify and define the
components, and (b) express each component openly and freely. For many
couples, there may be an intellectual identification and definition of' a component
without the concomitant ability to express the component emotionally or
behaviorally. The therapist should ask the partners to think directly about what
prevents him or her from being able to express certain feelings. The clinician
should carefully examine the question from the perspective of the Intersystem
Model described in Chapter 1 and fears of intimacy to be discussed later in this
chapter.
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4 The fourth question is whether each partner has a realistic perception of what
love involves. Some partners think of loving relationships in ways that are highly
distorted and unrealistic. As mentioned earlier, the clinician should ascertain
whether the three components are given too much or too little emphasis. At this
point, it is useful to listen for some of the common myths of marriage such as, “If
she or he really loved me, she or he would automatically know what I want.” In
some relationships, partners do not desire intimacy or passion. They want a
highly committed relationship that looks like a marriage, but in fact is a perma-
nent friendship or companionate relationship.

5  The fifth question is whether each partner has a realistic perception of what she
or he can offer or has been able to offer. As the couple talks about the three areas,
it will become apparent whether an individual is able to actually deliver on what
is being stated. The partner’s feedback and the way in which the partners interact
provide information about their limitations.

Teaching the model of love and asking these five diagnostic/therapeutic questions set
the stage for the task of promoting intimacy in the couple. The next step involves asking
the couple to identify the specific components of intimacy and then to think about what
behaviors constitute an intimate relationship. In addition to the list generated by the
couple, we add additional ideas from L’Abate’s (1977) work on intimacy and marital
enrichment and from the Aspects of Intimacy exercise developed by the second author.
In this exercise, intimacy is framed as a multidimensional phenomenon. The handout
reproduced below (Box 10.1) presents various aspects of intimacy and provides a way in
which couples can reflect on and communicate about different ways in which they can
create closeness and connection. This exercise can help couples examine their current
level of intimacy, identify aspects that are important to each partner, and develop a plan
for increasing intimacy in their relationship (Fife & Weeks, 2010).

Box 10.1 Aspects of Intimacy

Review the list and identify the top two to five aspects of intimacy that are
strengths for you as a couple. Also, note two to three areas in which you would
like improvement or growth. Share your reflections with each other in an open,
nondefensive way. In the areas where you both desire improvement, discuss
specific steps which can be taken to increase closeness in your relationship. You
will likely find that some of your answers differ. In those areas in which only one
partner wants improvement, seek to understand why that particular aspect of
intimacy is important to him or her, what changes he or she desires, and what
you can do to help intimacy grow. In areas where you are both satisfied,
congratulate each other. Most successful couples develop a few (but certainly
not all) core areas of intimacy that help keep their relationship strong. (Some
items have been adapted from Schaefer and Olson [1981].)

Aesthetic Intimacy: Sharing experiences of beauty—music, nature, art, theater,
dance, etc.
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Communication Intimacy: Connecting through talking. Keeping communication
channels open. Listening to and valuing your spouse’s ideas. Being loving,
compassionate, respectful, truthful, and open in your communication.

Conflict Intimacy: Facing and working through differences together. Using
resolution of conflict to grow closer.

Creative Intimacy: Experiencing closeness through acts of creating together.
Sharing expressions of love in creative ways.

Crisis Intimacy: Developing closeness in dealing with problems and pain.
Standing together in tragedies. Responding unitedly to pressures of life
such as working through problems, raising a family, aging, etc.

Emotional Intimacy: Feeling connected at an emotional level. Being in tune
with each other’s emotions. Being able to share significant meanings and
feelings with each other, including negative feelings.

Financial Intimacy: Working together to balance differing attitudes about
money. Developing a unified plan for budgeting, spending, and saving.
Having shared financial goals.

Forgiveness Intimacy: Asking for and/or granting forgiveness to each other.
Apologizing. Asking your spouse, “What can I do to be a better husband /wife?”

Friendship Intimacy: Feeling a close connection and regard for one another as
friends.

Humor Intimacy: Sharing through laughing together. Having jokes between
the two of you that only you share. Making each other laugh. Enjoying the
funny side of life.

Intellectual Intimacy: Experiencing closeness through sharing ideas. Feeling
mutual respect for each other’s intellectual capacities and viewpoints. Sharing
mind-stretching experiences. Reading, discussing, studying together.

Parenting Intimacy: Sharing the responsibilities of raising your children,
including providing for their physical, emotional, and spiritual needs.
Includes working together in teaching and disciplining them as well as
loving them and worrying about their welfare.

Physical Intimacy: Closeness and sharing through physical touch. Experiencing
your physical relationship (including sexual intimacy) with joy, fun, and a
sense of becoming one. Being open and honest with each other in terms of
desires and responses.

Recreational Intimacy: Experiencing closeness and connection through fun and
play. Helping each other rejuvenate through stress-relieving and enjoyable
recreation together.

Service Intimacy: Sharing in acts of service together. Growing closer as a couple
as you experience the joy that comes from giving to others.

Spiritual Intimacy: Discovering and sharing values, religious views, spiritual
feelings, etc.

Work Intimacy: Experiencing closeness through sharing common tasks, such as
maintaining a house and yard, raising a family, earning a living, partici-
pating in community affairs, etc.

(Copyright © 2007 Stephen T. Fife)
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Tolerance

In addition to Sternberg’s model of love, Zick Rubin (1973) conducted an empirical
study in which love was found to have four major components. These components are
(1) needing, the desire to be with and cared for by the other; (2) caring, wanting to
help the other; (3) trusting, exchanging confidences; and (4) tolerance, overlooking
the other person’s faults. Rubin also found that partners did not necessarily desire
these four components in the same degree. In fact, in some relationships low correla-
tions existed between some components. These components can all be incorporated
in Sternberg’s (1986a) model under the heading of intimacy.

The component of tolerance is one that should be more carefully considered here
because it is not mentioned elsewhere in this chapter. Successful couples learn where
cach other’s faults and perceived weaknesses lie. Of necessity, they need to find ways
to work around these areas rather than continue to press or nag each other for perfec-
tion. The attention of a loving couple needs to be focused on the positives and not the
negatives. Part of the process of couple therapy is learning to accept those aspects of
the partner that this person does not desire nor need to change in order to improve
the overall level of marital satisfaction. The therapist can encourage the growth of toler-
ance by focusing the couple on expressing move caring, positive verbal and behavioral
exchanges, and clavifying and fulfilling each other’s expectations. When good feelings are
being generated it becomes easier to overlook negative events and feelings.

Components of Intimate Interactions

Our efforts to enhance intimacy in the clients’ relationship then involve reviewing the
seven components of intimacy listed below, followed by how the couple will move
from a conceptual level to a behavioral level. The clinician first presents these items
and then starts at the top of the list to allow the couple to discuss each one in order.
The couple decides whether they like the ideas that have been generated and how to
implement the ideas. The couple then starts with a new set of ideas or attitudes about
what constitutes intimacy. Once they agree to these ideas mutually, the next step is
behavioral. They are asked to describe exactly what they are willing to do to carry out
the idea. In the following sessions, the therapist asks about the behavioral progress. In
addition, an affective component is added by asking that the partners comment on
how they feel when they receive some of the intimacy behaviors. In the session, they
are also asked to discuss their feelings toward their partner in light of the behavioral
changes.
The components of intimacy L’Abate (1977) has identified are as follows.

1 Seeing the yood. Each partner should be able to see the good, both in him- or
herself as well as in the other. Each should be able to say what is good in him- or
herself and express what he or she likes about the other. The behavioral imple-
mentation could involve statements of affirmation, appreciation, and affection.
We refer to this triad as “the three A’s” and suggest couples practice it daily. The
most difficult concept is affirmation. Statements of affirmation are “I like you” in
nature. These statements affirm the value of the other person. For example,
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saying “I’'m glad I’'m married to you” or “I like being with you” affirm one’s love
for the other person. Statements of appreciation deal with what the other person
does. When the other person does something that is liked, it should be verbally
noted. For example, a partner might say, “I appreciate that you brought me a cup
of coffee this morning” or “Thank you for your thoughtfulness.” The third A is
affection. Affection refers to showing signs of liking and loving with words or
actions. Touching, holding, kissing, and making verbal statements of affection
are also important.
Caring. Caring means being concerned about another’s welfare, happiness,
needs, and feelings in a consistent and dependable way. It is an attitude of respect
for our partner, which derives from our sensitivity to his or her needs and desires.
Caring begins with an awareness of what is needed in order to feel safe, secure,
esteemed, growing. Caring for another requires tuning in to what the other says
she or he needs and being willing to meet some of those needs. As partners listen
carefully to and respond appropriately to the needs their partner communicates,
these actions will build intimacy and increase relationship satisfaction.
Protectiveness. A couple is a social system embedded within other social systems.
Many forces impinge on the couple such as work, in-laws, and children. Mutual
protection means seeing issues from the other’s perspective and taking the other
person’s side when necessary. The couple must protect the integrity of their rela-
tionship by drawing boundaries around it. Protecting the relationship requires
reaching some agreement on priorities (i.e., self, marriage, children, and work)
and then carrying them out in ways that serve the relationship as a whole. They
must also give each other the time required to be a couple.
Enjoyment. Enjoyment refers to spending time together and doing things
together that are pleasurable. In our society, many people have been taught that
pleasure is not a goal in itself nor is it desirable. These individuals have been
trained to believe that performance is all-important. The emphasis is placed on
doing, achieving, and competition. This need to perform in order to win approval
and love needs to be examined and a healthy attitude about pleasure and enjoy-
ment fostered to replace it. This new attitude should involve learning to appre-
ciate pleasure and enjoyment as an end to itself. Achieving pleasure may be
accomplished by doing by oneself or by sharing pleasure with another. Couples
can be encouraged to negotiate activities they both enjoy just for the sake of
pleasure. Part of this process also requires that each partner accept some respon-
sibility for initiating enjoyable activities.
Responsibility. When problems emerge in a relationship, there is a tendency to
deny personal responsibility by blaming one’s partner. In an intimate relation-
ship, each partner must take responsibility for his or her part in the relationship
not working. Healthy interdependence rests on personal responsibility, not on
one partner taking all the blame or on one partner giving all the blame. Partners
must assume responsibility for making the relationship work. They realize rela-
tionships require maintenance and that partners are mutually responsible for
relationship success.

We also think of responsibility in terms of being able to express emotions in a
manner other than a reactive one. An emotionally reactive response usually
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involves high emotional intensity without thoughtful consideration and expres-
sion. Emotional reactivity simply means that emotion rules. Being emotionally
responsible means the partner is emotionally self-aware and is able to ask for what
is needed in an assertive, rather than aggressive, manner in order to resolve the
feelings.

6 Sharing hurt. 1’Abate (1977, 1999b) believes that sharing one’s hurt is a most
intimate act. He points out that we can share our good feelings and success
with almost anyone. With whom do we share our hurt feelings? Pain is difficult
for a lot of people to feel; many defend against the feeling by denying it or by
transforming the feeling into something else—often anger. It is no wonder we
only share our pain when we trust someone deeply and can safely expect that
person to be empathic. The sharing of pain with a caring partner can facilitate the
development of mutual empathy and greater closeness. Mutual self-disclosure
can also develop and enhance trust as well as show emotional investment (Layder,
2009).

An intense level of anger often characterizes unhealthy relationships. In such
cases, the only feeling expressed or in evidence seems to be anger. In these rela-
tionships, all the underlying feelings have been buried by the anger. These buried
feelings may include hurt, depression, resentment, frustration, guilt, remorse,
fear, and so on. Hurt is especially prone to be buried because it is often seen as a
weakness. When anger is used to cover over other feelings, the expression and
resolution of the underlying problem(s) become impossible, rendering each
partner powerless. Learning to share hurt rather than burying it is critical in
promoting understanding and empathy. The therapist may ask the partners to
consider all the feelings felt, but not expressed, and then facilitate the expression
of the underlying feelings in the session, focusing on hurt.

7 Forgiveness. This concept is one that most couples overlook in their list of compo-
nents of intimacy. Yet, it is implicitly working in every healthy couple relation-
ship. It is impossible to live in a close relationship and not from time to time hurt
the person we love. When this happens, it is essential to be able to deal with the
hurt directly and not focus on some feeling used to cover it up. If the hurtful acts
are not or cannot be forgiven, a state of resentment is established which erodes
the relationship. Several questions are useful to facilitate forgiveness. Forgiveness
is not achieved by making a simple apology. It is achieved through an under-
standing of self and others. First, the person who committed the hurtful act
should question him- or herself about motivations. This self-inquiry is most
salient when hurting the other is part of a pattern. Second, the partners must
understand each other. The person who was hurt needs to be validated for feeling
hurt, and the partner who did the hurting needs to be understood in terms of his
or her motivations and intents. More detailed information about the process of
forgiveness is presented in Chapter 18 on treating infidelity.

Once again, the review of these components is best accomplished over a number of
sessions. The ideas are developed in session and then methods of implementing them
are discussed. Each week, the therapist should follow up to see how progress is going
on those items discussed.
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One final note on intimacy has to do with how couples conceptualize closeness.
Many couples simply equate intimacy with physical closeness. A technique to help
make this expectation explicit is to ask them to draw two circles to show closeness,
cach circle representing one of the partners. The partners are told to draw two circles
representing how they see themselves now and two circles representing how they
would ideally like to be. The circles can then be used to facilitate a discussion and
negotiation of intimacy in their relationship. The clinician should point out that inti-
macy is a balance between closeness and distance and that couples need to negotiate
these two ideas in some practical way. The idea of negotiating distance is new to many
couples. Usually they ask for distance indirectly or by creating a fight. In one young
couple, the assumption was that all free time would be spent together. Each partner
believed the other expected him or her to give up any interest that might take him or
her away from the relationship. Once they realized how counterproductive this idea
was, they were able to schedule time for personal interests and be in the house
together without feeling compelled to be together.

Fears of Intimacy

Fear of intimacy is directly related to the issue of conflict in couples. Fear often leads
to a fight-or-flight response in humans. Patterns of chronic fighting, intermittent
fighting and making up, fighting and fleeing, or simple withdrawal from each other
are common responses to a fear of intimacy. These patterns may regulate distance in
relationships, but do so in a way that is unacceptable to most couples.

Many couples experience difficulty in becoming more intimate, although they have
some awareness of what it means and what they want. When this problem is apparent
from the outset, the Intimacy-Awareness technique should be used firsz. In addition,
if the problem appears during the process of working through developing greater
intimacy, work should be halted and the Intimacy-Fear Awareness technique used.

The technique involves making the implicit, and sometimes unconscious, fears of
intimacy explicit. It is often helpful to normalize these fears by noting how some of
them are found in almost everyone. The couple would then be asked to consider what
fears each brought to the relationship. It is essential to keep the discussion framed in
terms of fear. A slow and careful therapeutic examination will usually uncover one or
more fears that can then be worked through.

The clinician may need to supply some ideas based on observations made of the
couple and their individual dynamics, including family-of-origin information. A
number of common fears may be historically based in the family of origin. The
following list is helpful for the clinician to keep in mind. This list is not exhaustive. It
represents some of the most common fears.

Fear of Dependency

This fear is found in partners who believe it is absolutely essential to be emotionally
self-sufficient, insulated, and independent. In extreme cases, the partner exhibits
counterdependency or the need to constantly remain aloof from the other as if to say
she or he does not need the other at all, but finds the partner a financial or social
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convenience. This pattern can be found in marriages which Sager and Hunt (1979)
have called parallel. These couples do not rely on each other to fulfill their emotional
needs. The marriage is characterized by emotional distance, with each leading sepa-
rate lives. In some relationships, the counterdependent partner will select a very
dependent partner who carries their dependency needs for them. They can then take
care of the dependent partner without having to look at themselves, because the
partner needs or demands so much.

The fear of dependence often stems from early parental influence. Parents, usually
fathers, share the importance of being able to stand alone in the world without having
to rely on anyone. During childhood, children who grow up to fear dependence are
pushed to be on their own with little, if any, guidance or support from the parent.
When these children do need help, they are told they are weak or that they should be
able to do it alone. This fear appears in men much more often than in women and is
often passed from father to son.

To illustrate this pattern, one 40-year-old man stated he could never ask his wife
for anything. He believed to ask her for something meant he was weak and “a
nothing.” As a child, this man had been physically punished and ridiculed whenever
he showed any emotional weakness such as crying, and he was criticized as being a
baby when he expressed needs of his own. He had internalized his father’s expressed
emotions so strongly that he actually felt he would die should he express his needs.
Although he realized this feeling was irrational, he could not stop this feeling on his
own. It was based on the belief that only the strong will survive.

Fear of Feelings

Expressing intimacy involves sharing a feeling with another person. Self-disclosure is
important and might include revealing thoughts, beliefs, attitudes, opinions, and
especially, feelings. Some partners have learned to fear their feelings or the feelings of
others. The feelings they fear are not specific ones such as the fear of hurt, rejection,
and abandonment, but a general fear of /] feelings. Originally, this general fear might
have been related to fear of specific feelings. Unfortunately, the specific fear has gener-
alized to include expressing any feeling.

Partners who have obsessive-compulsive personality structure often use their
defenses to avoid feelings, and indeed these individuals seem devoid of feeling. They
hide behind rationality, denial, projection, rationalization, intellectualization, and a
rigid sense of what they believe to be right. Satir (1967) referred to these types of
partners as “computers” because of their mechanical nonfeeling approach to others.
“Computers” think rather than feel or act and stay detached from others in order to
avoid having their own feelings touched. Being so devoid of an emotional life of their
own, they sometimes enter into a relationship with a histrionic partner. On the
surface, they act as if the other partner is sick or crazy, but unconsciously they derive
some gratification. The feelings obsessive-compulsive partners find uncomfortable
may be projected onto their partner so that they can then deal with the feeling in the
other and not in self.

Individuals reared in families where feelings were out of control may also learn to
avoid their own feelings. In situations where child abuse or alcoholism was prevalent
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or if'a parent suffered from depression, a manic-depressive pattern, or was emotionally
unpredictable, the child might fear being overwhelmed by feelings and losing control
or going crazy. In these partners’ minds, the idea of feeling is synonymous with crazi-
ness. The same dynamic may also occur in individuals who have suffered from long-
term depression. In several of our cases, men with long untreated depressions felt that
allowing any feeling is the same as inviting an occurrence of depression.

A final pattern of fear occurs in those individuals who were emotionally discounted
and/or told how to feel by their parents. Being emotionally discounted means the
parents would ignore, criticize, or punish the child for having a feeling. Because
emotional discounting is a verbal process and less severe than other types of abuse, it
is often overlooked. However, repeated emotional discounting can have several long-
term effects. Adults we have treated believe their partners will discount them should
they attempt to express a feeling. They learn to ignore, minimize, and rationalize their
feelings. The pattern is further complicated because these clients do not share their
feelings with the therapist, giving the impression that everything is satisfactory. The
therapist must learn to listen for what is not expressed as much as to what is expressed.

Fear of Anger

A fear of anger may manifest in two ways. First, partners may fear the anger they have
toward others. They may fear that getting too close to another person may elicit or
release this hostility, aggression, anger, or rage. Individuals with this fear keep their
distance from others. They realize anger is inevitable in a close relationship, so they
rationalize that the only way to avoid it is to not have a close relationship. Several
types of familial environments may create this type of fear in an individual. In one type
of family, the child may be parentified. Parentified children are asked to assume
responsibility far beyond their capacity. They must act like pseudo-adults, often cast
in the role of taking care of a parent. The loss of the child’s sense of security, the
excessive demands, and the pent-up feeling of anger not allowed to be expressed build
up over time. Many partners who were parentified carry deeply buried resentment and
anger that are displaced onto their current partner.

Another family situation that generates fear of anger is one in which anger pervaded
the client’s family system. Child abuse, spouse abuse, or both of these may have taken
place. As a child, this individual witnessed how anger got out of control and how
members of the family got hurt. In an effort to never repeat this pattern, the adult
partner tries to suppress anger. As a result of the model set by the parents, the partner
believes anger can only have destructive consequences. The opposite type of family
environment can have the same effect. In these families, the parents are reported to have
never been angry or in conflict. The parents implicitly transmit the message that anger
is bad, unacceptable, destructive, and so on. In many of these families, children are told
directly it is not nice to be angry or that something is wrong with them if they feel anger.

In other cases, partners simply may not have the skills to deal with anger. As a
result, angry feelings never get resolved and build up over a period of time. The
feeling may escalate to the point of violence, scaring themselves and their partner so
much they vow never to be angry again. Of course, this effort is doomed to fail, but
the fear still remains.
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The other major manifestation of this fear is that of being the recipient of angry
feelings. These individuals are very fearful that their partners will become angry with
them. They will go to great lengths to placate the partner in order to avoid anger. Just
as in the above case where those persons fear their own anger, these individuals may
have been reared in families where anger was expressed too much or too little. Most
commonly, they were reared in families where the anger was explosively and unpre-
dictably expressed. Children of alcoholic parents come to realize that the alcoholic’s
anger is unpredictable, unwarranted, and intended as destructive. These children then
live in a state of constant fear, waiting for something bad to happen to them or to
another family member.

Fear of Losing Control or Being Controlled

Control is an important part of every relationship. Healthy relationships are based on
mutual control, as partners share the power and control in the relationship. When a
partner fears losing control or being controlled by the other, she or he may actively
resist or passively give in to the other. This fear has two levels of meaning. On the
surface, it refers to the feeling that getting too intimate will result in a loss of control
in one’s life. This partner believes the other person will begin to take over and run his
or her life. Essentially, it is a regressive feeling of being a child again with the other
partner assuming a parental role. Individuals with this fear do not know how to assert
themselves appropriately. They unconsciously sabotage themselves in order to have
the other partner take control. This feeling parallels what happened in the person’s
family of origin. The parents were overcontrolling, did not promote competency and
maturity, and may have actually set the child up to fail by pushing them into tasks
beyond his or her capabilities and then withholding guidance and support. Intimacy
suffers in adult relationships because of the parent—child nature of the relationship.
Those who fear losing control will not let their guard down to let others know them.
They assume this knowledge would be used against them to keep them in their place.

At a deeper intrapsychic level, losing control means feeling engulfed by the partner.
Engulfment refers to losing oneself in a relationship; the person’s tenuous sense of
self-identity gets lost. These individuals are poorly differentiated, and they have a
poorly defined sense of self. Paradoxically, they search out others to help them
complete their sense of self, but then they need to recoil from the relationship to
preserve the sense of self they already possess. They simply do not know who they are
or what they want. They tend to move back and forth searching for a balance. These
individuals must search out their own identity and actively seek others who will
support them and respect individual boundaries.

Fear of Exposure

Early on in a relationship, partners only expose what they choose to expose. In some
ways, partners only see the facade. As the relationship develops, the couple becomes
closer and more self-disclosing.

The level of self-disclosure progresses to deeper levels, with partners taking turns
risking more disclosure as trust builds. The question for every partner early on is,
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“How much to disclose and when?” However, self-disclosure may stop at a surface
level out of the fear that exposing oneself will be too risky or too painful. A partner
with a low sense of self-worth or self-esteem will not want his or her partner to know
about this. She or he will pretend to feel good about him- or herself.

The incongruence between how they feel inside and how they act leads them to see
themselves as impostors: “If they only knew who I really am or what I really did, they
would never .. .” For these partners, the family did not provide sufficient develop-
ment of self-worth. In many of these families, the love for the child was contingent on
performance and not the person. The parents were demanding, critical, and never
satisfied with the child’s performance. Contingent love teaches the child to value only
doing well and not self. The child learns she or he is loved only when things are going
well and that the parent’s love is not for the child, but for what she or he can do,
which is never enough. If a problem or unpleasant feeling is expressed, the child
immediately loses sight of the fact that love can be a constant in the relationship. As
an adult, in order to protect themselves from feeling unloved, they would not consider
telling their partner how they feel if it were negative, and would expect their partner
to do likewise. The basic assumption of these individuals is that if you really knew me,
you would not like or love me (because I do not really like or love myself).

Fear of Abandonment/Rejection

Fear is created when situations arise that are unpredictable and uncontrollable.
Abandonment anxieties and the potential for rejection can create a profound sense of
powerlessness (Layder, 2009). The more a partner emotionally invests in a relation-
ship, the greater the hurt is experienced should the relationship end. Partners who
were hurt in the past by rejection/abandonment become sensitive to getting too close
too soon or to getting close at all. In more serious cases, the partner has been trau-
matically rejected or abandoned. This situation might have occurred through death,
divorce, or desertion of a parent. Children who have lost a parent and have not been
aided in working through the loss sometimes carry a fear of abandonment into all
subsequent relationships. Children who learn they were adopted may also carry a deep
sense of rejection and abandonment. In other cases, the family of origin did not
contribute to the fear. The fear may have evolved through adult relationships that
were extraordinarily hurtful, thus creating attachment injuries (Johnson, Makinen, &
Millikin, 2001).

In some cases, we have seen partners suddenly abandoned just prior to a wedding
without any explanation or further contact with the person. In one case, a person’s
partner had been killed in an airline accident and, simultaneously, it was discovered that
the partner was having an affair. These events left the living partner with a deep sense of
loss, rejection, and hurt. In a case like this, never getting close to another person is seen
as a way to protect oneself from ever having to relive such a painful trauma.

Fear of Emotional Vulnerability

Emotional vulnerability is an essential aspect of intimacy in couples. However, because
of insecurities and past hurts (either from one’s family of origin, past relationships, or
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the current relationship), partners may be reluctant or fearful of allowing themselves
to be emotionally vulnerable with each other. Although vulnerability can be a catalyst
for building intimacy, it also brings with it the risk of being hurt (Cordova & Scott,
2001). Couples may avoid self-disclosure, sexual intimacy, asking for help, admitting
mistakes, or other behaviors that create vulnerability.

Overcoming Fears of Intimacy

A fear of intimacy often leads partners to use a variety of methods of self-protection.
These methods may be effective in keeping one relatively safe from the perceived
threats or risks associated with intimacy. However, they usually have the side effect of
keeping partners emotionally and physically distant from one another. The ironic
result is that partners long for connection while at the same time undermining oppor-
tunities for intimacy in their relationship. Fife and Weeks (2010) outlined several
interventions therapists can utilize to help couples overcome intimacy fears.

1 Normalize fears of intimacy. Helping partners understand that others share their
struggles and have successfully overcome them can build hope for change.

2 Address cognitive distortions and irrational fears. A couple’s fears of intimacy are
often associated with maladaptive thought processes. The cognitive techniques
described in Chapter 14 may help couples overcome fears and barriers to
intimacy.

3 Enbance communication. Couples can address and overcome fears of intimacy
through utilizing enactments (Davis & Butler, 2004) and other communication
techniques (see Chapter 12).

4 Intimacy exercises. The exercises for building intimacy presented above can help
couples overcome intimacy fears.

5 Celebrating successes. Overcoming fears and building intimacy can be challenging,
and couples should be commended for their efforts. It is also important that
therapists help couples see and recognize their successes and growth.

Conclusion

A number of concepts and techniques have been reviewed in this chapter. The clini-
cian should use them flexibly, creatively, and according to the type of couple. There
is no formula for developing intimacy that works for every couple. The ideas in this
chapter constitute a blueprint, with the couple providing the bricks, mortar, and
sweat.
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REFRAMING

Reframing is perhaps the most broadly used strategy in the systemic therapy approaches
as well as psychotherapy in general. Clients often view (or frame) problems in ways
that constrain them or limit their possibilities for change. Clients see their situation as
problematic and seemingly intractable, leading to the refrain well-known to couple
therapists, “We’re stuck.” As noted by Erickson and Rossi (1980), clients have prob-
lems because they are caught in “frames of reference . . . that do not permit them to
explore and utilize their own abilities to best advantage” (p. 38). However, a therapist
who can help clients reframe their situation can help clients better utilize their abilities
and open doors for personal and relationship change.

Reframing is fundamental for psychotherapy because it helps the client change
perspective, give different meaning, or give different attributions to the same
behavior(s), thereby facilitating changes in both attitude and behavior. Every psycho-
therapy approach attempts to change the meaning of the problem or symptom in
some fashion (Nichols, 2010; Weeks, 1977, 1990). Systems therapists have referred
to this concept by a variety of terms: relabeling (Haley, 1973; Minuchin, 1974);
reframing (Watzlawick, Weakland, & Fisch, 1974); content reframing (Bandler &
Grinder, 1982); redefinition (Andolfi, 1979); seeing the good (1’ Abate, 1975); positive
connotation (Palazzoli, Boscolo, Cecchin, & Prata, 1978); ascribing noble intention
(Stanton, Todd, & Associates, 1982); nonblaming (Alexander & Parsons, 1982);
context markers (Bateson, 1979; L’Abate, Ganahl, & Hansen, 1986; Viaro, 1980);
reconstructing reality (Coyne, 1985); redefining the symptom (Brown & Christensen,
1999); and restorying (Ivey & Ivey, 2000).

Although many systemic therapies attempt to facilitate a change in the meaning
clients give to their problems, for some reason, reframing has been virtually ignored
in the secondary literature on couples and family therapy. Nichols and Schwartz’s
(1998) widely used textbook on the concepts and methods of family therapy virtually
ignores reframing. In fact, their discussion of reframing suggests they believe it is a
technique that makes the therapist appear phony. They make such statements as
“reframing was often transparently manipulative” (p. 59) and that positive connota-
tion was “often as sincere as a car salesman’s smile” (p. 59). In their 555-page 1998
text, they devote less than a page to reframing. Although he still gives sparse attention
to this topic, Nichols (2012) has for some reason changed his position on reframing
and now views it in a positive light. Gurman (2008) edited another well-respected
textbook on family therapy. Out of 717 pages, the contributors devote very little to
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reframing. In a book that is so well researched, one can only wonder why they chose
to ignore a topic of such importance. Likewise, Harway (2005) and Young and Long
(1998) only offered a little over a page on reframing. We can only speculate that these
authors have failed to recognize the importance of reframing in our field, they have a
bias against this construct, or they assume that the concept is so well understood or
easy to learn as to not need much discussion.

Our literature review for this chapter revealed a dearth of new writing and research
on a concept that is central to the practice of couple and family therapy, regardless of
clinicians’ preferred treatment models. Although neglected by many in the couple
therapy literature, this important concept is recognized by some in the general coun-
seling literature. Erford, Eaves, Bryant, and Young (2010) devote an entire chapter to
the concept of reframing in their book 35 Techniques Every Counselor Should Know. In
addition, reframing is highlighted as one of Ivey and Ivey’s (2006) six counseling
skills.

We have also noted that many marriage and family therapy professors believe that
reframing is a technique that is easy to learn. They do not comprehend the difficulty
of learning the art of reframing, nor do they appear to understand that it isn’t some-
thing that is simply picked up by virtue of reading the marriage and family therapy
literature or having some intuitive understanding of how to reframe. The authors’
personal experience of teaching reframing for over 20 years has shown that students
do not inherently know how to construct a therapeutic reframe and need a significant
amount of class time, reflection, role play, and practice in order to master this skill.

Watzlawick and colleagues (1974) were among the first to discuss the central role
of reframing in systemic therapy. They defined reframing as changing the conceptual
and/or emotional meaning attributed to a situation and said that the reframe should
focus on the problem or behavior that has been defined or framed by the client as
symptomatic. When a problem is reframed, it is placed “in another frame which fits
the ‘facts’ of the same concrete situation equally well or even better, and thereby
changes its entire meaning” (Watzlawick et al., 1974, p. 95).

Some clinicians confuse reframing with offering clients an interpretation of their
behavior or intrapsychic processes. However, a reframing statement is quite different
from an interpretation. For example, an interpretation carries some truth-value, and
the therapist actually believes the statement represents some aspect of reality. On the
other hand, reframing statements are not intended to have the same validity. The
theory of truth that is used by the therapist in reframing is pragmatic. In the pragmatic
theory of truth, that which works is considered true (James, 1907). The therapist is
attempting to construct a view of reality that is more conducive for change to occur,
rather than replace the client’s faulty worldview with one that is correct (Kelly, 1955).
Tennen, Eron, and Rohrbaugh (1985) have stated, “Adaptive functioning does not
require being in touch with reality and having an accurate view of the world. Rather,
any world view that interdicts problem sequences is considered in planning interven-
tions” (p. 199).

In the psychotherapy literature, reframing usually has two uses or meanings (Weeks
& I’Abate, 1982). One is to change the way in which a symptom is defined in terms
of' some polarization such as good versus bad, crazy versus sane, or right versus wrong.
People who are unhappy with others frequently attribute bad intent to behavior. In
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couples, this attributional process leads one partner to the moral perspective that they
are okay and the other is bad. Reframing can be used to change the meaning attrib-
uted to the problem or to the dynamic that exists in the relationship. For example,
couples usually regard their fights in a negative light. They have framed their conflicts
as destructive, negative, and so on and see them as representing negative intent and
impact. In reframing the fighting behavior, the therapist wants to change the meaning
attributed to the fighting from bad to good. The therapist may say, for example:

The two of you must care a great deal about each other and yourselves,
because you invest so much of your energy in fighting. Couples who don’t
care or are indifferent don’t fight. Your fighting shows there is something
worth fighting for in spite of the fact that you may end up on opposites sides
of the conflict.

In addition to utilizing a reframe to invite a shift in clients’ perspective from nega-
tive to positive, a second use of reframing is to move the focus from the individual to
the system. When couples or families present with problems, there is usually a
symptom bearer (identified patient) who is carrying the problem for the rest of the
family. The other member(s) do not see the connection between what they do and
the behavior of the “sick” one. In couples, the “healthy” spouse externalizes and /or
denies any responsibility for the problem. The attributional strategy in such couples is
linear, not circular. One of the consequences of a linear frame is that it is inherently
limiting for couples—the only way for relationship change to occur is if the other
changes. Therefore, one of the therapist’s tasks is to get them to see how the problem
stems from their interaction or relationship or both. Reframing is the method whereby
the therapist can move the couple from a linear attributional strategy to an interac-
tional or circular attributional strategy. In doing so, new avenues for change and new
possibilities for relating are opened up for couples.

In other words, when couples present in therapy, there is often an overt or covert
belief on the part of each partner that the other is wrong, sick, crazy, and so on. Thus,
it is the other partner who needs to change. The symptom or problem is usually
presented as “belonging” to just one partner and not a result of the partners’ interac-
tion. The therapist must find a way to get the couple to see the problem systemically.
Unless and until they see the problem as shared or bilateral, couple therapy is
impossible. This is the reason reframing is essential if any systems approach to therapy
is to work.

When skillfully done, the two types of reframing described above are usually
combined in a statement given to the couple. Palazzoli and co-authors (1978) called
this technique positive connotation. The symptom is given a positive meaning and all
the members of the system are linked together. Reframing changes the definition of
the relationship, changes the meaning of the behavior by altering or disrupting the
interpretative framework, and disrupts one’s ability to predict another’s behavior. It
also puts the participants on the same level. One goal of the reframe is to prescribe a
shared, positive meaning in the relationship (e.g., “fighting means you care”). It also
increases unity and interdependence by suggesting they both want the same goal for
the relationship.
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Finally, one of the most significant effects is to change the attributions from linear
to circular and from negative to positive. If the reframe is successful and the couple
believe they both want and deserve the same thing, then they must ask themselves if
there aren’t better ways to achieve it than to engage in the same endless game. The
result should be new efforts to create the relationship each partner desires by changing
one’s own behavior first.

Developing the Reframe

The art of reframing has been poorly described in the literature. Most literature
describes the reasons for developing a new frame and some of the typical content of
reframes, but not the process involved in creating new frames. Weeks and L’Abate
(1982) reviewed the literature on reframing and gave numerous examples of reframes
throughout their text. Many of these examples were couple-focused. In addition,
Protinsky and Quinn (1981) developed a few standard reframes to deal with common
couple and family dynamics. In one case, for example, a husband became suicidal after
the last child graduated from high school and went to college. His wife had been
overinvolved with rearing the children and felt a profound sense of loss. The couple
was given the following reframe:

The team is very impressed with the great lengths that Joe has gone to
in order to protect his wife from her feeling of loneliness. It was Joe’s intui-
tive belief that Mary could not survive the emptiness she felt when John
graduated and left home. Thus, Joe acted in helpless ways so that Mary
might fill her emptiness. This is a highly caring act on Joe’s part. However,
it is the team’s belief that Mary does not need Joe to rescue her from loneli-
ness in the way that he has chosen. The team perceives many hidden
strengths to Joe; it is the team’s belief that he will continue to act in his
present protective way.

(p. 139)

L’Abate and Samples (1983) developed an invariable reframe for couples with inti-
macy problems. They used the following statement:

Dear ___and __:

After working with you for so long, I am fairly convinced that you need to
defeat each other to avoid getting too close. Intimacy can be a very scary and
dangerous condition, and I can understand how it affects you in that way.
For some people, intimacy means loss of control, loss of mind, loss of self,
loss of strength, and in some cases, loss of life.

(p- 38)

Weeks and L’Abate (1982) and Jessee and L’Abate (1985) also developed a
paradoxical approach to treating depression that included reframing depression in the
context of the relationship. Jessee and L’Abate (1985) used the following reframe in
one case:
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I think you are to be congratulated for being depressed to help your
husband. It is obvious that you have become depressed in an attempt to take
his mind oft being unemployed. I cannot think of anything else you could
have done that would have demonstrated your caring and loyalty to him so
convincingly.

(p. 1139)

It should be noted that in many of the above-mentioned cases, the reframe was
given to the couple in written form with instructions that they should read it on some
ritualized basis. Reading and re-reading the reframe is a powerful maneuver that
invites clients to reflect and helps the reframe “sink in.” Commonly, one partner is
pathologizing the other and needs to repeatedly get the message that he or she is part
of the problem.

While examples may be helpful, the therapist cannot just offer up a reframe and
expect it to be accepted. Therapists need to know the process involved in developing
an effective reframe. Reframing is facilitated as therapists carry out four interrelated
and overlapping steps: (1) joining, (2) understanding the clients’ view or definition of
the problem, (3) developing a reframe that entails a systemic view and positive conno-
tation of the problem, and (4) communicating this to clients in such a way that they
come to accept a new definition of the problem.

In order to effectively reframe the problem, the therapist must first join with the
client and have a thorough understanding of the problem. Therapists who have joined
with their clients are seen as an ally of each and both simultaneously. Joining is facili-
tated by genuine interest and careful listening in order to understand each partner’s
perspective and the couple’s common goals. An effective reframe requires that the
therapist understand the problem from the inside out. This means comprehending
the meaning and function of the symptom as well as each partner’s definition of the
problem. Acquiring this information is an essential part of assessment and is grounded
in the development of a therapeutic relationship.

In order for a couple to be receptive to a reframe, the ground must be properly
prepared. Clients are unlikely to accept the therapist’s reframe of their problem if they
feel the therapist does not care about them or has not heard and understood them.
Jones (1986) briefly touched on the importance of joining, using the client’s language,
and asking focused questions when developing a reframe. Similarly Erford et al.
(2010) stressed the importance of nonjudgmental listening to gain understanding and
create a bridge from the client’s point of view to a new point of view.

Following joining and understanding the couple’s view(s) of the problem, the
therapist develops an idea or ideas about what kind of reframe would be helpful in
facilitating change. As stated earlier, for systemic change to occur there must be a
systemic definition of the problem adopted by the couple. The therapist may antici-
pate that several possible reframes may be useful and consider what is most likely to
help promote change. The therapist must think ahead and then gently guide the
couple toward a new definition of the problem. Again, the therapist cannot guide the
couple unless he or she has joined with them.

Typically, the therapist’s definition of the problem and the couple’s definition of
the problem start out as incongruent. The goal is to bring the couple into greater
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congruence with the therapist, thus opening up new possibilities for change. The
clinician begins the therapeutic process by redefining the problem, even if only slightly
altering meaning at first. The slightest alteration in meaning can grow over time into
a much larger alteration. The key way in which this task is completed is by slowly
weaving together a series of questions that invites the couple to change their percep-
tions. Imagine the couple’s relationship as a giant jigsaw puzzle. As the pieces are put
together, several possible images begin to emerge and then one image dominates and
sets the pattern for filling in the rest of the pieces. The therapist uses questions to elicit
different pieces of the puzzle. The questions may be designed to elicit new informa-
tion, to punctuate the information in a different way, or to change the meaning given
to certain facts. The couple may spontaneously articulate a new frame as a result of
considering these questions. If a spontaneous reframe is not forthcoming, when they
are sufficiently “primed,” the therapist may offer the reframe.

If the process has been carefully completed, the reframe will take root; if not, it will
be rejected sooner or later. Some couples are ready to accept a reframe with little
cultivation. Others require the careful process described above. Aside from the ideas
presented above for developing a therapeutic reframe, we have identified three basic
principles that are characteristic of an effective reframe.

Principles for Reframing

Principle I: When dealing with a couple or family, the reframe needs to change the
couple’s (or family’s) perspective of the problem from an individual perspective to a
systemic perspective. With couples, it is often the case that one partner believes the
problem really belongs to the other partner. In fact, each one may secretly harbor the
belief that, were it not for the other partner’s problem everything would be fine. With
families, it is often the child who is the identified patient, and the parents believe they
play no role in the child’s problematic behavior as they define it. The task of the thera-
pist is a difficult one. It is to help the couple arrive at the conclusion that they both
helped to create and/or maintain the problem. Sometimes the problem has been
created and /or maintained unconsciously and is a replay of past history. Successfully
reframing a couples’ behavior enables them to “see” how they each participate in and
benefit from what they are defining as the problematic behavior.

Principle IT: Generally speaking, the other task involved in a reframe is to change
the meaning of the symptom from that which is perceived as negative to something
that is perceived as positive. When couples describe their problem, the mere fact that
they see something as a problem means it has a negative connotation for them. They
simply want the therapist to eliminate or remove the problem without understanding
that the symptom plays some important function for them as a couple. This fact is the
reason that couples resist change and do not respond to interventions that should help
them change. Once they understand the positive function the symptom serves, they
can begin the process of change. For example, each partner may carry an underlying
fear of intimacy, as described in Chapter 10, that prevents them getting closer or
being more intimate. The symptom of the underlying need for distance may be that
they have frequent and uncontrollable fights. Once they understand this need, they
can begin to work around the underlying fears of intimacy rather than simply work on
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conflict resolution with the fallacious belief that all they need to do is to learn how to
stop fighting.

Most reframes are constructed around finding the positive meaning in the
symptom. There are also more advanced ways of constructing a reframe which we will
mention, but not elaborate on in this volume. Another way to construct a reframe is
to change the meaning of the symptom from one domain of psychopathology to
another. The common domains of psychopathology are: personal distress, interper-
sonal dysfunction, statistical, moral, medical, environmental stressors, and the older
psychoanalytic/psychodynamic perspectives. An example of changing models can be
seen in one very religious couple in which the husband was engaging in voyeuristic
behavior. He wanted to confess to his wife, and she would have certainly defined this
behavior in moral terms. The therapist redefined the behavior as a medical problem
that was treatable with the wife’s “good Christian support.” The wife accepted this
reframe and worked to help her husband with his problem. Another common type of
redefinition is to move from content to process. This type of reframe tends to be
systemic and shifts the couple’s focus from the content of their behavior toward the
fact that they have established a dysfunctional dynamic between them.

Principle IIT: The reframe must focus on what the couple identifies as problematic
in their relationship. The authors have had students write hundreds of practice
reframes. We discovered through this experience that just understanding Principles
I and II was insufficient. Many of the students would simply tell the couple what was
positive about the relationship and what they could do to improve their behavior.
Reframing must involve changing the meaning of the symptomatic behavior. The
symptomatic behavior as the couple defines it must be understood by the therapist.
The therapist then reframes the symptomatic behavior as something that is positive or
useful for the couple. It is absolutely essential that the behavior that is being reframed
is what they define as the symptom or the dysfunctional dynamic of the relationship.
Initially, student therapists will have trouble comprehending this aspect of the reframe.
This point must be discussed thoroughly and examples given to illustrate the point.

The case below helps demonstrate the steps and principles of reframing, as well as
how this intervention can be viewed within the Intersystem Approach.

A couple in their mid-30s presented with a variety of problems. The major
problem was that they had been dating for several years but had not been
able to decide whether to marry. One of the problems revealed later in
therapy was Ann’s insomnia. Insomnia has always been conceptualized as an
individual problem in the clinical literature (Ascher, Bowers, & Schotte,
1985). Ann had tried a number of remedies to eliminate her insomnia but
none had worked. In fact, she failed to mention this problem early on in
treatment because she had given up on believing there was any help. It was
her partner, Jeff, who mentioned it. Ann saw her insomnia as an individual
problem, and Jeft agreed. Neither one saw any connection between her
problem and their relationship problems.

The goal of the reframe for her insomnia was to give it a positive meaning
for her relationship and to help them see how the insomnia was an interac-
tional phenomenon. After careful questioning about how the couple
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managed conflict, the therapist suggested that Ann’s insomnia served several
very useful functions for their relationship. The most important function it
served was to keep Ann from showing anger. A person who does not sleep
does not have the energy to get angry, and her inability to become angry
seemed to protect the relationship because Jeff, who always equated anger
with rejection, could not deal with an angry partner. Rejection was a central
theme in Jeff’s history, as he felt both his parents had rejected him as a child.

The reframing statement was put in written form as follows: The insomnia
protects your relationship by keeping you, Ann, from getting angry with
Jeft. Jett would see your anger as rejection and leave.

This reframe can be analyzed as follows.

Intrapsychic Components

1 Definition. The insomnia is redefined as protective for both partners. In a more
p p
general sense, the partners are defined as being in a relationship characterized by
protection. They must now ask, “Are there better ways to be protective?”

Interactional Components

1 Congruence. Ann attempted to control her anger through insomnia in order to
protect Jeft in the relationship. Jeff had sent her messages that he could not
tolerate anger. Hence, they were in an incongruent relationship regarding the
expression of anger. The reframe made this incongruence explicit, showed how
they both participate in her symptom, and allowed them to share a common goal
of protection.

2 Interdependence. By showing how they both satisfy certain needs in the other, the
level of healthy interdependence is increased.

3 Prediction. Ann can no longer predict that she will experience greater loss of
sleep when angry. This connection had been unconscious. Jeft can no longer
predict how Ann will deal with her anger or how he will deal with his sense of
rejection. In fact, he requested that she let him know when she was angry, even
if it felt bad to him.

4 Awntribution and impression management. The linear attribution strategy was
disrupted. The change in definition changed how the symptom and relationship
are interrelated. Both Ann and Jeft came to attribute a positive meaning to the
symptom and to the other’s intent. This in turn led them to invite the other to
try something different. Ann was asked to express her anger, and Jeff was asked
to express his sense of rejection more directly.

In summary, reframing the symptoms has multiple beneficial effects. The most
important effects in systems therapy are its ability to change the linear attributional
strategy of the couple to a circular attributional strategy, and to change the attribution
of meaning given the symptom from one that is negative to one that is positive.
“Positive” in this case actually refers to some aspect of the relationship that helps the
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couple bond. The positive dynamic (e.g., protection) helps to create greater congru-
ence by defining something that both desire. Once both partners see how they partici-
pate in the symptom, they are ready to work co-operatively rather than competitively.
Additionally, by attributing positive intention(s), each partner is more open to try
different strategies in dealing with the other—which means each partner can partici-
pate in relationship change.

Research on Reframing

Although recent research on reframing is sparse, several past studies have investigated
the effect of reframing—used alone or in conjunction with other techniques—on
changing behavior and well-being. Feldman, Strong, and Danser (1982) divided
moderately depressed college students into several groups. Students who were told
that depression was something useful and should be experienced demonstrated more
symptom remission than those who received messages that their depression was a
negative condition and should be avoided. Another group of researchers (Kraft,
Claiborn, & Dowd, 1995) found that depressed subjects given a positive reframe had
lower Beck Depression Inventory scores compared to those in the no-reframe condi-
tion. In a similar study using depressed college students, Beck and Strong (1982) told
students that depression was something that should either be avoided because it was
negative or should be embraced because it was positive. Both groups evidenced
change, but the positive group had the lower relapse rate. Another group of depressed
and lonely college women were divided into three conditions—reframing, self-control
directives, and a waiting list group. Those in the reframing group experienced the
greatest reduction in depression (Conoley & Garber, 1985). All four studies showed
similar findings and were characterized by a high level of experimental control and
objective outcome measures.

Akillas and Efran (1995) researched socially anxious males who were assigned to
three groups: symptom prescription without reframing, symptom prescription with
reframing, and a waiting list control group. The only group to show significant
improvement was those who received reframing with prescription. In a similar study,
Swoboda, Dowd, and Wise (1990) used a sample of 116 depressed clients from a
mental health center. Three treatment conditions were used: paradoxical reframing,
paradoxical restraining, and a pseudotherapy control group. Subjects in the paradoxical
reframing group showed the greatest change.

In an attempt to broaden the theoretical scope of reframing, Morris, Alexander,
and Turner (1991) experimentally manipulated blame using attribution theory. They
found that messages that were positive significantly reduced the intensity of blaming
attributions. These researchers suggested that “blaming schemata” may be developed
predisposing family members to construe each other’s behavior more negatively than
would be so if the schemata did not exist.

Another study examined the effects of three therapy sessions with couples in conflict
(Davidson & Horvath, 1997). Forty couples were treated in a mental health center.
The therapists used two interventions. The first was a positive reframe of their conflict
and the second was a message to go slow (a restraining message). Of the 40 couples,
some received treatment immediately and others were treated after being on a waiting
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list. Couples in the treatment group showed a 39% improvement compared to the
10% on the waiting list. Interestingly, when the couples approved of the reframe, they
were more likely to benefit from treatment.

In summary, there is an unexplainable lack of research on a strategy that is so
essential to the practice of couple and family therapy. The use of reframing in psycho-
therapy and couple therapy deserves increased attention. The reader who wishes to
gain a greater understanding of reframes can consult several classic reviews: Jones
(1986); L’Abate ct al. (1986); Weeks (1977); and Weeks and L’Abate (1982).

Conclusion

Reframing is an essential part of psychotherapy and has been demonstrated to bring
about change. Weeks and L’Abate (1982) were among the first to propose that
reframing alone could effect change. Reframing is often associated with strategic therapy
and can be used to set the stage for other interventions such as a restraining message or
other paradoxical messages. However, as a broad-based intervention, reframing may be
integrated with almost any couple therapy approach.

As stated above, helping couples frame their problems systemically is a critical step
in facilitating systemic change. Unless the therapist pays careful attention to this
important therapeutic stage of reframing, it may be difficult or impossible to proceed.
A problem that is defined by the couple in a fixed, immutable way will be resistant
to change.

In this chapter, we have stressed the concepts of moving from negative to positive
frames and from individual to systemic frames. Many other frames are possible to
co-construct with clients. These two are probably the most common and useful for
the couple therapist. We also identified for the first time in the literature the three
basic principles of effective reframing. The remainder of this volume describes
additional techniques that may be used with couples.
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COMMUNICATION
TECHNIQUES

Communication is fundamental to couple relationships and is endemic to the process
of couple therapy. Communication training does not belong to one approach in
therapy. It is part of all therapeutic approaches and constitutes an approach in and of
itself. The purpose of this chapter is to present a number of communication tech-
niques that can be used as part of strict or exclusive communications work with a
couple or as part of an integrated approach, for example, communication training
blended with contracting. Techniques to improve a couple’s communication cut
across all models of couple therapy and all other techniques in this book.

Communication Problems

Perhaps the complaint most commonly heard by couple therapists is some version of
“We have communication problems.” Laurenceau, Barrett, and Rovine (2005) have
noted that intimate relationships are characterized by “a feeling of closeness and
connectedness that develops through communication between partners” (p. 314,
italics added). Therefore, when a couple is struggling with communication, it is likely
that this negatively affects their feelings about the relationship as a whole.

Gottman’s (1994) research among married couples demonstrates the significance
of communication in the longitudinal course of marriages, with studies identifying
communication styles that are highly predictive of marital satisfaction and divorce.
Gottman (1994) found that couples headed for divorce showed more negativity than
positivity in their emotional behavior and marital interaction. Specifically, four nega-
tive marital interactions were most predictive of divorce. Gottman labeled these inter-
actions as the “Four Horsemen of the Apocalypse” (1994, p. 110; Gottman &
Gottman, 2008, p. 143), defined as:

Complaint/criticism: Complaint as an expression of disagreement or anger about
a specific issue which may escalate into criticism becoming more judgmental,
global, and blaming after repeated and frustrating attempts to resolve the issue;
Contempt: Mocking, insulting, derisive, or sarcastic treatment of another indi-
vidual indicating incompetence or absurdity (e.g., disapproval, disdain, judgment,
putdowns, etc.);

Defensiveness: An attempt to ward off or protect oneself from perceived attack. A
response may be denial of responsibility for a problem, a counterattack, or a whine;
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Stonewnlling: Listener does not provide any cues to the speaker that a stone wall
is being placed between the listener and the speaker. Emotionally, the speaker
perceives the listener as being detached, smug, hostile, disapproving, cold, or
disinterested.

When couples are having communication problems they recast the entire relation-
ship in terms of “the distance and isolation cascade” (Gottman & Gottman, 1999,
p. 306). This is a pattern of (a) viewing the marital problems as severe; (b) believing
there is no point in working out the issues with the other partner; (c) feeling flooded
by the other partner’s complaints; (d) arranging lives in parallel fashion so less and less
time is spent together; and (¢) loneliness.

Given that communication problems can readily cascade into other problems, it is
imperative that therapists be able to help couples with their communication. Whether
it is conducted explicitly or implicitly, communication training is the sine qua non of
couple therapy. Because communication is an essential aspect of all therapeutic work,
it is a transtheoretical concept. Much of the work on couple communication that has
been reviewed shows that it is largely psychoeducational (L’Abate & McHenry, 1983;
Oliver & Margolin, 2008; Young & Long, 1998). In other words, couples require a
personalized training or coaching process to help eliminate deficits and to create more
effective means by which to communicate.

Because the purpose of this chapter is to describe techniques of communication
training and not theories of communication, only a basic framework of couples’
communication will be presented to help guide the clinician in his or her work with
couples. It was developed by Bernal and Barker (1979) in an effort to draw together
different theories of communication. Part of what this theory addresses is the distinc-
tion between linear versus circular and content versus process communication.

Communication that is linear in nature reflects cause—effect thinking and is other-
focused (i.e., outside of self). When a partner is engaging in this type of communica-
tion, she or he talks about others, rather than talking about or disclosing self. Or he
or she talks about self as simply reacting to others. In contrast, circular communica-
tion reflects a more mature, differentiated, and abstract form of thinking and relating.
With circular communication, partners can recognize and talk about their reciprocal,
interlocking patterns of relating. For example, a husband might say he is angry over
the tone in his wife’s voice. She could clarify the meaning of her tone once she has this
information and add that her tone was in response to his withdrawal. This couple can
see how they each affect and are affected by the other. Patterns of communication
begin to become clear to them through this type of discussion.

Content-oriented communication deals with just the specific topic or issue at hand
for a couple. In content communication, the couple’s attention is focused on what
they are saying and not about sow they are saying it. Process-focused communication
is more mature, differentiated, and abstract. Partners can step outside themselves in
order to observe their own interactions. They can talk about how they are talking
(meta-communicate) and how they need to change dysfunctional patterns in their
communication.

A couple therapist needs to facilitate moving from linear to circular and from
content to process communication in order to promote healthy communication.
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Unfortunately, there are few specific techniques able to accomplish this goal. A shift
to circular and process communication unfolds during therapy as the clinician points
out these different types of communication, asks different questions to invite couples
to reflect on their communication, directs communication in different ways, and
models these concepts.

Bernal and Barker’s (1979) schema may also be used psychoeducationally with
couples so they can begin to analyze their own level of communication. There are five
levels of communication in this model. They are organized from the least mature and
helpful to the most mature and helpful. A couple can be taught these levels with the
idea that the first two levels are content-oriented and linear, while the latter three are
more circular and process-oriented. They may be asked to work on developing them-
selves in the more mature/helpful levels by first developing greater awareness of
themselves and then discussing these ideas with each other and the therapist. The five
levels could be described in the following ways.

Object level: The couple focus on issues outside of self exclusively (e.g., money,
work, in-laws). Issues related to self and the relationship are objectified and
concretized. For example, an attorney is upset that he lost a case. He tells his wife
he “feels bad” and then describes the events of the case in detail. He fails to talk
about himself or his feelings and ends up telling her a boring story.

Individual level: Each partner focuses on the other as the cause of his or her
behavior. Responsibility for one’s actions is disowned and projected onto the
other; for example, making statements such as, “You make me angry” or “You
made me do that.”

Transactional level: At this level, patterns of behavior can be observed and
commented upon. The reciprocal nature of the relationship is recognized; for
example, making statements such as, “You were angry with me, and I withdrew;
and then you got angrier, and I withdrew even more.”

Relational level: Couples who have achieved this level are aware of the underlying
assumptions and rules that govern their relationship; for example, they may know
that anger is triggered by not feeling loved or that a fear of intimacy leads one to
push the other away.

Contextunl level: The most important contextual factor would be awareness of
how one’s history, especially experiences in one’s family of origin, affect the
current relationship; for example, a wife who is angry with her husband might be
displacing old anger toward her father.

Assumptions, Attributions, and Communication

Communication is a key component in the development of marital identities. Research
shows that positive communication and self-disclosure between partners are associ-
ated with positive meanings attributed to the relationship and stable marital identities
and thus satisfying marriages (Surra & Bartell, 2001). On the other hand, when
communication is negative there are more negative attributions, which results in
the development of negative marital identities. In any interaction, attributions are
made by each partner based on their personal interpretation of what was being
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communicated. These attributions may be relationship enhancing or relationship
distressing (Manusov & Koenig, 2001).

Couples’ negative attributions or misguided assumptions can derail couple commu-
nication before it even begins and constitute a major deficit in existing communica-
tion training models. Attempts to teach new ways of communicating will be met with
resistance and eventually fail unless couples’ underlying assumptions and negative
attributions are addressed (Pearce & Halford, 2008). By the time many couples enter
therapy, a long history of miscommunication, misinterpretation, and misattribution
has developed and is rigidly held by each partner in a self-protective manner. Two
techniques are useful in order to create a different attitudinal set and prevent the
problem of miscommunication, misinterpretation, and misattribution from reoccur-
ring. The first technique is to help the couple differentiate between intent and eftect;
the second is challenging and changing assumptions.

Unfortunately, many partners develop the idea that intent and effect are exactly the
same, and thus a communication that was experienced as hurtful is automatically
assumed to have been intended as hurtful. It is impossible to be in a close relationship
without experiencing some communication as hurtful. When this experience occurs,
it is essential to check out the intent of the sender. In order to do so, the couple must
first understand the difference between intent and effect. The therapist can discuss
these concepts until the couple understand the difference.

Examples of how these may differ are very useful. In one case, whenever a
wife asked her husband how he felt, he became angry and withdrew. He
would counter her question with the response that she was trying to put him down
because she was more articulate in expressing her feelings. The fact was that he was
the one ascribing hurtful intent to her because he was hurt by her question. The
husband had been repeatedly punished whenever he expressed a feeling in his family
of origin. The hurt he experienced over simply being asked how he felt was deeply
rooted in his history and not in his wife’s efforts to understand his feelings. Once they
were able to check out her intent, her husband’s negative attributions toward her
stopped.

The ability to differentiate intent versus effect is essential in teaching couples reflec-
tive listening, which is described later. Differentiating intent and effect results in cogni-
tive restructuring. Rather than thinking, “Because that message hurt, she or he must
have wanted to hurt me,” the partner now thinks, “I am feeling hurt by that message;
what did my partner intend to say, and why am I feeling the way I am?”

The second technique, challenging and changing assumptions, is critical for the
success of communication training. Many couples enter treatment assuming that their
partner does not care about them, is trying to hurt them and, in spite of their best
efforts, will never really be able to understand them. The therapist may challenge
these assumptions by suggesting that both partners adopt three new assumptions to
help their relationship:

1 The assumption of commitment

2 The assumption of goodwill and intent
3 The assumption of understanding.
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The first assumption highlights the fact that the couple is committed to each other
and to the therapeutic process. Fowers (2001 ) noted that commitment is a necessary
virtue that helps couples stick with their efforts to communicate and improve the
relationship, even when the work in therapy is hard. This assumption should of course
be checked out and validated before proceeding. The second assumption addresses
some of the issues in differentiating intent and effect: partners need to believe good-
will exists in the relationship. This assumption focuses on the basic goodness of each
person and draws out their sense of caring for one another. They learn that even
though a statement may be hurtful, its intent was not necessarily to hurt. Therapists
may also reframe communication struggles as something other than hurtful intent or
lack of caring. The third assumption is that of understanding. When couples begin
therapy, they often feel their partner does not care about them or understand them.
Then, when a miscommunication occurs, partners are ready to give up on the rela-
tionship and the communication stops. The point of this assumption is that no matter
how muddled the communication becomes, if the partners keep trying, they will at
the very least be able to understand each other. The assumption normalizes miscom-
munication and implies that communication is a difficult, time-consuming process.
Nevertheless, this assumption does not imply agreement. The therapist should explain
how understanding the other person does not mean agreement with the other
person’s perception or giving in to what she or he wants. Most couples will readily
agree to these assumptions. The couple should remind themselves of these assump-
tions every day and then every time they feel their communication is deteriorating.

Gender Differences in Communication

A discussion of gender differences is far beyond the scope of this chapter and is much
more complex than the few comments we will make at this point. However, we do
recognize the complexity of gender differences and the roles they may play in commu-
nication. Men and women often have powerful expectations and attitudes regarding
one another that influence how they interact in heterosexual couples. Over time
couples develop distinct behavioral and communication patterns that maintain
existing gender identities based upon functionality, often regardless of individual
satisfaction. It is suggested that men are more likely to view communication as a way
to convey information and status, whereas women are more likely to view communi-
cation as a way to interact and establish emotional bonds with others (Pasley,
Kerpelman, & Guilbert, 2001). It will be important for each partner to recognize his
and her own gender-related assumptions and expectations. Differences in vernacular
and modes of expression will need to be addressed (Thompson, 2003). Definitions of
what each partner desires and expects from the other’s communication will also be
very important to determine so that gender differences do not develop into problems
for the couple (Brown & Brown, 2002).

Creating a Context for Communication

Effective communication requires a context with three basic structural elements. This
context is taught and modeled in the therapist’s office and then extended outside the
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office. The first element is partners should talk to each other, rather than through other
people or things. In the therapist’s office, the task is to keep the partners focused on
each other. It is easy for a therapist to unwittingly establish a habit of having partners
talk through him or her, especially when the emotional intensity is high. However,
therapists should remove themselves from the middle and be like a coach on the side-
lines providing feedback and directives. At home, the couple needs to speak directly
to each other without using the children or others to talk for them. They should not
use the TV or other activities to dilute the intensity of their interactions or distract
them. Communication should be as free of distraction as possible. The couple should
be taught how to create “islands of experience” with each other by establishing
boundaries around the dyad and setting limits when others attempt to intrude on
those boundaries.

A second element of the context is proximity and contact. Partners should not
attempt to talk from room to room or on the run. With current technology available,
couples may also be tempted to communicate through email or texting. However,
when it comes to sharing feelings and talking about the relationship, email and texts
don’t provide a context for effective communication and understanding. In fact, they
are often used because couples either don’t know how to communicate directly or
have a fear of the intimacy that comes with this kind of communication. Couples need
to give each other focused attention and eye contact. In the office, contact needs to
be monitored and strengthened when necessary, possibly having couples turn their
chairs toward each other and move closer together. At home, it is useful to have the
couple agree on a talking place and time. The place should be comfortable, free of
distraction, and associated with pleasant activities. Touching, if only hand-to-hand or
fingertip-to-fingertip, can create even more intensity in the experience.

Third, communication is a process and takes time. A couple should not expect to
resolve every problem in 5-15 minutes or build a relationship in such short bursts.
The couple will need to make a commitment to talk on a regular basis every day. At
first, the time spent talking at home should be short and gradually lengthened, as they
become more successful communicators. If a regular time is not established due to
fluctuating schedules, then after each talk a time could be agreed upon for their next
communication. Consistency and repetition are important to the successful learning
of new communication skills.

In addition to these three structural elements and techniques to improve couple
communication (see below), Fowers (2001) suggests that therapists help clients culti-
vate personal qualities that can enhance communication between partners. He astutely
notes that communication training presupposes personal strengths or virtues in
clients, yet many models of communication training focus only on specific communi-
cation skills or behaviors. Fowers suggests that a technical conceptualization of
communication (i.e., communication based on skills alone) is insufficient for effective
communication. Rather, the successful use of communication skills rests upon certain
virtues or character strengths such as self-restraint, courage, commitment, generosity,
honesty, friendship, justice, and good judgment. Fowers suggests that training
couples in the use of communication skills may be enhanced as therapists also help
clients develop character strengths and virtues that are necessary for good
communication.
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Communication Techniques

In this section, we will describe the combination of techniques that usually promotes
improved communication. Conversely, these techniques tend to diminish or to elimi-
nate many of the common problems found in communication. A therapist’s primary
task is to teach and guide couples in their communication so they can develop new
ways of interacting with each other.

“I” Statements

Partners want to be heard and understood, and couples should be taught to speak to
cach other in listener-friendly ways. Communication is often undermined by state-
ments of blame or accusation. Being attacked or blamed is not conducive to listening;
rather it invites defensiveness or counter-attacks. To avoid this, each partner should
be encouraged to make “I” statements (Baucom, Epstein, LaTaillade, & Kirby,
2008). “I” statements refer to: I think, feel, believe, wish, wonder, and so on. An “I”
statement reflects the fact that the speaker is taking responsibility for self. On the
other hand, “you” statements (e.g., you said, you did) are blaming or provoke defen-
sive reactions. “It” statements (e.g., 7z seemed to me) are either too logical, imper-
sonal, or vacuous to be helpful. Each partner should practice using “I” language,
avoiding “you” and “it” language. Whenever the couple catch themselves using the
latter two forms, they should stop and convert the idea to “I” language. Each partner
should monitor self and be open to reminders that he or she has lapsed into other
styles, without getting caught in blaming the other partner when a lapse is made.

Reflective Listening

Many couples will state that their problem is one of not talking or communicating
enough. There are times when it is useful to reframe this statement by saying that the
problem is not one of talking, but of knowing how to listen. Listening is more than
sitting quietly, nodding, or saying “uh-huh” now and then. Listening means letting
the sender know that one has heard and understood what was said. Couples regard
communication positively when they feel that they have been heard and understood
(Laurenceau, Barrett, & Rovine, 2005).

The listener’s responsibility is to reflect back the content and affect that were regis-
tered (Baucom et al., 2008). The content (literal) is the meaning that was extracted,
while affect refers to the emotion stated or inferred in the statement. In order to
do this well, the listener must (temporarily) set aside their own opinion or feelings
about the matter and focus on what their partner is saying. To help listeners open
their ears and hearts, they may need to be reminded that understanding does not
mean agreement. Examples of what a listener might say include:

e “I heard you say you felt hurt because of my comment regarding what you said
to your mother.”

e “I heard you say you felt okay about my comment, but the way you said it gave
me the feeling you were upset.”
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e “What I heard you say is that you want to spend time together, but your body
language said to me that you weren’t sure.”

The purpose of reflective listening is for the couple to share the same meaning.
Words by themselves are not always sufficient to communicate meaning, especially in
cases where affect is essential as part of the understanding. The sender needs to
provide a clear message that includes a statement of feeling. The sender should not
assume the receiver will automatically know his or her feelings. It is the responsibility
of the sender to communicate both affect as well as content. The couple need to be
trained to follow a format that goes something like this: “I’m feeling ___ when ___.”
In other words, make an “I” statement. Once the sender has been coached to make
this kind of statement, the receiver is next coached to reflect back the content and
affect, without putting a spin on the meaning or injecting their own opinion.

If the reflected statement is accurate, then the discussion may proceed. However,
the reflected statement may be discrepant with the intended communication. If this
happens, the speaker is given the opportunity to clarify what was meant and have it
reflected back.

When the communication has failed, many couples feel frustrated and want to give
up or start blaming each other. An assumption couples make is that communication
should be easy and problem-free. This assumption should be checked out with the
couple and if it is present, it should be discussed. Miscommunications need to be
normalized. The couple needs to see themselves as being on the same team with each
partner willing to help the other when a miscommunication occurs. The therapist may
predict miscommunications for the couple as a way to prepare them for dealing with
these occurrences. Additionally, when couples begin to blame or attack, the whole
process comes to a halt. Blaming should not be permitted.

Another common problem occurs when the sender gives contradictory verbal and
nonverbal messages but denies that such messages were sent, perhaps because of a lack
of awareness. Partners need to know that such communications are going to take
place, and be given a strategy to handle mixed messages. Even when the receiver has
accurately detected a discrepancy and reflected it back, the sender may continue to
deny certain feelings. For example, a husband might deny that he is angry, although
his nonverbal behavior reveals this feeling to the partner and the therapist. The
receiver should be taught to reflect back the specific behavior that conveyed the feeling.
In this example, the wife might say, “I thought you were feeling angry because your
voice became loud, you clenched your jaw and fist, and your face turned red.” The
therapist may then validate these perceptions of the receiver. If the sender continues
to deny the feelings, the therapist should deal with the issue by trying to explore the
reason for the denial.

The therapist should also note that a denied feeling will keep resurfacing, which
means further interaction will likely reveal the true feeling. If the sender of a contra-
dictory message continues to deny certain feelings at home, the couple needs to have
an agreement. The sender should agree to accept the feedback and think about it seri-
ously. The receiver must be willing to stop after providing the feedback. If he or she
insists the other agree, a no-win situation is created. The receiver must also consider
whether he or she is reading a feeling not present. The couple may return to the
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matter later to try to sort it out. If they are unable to do so by the next session, then
it should be worked through with the therapist.

Reflective listening is essential when a couple get trapped in what has been termed
the self~summarization syndrome. The concept refers to each partner saying essentially
the same statement over and over again, usually with increasing emotional intensity.
Therapists (and couples) should be aware that when this occurs, it usually means that
the one who is speaking does not feel like they’ve been heard and understood.

Self-summarization is a misguided attempt to get the other person to understand.
Repeating the same message does not create understanding. Interrupting this destruc-
tive process by using reflective listening will change the interaction. One partner
might suggest starting over by going back to the original point and asking for a reflec-
tive statement. Self-summarization usually occurs when the partner fails to respond in
an appropriate way, but it may also occur when an individual has a fixed agenda and
will not consider negotiation and compromise. In these situations, the only voice the
person hears is the one in his or her own head. For example, if the husband has the
agenda of proving his wife wrong, all of his statements will be designed to prove his
point. His wife might try to respond, but he is so fixed in his agenda he cannot hear
her statements.

The therapist can help couples learn about these obstacles and learn how to work
through them in the session. They may then begin to practice at home. When commu-
nication techniques fail to correct self-summarization, it is time to explore for hidden
agendas. Using this concept alerts the couple to the existence of hidden agendas and
may help them to do this type of exploration if they become hopelessly stuck.

Enactments

Enactments are therapist-guided couple interactions designed to facilitate construc-
tive communication and enhanced intimacy. Enactments can be an invaluable tool
when used by a skilled therapist. Not only do they help to assess structural parts of the
system (Minuchin & Fishman, 1981), but they can be used by couples in session and
at home to practice effective communication (Guerney, Brock, & Coufal, 1986) and
enhance emotional expression (Greenberg & Johnson, 1988; Johnson, 1996).

Davis and Butler (2004) identify three phases of enactments.

1 The initiation phase introduces the goals and roles involved in the enactment,
specifies topic(s) to be discussed, and establishes structure.

2 The intervention phase involves maintaining the interaction, coaching, and facili-
tating attachment-based interactions.

3 The final phase is the evaluation phase in which goals of the enactment are
reviewed, assessed, and clients are invited to make commitments.

The ultimate goal of enactments (and therapy in general) is for couples to become
self-sufficient in their interactions. However, the emotional reactivity and poor
communication patterns of some couples require therapists to adapt enactments
accordingly at the start. Butler and Gardner (2003) identify five developmental stages
of enactments, moving from emotionally reactive couples to securely attached couples.
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Stage 1: Shielded enactments are used with highly reactive and volatile couples. In
this stage all the couple interaction passes through the therapist. The thera-
pist uses modeling to coach and keeps distance between the couple.

Stage 2: Buffered enactments are used with couples who have the potential to become
volatile or reactive. In this stage, the interaction continues to pass through
the therapist who uses visual contact and closer spacing as well as direct
coaching with the couple.

Stage 3: Face-to-face talk-turn enactments are used with moderately distressed
couples. This stage marks the beginning of direct couple interaction and the
therapist coaches the couple through their problems.

Stage 4: Episode enactments are used with distressed couples who are not reactive or
volatile. Direct couple interaction continues in this stage with the therapist
rarely assisting in the interactions.

Stage 5: Autonomous relationship enactments are used with nondistressed couples.
In this stage the couple is able to direct and manage their own enactments.

Although the communication passes through the therapist in the beginning, the ther-
apist should move to couples talking directly with each other as soon as possible
(Butler & Gardner, 2003).

Nichols and Fellenberg (2000) identified behaviors used by therapists during
effective enactments. They also identified client responses that indicated whether the
enactments were productive. Some successful techniques used by therapists include:
directing clients to talk to each other instead of to the therapist, physically moving self
to be removed from client dialogue, explaining how conversation should look, not
interrupting even when clients pause, directing clients to express feelings and
emotions, using humor, blocking clients from interrupting, offering encouragement,
interpreting problem dynamics, and giving advice on how to continue improving
communication. Some signs that the enactments are productive can be seen in client
responses and interactions such as: clients talking to each other, facing each other,
expressing their feelings, listening and trying to understand each other, acknowl-
edging their role in the problem, and attaining understanding or coming to a
consensus.

Validation

Validation is related to “I” statements and reflective listening. To be validated
means to be understood as a person (Oliver & Margolin, 2008). The opposite of
validation is discounting. Discounting means being ignored or misunderstood. It
also occurs when certain feelings or words are wrongly ascribed to a person. This
concept is known as “mind raping” (e.g., “I know you really felt hostile even though
you deny it”). Research by Lauranceau and colleagues (2005) found that disregarding
or invalidating the feelings of another is associated with a decrease in relationship
satisfaction.

Therefore, the first step in communication is to validate the other person. Then
and only then can a discussion be held over differing perceptions, beliefs, opinions,
and so on. When couples try to skip the validation phase, they inevitably end up arguing
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over the content in an effort to get validated. Couples often confuse validation with
agreement, thinking that if they see the other person’s point of view, they must agree
with him or her. Misunderstanding these concepts can be lethal to communication.
The therapist must teach the couple how to validate and still be able to disagree or see
things differently. Reflective listening and enactments can help facilitate this process.
The therapist should constantly monitor communication in the session in order to
point out when validation is needed.

Editing

Written communication is usually more concise and precise than the spoken word
because the former has been thoroughly edited. As it pertains to couple communica-
tion, editing means to leave out unnecessary negative comments that convey blame,
disdain,or overgeneralizations (Dimidjian, Martell, & Christensen, 2008; Gottman,
1994; Gottman, Markman, Notarius, & Gonso, 1979). Editing has several useful
functions in verbal communication. First, when dealing with a difficult topic, it is best
for partners to think through what they want to say before they say it. The couple can
be instructed in the use of mental rehearsal as a way to prepare for a discussion. This
involves carrying out a mental dialogue designed to clarify the ideas the person wants
to communicate and avoid unnecessary negative remarks. Second, one can never say
all that one thinks, nor should one have to. Extraneous, distracting, nonthematic
comments only confuse the process of communication. The couple need to stay
focused on the specific problem or theme. Each partner also knows what kinds of
comments “push the other’s button.” These comments distract the couple by
re-engaging them in a discussion or argument with no end. Both must agree to edit
out comments likely to create conflict and sabotage the process. Each individual must
also try not to take the bait if such a comment is made.

Time

Communication is a process that takes time. Couples need to learn that good commu-
nication requires not just their energy, commitment, and understanding, but also
their time. They must learn how to create time to communicate. Communication
should not be compressed to fit their time, but time should be expanded to fit the
need to communicate. Getting couples to make dates or appointments with a speci-
fied amount of time is helpful. Sometimes the block of time will be insufficient,
requiring one or more session on the same topic. The idea of doing a little at a time
helps break communication up into manageable chunks and dispels the myth that
every conversation should bring about closure. When communication is extended to
another time, the need for continuity is absolute. Both partners must know when the
dialogue will continue.

Assessing Communication

Couple therapists can assess the frequency and depth of communication between
partners by asking clients specific questions about their relationship. For example:

157



Approaches and Techniques

e How often do you and your partner express positive feelings?

e How often do you and your partner express unpleasant feelings?

e How often do you and your partner express feelings of disagreement or
complaints?

e Do you and your partner talk about things of mutual interest?

e  How attuned do you think you are to your partner’s nonverbal behavior?

* Do you discuss important decisions before making a final decision? How do these
discussions go?

e What topics do you and your partner have difficulty with or avoid talking about
(for example, sex, money, and so forth)?

e Do you find you frequently have to ask your partner what he or she is
thinking?

e Are there certain thoughts or feelings you have a hard time expressing?

e Do you feel your partner really understands you?

e Do you find yourself saying the same thing over and over again?

e How well do you talk about intimate matters and issues that have emotional
depth?

Answers to these questions can help the therapist understand deficiencies in commu-
nication and provide a focus for communications work.

Obstacles to Effective Communication

Effective communication does not just happen. Couples in treatment have
likely learned many unhelpful ways of communicating and are not well-practiced
in forms of effective communication. Through the therapist’s coaching and the
couple’s practice, good communication can be learned. The role of practice can be
emphasized repeatedly as each session begins. However, their learning may be under-
mined if couples are not aware of obstacles that prevent them from communicating
more effectively. This information will allow each partner to do a personal self-analysis
and to agree to self-monitor in order to stop destructive habits. In addition to
Gottman’s (1994) “Four Horsemen,” a few of the common obstacles are reviewed
below.

Mind Reading

Mind reading refers to the idea that one really knows what the other is thinking,
feeling, and so on, without checking out those assumptions. In other words, a
partner’s assumption is elevated to the level of reality. The therapist may ask partners
to think about how they know when they are mind reading (i.c., internal and external
signals of mind reading) and agree to check out their assumptions. An internal signal
might be a common assumption a partner makes when certain events are happening.
For example, when one partner looks away during a conversation, the other assumes
that they are not interested. A common external sign could be as simple as when one
partner claims, “I never said that.”
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Personalization

This concept pertains to criticizing the person as well as the problem. The problem
should be defined in terms of what a person does, not who he or she is. Thus, when
discussing a problem in the relationship, the couple should stay focused on the behavior
and not attack each other personally. Attacking the other person’s character or blaming
the other is counterproductive. The two most common types of personalization are
labeling (e.g., “you’re stupid”) and generalizing (e.g., “you never listen to me”).

Distracting

There are two ways of distracting. One involves leaving the theme of the discussion
by bringing up other past, present, and possible future problems. Couples should
adopt the rule of staying on one topic at a time. A related distraction involves one
person bringing up an issue and the other person bringing up another issue, and so
on. This strategy is one of attack and counterattack.

Polarized Language

Certain concepts in our language only serve to polarize couples. These include right
versus wrong, always and never, truth versus a lie. Communication that partakes of
these black and white categorizations should be avoided. We teach couples that these
concepts are polarizing, judgmental, and troublemaking. A simple rule is to make
these terms off limits when they speak. They may think in these terms, if they must,
just avoid expressing them.

The couple will then be forced to find other language to convey their assessments
and feelings. They might be encouraged to use more tentative language such as “it
seems” or “often”, and they might incorporate terms such as opinions, beliefs, percep-
tions, feelings, values, likes, and so on. For example, a wife might say she thinks oral
sex is wrong, which implies there is something wrong with her husband for suggesting
it. He might reply that it isn’t wrong and that something is wrong with her for not
wanting it. They are now polarized around the issue of rightness and wrongness. Had
she said she didn’t like it because it made her feel embarrassed, then a discussion of
her feelings could take place.

Conclusion

The practice of communication skills training with couples appears deceptively simple.
This chapter has demonstrated multiple factors involved in carrying out this task effec-
tively. Once the therapist has a grasp of these techniques, it is then a matter of moni-
toring the communication process, assessing it moment-to-moment, and intervening
actively and directively when communication fails. This last requirement of active,
immediate, and directive intervention may not be comfortable for some therapists.
Examination of the therapist’s own beliefs and methods of working may be needed if
these simple techniques are to be used effectively.
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Conflict is inevitable in every close relationship. The question is not whether couples
will have conflict, but how they manage conflict when it arises. Virtually every couple
coming for treatment is in a state of conflict (even when they deny it). They may be
in conflict over a variety of issues, from expectations, needs, and wants, to money, sex,
children, in-laws, and so on. The conflict may be expressed overtly or covertly and
with varying degrees of emotional intensity. When the level of intensity is high and
the couple lacks the skills to successfully resolve the conflict, the first task of the thera-
pist is to de-escalate the feelings, to teach the couple conflict resolution skills, and to
help them resolve their particular issues.

The exception to this approach would be when the level of intensity is so high and
the propensity to blame each other is so entrenched that the couple are not yet ready
to work together. It is best in these situations to see the partners separately until the
level of anger can be reduced and the blaming can be curtailed. Of course, in cases
involving spouse abuse, the type of conflict must be carefully assessed. In cases where
the conflict and anger are instrumental or purposeful (i.e., designed to control/
coerce), or there is ongoing violence, couple therapy should not be undertaken
(Mack, 1989; Stith, McCollum, & Rosen, 2011).

The first step in helping the couple deal with conflict is to inform and to help them
recognize that conflict exists in all close relationships, thereby normalizing the exis-
tence of conflict (Gottman, 1994; Gottman & Silver, 1999; Sween, 2003). Some
couples have the idea that their marriage should be conflict-free. In their minds, any
hint of conflict means they have made a serious mistake or have failed. The therapist
can point out that it is not a question of whether conflict exists, but rather whether
the couple has managed it destructively or constructively. The couple can be asked
directly, “How do the two of you manage conflict?” The therapist is probably going
to hear that conflict results in getting stuck, unresolved hurt, and angry feelings. At
this point, the therapist can begin the change process by suggesting the idea that
conflict can be a constructive force in their relationship. Toward this end the therapist
may point out how constructive management of conflict can help each of them get
what they want; allows each of them to be heard, understood, and respected; and
leads to a sense of competence and closeness.

This initial discussion of conflict is designed to challenges a couple’s attitude that
conflict is bad and can only have destructive consequences. In addition to the work
done in the sessions and the homework, it is useful at the outset to use some
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bibliotherapy. Although a number of popular books are available on this topic, some
books we commonly suggest to couples are The Dance of Anger by Harriet Goldhor
Lerner; Your Perfect Right: A Guide to Assertive Living by Robert Alberti and Michael
Emmons; Fighting for Your Marriage by Howard Markman, Scott Stanley, and Susan
Blumberg; Why Marriages Succeed or Fail by John Gottman; or The Seven Principles
for Making Marriage Work by John Gottman and Nan Silver. The second book is not
exclusively about assertiveness in couples and covers many of the basics, including
communication techniques, conflict resolution, and anger.

Before talking more about what the therapist does, it is essential to consider how
the therapist uses his or her self in dealing with conflict. Beginning therapists are often
afraid of losing control of a session or of not knowing how to manage intense conflict.
The therapist may have the mistaken idea that his or her job is to prevent or minimize
conflict and consequently, to rescue the couple from their conflict. Some therapists
will experience a strong countertransference reaction in which they fear anger
emerging in the session because of their own difficulties in experiencing anger. All of
these possible reactions mean that the therapist must believe what she or he is
proposing and be free of fear of conflict and anger. The therapist may need to seek
supervision or therapy to deal with personal issues. Conflict resolution is actually not
that difficult a process, yet we have seen many beginning marital therapists find it
impossible to implement this type of approach due to their own personal limitations.
The therapist should keep a watchful eye on them to determine whether they are
avoiding, minimizing, or denying the conflict and anger present in the couple.

Anger

Anger is a common emotion that is closely related to conflict. Where there is conflict,
there is usually anger. It is usually the anger that frightens the couple and the thera-
pist. According to Kassinove (1995), anger is defined as:

a negative, phenomenological (or internal) feeling state associated with specific
cognitive and perceptual distortions and deficiencies (e.g., misappraisals, errors,
and attributions of blame, injustice, preventability, and/or intentionality),
subjective labeling, physiological changes, and action tendencies to engage in
socially constructed and reinforced organized behavioral scripts.

(p-7)

Anger is associated with losing control and being destructive. Much of what has been
emphasized in conflict resolution work focuses on the mechanics of resolving conflict
in a behavioral way, assuming that developing these skills will reduce anger. Yet this
approach does not address the problem of dealing with conflict that begins with
anger. In working on this problem, a significant amount of time needs to be spent
exploring attitudes, beliefs, and feelings before the behavioral work is started.

Therapists must first help the couple understand the meaning and function of
anger in their relationship. A number of questions may help couples discover the
meaning of anger. These questions may be asked as the exploratory process unfolds;
however, they should not be asked as a simple list of questions.
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Meaning and Function of Anger

What is anger?

What does it mean when you are angry?

What does it mean when you are angry with your partner?
What does it mean when your partner is angry?

What does it mean when your partner is angry with you?
How do you respond to your partner’s anger?

How do you respond to your own anger?

How do you let your partner know you are angry?

How long does your anger usually last?

What other feelings are associated with anger?

S O 0NN UL W

—

Several sources may contribute to the meanings attributed to anger. The two most
important are experiences with one’s mate and with one’s family of origin. Along with
the questions above, getting some history from the couple will reveal their beliefs and
attitudes about anger. If a person’s partner uses anger destructively, that fact will
certainly influence the perception of what anger means. Individuals also learn a great
deal about anger and conflict from what they see, or fail to see, in their parents’
behavior. The strength of this influence cannot be overstated. It is therefore useful to
know what those experiences were for each partner. Preparing a focused genogram
regarding anger will further illustrate these influences (DeMaria et al., 1999). The
following questions will help the therapist develop an anger genogram.

1 How did your parents deal with anger/conflict?
2 Did you see your parents work through anger/conflict?

w

When members of your family (name each one) got angry, how did others
respond?

What did you learn about anger from each of your parents?

When a parent was angry with you, what did you feel /do?

When you got angry, who listened or failed to listen to you?

How did members of your family respond when you got angry?

Who was allowed and not allowed to be angry in your family?

What is your best/worst memory about anger in the family?

S O 0 N O\ Ul

—

Was anyone ever seriously hurt when someone got angry?

These questions often reveal two patterns in the family of origin. In one pattern, a
family member, usually the father, was the only person allowed to be overtly angry,
using anger to manipulate and control family members. In many of these cases, this
pattern is associated with drinking. Mother and the children responded in fear, not
knowing if father would lose control. In adulthood, these children might use this
same pattern or might be so frightened of anger that they go to great lengths to avoid
anger altogether.

A second common pattern is the family that attempts to deny anger and conflict.
Parents limit or forbid the expression of emotion, particularly anger. As adults, chil-
dren from these families do not understand their experience of anger or that of their
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partner. Thus anger is an unknown and fearful feeling and often is out of awareness or
leads one to feel overwhelmed.

Experiences in one’s family of origin may actually play a significant role in the selec-
tion of one’s dating and marriage partners. A partner who grew up in a home pervaded
by anger might choose a partner who appears to be devoid of anger and perhaps all
feelings. Another partner might choose a spouse perceived as weak and dependent so
she or he can safely displace old, unresolved feelings of anger. Helping partners under-
stand the influences of early experiences can be validating and enlightening. They
might have been told as children that they should never be angry, which invalidated
their experience and led them to question and doubt their perception of the world.
They may be unconsciously repeating old patterns or carrying out a mission for a
parent. The therapist may see the same dynamic in the couple that was present in the
parents. These unconscious scripts and repetitions cannot be effectively treated with a
set of behavior-based communication skills. This work involves family-of-origin
exploration, awareness, and an understanding of psychodynamics.

Another facet of understanding the meaning of anger is how it can be used as a
shield to protect the person from experiencing feelings that are more difficult or
painful. In short, the overtly expressed and felt anger may act as a defense and, at the
same time, the anger may serve to give the person a sense of power and control.
Anger, identified by Johnson (2004) as a secondary emotion, may be used to cover up
many other feelings, or primary emotions. In many cases, clients will not know what
the underlying feelings are, making some exploration necessary. Some of the common
feelings underlying anger are sadness, loneliness, frustration, guilt, depression, depen-
dence, powerlessness, and mistrust. The therapist should keep these possibilities in
mind, exploring those that appear plausible.

Many partners are not in touch with these feelings or find it unacceptable to feel or
to express the underlying emotion. For example, one man from a cold and rejecting
family entered his marriage with strong unresolved dependency needs. Yet, he could
not admit that he needed anyone or wanted anything. He could not ask for what he
wanted out of fear of being rejected, so he expected his wife to automatically know
and give him what he desperately desired. He became chronically angry toward her
for failing to meet his unexpressed needs.

There are two underlying feelings that deserve special note. One is hurt. When
there is anger there is almost always hurt. Hurt, unlike anger, usually elicits an
empathic response, yet it is difficult for many partners to say they feel hurt. Not
surprisingly, expressions of anger do not elicit empathic or compassionate responses
(the very thing the hurt partner needs in the moment). Rather, anger is usually met
with defensiveness, discounting, or some form of counterattack.

In addition to hurt, the other emotion, which has been generally ignored in the
literature on couple therapy, is fear. Organisms seem to have an innate response to
fear, which leads to fighting or fleeing (or in couples, attacking or withdrawing).
Discussion of this fight or flight response may help couples understand their behavior
during conflict and explore the basis for fears that are elicited. What is so fascinating
about this concept is that some of the fears may be related to intimacy (described in
Chapter 10). For example, a partner may have been reared in a destructive family
where he felt neglected and abandoned. A fear of being rejected follows him to his
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current relationship. As this person gets closer to his partner, a paradoxical situation
occurs. He wants closeness, yet wanting closeness in the past was associated with
rejection. During conflict (or opportunities for closeness), the partner’s fear of
rejection is triggered and results in an angry fight. This type of trigger reaction is
another reason we say skills alone will not resolve the problem.

As illustrated in the previous example, anger may result from a fear of intimacy.
Anger then may function to regulate distance in a relationship. When a partner is
getting too close and eliciting unconscious fear, there is a need to create distance.
Because the need is unknown and fear is experienced as anger, the partner has no
conscious methods to negotiate for the distance. A fight can serve to alleviate the
underlying feeling of fear by creating distance, but has negative consequences for
the relationship. Conversely, when partners become too distant, anger can be used in
order to serve as a means of gaining the attention of and interaction with the other
partner, thus bringing the pair closer.

Anger may also be used in a similar manner to test the degree of commitment in a
relationship. If a woman believes her partner may reject or abandon her, then it is
possible to test this belief by trying to push the person away through anger. If he
keeps coming back, then the partner knows she will not be rejected. In more extreme
cases, the partner may discover that he or she can engage in highly disruptive behavior
because of the other person’s high dependency needs. Such situations occur among
people with low self-esteem, especially for those in a relationship with an addict. For
example, the alcoholic husband may be chronically abusive to his co-dependent wife.
She is in need of therapy just as much as he is because of her dependence on the
relationship.

In addition to regulating distance and testing commitment, anger may be used to
assert power and control in a relationship. The partner who needs to bolster his or her
sense of power by controlling another will usually find that anger is an effective
method. This partner may also choose someone who can be intimidated by anger.
The therapist should consider the individual dynamics and pathology of such a
partner. These partners may fall into diagnostic categories such as narcissistic, para-
noid, aggressive, or sociopathic.

Anger may also function in at least two additional ways in a relationship. When a
boundary is violated, anger is likely to emerge. The two most common boundaries are
associated with self and marriage. In the first case, an individual may feel she or he is
having personal rights violated. For example, a couple might agree that the husband
can have an evening to work at home before a major presentation the next day.
As the evening unfolds, his wife begins to interrupt him. He might assert himself
with anger to let her know that she has violated the agreement they made. Anger
may also stem from a violation of a marital boundary. In one case, a young married
couple came to therapy because the husband would tell his parents things that his
wife considered private. They had never discussed this problem calmly in order to
clarify expectations, but they had fought over it many times after getting certain
information back from his parents. It is useful to help such a couple think about both
the meaning and function of their anger. Once they have developed some awareness,
it is much easier and usually much more successful to learn and to utilize fair fighting
skills.
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Therapists and couples must also recognize anger when it is disguised as something
else. Anger is not always expressed openly. Anger may be so well disguised that even
the therapist has trouble seeing it. On such disguise is passive-aggressive behavior. As
the term implies, the aggression is expressed indirectly or passively. Some of the
common methods of being passive-aggressive are forgetting, procrastinating,
misunderstanding, and over-reading the other person’s behavior.

An example of passive-aggressive behavior involved a husband who forgot to pick
his wife up at a designated time. He claimed he forgot the time. Procrastinating in
doing something for one’s partner is another expression of anger. For example, a wife
promised to organize some household files, and six months later it still was not done.
Misunderstanding and over-reading the partner’s behavior are similar. If one partner
has been clear, but the other continues to misunderstand, then a payoft'is to be found
in not understanding. Likewise, a partner may read certain things into the other
partner’s behavior and despite that partner’s protest that it is not true, insist that it is
in order to justify the behavior.

A second way to disguise anger is to take a position of righteousness or moral
superiority. By asserting that one is right, moral, true, good, and so on, the other
person is cast in the role of being wrong, immoral, deceitful or lying, and bad. This
hostile and indirect way of putting one’s partner down allows the partner to try to get
away with his or her anger.

A third method to hide anger is through self-victimization. The victimized partner
(e.g., “You absolutely must take care of me and not upset me”) may either pretend to
be sick or develop psychosomatic problems. In one of our cases, a woman had married
a distant, cold, and self-righteous husband who was totally inaccessible. His wife
developed numerous aches and pains that could never be medically diagnosed.
Because of her history, she had not learned to express anger in direct form and her
various ailments served to get her husband’s attention and also served as a way for her
to express her discontents, albeit indirectly.

The final method is the most difficult to see as anger, because in this strategy the
partner uses the ploy of reason and rationality to vent anger. These partners tend to
be obsessive-compulsive individuals who use intellectualization as both a defense and
as an offense. One case demonstrates this point in a dramatic way. The wife had been
decorating the house and decided to purchase new curtains. When the husband
discovered how much money she had spent, he was unquestionably upset. However,
when he discussed the curtains with his wife, he gave her one logical reason after
another why the curtains had to be returned. He even claimed they lacked the proper
thermal properties. In addition, he said she could not be trusted to make good
decisions without him, so he took away all of her credit cards. When initially confronted
in therapy about his anger, he vehemently denied any feelings of anger toward
her. This case points out how difficult it can be to help partners recognize and
acknowledge their anger.

Giving clients permission and providing a safe, secure environment to explore
emotions facilitates the expression of emotion. Although the focus may be on one
partner, the reactions of the other partner should be monitored. Partners may actually
collude to keep certain patterns of conflict intact. They may be too frightened of
anger to deal with it openly.
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Expressions of Anger

Recent literature has described two types of anger expression: anger-in and anger-out
expression. Anger-in expression is demonstrated when an individual inhibits his or her
expression of anger and holds the emotion in (Suchday & Larkin, 2001). An example
of anger-in expression may be when a wife grows angry with her husband for not
washing the dishes as he promised. Instead of the wife expressing her unhappiness
with her husband, she hides her anger from him and silently fumes for hours about
how he did not wash the dishes. Anger-out expression is demonstrated when an indi-
vidual expresses his or her anger and lets the emotion out (Suchday & Larkin, 2001).
Anger-out expression would look quite different using the same example above. With
anger-out expression, instead of the wife keeping her frustration to herself, she would
express her anger openly to her husband. In their research, Suchday and Larkin
(2001) found that holding anger in tended to cause more stress for the participants
than letting it out, except when participants noticed their expression of anger upset-
ting another person. This also caused stress to the individual expressing anger.

There are also differences in anger expression between men and women. Newer
models of anger expression, specifically those studying gender differences, categorize
anger expression into diffusion and explosion (Campbell & Muncer, 2008), or diver-
sion and explosion (Cox & St. Clair, 2005). The difference between diftusion /diver-
sion and explosion/explosion is the social norm behind the behavior. Campbell and
Muncer (2008) found that women exceeded men in defusing acts of anger and tended
to avoid direct aggression whenever possible. Women were also more likely to view
aggression as a loss of self-control and therefore not an acceptable form of emotional
expression. Men, on the other hand, generally exceeded women in explosive acts of
anger and did not make conscious attempts, like the women, to avoid acts of aggres-
sion. Men were also more likely to view aggression as a means of control over others
and physically or verbally act out their anger expression. The intent behind the two
different types of anger expression here are polar opposites.

Many women receive the cultural message that women are not to display negative
emotions such as anger. The difference in the expression of anger for men and women
is due largely to differences in gender roles and societal norms (Crawford, 2006).
Women in many cultures are viewed as less of an authority figure than men are and
assume a lesser position of power. With men being in this one-up position over
women, many men view anger as a means of control over others (Campbell & Muncer,
2008). With men assuming a powerful position over women and exerting aggression
as a force of control, it is easy to see why many women avoid feelings of anger and try
to pacify aggressive situations.

In a couple relationship, the view of anger can be complimentary or destructive. If
one partner believes that anger means losing control and the other partner believes
that anger is a means of gaining control, they may exist co-operatively if each honors
the other’s beliefs. This situation may turn around when the partner who wants to
avoid anger is taken advantage of by the other who wants to use anger as a means of
control. This dysfunction must be addressed in therapy, bringing attention to the
different views of anger and means of expression. The research on the expression of
anger can be useful to therapists in assessing the nature of couples’ angry responses
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and dealing with them appropriately. The questions used to assess the meaning and
function of anger listed above and the anger genogram provide further clues to how
the individual partner may be expressing their anger.

General Principles of Constructive Conflict and Fair Fighting

As mentioned above, conflict itself is not detrimental to a relationship. Rather, it is
how a couple handles their disagreements that makes the difference between construc-
tive and destructive conflict. Gottman (1994 ) found that certain behaviors can under-
mine a couple’s chance of managing conflict in a productive way. He called these the
Four Horsemen of the Apocalypse: contempt, criticism, defensiveness, and stone-
walling. Gottman (1994) also found that when partners are warm, supportive, inter-
ested in the other, and open to being influenced by their partner, couples can
successtully resolve conflicts in a manner that preserves closeness and connection.

In order to have a fair fight, a number of principles must be remembered. A fair
fight starts with the individual who has the problem doing a self-assessment. Prior to
saying anything to the partner, it is important to sort out one’s own feelings, including
the primary emotions underlying anger. During the first part of a fair fight, the under-
lying feelings need to be expressed. If anger is the only expressed feeling, the other
person is likely to become defensive, dismissive, or angry. In many cases, the angry
person wants the partner to see how hurt she or he is, but when the partner fails to
acknowledge the hurt, she or he does not get what is needed, feels frustrated, and
becomes even angrier. Taking time to explore one’s feelings in some depth helps to
facilitate the expression of those feelings.

The second major task of the angry person is to identify the source of the anger before
beginning an argument. In some cases the source of anger is clearly unrealistic. For
example, a man might be angry because his wife spent a few minutes talking to another
man at a party. He expected her to stay with him and talk only to couples or other
women. This expectation is unrealistic and engenders anger. It is each partner’s respon-
sibility to determine if there is a rational basis for his or her anger. If there is not, they may
benefit from the cognitive therapy approach (see Chapter 14) discussed in this volume.

On a practical level, several ideas need to be discussed before the actual steps to fair
fighting are reviewed. First, the couple needs to be reminded that in a fair fight the
attitude must be one of win—win. This attitude consists of being willing to give up
something in order to bring about a compromise. The therapist can point out that
unless each person feels she or he has given up something, they probably do not have
a compromise solution.

Second, learning to apply the principles of fair fighting takes practice. During the
process, mistakes will be made. When mistakes are made, partners should not blame each
other or give up. In fact, they may agree to help each other learn to use the principles. We
suggest the couple divide their disagreements into three categories based on the emotional
intensity of the issue: cool, warm, and hot. They begin to use fair fighting with the cool
issues in the session, practice more at home, and then move on to the warm issues. The
couple can be reminded that fair fighting requires practice, practice, and more practice.

The third principle deals with time. Fair fighting requires time. Ideally, the couple
would be able to discuss a disagreement as soon as it occurs. The reality is that many
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fights occur when there is not time to talk or the conditions are not ideal (e.g., when
guests are over). In these situations, the partner may express the feeling discreetly and
agree to talk later. A fixed time needs to be set in order to contain the problem. If a time
is not set, the partner is likely to keep bringing up the issue. When the discussion does
take place, resolving the fight may take more time than was allotted. Some disagreements
take many hours to resolve. A fight can be broken up into segments. Fights should not
be hurried in order to meet some time limit or the need for quick resolution.

Having a fair fight assumes the anger is under conscious control. Sometimes a fight
will deteriorate into a destructive situation because of escalating anger and decreasing
self-control. A rule we suggest is that either partner may call a time out during an
argument unilaterally and without question. The partner who is getting angry may
call a time-out to cool off. The partner on the receiving end of the anger may call a
time-out because he or she is afraid of the anger or sees a deterioration in the argu-
ment. The cooling-off period should be as short as possible but as long as is needed
to bring the emotion down to a manageable level. The person who calls the time-out
is also responsible for setting the time to resume the argument.

The couple should understand and be in agreement with these ideas before
proceeding to implement the steps of fair fighting. Fair fighting consists of a number of

Box 13.1 Essential Do’s and Don’ts

—

Be specific when you introduce a gripe.

2 Don’t just complain, no matter how specifically; ask for a reasonable
change that will relieve one gripe at a time.

3 Confine yourself to one issue at a time. Otherwise, without professional
guidance, you may skip back and forth, evading the hard ones.

4 Always consider compromise. Remember, your partner’s view of reality is
just as real as yours, even though you may differ. There are no totally
objective realities.

5 Do notallow counterdemands to enter the picture until the original demands
are clearly understood, and there has been a clear-cut response to them.

6  Never assume that you know what your partner is thinking until you have
checked out the assumption in plain language. Never assume or predict
how your partner will react, or what your partner will accept or reject.

7 Never put labels on your partner. Do not make sweeping, labeling judg-
ments about your partner’s feelings, especially about whether or not they
are real or important.

8  Sarcasm is dirty fighting.
9  Forget the past and stay with the here-and-now. What either of you did
last year or month or that morning is not as important as what you are
doing and feeling now. The changes you ask for cannot possibly be retro-
active. Hurts, grievances, and irritations should be brought up at the very
carliest moment; otherwise your partner may suspect that they may have
been saved carefully as weapons.
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do’s and don’ts. The first task of the therapist is to make each partner responsible for
how he or she interacts. We give each partner a copy of the Essential Do’s and Don’ts
(see Box 13.1). They are asked to read this list and rank order the items where they have
trouble. In the next session, each partner is asked to talk about their bad habits and how
she or he might change the habits. The therapist may praise their constructive comments
as well as offer additional suggestions to help overcome habits that are not helpful.
After the Essential Do’s and Don’ts, the next task is to go over the steps of
constructive conflict resolution (see Box 13.2). These steps are broken down so they

Box 13.2 Steps to Fair Fighting

1 The person who has the problem is responsible for bringing it up as soon
as possible. Before you bring the problem up, think it through in your own
mind.

2 State the problem to your partner as clearly and concretely as possible. Use
the following format: “I am feeling (e.g., angry) because of (e.g., the way
you put me down at your parents’ house).”

3 It is important that you both understand the problem being brought up.
The partner who is on the receiving end should reflect back what was said
using the following format: “I hear you saying you feel ___ because of __.”
After reflecting back what was said, ask clarifying questions so you know
exactly what your partner meant. For example, “Describe.” “Tell me.”
“What is it that upsets you?”

4 When both partners agree on what is being said, the first partner may proceed.

5 The partner who brings up the problem should take responsibility for
offering a possible solution in terms of changes both can make (e.g., “I can
make sure you know what I want. I would like to suggest you ___.”).

6 This solution can be discussed and then your partner may offer a counter-
proposal. Again, the solution should involve changes both of you can make.

7 Discuss several options until you agree that one proposal is most workable
(not right or wrong, but workable).

8 Once you have agreed on an idea, proceed to talk about how you will put
it into action. This means being able to clearly answer the question: Who
will do what, when, and how?

9 Once everything has been worked out, think about what could happen to
undermine it. Each of you can think of how you might sabotage the
agreement.

10 Working through a conflict may stir up some emotions because it likely
means you had to give up something. Congratulate each other for the hard
work and willingness to compromise. Reaffirm your relationship in as
many ways as possible. You have good reason to celebrate.

11 Agree to come back to this problem after some specific period of time
to reassess how the agreement is working. You may need to change it or
fine-tune part of it.
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are casy to understand. The therapist may wish to point out that Steps 1 through 4
deal with feelings about the problems and mutual understanding. Before a problem is
“solved,” it is essential to acknowledge the other person’s feelings about it first.
Couples make two common mistakes in this area. The first, as we have implied, is to
fail to discuss their feelings about the problem. Acknowledging the feelings of the
other does not imply accepting the other’s position. However, concern about this
often keeps partners from acknowledging the other because they worry that under-
standing will be taken as agreement by the other.

In reality, the person who expressed the problem may just want to talk about his or
her feelings and not about the problem. This situation frequently occurs when the
problem is outside the relationship. In a typical scenario, a wife may be having a
problem at work. When she tells her husband how she is feeling he begins to give
advice or problem-solve. The wife in turn feels discounted emotionally. At times it is
not necessary to proceed to the problem-solving steps (Steps 5-11) in this model.
One partner might just need the other to listen.

As we said earlier, at the beginning these steps should be put into practice in
the session in which the couple are working on easy issues or just role-playing some
dispute. Because the behaviors may be new, the first attempt may take part or all of a
session for just one disagreement. After they have practiced the steps, the pace usually
increases, and the steps will become less mechanical and more natural. In order to help
the reader pull together the techniques described in this chapter in a systematic way, we
have developed a flow chart that shows when various techniques should be used
(Figure 13.1).

In addition to the behavioral techniques of fair fighting discussed in this chapter,
negotiation is also an important technique to teach partners wanting to resolve anger
and conflict. Fisher and Ury (1981) and Ury (1991) stress the following principles
for effective negotiating: (a) differentiating the problem from the persons involved, with
each person treating the other in an empathic and respectful manner; (b) actively
listening to oneself as well as the other while attempting to resolve the issues on
merit in an objective, unbiased fashion; (c) avoiding polarized and combative stances,
focusing instead on specific concerns; (d) creating a variety of potentially mutually
satisfying outcomes; and (¢) using standards of judgment that are fair, reasonable,
and impartial.

Ury (1991) developed the negotiation model further by focusing on modifications
that need to be made when the other person is strongly confrontational. He
emphasizes the following: (a) maintain the ability to mentally separate oneself
from the interaction and “observe” what is happening rather than responding in an
oppositional or aggressive manner; (b) to respond in an empathic manner to the ideas,
issues, and feelings raised by the other person; (c) positively reframe the issue at hand;
(d) search for ways to enable both persons’ expressed and unexpressed interests to be
met in a win/win manner, avoiding I win/you lose or I lose/you win outcomes;
and (e) openly and clearly identify the consequences for both parties if a mutually
satistying, negotiated agreement cannot be reached. Negotiation can also be helpful
with marital contracting (see Chapter 15).
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Ecological, social learning, and systems theories promote the idea that many of the
adult behaviors one exhibits are influenced by one’s family of origin and the environ-
ment one grew up in. This includes one’s ideas about how to deal with conflict
(Feldman, Masalha, & Derdikman-Eiron, 2010). Some individuals experience conflict
in a particular way because they have learned to model the behavior of parental figures.
Others experience conflict in a certain way due to personality traits, or emotional
patterns that have developed over time.
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Many studies have been interested in the influence of the family of origin on the
adult child’s conflict management styles in a couple relationship (Gardner, Busby, &
Brimhall, 2007). Studies show that adult children tend to have the same type of
emotional reactivity as their parents did. Because it is common for an adult child to
continue handling conflict in the same way their parents did, those who grew up in
homes where conflict was dealt with poorly would likely have difficulty resolving
conflict in their own marital /couple relationships (Gardner et al.; 2007). It has also
been found that although conflict resolution is learned in part from parents, it is also
influenced by peers and experiences with conflict resolution in adolescence (McIsaac,
Connolly, McKenney, Pepler, & Craig, 2008).

Attachment and Conflict

Another important factor in understanding how a couple has learned to handle
conflict is attachment styles (Egeci & Gengoz, 2006; Gardner et al., 2007). People
are constantly seeking security from their partner (Shi, 2003). When this security is
threatened by conflict in the relationship the partner may revert back to behavioral
patterns that relate to the attachment style they developed as a child. Any threat to the
safety of a relationship causes the partner to take a defensive position which often
exacerbates the conflict situation (Sells, Beckenbach, & Patrick, 2009). Partners with
secure attachment styles are open to relying on their partner for security, and are able
to talk about problems when they arise because they are confident in their relation-
ship. Those with anxious or ambivalent styles are open to the relationship, but tend to
be less confident in the relationship. As a result, when conflict arises, these partners
tend to be more angry and aggressive, blame their partner, and can end up becoming
demanding or withdrawn. Partners with an avoidant attachment style are not as
willing to enter into close relationships and tend to avoid the conflict situations when
they arise (Shi, 2003). This makes it difficult for them to apply conflict resolution
skills when they might be needed (Egeci & Gengoz, 2006). Overall, many studies
have concluded that partners with a secure attachment style will be able to utilize their
problem-solving skills more easily because of their sense of security (Shi, 2003).

Deeply Rooted Conflict

Although the fair fighting approach is highly effective for most arguments, when
the conflict resolution model described above fails to work, it is usually because
there is an underlying issue or hidden agenda in the couple’s relationship. In conflict
resolution models, a basic assumption is that the couple lack the interpersonal or
social skills needed to fight constructively. However, this assumption does not fully
take into account the intergenerational factors described in this chapter and in
Chapters 1 and 2, nor does it recognize potential individual pathology that might be
a contributing factor.

It is therefore helpful to view conflict within the Intersystem Model as having
multiple dimensions. Traditional conflict resolution programs focus on the conflict
from a behavioral and interactional perspective. Some will also look at the inter-
generational influences on conflict. However, in some cases, work at the couple and
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intergenerational levels is not sufficient. Couples who do not respond to a traditional
approach need to be examined more closely from an individual perspective. They may
carry intrapsychic issues that make them appear “impossible” or difficult to manage as a
couple. In these cases, the conflict needs to be examined at the individual level in terms
of intrapsychic components. The conflict could be an expression of a personality disorder
such as the passive-aggressive personality or as an expression of depression.

Feldman (1982) developed one of the most clinically useful intrapsychic models to
account for marital conflict. In Feldman’s model the underlying cause is what he calls
narcissistic vulnerability (which is discussed at length in Chapter 19 of this book). The
phenomenon refers to low self-esteem, self-fragmentation, and a lack of sense of iden-
tity. This weakness in the partners leads to hypersensitivity and narcissistic expecta-
tions. The partners are very sensitive to rejection, disapproval, and criticism and have
difficulty controlling their emotions and behavior. To compensate for their vulnera-
bility, they develop unconscious expectations that the other partner will be totally
admiring, attentive, loving, and so on. Because these expectations are so pervasive and
unconscious, each partner is wrapped up in self and appears unempathic to the other.

Obviously, no partner could fulfill these expectations, and so this leads to narcis-
sistic rage and anxiety. If the process stops at this stage, the other partner becomes the
scapegoat for the vulnerability. However, for some individuals the process involves a
phenomenon known as projective identification (Scharff & Scharft, 2008). This
defense mechanism involves splitting off some disowned or unacceptable part of self
and projecting it onto the partner. The other person may become all good, or more
commonly, all bad. The “all bad” partner holds those parts that cannot be allowed in
self. Once this unacceptable material has been projected onto the other person, the
partner interacts with this person so as to elicit the negative quality. The projector
then attempts to destroy this behavior in the partner. The image of the partner is now
grossly distorted and results in an escalation of conflict.

In order to address narcissistic vulnerability, Feldman (1982) developed a model
which shows where each partner is vulnerable and follows a particular sequence of
interpersonal dynamics. He linked each dynamic with an approach or treatment tech-
nique. His model begins with narcissistic vulnerability, which he says should be
treated with emotional awareness training and dream work. The second dynamic is
blocked empathy, which is to be treated with communications and empathy training.
The third dynamic is narcissistic expectation, for which he recommends cognitive
awareness training. This leads to the fourth dynamic, narcissistic rage, which is to be
treated with what he called self-instruction or self-control training. The fifth dynamic
would be extreme cognitive distortions which are treated with cognitive therapy and
focusing on the positives. The final dynamic is the expression of overt and intense
marital conflict where he recommended behavioral contracting and problem solving.
The most important feature of this model is the description of the dynamic between
partners. This approach involves both seeing the couple together and the partners
individually. A model such as this requires in-depth, insight-oriented work over an
extended period of time.

In addition to this model, it is useful to remember couples operate in collusion.
They may both use conflict and anger in order to protect themselves from dealing
with other feelings. They may both fear intimacy and need a relationship in which
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intimacy is set up to be impossible. In examining the conflict from an intrapsychic
perspective, the therapist must explore the unconscious needs being met by main-
taining the pattern of conflict.

Theoretical Approaches to Conflict Utilization

In the literature on conflict, two terms are commonly used to refer to work in this
area. These terms are “conflict resolution” and “conflict utilization.” Turner (1982)
suggests that the term conflict resolution denotes that the goal for a couple to achieve
is to resolve conflict. On the other hand, conflict utilization refers to an active,
dynamic process that connotes the idea that the couple can make use of the conflict
for more than simply resolving a problem. He believes conflict can be positive,
productive, and growth enhancing, and he lists eight positive functions of conflict: (1)
using energy rather than repressing it; (2) using conflict creatively to raise new ques-
tions and ideas; (3) surfacing heretofore hidden thoughts and feelings; (4) creating
new methods in the couple for handling conflict; (5) reassessing power in the relation-
ship; (6) creating a climate of co-operation; (7) learning to see problems rationally;
and (8) renegotiating old contracts and changing expectations in the relationship.

One of the first tasks in dealing with conflict is to help the couple develop some
positive ideas about subjects they have been avoiding or dealing with poorly. The
therapist should ask the couple about their beliefs regarding conflict. Once these
beliefs have been made explicit, the therapist may suggest looking at conflict as a posi-
tive and constructive force in the relationship, one that could be intimacy enhancing
if handled well, but relationship debilitating if handled poorly. The couple can be
asked to list positive aspects of conflict. As we suggested earlier, if the couple does not
have an open attitude toward conflict and anger, no amount of education, coaching,
or therapy will help. The couple will resist efforts to begin the work because their
belief system tells them it is something to be avoided.

At the beginning of therapy, some bibliotherapy may help to instill this positive
attitude. A book such as The Intimate Enemy: How to Fight Fair in Love and Marviage
(Bach & Wyden, 1983) makes this point both implicitly and explicitly. A positive
attitude can also be demonstrated through the therapist self-disclosing or sharing
specific case examples demonstrating the benefits of conflict.

Cognitive Approaches to Conflict

In spite of the fact that cognitive therapy is a major force in psychotherapy, very little
has been written on cognition and conflict. Doherty (1981a, 1981b) published two
articles describing cognitive processes in conflict, and although there are many prac-
tical applications both articles were primarily theoretical in nature. His work helps us
to better understand the nature of conflict from the inside out. He clarifies the under-
lying mental processes that occur when conflict exists and identifies the factors that
inhibit and facilitate conflict being utilized.

One of Doherty’s key concepts is attribution. Attribution theories focus on how we
attribute meaning to an event and the information on which it is based (Kelly, 1963).
For partners in a relationship, the basic question is, “Who or what is causing this
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problem?” This question is ubiquitous in couple therapy. Couples may attribute their
conflict to several possible sources, assigning blame and responsibility to self, partner,
relationship, context, God, or to just plain luck, fate, or chance.The therapist must
discover how the partners conceptualize the conflict, that is, the “who” and “what.”
In most couples, blame is assigned to the other partner. Perhaps the most common
reason that anger is not owned is because individuals do not see it as belonging to
them. One of the deceptive characteristics of anger is that it inherently feels like it is
caused by something or someone else (e.g., “You made me angry”), and therefore I
have no responsibility for it (Laughlin & Warner, 2005). As long as this kind of linear
attributional strategy is present in the couple, change will not occur.

In a previous book, Weeks and Hof (1995) discuss the importance of helping the
couple shift from a linear to a circular attributional strategy. A linear strategy involves
the partners blaming each other or externalizing responsibility. A circular strategy
involves partners defining the problem in terms of their relationship or system.
In order to help couples make this shift, the therapist may utilize reframing (see
Chapter 11), so that couples no longer see behaviors in terms of cause and effect but
rather as circular, interlocking, or reciprocal. An in-depth description of reframing is
given in Chapter 11.

Doherty (1981a) also identifies several other attributional dimensions and strat-
egies that contribute to marital conflict and need to be examined, namely, intent,
stability, voluntariness, and specificity. Intent refers to the meaning attributed to the
person who performed the behavior. The partner is trying to determine the real
meaning of the behavior. In most cases, intent actually refers to the judgment the
partner makes regarding whether a behavior was perceived as positive or negative. For
example, if'a wife tells her husband to change his clothing because the outfit does not
match, he might ascribe negative or positive intent to her statement. He could say to
himself that she cares about him and how he looks. On the other hand, he might feel
personally criticized and ascribe negative intent to her statement. Intent and effect
often become confused in couples. Just because something “feels” negative, or is
perceived to be negative, does not mean it was intended to be negative.

In couple therapy, it is important to help the partners eliminate distortions and
projections around intent. Having each other discuss what is intended is a beginning.
If partners persist in seeing the behavior differently, then the two issues need explora-
tion. Perhaps the response to a behavior is over-determined. For example, if he or she
had learned to respond only one way to a particular behavior in a family, the original
conceptualization and its corresponding responses may persist, regardless of partner
or context. The other possibility is that the initiating partner does not know the real
intent of his or her behavior. He or she may be in denial of the actual intent or may
distort the meaning of the behavior. The therapist will have to use some judgment in
sorting out what the real intent might be.

The second attributional dimension is stability. Stability refers to the extent to
which the behaviors represent stable personality characteristics in the other person. A
behavior may be viewed as an isolated event related to some environmental situation,
such as getting angry when the car has a flat tire. It may also be viewed as representing
some stable characteristic in the other person as “he is always angry; therefore, he is
an angry person.”
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This attributional phenomenon helps explain why therapists find it useful to frame
problems in terms of behaviors rather than personality traits or characteristics. By
definition, a personality trait is seen to be rather stable and probably not changed
casily. When a partner believes that a trait is being dealt with, as opposed to a behavior,
he or she may be less likely to attempt to change the situation. The couple may feel
they cannot change and give up when problem behaviors are defined as immutable
traits. By redefining the problem in terms of behaviors, which are transitory, a greater
sense of hope and change potential is inspired.

Voluntariness or deliberateness of a person’s behavior is the third dimension of
attribution. Partners make assumptions about how voluntary behaviors may be, and
are likely to believe the behavior was voluntary or involuntary, controllable or uncon-
trollable, spontaneous or contrived. When the behavior is defined as voluntary, or in
any of the parallel ways listed, the behavior carries much more import. If one partner
has done something perceived as hurtful, and the behavior was deliberate, the other
partner will feel personally attacked. It may be casier to forgive a hurtful behavior if it
is defined as involuntary.

The final attributional dimension is specificity. The attributions made may
generalize to the person or the relationship; they may range from global to specific.
More problems occur when the attributions generalize, assuming these are
negative attributions. For example, a newly married couple may have a few
fights. They may begin to believe that all they ever do is fight. They come to see or
define themselves as a “fighting couple,” and they believe they should divorce
because that is all they will ever do. The generalization could also have been to the
individual in this example. One partner could be defined as always wanting to fight.
Global negative attributions are demoralizing for the couple and represent a
distortion.

The therapist can work toward specificity by challenging these distortions directly.
A cognitive therapy approach may be used in which the couple is taught about distor-
tions, how to identity them, and how to stop them (Burns, 1980). The therapist’s use
of language and the questions asked also lead the couple in the direction of seeing the
problem specifically rather than globally. Specific questions about the “who, what,
where, when, and how” of the argument encourage less global thinking in the
partners.

Doherty (1981Db) uses the concept of efficacy to refer to beliefs about future
events, a central aspect of readiness to change. He proposes that “efficacy refers to
the individual’s expectation for the couple or family as a group to engage in effective
problem-solving activity” (p. 4). Bandura (1977) proposed that it was the individual’s
expectation of being able to bring about a particular outcome. Efficacy is similar
to having hope, feeling masterful and competent, and being able to make a
positive prediction happen. For the couple, the question is, “Can the problem be
solved by us?” Doherty (1981b) suggests that if the efficacy expectations are
low, partners will not persist in trying to solve their problems and eventually
give up. Individuals with high efficacy expectations will predict positive outcomes
and be very persistent in their problem-solving efforts. One of the goals of therapy,
therefore, is to help create a generalized high efficacy belief and response, a sense
of hope.
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Rational-Emotive Behavior Therapy

Albert Ellis (1976) described how the theory and techniques of his Rational-Emotive
Therapy (RET; updated in 1995 to REBT, emphasizing the behavioral component)
can be applied in working with anger. His theory is based on the assumption that
anger stems from irrational beliefs held about one’s partner or relationship. It is an
individually oriented approach that focuses on change within the individual, rather
than the relationship. The dissipation of the anger is accomplished through the
A-B-C-D theory of rational therapy. A is the activating event, B is the belief system,
C is the emotional and behavioral consequences, and D refers to the act of disputing
the irrational belief.

Ellis (1976) proposed that much marital anger grows out of the “shoulds,”
“oughts,” and “musts” in relationships. For example, if one partner thinks, “I abso-
lutely must feel loved by my partner all the time and he or she must verbalize it,” then
disappointment, anger, and conflict will result when those needs are not met. By
climinating the irrational ideas, the basis of the anger and conflict is removed.

He suggests two strategies for dealing with anger, the first of which simply involves
a cooling oft period in order to set the stage for thinking the anger through. The
second strategy incorporates the following eight steps: (1) acknowledging the anger
of oneself; (2) assuming full responsibility for the anger; (3) accepting oneself with the
anger; (4) putting an end to making oneself anxious and depressed, and being self-
deprecating; (5) looking for the belief leading to the anger; (6) differentiating among
wishes, demands, and commands; (7) removing the absolute “musts”; and (8)
changing the behaviors and emotions that support the feelings of anger.

This model can work well when applicable. In some cases, the anger and conflict
are certainly being driven by irrational thoughts, and an individually oriented approach
is appropriate. Each partner may need to change some thinking in order to remove
the anger. The disadvantage of the REBT approach, in our opinion, is that it is
asystemic, and thus nonrelational. In the Intersystem Model (Weeks, 1994), the
partners co-determine the relationship and the relationship influences the partners.
Ellis’s approach does not examine how the relationship influences the thinking or
actions of the partners.

Affective Approaches to Conflict

L’Abate (1977) states that in most cases anger is the result of feeling hurt and the fear
of being hurt. The hurt feelings may be based in unresolved grief, past frustrations,
and feelings of personal inadequacy. The failure to recognize these feelings means the
clinician only treats the symptom and not the underlying emotional difficulties.
L’Abate (1977) and L’Abate and L’Abate (1977) suggest five steps for dealing with
hurt. The first step is to recognize that when anger is experienced, there is also an
underlying feeling of hurt. The second step is for the partner feeling the hurt to
express it directly and appropriately to his or her partner (e.g., “I felt hurt when . . .”).
Third, the individual with the feeling must assume responsibility for the hurt and not
project it onto the partner. Often, it is the anger that is projected in terms of blaming
the partner as the source of the anger. Fourth, the person must be able to forgive
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him- or herself for denying the hurt and not being invulnerable to this feeling.
Finally, one must recognize that feeling hurt is a human reaction. It is important to
redefine oneself as having weaknesses and vulnerabilities. Only by accepting this can
the person stay in touch with the hurt. This aspect of conflict utilization, dealing with
the feelings of hurt and anger, too often has been underemphasized or ignored in the
literature.

Greenberg and Johnson (1988), developers of emotionally focused couple therapy
(EFT), also argue for the salience of emotions in resolving couple conflict. With EFT,
the experience and expression of emotions are at the heart of resolving couple differ-
ences and restoring the bond between partners. The expression of secondary emotions
such as anger, defensiveness, or frustration, which have a more attacking or accusatory
quality, may interfere with conflict resolution. Therapists attempt to bring about safe
emotional interactions between partners so that they can calm, comfort, and reassure
each other (Johnson et al., 2006). Therapists may draw upon techniques from EFT to
facilitate the experience and expression of primary emotions (e.g., loneliness, rejec-
tion, or fear). When these emotions are heard and understood in a non defensive
manner by the partner, it may have a softening effect, such that they see the other
partner as hurt or lonely, rather than mean-spirited or being intentionally hurtful, for
example. Similar to L’Abate, EFT interventions help facilitate the expression of
emotions between partners in a constructive manner such that the couple is better
able to discuss differences and resolve conflicts.

Paradoxical Approach to Conflict

Another way to deal with conflict in couples is to employ paradoxical intervention.
Weeks and L’Abate (1982) describe cases that involve the use of one or several para-
doxical strategies. The two most common techniques are to positively reframe the
conflict and then prescribe it. The positive reframe helps the couple see that there is
something they derive from the conflict, that it serves some function in the relation-
ship. The prescription paradox brings the heretofore out-of-control conflict under
control.

For example, the therapist might say the following: “It is clear the two of you care
a great deal for each other. You keep a fight going almost constantly in order to
protect each other from having to confront your depression. For now, you should
continue to help each other by carefully noticing when the other person looks ‘down’
and picking a fight immediately. If you miss how your partner is feeling, then you
should co-operate fully by fighting back when your partner picks a fight with you.” If
the couple follows this directive, they learn to see how fights are connected to depres-
sion and begin to take some control over the process. If they do not follow the direc-
tive, then they do not fight, which was one of the goals of therapy. A well-constructed
paradoxical intervention is a win—-win proposition.

Conflict Utilization: A Synthesis of the Whole

The practicing therapist needs to integrate ideas from all the approaches discussed
(cognitive, affective, and behavioral) to develop a comprehensive conflict utilization
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model. We hope to provide a basic framework in which this integration may occur.
The following ideas are presented to help synthesize much of what has already
appeared in the literature on conflict, communication, problem solving, and
contracting. Not all of the ideas are original, but the particular combination of ideas
is new and comprehensive.

A word of caution: this approach is effective when anger and conflict have not
reached the level of abuse. If violence is ongoing, this approach may be contra-
indicated. Safety is always the primary concern in these cases. As mentioned above, in
situations where violence exists, it is necessary to first assess the nature of the violence.
If the violence is instrumental, then the partners should be seen separately or referred
for individual therapy. A description of how to work with spouse abuse or intimate
partner violence can be found in Treating Couples: The Intersystem Model of the
Muarriage Council of Philadelphin (Weeks, 1989a) and Couples Therapy for Domestic
Violence: Finding Safe Solutions (Stith et al., 2011).

Another factor that must be considered is the therapist’s own ability to work with
anger and conflict. Beginning therapists are sometimes afraid of losing control
of'the session so they keep feelings of anger to a minimum and do not encourage enough
emotional intensity to emerge. The therapist must balance how much affect occurs at any
given time and pace the couple in how quickly they move into conflicted areas. It would
be inappropriate to move into highly conflicted areas in the evaluation phase of therapy.
During this phase the therapist is collecting information about the different conflicts, but
not actually encouraging the couple to work on conflict resolution until certain condi-
tions have been met (i.e. setting up some ground rules for fighting).

The therapist may also have a number of countertransferential reactions to dealing
with anger and conflict. We believe it is also useful for the therapist to do their own
anger genogram (DeMaria et al., 1999) and to answer the questions regarding the
meaning and function of anger and conflict. Perhaps there is an inclination on the part
of the therapist to minimize, ignore, or deny some of the anger and conflict in couples.
He or she may have grown up in a family that minimized anger or where conflict was
out of control, resulting in the therapist fearing these feelings just as much as the
clients. Therapists in training need to be monitored carefully and asked about these
types of reactions directly. Some therapists may need supervision or therapy to help
them work through unresolved feelings of anger, fear of conflict, or other feelings that
hinder doing this kind of work effectively.

Levels of Conflict

Before beginning direct work with the couple in the area of conflict utilization, it is
important to assess the level of conflict that is present within the couple. Stages of
marital conflict are discussed in The Evaluation and Treatment of Marital Conflict: A
Four-Stage Approach (Guerin, Fay, Burden, & Kautto, 1987).

Low-Level Conflict

Low-level conflict is often issue-focused with minimal projection. The individuals are
able to maintain a responsible, balanced, and differentiated view of the situation,
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themselves, and their partner. There is usually a strong sense of “coupleness” present
and a willingness (though skills are often lacking) to engage each other affectively,
cognitively, and behaviorally. There are legitimate differences or preferences, and the
negotiation process generally works quite well. This level of conflict responds well to
education and skill-building efforts alone.

Medium-Level Conflict

Medium-level conflict often involves deeply ingrained family-of-origin patterns of
relating and significant individual life “script” issues (James & Jongeward, 1971).
There is a modicum of projection and some loss of “self focus” (Guerin et al., 1987)
with an increase in emotional reactivity and blaming. One or both partners appear less
differentiated, responsible, objective, and balanced (affectively, behaviorally, and/or
cognitively) than individuals in the low-level conflict category. Historically based,
unresolved issues may have prevented the individuals and /or the couple from learning
or employing the appropriate conflict utilization skills. This level of conflict often
responds well to insight. At this level of conflict, techniques that may be used include
Hendrix’s (1988) approach to the resolution of projection-related issues; the resolu-
tion of life “script” and family-of-origin issues through “reparenting” (James &
Jongeward, 1971); and significant focusing on differentiation and individuation with
an appropriate emphasis on addressing deficits in social learning through remodeling,
skill practice, and reinforcement.

High-Level Conflict

High-level conflict has a chronic quality to it. There is a high degree of emotional
reactivity, blaming, and vilification. The couple is consistently polarized, and there is
little sense of positive “we-ness.” In one or both partners, differentiation is low, as is
responsibility, objectivity, and balance within and among the affective, cognitive, and
behavioral dimensions of the individuals.

High-level conflict generally requires long-term therapy including a conjoint
emphasis to build the “coupleness”; provision of a buffer against the intrusion of the
carly trauma; experiences of healing intimacy; and frequent individual sessions to
provide individual support and nurturance to diminish the severity of the emotional
wounds and to promote healing. The relationship therapist may not be able to do the
individual therapy for several reasons, including narcissistic vulnerability, fear of
abandonment, or jealousy of one or both partners. Even if there is a positive transfer-
ence and scrupulous balance and fairness on the part of the therapist, the narcissisti-
cally vulnerable individual may feel abandoned or rejected by the therapist. Great care
must be exercised if the therapist endeavors to do both aspects of the therapeutic
work. An appropriate referral for concurrent individual therapy is often the best course
of action.

At all levels, skill deficits, unhelpful patterns learned in the family of origin, and
intrapsychic issues may be at work, contributing to the perpetuation of the conflict. In
order to decide at which level(s) to intervene, the therapist needs to assess the indi-
viduals and the couple from an Intersystem perspective. The nature of the individual /

180



Conflict Resolution

intrapsychic issues and the psychosocial /whole-world context issues (e.g., issues of
race, ethnicity, and spirituality; current economic conditions) involved in the couple
and the conflict must be evaluated.

Once an assessment has been made of the meaning and function of the anger and
conflict, the extent of the couple’s conflict utilization skills, and the level of conflict,
the therapist can utilize appropriate steps and creatively incorporate the conflict into
the therapy.

Conclusion

The reduction of conflict and anger is one important step to enhancing couples’ inti-
macy. Couples who move through conflict resolution successfully begin to feel a
greater sense of competence and relationship bonding. They begin to realize conflict
is a challenge that they can overcome as a couple. This process affirms their
relationship.

The model presented in this chapter is more comprehensive than most other
models (L’Abate & McHenry, 1983). From the model presented in the flow chart,
the clinician can see that we view the problem from multiple perspectives consistent
with the Intersystem Model. For example, at the individual level we might think
about the meaning of anger for the individual partner; at the couple level we might
consider the function of the conflict for the couple; and at the intergenerational level
we might see how familial patterns of dealing with anger are being repeated. Keeping
all these levels in mind gives conflict a complexity not often appreciated in working
with this issue. Of the various theories and couple therapy approaches discussed,
meta-analytic studies have failed to show that one theoretical approach is superior to
another (Wood, Crane, Schaalje, & Law, 2005). For this reason, we continue to
suggest a multidimensional approach that provides the best therapeutic fit to the
couple rather than insisting all couples fit with one theory.
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COGNITIVE TECHNIQUES
AND INTERVENTIONS

When working with couples, therapists have the choice of using interventions that are
affectively, behaviorally, or cognitively oriented. The first two categories of interven-
tions have been widely discussed in the marital therapy literature (Long & Young,
2007). In spite of the fact that cognitive approaches have been highly influential in
individual psychotherapy, the use of cognitive interventions in couple therapy has
received little attention (Dattilio & Epstein, 2005). For the most part, cognitive
approaches have primarily been applied to individuals. Nevertheless, there has been
increased attention in couple therapy to the momentary thoughts partners have about
each other and their more stable relationship beliefs (Dattilio, 2010), and more has
been published on cognitive therapy and couples during the past decade than in all
prior times.

Most of Albert Ellis’s (1962) early work in Rational-Emotive Therapy (RET) and
Aaron Beck’s (1976) early work in Cognitive Therapy (CT) was individually oriented,
and the application of their theories continues to be primarily focused on the indi-
vidual. The exception is Ellis and Harper’s (1961b) book on how Rational-Emotive
Therapy might be applied in understanding and treating marriages, and the more
recent text by Ellis, Sichel, Yeager, DiMattia, and Digiuseppe (1989). Likewise, Beck
has also discussed how Cognitive Therapy might be applied to couples (1988).

However, the application of Ellis’s and Beck’s cognitive theories clearly did not
take hold in the field of marital therapy. We believe the reason for this is twofold. First
is that both approaches were developed within an individual psychological framework
which did not incorporate a systemic view of partners and relationships. Second, Ellis
promoted RET as a singular treatment approach, just as Beck did later with Cognitive
Therapy. Cognitive approaches have their utility, but they also have limitations. In
fact, for most couples the use of any single approach is too narrow and ineffective. In
our opinion, promoting change and growth in a couple requires the clinician to be
integrative and to fit the approach to the couple, not force the couple to fit the
approach.

Although this chapter will describe cognitive techniques, we do not advocate that
they be used exclusively. These techniques need to be blended with the techniques
found in other chapters of this book. Baucom, Epstein, and Rankin (1995) note that
“cognitions, behaviors, and emotions are inextricably interwoven” (p. 65), and that
the quality of couples’ intimate relationships is impacted by their cognitions, behav-
ioral interaction patterns, and emotional responses (Epstein & Baucom, 1993, 1998;
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see also Fincham, Bradbury, & Scott, 1990; Gottman, 1993; Weiss & Heyman,
1990). Thus, each should be considered when working with couples. The marital
therapist must be skillful in integrating the couple’s internal cognitions with their
overt interactions, which include the behavioral interchanges as well as the affective
expressions of each partner (Epstein, 1982). We also note that some cognitive thera-
pists may adopt too much of an expert role in challenging clients’ views of reality, but
cognitive approaches actually emphasize nondirective interviewing to enter a client’s
subjective world, understanding their personal constructs, and coaching them in
examining available logic and evidence for their cognitions.

Cognitive Theory and Its Application in Couple Therapy

In spite of historical precedence, there has been an increase in the use of cognitive
approaches in couple therapy during the past decade, particularly in conjunction with
behavioral techniques. Merrick and Dattilio (2006) note that a cognitive-behavioral
perspective gives therapists a way to understand individual and interpersonal dynamics
within the context of treating couples across various cultures. Ellis acknowledged the
role of behavior in both individual life and interpersonal relationships when he
renamed his Rational-Emotive Behavior Therapy (REBT) in 1995. Beck also recog-
nized the importance of behavior in his theory. Schuyler (2003) states that Beck’s
goals for Cognitive Therapy include:

Identify cognitions relevant to the presenting problem;

Recognize connections among cognitions, emotions, and behaviors;
Examine the evidence for and against key beliefs;

Encourage the clients to try out alternative conceptualizations;
Teach the clients to carry out the new cognitive processes.

UL N~

These goals can be effectively applied to a variety of problems from which couples may
suffer.

In order to use cognitive interventions, the clinician must be familiar with the basic
theory and principles of both Rational-Emotive Behavior Therapy and Cognitive
Therapy. Both of these theories obviously focus on cognition—that is, what and how
people think. These theories postulate that behavior and affect follow from thinking.
The clinical implication of this notion is that if the clinician wants to help clients
change what they do or how they feel, the first step is to facilitate a change in the
person’s thinking.

What has not been explained well in the literature is the basic difference between
the rational-emotive and cognitive theories.The cognitive therapist focuses more on
how the person is thinking, while the rational-emotive behavior therapist focuses more
on what the person is thinking. Thus, rational-emotive behavior therapists are content-
oriented and cognitive therapists are process-oriented. Inasmuch as thinking is both
content and process, a combination of these two approaches may be helpful when
applying them with couples.

For example, a wife concluded that her husband did not love her because he was
acting sad and withdrawn following the funeral of a friend. A cognitive therapist
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would examine the process of her thinking and might conclude she had made what is
called an arbitrary inference—drawing a conclusion without substantiating evidence.
A rational-emotive behavior therapist would examine the statement itself along with
the irrational belief (s) on which it is based, and help her change the self-statement: “I
absolutely must have everyone’s love and approval.”

Rational-Emotive Behavior Therapy

Albert Ellis’s (1962) basic theory consists of the A-B-C-D model (see Figure 14.1). A
stands for actions. An action is an event that can be observed. B refers to the person’s
belief or belief system. B is commonly referred to as the person’s self-statement. The
self-statement is what the person says (thinks) to self about A. The self-statement gives
A its meaning. At the same time, it also determines C in the formula. C is the conse-
quence of B (consequence means: what the person does and how the person feels). D
is short for dispute. Once the person understands B is an irrational or nonproductive
thought, she or he may dispute the original belief and substitute a rational or produc-
tive statement. In sum, the basic theory can be outlined as shown in Figure 14.1.

A therapist can easily explain this theory and the model to clients. It is also useful
to give an example, either a general example or one drawn from the client’s own
experience. One such example involves a husband who comes home angry and begins
to displace his anger onto his wife. He might be critical of her and get angry about
minor occurrences such as the house not being clean enough, dinner not being ready,
or his mail not being in the right place. His wife might respond to his behavior by
going to another room and crying. Given her behavior, what must she be thinking
about his actions? She might be making self-statements like, “It’s all my fault” or “I’m
a bad wife” or “He doesn’t love me.” None of these statements is rational or produc-
tive. She needs to change her belief about what happened so she does not feel bad,
withdraw from him, and make further assumptions about his actions. She might
think, “He had a tough day and is irritable, so it’s not me he is angry with, but his
situation.” A therapist working with this couple might also ask the husband to
consider the action and belief that preceded his angry interactions with his wife.

A —p B —p Cc —» D

ACTION BELIEF CONSEQUENCES DISPUTE

Something Self-statement. 1. What you do. Seeing the original

happens. What you say 2. What you feel. belief as irrational,
to yourself disputing it, and
about A. substituting a

rational statement.

Figure 14.1 A-B-C-D Model

Common Irvational Thoughts

In addition to the basic theory of REBT, it is also useful to know some of the
common irrational thoughts and self-statements that creep into people’s thinking.
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Ellis and Harper (1961a) have catalogued some of these thoughts in their book, A
Guide to Rational Living. The following is a general list of irrational thoughts,
followed by some of the ways in which these thoughts get played out in couple
relationships.

Irrational Idea #1: Thinking that it is a dirve necessity for one to be loved or
approved of by virtually every significant other person for everything she or be does

This thought is common in couple relationships. The partners usually expect accep-
tance, approval, agreement, and love for virtually everything they do. When this idea
is taken to the extreme, every action is equated to love and approval. An action that
does not meet the expectation is then seen as rejection and disapproval, which creates
an emotionally intense situation. In couples, this irrationality can be succinctly stated
as, “My partner must absolutely love and approve of everything I do.” Of course, this
belief'is a prescription for not feeling adequately loved, since it cannot be totally and
completely met.

Irrational Idea #2: Thinking that one should be thoroughly competent, adequate,
intelligent, and achieving in all possible respects

Failure, says Ellis, is construed as disastrous, and the fear of making a mistake
brings unhappiness plus a refusal to take risks. The rational individual strives to do,
not to do perfectly, and accepts himself or herself as a fallible creature that is imperfect
because of human limitations. In couples, this idea translates into the “perfect
partner syndrome.” The perfect partner should be able to do everything that is
expected of them. These partners overachieve, push themselves to the limit, rarely ask
for help, and pretend to be forever cheerful. One of the most destructive ways in
which this particular idea manifests itself is when the partner is not only trying to do
all that is expected, but also guesses (mind reads) what is expected and not said.
In short, the partner tries to anticipate the needs of the other and imagines needs
where none exist. In spite of striving for perfection, this partner always feels that he or
she is failing.

Irrational Idea #3: Thinking that certain acts ave wrong or wicked or villainous
and that people who perform such acts should be severely punished

In couples, this idea gives partners a right to punish each other because it legitimizes
the idea that when there is a victim, there is a villain. Thus, if one partner does some-
thing the other defines as wrong, the wronged partner has the right, if not the obliga-
tion, to punish the other. This situation does not allow for forgiveness and
healing—only punishment and revenge. Affairs are a classic example. The person who
committed the affair is often seen as wicked, while the other partner is just an innocent
bystander. By polarizing the thinking into right versus wrong, there is no way for the
betrayed partner to see his or her role in the marital pathology that corresponded with
the affair. The partner who had the affair may also believe that they deserve to be
severely punished.
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Irrational Iden #4: Thinking it is tervible, horrible, and catastrophic when
things are not going the way one would like them to go

According to Ellis, frustration is normal and events in life can be unpleasant or unfor-
tunate, but rarely are they catastrophic unless we think they are. The rational person
accepts the fact that it is too bad when things are not the way one would like them to
be and one should certainly try to change or control conditions so that they become
more satisfactory. However, one realizes that if changing or controlling an uncom-
fortable situation is impossible, it is better to accept its existence and stop telling
oneself how awful it is.

All partners have expectations of each other. Under normal conditions, couples
recognize that not all expectations will be fulfilled. However, some partners enter
relationships with little tolerance for frustration, disappointment, or impulse control.
They expect things to be as they desire. They are so narcissistically vulnerable that if
something does not turn out their way, they feel personally injured or attacked. This
type of partner makes such situations into catastrophes. In one case, a husband
expected his wife to keep her personal items on the chest in the bedroom in exactly
the way he had shown her. When she failed to follow his instructions, his immediate
reaction was to believe the marriage was a mistake and that she did not love him.

Irrational Idea #5: Thinking that unbappiness is externally caused and is
Sforced on one by outside people and events

Partners frequently use this idea to blame their unhappiness on the other person. By
placing responsibility for happiness onto another, they do not have to examine their
own behavior or beliefs. In couple therapy, the partners may only want to talk about
the other person or the relationship and never themselves. The other person becomes
an object who acts upon them in a purported cause—effect manner. A person thinking
rationally recognizes that virtually all human unhappiness is caused or sustained by
our interpretation of things rather than by the things themselves. However, because
of irrational self-statements, the unhappy partner is unable to see how his or her inter-
pretation of the event or person creates the feeling.

Irrational Iden #6: Thinking that if something is ov may be dangerous or
fearsome, one should be terribly occupied with and upset about it

In couples, the idea that one should be upset and preoccupied with fear is enacted in
two ways that initially may appear to be opposite. The first way involves the fear of
intimacy or getting too close. Many partners may be unaware of this fear initially. For
others, they may keenly know it. For example, a partner who has been rejected by two
previous husbands may fear rejection again. This partner may set up a situation in
which she rejects first or remains so distant that rejection is perceived as making little
difference to her.

At the other end of the spectrum is the partner who fears too much distance or
divorce. Partners with this concern are in a chronic state of fear over loss and being
alone. Co-dependent partners fit this description. They marry troubled or addicted
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people and stay with them because of their own fears of being alone and unlovable
and because of their extremely low self-esteem.

Irrational Idea #7: Thinking that it is easier to avoid facing many of life’s
difficulties and self-responsibilities than to deal with them divectly

Ellis links this irrational belief to our tendency to seek pleasure now, rather than delay
pleasure in order to work for long-range goals which may be more difficult to achieve.
The rational individual realizes that a challenging, responsible, problem-solving life is
an enjoyable life and that self-discipline is required to face difficult problems.

One of the common myths of marriage is that all will be bliss after the honeymoon.
Partners who ascribe to this myth assume marriage is or should be easy. Love, they
believe, will be the great panacea. When confronted with the reality that relationships
are difficult and require constant attention, effort, and hard work, they sometimes
choose escape or distraction through work, substance abuse, affairs or divorce. The
understanding that one builds a relationship over time is missing. Couples operating
with these myths believe problems must be solved immediately; if they aren’t, it means
they will never be resolved. In many cases young couples believe conflict is all bad and
that all problems must be solved immediately and without angry feelings. To fail in
this task represents a failed marriage.

Irrational Idea #8: Thinking that the past is all-important and that becanse
something once strongly affected one’s life, it should do so indefinitely

This idea can lead a person to overgeneralize from past events to present situations so
that she or he does not look for new options, but rather transfers feelings about others
from the past onto people in the present. The rational person learns from past experi-
ences, but is not overly attached to or prejudiced by them.

Couples can use this irrational idea in a variety of ways. One way would be for a
partner to focus on one specific event in the history of the relationship and use that
event as the basis for the relationship. For example, a wife believed her husband was very
controlling sexually on their honeymoon. From that point onward she construed every
comment in terms of how controlling her husband was. This line of thinking tends to
be based on relationship trauma, such as a major fight, affair, or difference in values,
which is never resolved and is played out again and again around different content.
Another way in which couples use this idea is to justify their behavior on the basis of
childhood experiences. For example, a woman who was abused by her brother claimed
she could never trust any man in spite of the fact only one man had mistreated her.

Irvational Idea #9: Thinking that human happiness can be achieved by inertin
and inaction or by passively and uncommittedly “enjoying oneself”

Ellis often saw inertia as a defense against an irrational fear such as failure. Rational
individuals realize that they are happiest when they are actively absorbed in creative
pursuits, or when they are devoting themselves to personal growth or people or
projects outside of themselves.
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In couples, this idea is similar to Irrational Idea #7. With this belief, partners
assume no responsibility for their own happiness, expecting the other to now take on
this responsibility. The key to treatment in such a case is to get each partner to identify
and work toward taking care of their own needs. In one case a husband assumed his
marriage would somehow magically cure a long-standing depression. He had not
sought treatment nor taken any responsibility for his mood. He thought the occa-
sional good feelings he felt in being with his wife would “take over his personality”
and heal his depression.

Irrational Idea #10: Thinking that one should be quite upset over other
people’s problems

Ellis says that being involved with others’ problems that do not directly affect us is a
way to avoid facing our own behavior and problems. Partners cross over the line of
normal concern when they become engrossed in the other partner’s problems in order
to avoid dealing with their own. This pattern is classic in dysfunctional couples. One
partner will be defined as the sick one, while the other one is well. What is not obvious
is the pathology in the “well” partner. Often, these partners have selected a sick mate
who actually unconsciously carries or manifests their underlying problem. For
example, a partner who cannot confront depression himself may marry a depressed
individual.

Irrational Idea #11: Thinking that there is a right or perfect solution to every
problem and it must be found or the vesults will be catastrophic

There is no perfect solution to every problem, and a desire for perfection only
results in not seeing the alternatives. The rational person attempts to find various
solutions to a problem and accepts the best answer, recognizing there is no perfect
solution.

Some individuals and couples can get hooked on the idea of absolute right and
wrong. If there is a right and wrong, then every problem has a right and a wrong
answer. Such a couple is not capable of generating alternative solutions or being
creative. They think the right answer must be somewhere. It may be in logic, authority,
divine wisdom, an expert, or part of family tradition. The only way to avoid this
problem is to discard absolute right and wrong thinking, replacing it with likes, pref-
erences, needs, opinions, and so on.

Irrational Idea #12: Thinking that one has virtually no control over one’s
emotions and that one cannot help feeling certain things

Partners may claim they don’t have control over how they feel. When partners
make this claim, it is often with the idea that their partner should overlook their
feelings because they can’t help having them. When partners make assertions like
these, they must be challenged with information on how to take control of their
emotions and confronted on the process of not accepting personal responsibility.
Some partners believe marriage gives them permission to give up emotional control.
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Rational partners see that they have enormous control over their emotions if they
choose to work at controlling them and choose to practice saying the right kinds of
self-statements.

Irrational Beliefs About Love and Approval

Ellis (1987) supplemented the list of irrational thoughts above with an additional
list of irrationalities that focuses exclusively on love and approval. The irrational
statements in this list are framed in terms of absolute musts. Ellis has pointed out how
statements that include must, ought, and should create trouble. Whenever these words
or ideas are detected, they need to be immediately challenged. The client can be asked
to eliminate these words and insert statements such as “I would prefer” or “I would
like.” A simple change in wording can create a major change in thinking and lessen
the severity of consequences. For example, changing “I must have his approval” to “I
would like his approval” brings about a lessening of the behavioral and emotional
consequences if approval is not forthcoming.

Ellis and Harper (1961a) laid the foundation for the application of REBT to
couples. They proposed that marital problems occur when spouses have unrealistic
(irrational) expectations of each other and then make extreme negative self-statements
on the basis of these expectations. To illustrate, a husband might think his wife should
spend 2/l her time with him. When she fails to do so, he thinks that because she does
not want to spend her time with him, she does not love him. The clinician’s work is
to expose the irrational thinking and the negative judgments made on the basis of it
and replace the irrational thoughts with more productive thinking.

Cognitive Therapy

Cognitive therapy is an approach to treatment that was first developed by Aaron Beck
(1976) and later popularized by David Burns (1980, 1999) in his self-help book
entitled Feeling Good. In contrast to Ellis’s focus on the content of thought, Beck and
Burns focus on the process of thinking. They assert that certain ways of thinking may
be automatic. Automatic thoughts are moment-to-moment ideas, beliefs, or images an
individual manifests which are often elicited by specific events (Dattilio, 2010). These
thoughts are often stereotypes or biased ideas and may be either positive or negative,
but they tend to be negative when elicited in situations of conflict, disappointment,
confrontation, fear, and so forth. An individual will commonly accept these thoughts
as reasonable rather than questioning their validity (Dattilio, Epstein, & Baucam,
1998). Over time, a person comes to automatically use a habitual pattern of thinking
in assessing a situation. These patterns of automatic thinking are called cognitive
distortions.

Cognitive Distortions

Cognitive distortions are at the heart of cognitive therapy, and a thorough under-
standing of the various types of cognitive distortions is critical. Burns (1999) has
described these in terms that are easily comprehensible for the layperson. The chapter
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in his book that reviews these concepts is recommended bibliotherapy for couples
when a cognitive approach is being used. The following list summarizes the cognitive
distortions that Burns considers most common.

1 All-or-nothing, either/or thinking. The person’s thinking is dichotomous and
polarized. For example, a wife might ask her husband to sit down and talk with
her. When he agrees to talk—but at a later time—she might conclude, “He never
wants to talk with me.”

2 Overgeneralization. A single event may be viewed as establishing a pattern over
one’s marriage. For example, a husband brought his wife flowers only to be told
there was not a vase in which to put them. The husband generalized from this
event that he could never do anything nice for his wife because she would always
find some problem with it.

3 Mental filter. This distortion involves allowing one negative event to color all
subsequent events. This distortion means all new experiences are filtered through
the original negative experience. For example, after many years of a husband
never being turned down sexually, his wife finally became sexually assertive and
said “no” on one occasion. Thereafter, the husband believed his wife would
never again be interested in him sexually.

4 Discounting the positive. A positive change is not accepted as real, and negative
behaviors continue to receive attention. For example, a husband started to give
his wife compliments after starting therapy. His wife discounted his remarks as an
act designed to get her off his back and to placate the therapist, choosing instead
to focus on the times he was still critical.

5 Jumping to conclusions. This distortion involves drawing inferences without
checking out the other person’s intent (i.c., mind reading or fortune telling). For
example, a separated couple was working on getting back together. Because the
primary cause of the separation had been defined as sexual, the wife believed the
first time they had sex would be a pass-fail test for her. She had assumed (without
asking him) that her husband would be grading her performance and deter-
mining the outcome of the marriage based on one sexual encounter.

6  Magnification (catastrophizing). An event is given more emotional weight than
it should, or the event is evaluated with the worst possible meaning or conclu-
sion. For example, a wife had lunch with a male colleague whom she knew her
husband envied. He reacted to the lunch with great jealousy, claiming the other
man had it all, including his wife’s love and attention, and he had nothing.

7 Emotional reasoning. This idea deals with emotionally based logic. The person
believes that because he or she feels a certain way, life must really be that way. For
example, a divorced man said, “My wife rejected me; my mother rejected me. I
feel rejected by women. Women do not really like men, they just use them and
reject them.” The emotional experience becomes one’s reality. If something feels
a certain way, it must be that way.

8  Should starements. This distortion involves raising a wish, want, or preference to
the level of a should. In one case, a husband wanted his second wife to have the
same close relationship to his children that his first wife had. He insisted that she
shonld make this happen.
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9 Labeling and mislabeling. This distortion involves putting a label on another
person rather than being descriptive and behavioral. For example, a husband
made an insensitive remark to his wife. Rather than saying, “Your remark hurt me
and was insensitive,” she said, “You are an insensitive person.” The label placed
on the person usually describes the unacceptable behavior; the label serves to
magnify the perceived negative intent.

10 Personalizing. Taking responsibility or blame for an event that is outside of one’s
control. For example, a couple went on their dream vacation. The husband acted
depressed and angry throughout. His wife said, “I should have known what to
do to cheer him up. I’'m sure I did something to make this happen.” She took
responsibility for his moods, although she had no control over them.

Dattilio (1998a) and Dattilio and Padesky (1990) identified a few additional
common cognitive distortions.

1 Arbitrary inference. Individuals draw conclusions without substantiating
evidence.

2 Selective abstraction. Information is taken out of context with certain details
emphasized while others are ignored.

3 Minimization. Opposite of magnification, something is perceived to have less
significance than appropriate.

4 Tunnel vision. An individual sees only what he or she wants to see or what fits his
or her current state of mind. This often serves to support or justify a particular
viewpoint.

5  Biased explanation. In times of distress, a polarized type of thinking develops
with the automatic thoughts focusing on the partner having a negative ulterior
motive.

6  Mind reading. One partner “magically” knows what the other partner is thinking.

Schemas

In addition to cognitive distortions, another core construct of cognitive therapy is
that of schemas. Schemas are understood to be underlying core beliefs that one holds
about the characteristics of the world and how it functions. Rather than being fleeting
inferences or perceptions, schemas are stable, cognitive structures (both positive and
negative) that provide a means of categorizing and evaluating experiences (Dattilio,
2006, 2010; Dattilio & Bevilacqua, 2000). Among other topics, schemas are devel-
oped by individuals regarding family membership, marital or couple relationship
patterns, roles and responsibilities, and one’s place in the family unit (Dattilio, 1993,
2010; Dattilio et al., 1998). Even though schemas are relatively stable, they may
become detrimentally unconditional and inflexible.

Many schemas are learned early in life, being influenced by family-of-origin inter-
actions as well as outside sources. Dattilio (2010) also explains that cognitive schemas
may be related to levels and understandings of attachments, as well as patterns of
emotional regulation and early childhood experiences. They can also be inherited
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across generations. Such transgenerational schemas may be increasingly difficult to
change as they gather strength and reinforcement over time, especially across genera-
tions (Dattilio, 2010). For example, anything learned about gender roles, parent
responsibilities, authority, and child rearing can come from generations of traditions
that are passed on and may go unnoticed until significant problems develop. This
addition to the cognitive therapy literature is congruent with the intergeneration
focus of the Intersystem Model.

Schemas that are held by couples not only come from their families of origin but
also from their relationship experiences, worldviews, values, culture, gender, and
behaviors (Dattilio, 2010). Cognitive theory proposes that partners bring schemas
with them into the couple’s relationship. An individual’s schemas will influence how
he or she reacts to new situations.

Although a partner’s inferences and perceptions about current events in a relation-
ship may be influenced by previous family-oriented schema, schemas may be modified
by current experiences (Epstein & Baucom, 1993). However, if strong emotions are
associated with the pre-existing schema, modification may be difficult, especially with
schemas that are negative (Dattilio, 2006). Furthermore, individuals may be unaware
of the schemas that they hold and how these influence their perceptions, emotions,
and interactions (Dattilio, 2010). Dattilio (2010) stresses that evaluation of clients’
schemas needs to occur during the initial phase of treatment, as they may be central
to issues the individual and couple face.

A typology of relationship-related cognitions based largely on schemas and auto-
matic thoughts was defined by Baucom and Epstein (1990; Baucom, Epstein, Sayers,
& Sher, 1989; Baucom, Epstein, LaTaillade, & Kirby, 2008) and such cognitions
have been implicated in relationship distress and conflict.

1 Standards: Family members’ beliefs about how relationships (in particular their
own relationship) “should” be. Standards are typically used to evaluate whether
or not each member’s behavior is appropriate or acceptable (Dattilio, 2010).

2 Selective attention: Each member of a relationship tends to notice only some
aspects of events in the relationship while ignoring others.

3 Assumptions: Beliefs about the characteristics and workings of relationships.
When events or others’ actions are in opposition to these strongly held view-
points, it can create distress (Dattilio, 2010). For example, a man who grew up
with a father who provided for the family and a mother who stayed at home may
have difficulty dating a woman who wants to work outside the home and have
the father stay with the children.

4 Expectancies: Predictions about the probability of future events actually happening.

5  Awntributions: Inferences individuals make about what caused events in their rela-
tionship. They may be intertwined with expectancies (Dattilio, 2010). Inference
errors can have especially harmful effects when one person attributes another’s
actions to negative characteristics or misjudges how others will react to their own
actions (Dattilio, 2010).

These types of cognitions can contribute to dissatisfaction in family relationships
resulting in dysfunctional family interactions (Dattilio et al., 1998).
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Cognitive therapy with couples may focus on core schemas associated with prob-
lematic relationship dynamics (Dattilio, 2010). Therapists may encourage clients to
conduct an introspective examination of personal schemas in relation to intimate
attachments and experiences within their family of origin, as these may affect how and
why they currently attach to those around them (Dattilio, 2010).

Cognitive Thevapy and Systems Thinking

Cognitive approaches have traditionally focused on the treatment of individual clients.
With the exception of Epstein (1982, 1986), none of the cognitive theorists in the
early days of cognitive therapy comprehended the need to integrate their approach
with systems thinking. Beck’s (1988) book, Love Is Never Enough, is a classic example
of how an individualistic approach to treatment is applied to a relationship system
without a systemic perspective. However, treating couples requires more than doing
cognitive therapy with two individuals in a room who happen to be married or in a
committed relationship. A couple must always be understood as an interactional
system. The cognitions within that system need to be conceptualized as part of an
interactional, not just an individual, system.

Couples in committed relationships experience ups and downs and work through
problems in conjunction with their individual and shared cognitions. Within a systemic
framework, family relationships, cognitions, emotions, and behavior are believed to
have a mutual influence on each other. For example, a partner’s cognitive inference
can evoke emotion and behavior, and this can likewise influence the cognitions,
emotions, and behaviors of the other (Dattilio, 2001). A systemic perspective on
cognitive therapy recognizes the circular nature of relationships, and understanding
how couples and family members mutually influence each other’s cognitions and
behaviors is paramount in facilitating change (Dattilio, 1998a, 1998b).

It is our belief that there are two basic ways in which cognitions can be conceptual-
ized systemically. First, the couple may share many of the same irrational or unwork-
able ideas and cognitive distortions. These ideas may serve both to bind them together
and to create dysfunction. For example, the couple may believe conflict should be
avoided at all costs. The belief serves to protect each of them from having to deal with
anger and conflict. This idea binds the couple together, but it also creates a patho-
logical condition in the relationship.

The second way in which cognitions can be understood systemically is in terms of
their interlocking and complementary nature. The beliefs held by one may be comple-
mented by the beliefs of the other. For example, one partner may think, “I must have
my way,” and the other may think, “I must be the perfect partner and let him or her
do what she or he wants.” Or a partner might think, “My partner is responsible for
my moods,” and the other partner may think, “I am responsible for my partner’s
happiness.”

Symmetrical or complementary cognitions must be processed within the context of
the relationship as part of the interactional field. The impact of such cognitions can be
discussed in session. If one partner thinks about something in the relationship in a
certain way, how does this influence the way in which partners interact with each
other? If one spouse changes a cognition, what will the impact be on the other? How
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will the relationship be different? How might the other need to change his or her
thinking or behavior? These questions require careful consideration in order to shift
the focus from individual therapy to systems or couple therapy.

Techniques and Interventions

Education

Teaching couples the basic principles of REBT and cognitive therapy is a significant
part of a cognitive approach. Therapists should review the fundamentals of cognitive
theory with the couple and answer questions they might have. It is essential that the
partners understand the relationship between their cognitions and their feelings and
actions. An important part of using a cognitive approach is helping clients understand
that changing their thinking will help facilitate changes in their emotions, their behav-
iors, and their relationship. Bibliotherapy can also be used to facilitate this learning
process. The clinician may use handouts or recommend books written for the public
such as Feeling Good by David Burns (1999).

Learning to Self-Monitor

Cognitive approaches have a purpose of helping couples learn to identify their own
individual and relational cognitive distortions and irrational thoughts. This process
starts with education and is worked on in the office with the therapist’s help. Couples
are then instructed on how to continue the work at home. Homework is an essential
part of cognitive therapy, as it helps the couple expand on what they learn in the
therapy session and utilize it in real-life settings (Dattilio, 2005; see Chapter 17 in this
volume for an expanded discussion of homework). Eventually, couples should learn
to identify when they are using distortions and irrational thoughts. They also learn
how to challenge and disrupt irrational thoughts and distorted thinking patterns and
learn how to replace negative or unproductive thinking with positive and constructive
thoughts (see below). Interventions designed to enhance couples’ abilities to evaluate
and modify their own problematic cognitions can help couples develop skills for
constructive communication and solving problems (Dattilio & Epstein, 2005).

Identifying and Challenging Cognitive Distovtions, Irvational Thoughts,
and Problematic Schemas

Identitying cognitive distortions, irrational thoughts, and unhelpful schemas is central
to a cognitive approach with couples. The intention behind examining couples’
cognitions is not just to change the negativity behind them, but to focus on how the
incoming information is being understood in such a distorted way (Baucom et al.,
2008). Therefore, therapy focuses on assisting couples to view the cognitions about
their relationship and the behaviors that happen or do not happen in a more rational
and balanced fashion (Baucom et al., 2008). Cognitive techniques not only help part-
ners identify common thinking patterns but also help them understand the relational
connection and influence of their thought processes.
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Therapists may use Socratic questioning, a hallmark of cognitive therapy (Beck,
1976; Beck, Rush, Shaw, & Emery, 1979), to acquire information on the unique
cognitive processes of clients that cannot be obtained through standardized question-
naires (Dattilio, 2010; Baucom et al., 2008). One application of Socratic questioning
is called the “downward arrow” technique (Beck et al., 1979; Dattilio, 2010). This
technique helps identify the underlying core beliefs or schemas (e.g., relationship
standards and assumptions) beneath clients’ automatic thoughts, thereby helping
them become aware of how related chains of thought can lead into erroneous conclu-
sions that reinforce long-standing assumptions (Dattilio & Epstein, 2003; Baucom
etal., 2008). This technique requires asking a series of questions that lead to the core
negative thoughts and catastrophic beliefs. After a client articulates a thought that the
therapist recognizes as a distortion, the therapist asks the client a series of questions
such as “If so, then what?” in order to get to the underlying belief (Dattilio, 2010).

An example is shown in Figure 14.2, where a wife who does whatever her husband
desires and overlooks his mistreatment of her to the point of sacrificing her own
welfare might think something like, “I must do whatever is necessary to make my
husband happy.” The therapist might ask a question such as, “What would happen if
you don’t do what he wants?”

The “downward arrow” technique is beneficial in helping couples eventually reach
the foundational negative belief or assumption and to assist them in evaluating how
likely their worst fear is to happen (Dattilio & Epstein, 2003). This technique can be
used to help clients challenge their assumptions and restructure their beliefs and
cognitive patterns (Dattilio, 2010).

Another intervention designed to help clients learn to identify automatic thoughts
is the Dysfunctional Thought Record (Dattilio et al., 1998; Dattilio & Padesky,
1990), which is a version of the Daily Record of Dystunctional Thoughts developed
by Beck et al. (1979). Partners may be instructed to individually record their

If I don’t do what he wants, he will be unhappy with me.
(Therapist: ‘If he is unhappy with you, then what?’)
l
If he is unhappy with me, he will stop loving me.
)
If he doesn’t love me, then he will leave me.
l
If he leaves me, then | will be alone.
l
If I’'m alone, I'll get depressed and no one will want to be with me.

)

| cannot be happy if I’'m alone.

Figure 14.2 The “Downward Arrow” Technique
Source: Beck et al., 1979; Dattilio, 2010.
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Table 14.1 Individual Record of Automatic Thoughts

Situation/ Automatic Feelings/ Cognitive Alternative
Event Thoughts Emotions Distortions Response

automatic thoughts about negative or confrontational events in their relationship (see
Table 14.1). This record would include a description of the situation, the automatic
thought(s) that occurred, the accompanying emotion, and the cognitive distortion(s)
the client engaged in. The therapist would use this information to demonstrate how
thoughts are linked to emotional responses resulting in the negative framing of others.
Additionally, clients are asked to identify possible alternative (rational or non-
distorted) responses to the event. Once the couple understands the link between
thoughts and emotional and behavioral responses, progress can be made to counter-
act the common tendency of disowning any responsibility of being able to influence
their own feelings (Dattilio et al., 1998).

It works best to first teach couples this process in session by walking through it
with them. Schuyler (2003) suggests that it may be helpful for the client to have it
written out on paper or a board during session so they can visually see the direct rela-
tions between the events, their thoughts, and emotional responses. A partner is asked
to identify a negative event, the automatic thought they had, and the corresponding
emotions. As the process unfolds, the therapist carefully monitors the couple to detect
their distortions and negative statements. When a distortion is identified, it is reflected
back to the couple so they may begin to examine and process it. The therapist then
asks them to identify the cognitive distortion(s) that fits with the automatic thoughts.
Finally, they can brainstorm possible alternative cognitive responses. The couple is
then instructed to keep a record of events during the week. This information is then
brought in for discussion in the next therapy session.

Dealing with each partner’s individual thoughts is central to working with couples
in therapy (Dattilio, 2006). However, it is also essential to help partners understand
how their respective thinking is connected to their relationship problems. A technique
to help couples focus on the relational impact of their cognitions is to ask them to
consider how their automatic thoughts or distortions affect the way in which they
view and interact with their partner. Therapists may also have couples reflect on their
cognitions in relation to the principles presented in the section on systems thinking.
Specifically, in what ways do their thoughts aftect how they interact with their partner?
Does the other partner share the same or similar cognition or distortion (i.e., symmet-
rical) or do they have one that is complementary? In other words, when a distortion
or irrational thought is found for one partner, the therapist should work on devel-
oping a complete picture of the interconnected pattern (see Figure 14.3). One
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Figure 14.3 Circular Pattern of Cognitive Distortions

partner’s thoughts lead to certain behaviors. In response, these behaviors are associ-
ated with cognitions and related behaviors in the other partner.

Identifying the negative cognitions associated with specific problems in the relation-
ship will provide additional understanding of the couple’s struggle to improve their
relationship. Once the unhelpful cognitions have been made explicit, both partners may
then be asked to work on changing their thinking. The cognitions are either neutralized
or changed in a positive direction by utilizing the techniques described above.

For example, if the problem is constant fighting, the underlying thought might be
that the only way to preserve one’s sense of self is to stay distant, with anger being
used to create the needed distance. Or a wife might complain that her husband
doesn’t tell her he loves her enough. The fact is that he rarely says anything. Her
complaint is legitimate, but the problem is also escalated by her. She begins to think
he does not love her and is rejecting her by not saying something she has told him she
would like. Her behaviors arising from this distortion (alternating between criticism
and demanding his attention) are met with further distancing by her husband.

In this instance, it is important to change her cognition and, in turn, the behavior
within the system. If she changes her thinking, then she might be nicer to him,
treating him in a way that invites his engagement. He also needs to change his
behavior by expressing more love and affection to her. His part of the problem could
be a fear that telling his wife he loves her means he will be engulfed by her. His irra-
tional thought might stem from a family of origin in which his mother was constantly
manipulating the male partner for his approval and love. Once the husband can
change his cognition, his attitude toward his wife will change and he will be freer to
express his feelings.

After clearing up the irrational ideas and cognitive distortions, it may be useful to
obtain the couple’s thoughts and beliefs about the relationship in general. The
following questions can be asked to clarify their thinking.

1 What did you expect of marriage before you got married?

2 What did you expect of marriage just after you were married?
3 What do you expect of marriage now?

197



Approaches and Techniques

In addition, the couple may be asked to complete the following statements about
gender role expectations:

“A good husband ___.”
“A good wife ___.”

Couples may be asked to write out responses to the questions between sessions,
and their answers are then processed in the next session. The couple would be asked
to consider whether their thinking is realistic, productive, and workable. The clinician
should not frame any of these thoughts as true or false or right or wrong. They can be
framed as preferences, likes, or beliefs. This examination will help the partners to
identify their distortions, enabling them to consider necessary changes in their way of
thinking and how these changes might positively impact the relationship. Additionally,
Baucom et al. (2008) suggest the following steps when addressing relationship stan-
dards: clarify existing standards, discuss advantages and disadvantages, help revise
standards into new acceptable ones, problem-solve how new standards will be taken
into account behaviorally, and if standards still differ, discuss with partners how they
can work on accepting those differences.

Couples should be reminded that old thoughts are deeply ingrained and relatively
automatic. It is important to point out how the new thoughts will counter the old
thoughts, but only with continued practice. Slips and regressions are to be expected.
However, by identifying the commonly occurring distortions and irrational thoughts,
the clients become more aware of when this type of thinking starts. Initially, it is useful
to have clients do a daily review of what was discussed in the session in order to be
more alert to the presence of problematic thinking.

Other Techniques

An individual’s cognitions about an intimate relationship are often projections of his
or her own conflicts, which need to be addressed in therapy sessions to help restruc-
ture any negative cognitive distortions. The therapist may utilize Socratic questioning
and related procedures for this purpose. In relation to potentially biased attributions
and expectancies, Socratic questioning can also be utilized to aid clients in ascer-
taining alternative determinants for their partner’s behaviors or other possible unan-
ticipated outcomes to particular situations (Dattilio et al., 1998).

There are several additional techniques which therapists can teach partners. Burns
(1999) identified ten techniques in his book, two of which are particularly applicable
to couples. The first is what he calls the alternative interpretation method. An event
can be interpreted in a number of ways. Negative interpretations are harmful to the
relationship, while positive interpretations are helpful. Couples need to master the art
of positively reframing each other’s behaviors. The reframe should be believable and
consistent with the facts.

For example, a couple may share the belief that intimacy requires sharing all their
time together. When one violates this assumption, a negative judgment is made. A
positive frame would be that separateness and individuality are as much a part of inti-
macy as togetherness. Traits, characteristics, and attributes may all be given a positive
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frame with a little effort. The therapist should model positive reframing and then
encourage the partners to look for new ways of thinking about each other. The more
they stress the positive, the more they feel better about their partner and the
relationship.

In addition to identifying alternative interpretations of events, a second helpful
technique is to examine the evidence for a particular thought. Do the facts point in
only one direction? Are the facts even known? Assumptions by their nature are often
not checked out or verified. The interpretation of an event may be made by one
partner without the other’s input. Partners must learn to identify when they are
making assumptions and then to keep an open mind until these assumptions are
confirmed or disconfirmed. Assumptions may be so entrenched that the partner is
only able to hear the voice in his or her head and not the input from the other person.
When conversations become monologues, such that each keeps saying the same thing
over and over, it is time for the partners to recognize that they are each captives of
their own thinking. They need to turn attention outward in order to find out what the
other person said.

Another technique is that of guided discovery, in which the therapist helps partners
question their thinking and create a new view of their partner or the relationship
(Baucom et al., 2008). This is done by drawing on the aforementioned techniques for
the purpose of assisting the couple to experience the relationship in a different way
without necessarily changing the behaviors. Therapists may begin with Socratic ques-
tioning to invite couples to consider their interpretation of their partner’s actions and
identify alternative interpretations. Beck (1988) proposed the following questions.

e What is the evidence in favor of my interpretation?

e What evidence is there contrary to my interpretation?

e Does it logically follow from my partner’s actions that my partner has the motive
that T assign to him or her?

e Is there an alternative explanation for his or her behavior?

Clients may also be directed to ask their partner for an explanation of their behavior.
Based on the answers to the therapist’s questions and the information from the
partner, partners are then invited to consider new perspectives on each other and the
relationship.

Conclusion

Couple therapy requires attending to the behavior, affect, and cognitions of couples
in treatment. In the literature, emphasis on the cognitive aspect of the couple relation-
ship has been lacking. This chapter stressed the clinical usefulness of learning more
about each partner’s way of thinking and actual thoughts regarding the relationship.
The essential point to remember from this chapter is that thoughts must be consid-
ered from a systemic frame of reference. The question is how the partners’ thoughts
form an interlocking system that leads to or maintains problems in the relationship.
Taken separately out of their relational context, the thoughts may seem acceptable.
Considered together, the couple may be engaging in thoughts that put them at odds
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with each other or place barriers to sharing greater intimacy. Just as with other issues,
processing and changing the thoughts require that the therapist maintain a balance
between partners. It is not a matter of a thought being right or wrong, but, rather, a
question of whether the thinking is productive for their relationship.

This chapter provides a succinct overview of cognitive therapy and focuses on
systemic application to couples. The reader who is interested in an in-depth perspec-
tive on cognitive-behavioral therapy should consult Cognitive—Behavioral Therapy
with Couples and Families (2010) by Frank M. Dattilio.
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TECHNIQUES OF
RELATIONSHIP
CONTRACTING

In addition to utilizing cognitive interventions with couples, therapists will want to
help couples focus specifically on making behavioral changes in their relationship. In
clinical practice, cognitive and behavioral interventions are often paired together
when working with couples (Baucom et al., 2008; Dattilio, 2010). Behavioral therapy,
by definition, focuses specifically on the couple’s behaviors. Jacobsen and Margolin
(1979) produced perhaps the most comprehensive text on behavioral couple therapy
(BCT). BCT is grounded in Thibaut and Kelley’s (1959) social exchange theory. This
theory asserts that satisfaction in a relationship is connected to the ratio of benefits
and costs partners experience in the relationship (Nichols, 2010). The higher the
ratio, the more satisfied partners will be. One of the primary purposes of BCT is to
increase the ratio of positive interactions to negative interactions. Behavioral couple
therapy has been evaluated in many controlled outcome studies with results that have
generally supported its effectiveness (Gordon and Christman, 2008; Jacobson,
Follette, & Pagel, 1986).

There are many different techniques involved in BCT. The two most common
forms of behavioral intervention with couples are communication techniques
(addressed in Chapter 12) and contracting. The purpose of this chapter is to discuss
several techniques of relationship contracting. A contract makes explicit those behav-
iors that are wanted in a relationship. The contract is usually written and identifies the
agreed-upon behaviors of each partner in specific, concrete, and behavioral terms.

The use of contracts can be traced to the development of behavior therapy.
According to L’Abate and McHenry (1983), five factors contributed to the develop-
ment of contracting. First, as behavior therapy increased in use, behaviorists began to
consider ways to use this approach with couples. The result was the development of
behavioral marital therapy with the emergence of several contractual approaches.
Second, some therapists were becoming disillusioned with intrapsychic approaches.
These approaches were not active and directive enough to deal with couple difficul-
ties. Third, as any field develops, it must produce reliable methods and demonstrate
effectiveness. Contracting was a technique that could be scientifically replicated
among clinicians. Fourth, the field of marital therapy needed to demonstrate that it
produced the results claimed. Because contracting is replicable, it can be empirically
evaluated for outcome. Finally, many couples coming for treatment were neither
interested in nor suitable for approaches that were cognitively or affectively oriented.
These couples were primarily interested in changing the behaviors within the
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relationship. The reader interested in a comprehensive overview of behavioral couple
therapy should consult Jacobsen and Margolin (1979).

The basic theory of relationship contracts is that behavioral change leads to affec-
tive and cognitive change in the couple. An underlying assumption of this idea is that
behavior, emotions, and thoughts are interconnected. The primary purpose of a
marital contract is to increase the number of positive exchanges in the relationship,
thus positively impacting partners’ emotional and cognitive experience. By increasing
positive exchanges, the therapist is simultaneously decreasing punishing or coercive
exchanges.

Couples who seek therapy often find themselves stuck in negative cycles of behavior,
with each partner contributing to the destructive pattern and blaming the other for
the problems (see Chapter 4 on systemic conceptualization of problems). Couples
who are trapped in these negative cycles try to get what they want but become frus-
trated when their needs are not met. Partners” mutual attempts to get their needs met
often have the opposite of their intended effect, with each person doing more of what
the other does not want, or retaliating when their needs are frustrated. Such a situa-
tion can create a power struggle in the relationship. Each partner attempts to “win”
as a substitute for having his or her needs met.

Contracting is an ideal solution for obviating power struggles and creating a posi-
tive pattern of exchanges. Contracting shifts partners’ attention away from blaming or
finding who is at fault and invites them to put energy into creating solutions for a
better relationship. Because both partners contribute equally to the contract, they are
creating a system of perceived equity and fairness. The contract or system they create
diffuses the power struggle. With the power struggle being diffused, it is easier to
begin making the positive changes specified in the contract.

The use of a contracting approach is more likely to work under certain conditions.
First, both partners should be fully engaged in the therapeutic process. A contract
cannot be developed by just one spouse. Both must be present and be working toward
the same basic goal—to create a mutually satistying relationship where both partners’
needs are being met. Second, the partners must be relatively compliant, co-operative,
and caring. If the couple is too angry, focused on externalizing or blaming each other,
or locked in a power struggle or impasse, this approach is not indicated. Third, each
spouse must be willing to change his or her own behavior. They must both agree to
try something different. Compromise is an important concept for the couple to
comprehend. Each must know that by giving up something they value, they will gain
other benefits individually and as a couple.

Finally, the couple must be motivated to take control of their own relationship. A
contract does not involve being told what to do, nor is it as mystical as just talking
with a therapist who has charisma or gives them a pep-talk that inspires them to
change. The contract represents the couple’s effort to take control of their own
marriage in a way that appeals to common sense and increases their sense of empower-
ment. Unconscious forces or possible underlying issues are not worked on directly.
The personal commitment to change must be strong, and the therapist needs to rein-
force each partner’s individual commitment and effort to change.

Research confirms that the likelihood of compliance with behaviors increases when
clients are active in the process with their opinions and these opinions are made public
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(such as in a written contract) (Cialdini, 1984, as cited in Otto, Reilly-Harrington,
Kogan, & Winett, 2003). Minimization of the role of the therapist to help complete
the contract is important as well as increasing the clients’ motivation for its success
(Otto et al., 2003).

The effectiveness of the strategies outlined in the contract is not to be underesti-
mated during times of distress in the relationship, as they produce adaptive behavior
when it is most needed (Otto et al., 2003). It can also be helpful to identify the
consequences of disregarding the contract, not as a scare tactic, but as inspiration
for success. At times contingency contracts are developed for clients who are
addicted to drugs and /or alcohol where the consequences are specified as to what will
happen if the person decides to return to using. The purpose of identifying
consequences is to enhance the motivation to resist the temptation to use and avoid
the negative consequences (Otto et al., 2003). This approach may be paralleled with
marital contracts to include a reminder that the couple is better off complying with
the terms established in the contract as opposed to reverting back to their old,
maladaptive behaviors.

General Principles of Contracting

Execute o« Written Document

The term contract refers to a written agreement. A relationship contract should also
be placed in writing. Several reasons may be given clients in order to explain the need
for a written contract. First, all important events in life are documented in writing.
Birth certificates, death certificates, academic records, diplomas, all mark progress or
events. The written word is permanent and has greater psychological import than
the spoken word alone. It could be argued that the written word is more binding than
the spoken word. Second, because the written word is permanent it is not easy to
“forget” the agreement. Verbal statements may be ignored, repressed, confused,
distorted, or otherwise minimized or sidetracked. A written record may be read and
re-read with the same meaning if it is clearly written. (Although written words can
also have their meanings distorted until a mutually agreed upon interpretation of
them is reached.)

Third, the fact that the message is permanent also allows the couple to use it as a
constant reminder of their commitment. The contract may be displayed in some
visible location or read daily as a reminder to help change the old habitual routine. It
can be a landmark for couples to keep their eyes on, particularly during challenging
times, as a lighthouse can be a beacon for a ship that is in the dark or caught in a
stormy sea. Couples are usually asked to read the contract daily for the first few weeks
until it is committed to memory. Fourth, the contract should be carefully worded.
Statements should be short, concise, and behavioral. The answer to the question of
“who does what, when, and how” should be clear for each behavioral exchange.
Finally, the contract should be presented as an evolving document. The couple may
renegotiate or modify items over time. The key point is that the couple has a clear,
practical agreement to provide them with direction, rather than constantly working
toward something that is never clear and explicit.
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Be Equitable and Realistic

The behaviors to be exchanged must be perceived as being fair and equitable. A
contract that is perceived as being one-sided will only serve to generate more resent-
ment and anger. The contract is designed to create equity and justice in the relation-
ship. In order to create this sense of equity, both partners must be willing to make a
contribution. These contributions may sometimes be felt as sacrifices for the greater
good of the relationship. In its simplest form, the contract represents each partner’s
needs for giving and getting. What one partner wants to receive should be what the
other ideally wants to give or, realistically, what the other is willing to give for the sake
of reciprocity and marital satisfaction.

The behaviors to be exchanged must be under conscious control. One should
not ask for that which the other cannot or is unable to give. For example, in one
case a husband demanded his wife have sex with him to meet his requirements
of equity and justice in the marriage. He agreed to give her friendship, which is
what she wanted and he, in turn, expected her to give him sex. However, his wife
was experiencing very low sexual desire, and her ability to simply give him sex was
thus impossible. He had to be educated regarding her present limitations in order
for therapy to proceed on the basis of an exchange other than the one that he
originally wanted.

Be Positive and Accepting

Specific behavioral commitments should be framed in positive language. The contract
should avoid the use of punishment. Punishment involves withholding, taking away,
and coercive acts. In order to formulate a positive emotional environment in the rela-
tionship, the contract needs to be worded as positively as possible, for example, “I
want to give you > “Iwilldo ___ for you,” and “T agree to ___.”

Along with being positive is the important principle of acceptance (Jacobson et al.,
2000). Research that identified the limitations with BCT prompted Jacobson and
Christensen (1996) to revise the approach by adding the principle of acceptance, what
they deemed to be “the missing link in traditional behavior therapy” (p. 11).
Acceptance is not intended to promote resignation to the relationship as it currently
is; rather it can help utilize problems as vehicles to build and enhance closeness or
intimacy during difficult times of change for the couple (Jacobson et al., 2000).
Acceptance also serves to help couples “‘let go’ of the struggle to change each other”
and the notion that differences between partners are intolerable (Jacobsen &
Christensen, 1996, p. 13). Jacobson et al. (2000) propose that the contextual change
that follows successful acceptance work may create an environment which supports
spontaneous relationship changes.

Be Inclusive

Many contracts we have seen specify only one exchange behavior between partners.
These contracts fail to address the complexity of a relationship. A couple may focus on
one particular problem area, but this may not be the only change they desire.
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Additionally, if they fail at their one-item contract, their contract fails. While it is
much easier to develop a one-item contract, it is not advisable.

Developing a thorough and meaningful contract will require several sessions. The
couple should be told the contract is not complete until they have all the items they
believe to be important. By being inclusive rather than narrowly focused, more aspects
of the couple’s relationship come under scrutiny and more substantive change can
occur after implementation. This approach is consistent with the concept of first-
order versus second-order change. In second-order change, the relationship itself
changes, not just superficial elements of the relationship.

Discuss Problems with Implementation

After the contract has been developed and the couple is ready to implement it, the
therapist should take time to discuss things that might prevent them from successfully
executing the contract. The couple is asked to re-read the contract in the session and
to discuss potential obstacles or ways they might fail to live up to their part. The part-
ners are asked to speak only for themselves. The therapist may also add ideas that have
emerged during previous discussions. The most common idea is that of the other
partner not living up to his or her side, which is viewed as making the contract null
and void. One couple we worked with expressed frustration after limited success with
their contract. Both partners essentially told the therapist, “I’m not going to change
if she (or he) is not going to change first.” The therapist responded, “If you both sit
around waiting for the other to change first, there is going to be a lot of sitting and
not much changing.” Each partner needs to make a personal commitment to
contribute 100 percent, irrespective of what the other partner does. The failure of a
partner to fulfill his or her part will be addressed in the session following his or her
failure to live up to the commitment.

Monitor Progress

An important ingredient of contracting that is often underemphasized is that of moni-
toring progress. Monitoring one’s efforts to implement the contract can help couples
bring about the changes they desire in their relationship. However, one interesting
phenomenon that sometimes occurs with couples is that they begin to change, but do
not “see” or recognize the change. In short, a lag may exist between the behavioral
change and the perception of change. This phenomenon is consistent with evidence
that suggests people are often more theory-driven than data-driven when monitoring
events; that is, spouses may have a theory about how and why each one behaves. New
data are often made to fit the theory or are discarded if they are not consistent with
the theory. In one case a wife described her husband as incapable of having feelings.
When he started to discuss his feelings in the couple’s sessions, she dismissed his effort
as an act designed to impress the therapist. Other times partners will minimize the
efforts of the other because they don’t believe the changes will be long lasting, but are
just short-lived or insincere efforts to appease them.

For systematic self-monitoring to occur, each spouse must do a daily review of his
or her effort and progress. The question the partners should ask themselves is, “How
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am I doing?” To answer this question, the items on the contract are used as behavioral
criteria. Each item is reviewed in order to assess whether it was fulfilled, the frequency
with which it was done, and the satisfaction derived from fulfilling the item. This
assessment leads to the development of an ongoing log, which is brought to the
session where the therapist can monitor and reinforce the progress with the couple.

In the previous paragraph, a non behavioral assessment or subjective assessment
was recommended, namely, the satisfaction derived from fulfilling the item. The
contract is seen as providing equity in the relationship and helping the relationship
become more satistying for both partners. As partners put forth effort to respond to
the desires of each other, they should find the relationship more rewarding. However,
these rewards are not the only compensations available. Partners should be asked to
reinforce each other when agreements are fulfilled. When partners notice one of the
agreements being enacted, they need to express their appreciation. Partners may feel
good about their efforts when they are acknowledged and appreciated by the other.
The act of expressing appreciation may be discussed in the session. Once it is clear the
couple are in agreement about this principle, they can discuss different ways and
phrases they use to express appreciation. Discussing the phrasing is important because
partners sometimes feel their spouse is being patronizing. The statements of apprecia-
tion create a positive reinforcement loop in the couple, further reinforcing the utility
of the contract.

General Guidelines

In successful contract making there are some important things to consider. Stewart
(2006) explains that most contracts are stated in terms of outcomes, or changes in
behavior that are wanted, rather than in terms of actions, or behaviors that will meet
the outcomes. He further states that contracts may be outcome or action focused.
However, if a contract is outcome focused it must be backed up with an action
contract because stating a desired outcome will not facilitate change without a
behavior identified to reach that outcome (Stewart, 2000).

Sills (2006, p. 18) outlines some helpful questions that can be asked while creating
and implementing contracts.

What do you want that would enhance your life?

How would you need to change to get what you want?

What would you be willing to do to effect this change?

How would other people know when this change has been made?

How might you sabotage yourself?

How will you prevent this sabotage?

How will you reward yourself on completion and how will you make sure that

N O\ O R N~

you maintain the level of stimulus and attention that you were accustomed to
getting from old behavior?
8  How will you spend your time when you have changed?

Stewart (2006, p. 64) also offers some valuable questions to ask when creating a
contract.
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Is the contract feasible? It is important that the contract be realistic and achievable
(Erford, Eaves, Bryant, & Young, 2010; Stewart, 2006) Each partner must be
able and willing to perform their part of the contract (Weeks & Treat, 2001).

Is it safe? Safety refers to both physical and legal safety of the clients and therapist.
This may also include the social acceptance of the goals of the contract. For
example, it is not socially acceptable in all cultures for women to be assertive in
relationships or the workplace. This may in fact put the woman in a dangerous
place. Stewart (20006) further points out that people maintain homeostatic states
through habitual behavior and defense mechanisms. Taking away these defense
mechanisms may alter the system in such a way as to leave a person vulnerable or
in danger.

Is it stated in positive words? Typically clients will use negative language to state
their goals. For example, clients may say “We want to stop fighting.” This nega-
tive language needs to be turned into positive statements. This can be accom-
plished through asking what they want to do instead of what they do not want to
do. Thus instead of saying “we want to stop fighting” the clients can say “we
want to be kinder to each other” (Stewart, 20006).

Is it sensory-based? Rather than using the idea of the contract being clear, measur-
able, and observable, Stewart (2006) recommends that contracts be stated in
such a way that progress can be noted by one of the five senses: seeing, hearing,
touching, feeling, or smelling. Stewart (2006, p. 67) identifies three reasons for
a contract to be sensory-based. First, sensory-based contracts allow the client and
therapist to mutually and explicitly agree on goals. Second, they allow the client
and therapist to unambiguously know when their work together is complete.
Finally, sensory-based contracts act as a “sensory-rich visualization” of the
completed goal or contract.

Is it finishable? The contract should be designed in a way that it can be completed.
For example, a couple can say “we will be nicer to each other” but this cannot be
finished. Rather the contract should say “we will say ten nice things to each
other.” In addition, Erford et al. (2010) point out that the goal should allow for
successive approximations. Partners do not have to reach completion all at once.
This allows clients to feel success with improvement and gain confidence to work
further on their goals.

Is it placed in a clear context? Stewart (2006, pp. 70-72) offers some valuable
questions to consider when developing a contract that fall under three broad
categories: where, when, and under what conditions will the contract be
completed?

a) Where will the contract be completed?

) Will it be done at home? In public? Everywhere? Etc.?

When will the contract be completed?

Is there a particular date it will be completed by?

How many weeks, months, years, will the contract be in effect for?

How many times will the behavior be done?

g) Who is involved in carrying out the contract? One partner? Both partners?
)
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( Is it a quid pro quo contract? Does someone have to do something first?
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Houmanfar, Maglieri, Roman, & Ward (2008, pp. 55-56) have also offered
guidelines to aid in the implementation of contracts.

1  First, the contract must clearly specify the goals to be met. These goals
must be languaged at a level the couples can understand or the contract will
certainly fail.

2 Second, short-term and long-term goals should be specified. Goals should start
simple to give the clients confidence in obtaining their goals and meeting their
contracts. When a small goal is reached a bigger goal can be implemented.

3 Third, the contract should identify specific target behaviors that are to be
changed. The more specific the easier it will be to follow the contract. These
target behaviors may include undesired behaviors that need to be decreased or
desired behaviors that need to be increased (Erford et al., 2010).

4 A monitoring system should be put in place to track progress in completing
goals. In order to monitor behavior the target behaviors identified must be quan-
tifiable. Monitoring may be done by the couple, therapist, or some other speci-
fied person.

5  Fifth, rewards and consequences should be identified for compliance and
noncompliance with contractual agreements.

6  Finally, the contract should be agreed upon and be signed by both partners.

Techniques of Contracting

Five basic approaches to contracting may be found in the couple therapy literature.
The first two discussed below are derived from behavioral couple therapy; the third
from a combination of therapeutic approaches; and the fourth is embedded within an
integrative cognitive-behavioral approach to couple therapy. We also present a fifth
type of contract that uniquely focuses on the development and implementation of
in-session contracts, which can be adapted to couple therapy.

Quid Pro Quo Contracts

This type of contract is one in which the behavioral exchanges are cross-linked
(O’Leary & Turkewitz, 1978). Quid pro guo literally means “something for some-
thing.” Based on the idea of reciprocity (Dattilio, 2010), a gquid pro quo contract
allows one partner to request that the other partner behave in certain ways with the
understanding that the other partner will also require certain behaviors from them.
Each partner’s behavior is contingent upon the other partner’s behavior. A failure to
carry out part of the contract voids the agreement. In contingency contracting a token
system may also be put in place to ensure there is balance in positive interactions
(Schroeder, 1991). In order for this agreement to work, the behavior offered must be
reinforcing to the other spouse. For example, George wants Mary to stop working at
3:00 p.m. on the dot and then together they will go to do something they both find
enjoyable. Mary wants George to help her for 2 hours or to do 2 hours of chores each
day of the weekend. They agree that if George does 2 hours of work, Mary will stop
at 3:00 p.m. and they will do something enjoyable.
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There are several significant problems that may arise with quid pro quo contracts.
First, there is the question of who goes first. If this is not clear, some couples will
remain stuck, with each partner waiting for the other to begin. This issue should be
settled in the session. It is also important to define a behavioral cycle, that is, when the
behaviors are expected to occur and the period of time in which the two behaviors are
linked. Within that cycle one partner may have the first turn. It may be that partners
can alternate turns or that no one needs to be specified as going first. If one person
does not meet the terms of the agreement, the other is under no obligation within the
specified behavioral cycle.

When such a failure occurs, the couple should not respond to the event with anger,
but with disappointment. One partner may note his or her disappointment. In
contracting, if anger occurs the partners are advised to acknowledge it, but then to
ignore it until the next session. Otherwise, the couple will likely get trapped once
again in their cycle of blaming and counter-blaming. In the session the anger may be
explored as a block to prevent change, as a hidden agenda, and so on (see Chapter 13
on conflict resolution). The fact that a behavioral cycle for the contract has been
defined allows the partners an opportunity to try to fulfill the agreement during the
next cycle. If the cycle is day-by-day, then a new cycle and new opportunity would be
available each day. Having short behavioral cycles enhances the chances for successful
interaction during the week. Thus, the couple should be encouraged to think of daily
exchanges.

Good Faith Contracts

Weiss, Hops, and Patterson (1973) introduced this type of contract. Unlike the guid
pro quo contract, this technique does not make the agreed-upon behaviors contingent
upon the other partner’s behaviors. These types of contracts, sometimes called parallel
contracts (Erford et al., 2010), are characterized by behavioral exchanges indepen-
dent of another’s behavior. Each partner makes a commitment in good faith to carry
out particular behaviors which the other partner has identified as desirable. The
behavior of one partner will be carried out whether or not the other partner carries
out their end of the agreement. If the discussed behavior is given, the person receives
a reward that is independent of the other partner’s behavior. Each partner’s indepen-
dent behavior is reinforced independently (Nichols, 2012). For example, if'a husband
wants his wife to go biking with him on Saturday and his wife goes with him, she
chooses a reward she would like, such as going out one evening during the week with
her friends. Good faith contracts are easy to formulate when the number of behaviors
is small. However, as the contract grows, the number of reinforcements becomes
more and more difficult to find.

A variation of the good faith contract is to ask the partners to help each other
without any extrinsic reward. The reward would be the intrinsic satisfaction experi-
enced from the improved and happier relationship. We employ this technique
frequently because it is simple and agreeable to most couples. When using this tech-
nique it is very useful to have the partners verbally reward each other with recognition
and appreciation, as was pointed out earlier. Ideally, couples will move in the direction
of intrinsic satisfaction regardless of the type of contract that is employed.
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Covenant Contracts

This method of contracting was developed by Clifford Sager (1976). It is different
from behavioral contracts because of its much broader form. Emotions as well as
behaviors are included in this contract. To use Sager’s approach it is necessary to
understand two components of his theory.

Sager (1976) stated that all couples have an implicit and explicit interactional
contract which determines the behavior of each spouse within the relationship. The
individual contracts may be conscious and verbalized, conscious and nonverbalized, or
unconscious and nonverbalized. It is clear from this theory that much of what deter-
mines the behavior within a relationship is not known to the partners. The contract is
implicit and unconscious. One of the purposes of covenant contracting is to make
those nonverbalized and unconscious expectations known to oneself and one’s partner.

As the couple becomes clearer about their unconscious contract, they may find
three types of situations. Their contracts may be congruent. A congruent contract is
based on healthy needs and emphasizes a trading-off of needs, wants, and desires. A
second possibility is the complementary contract. In this case the partners use the traits
of the other to complete some missing part in self. For example, a shy person might
use the extroversion of her or his mate to compensate for his or her deficiency. A third
possibility is the conflictual contract. This contract makes effective and rewarding
interactions impossible. Unfortunately, much of this conflicted material is uncon-
scious and gradually emerges in the relationship. A couple might marry knowing some
problems exist, but not the full extent of the problems.

The covenant contract involves making the implicit and unspoken expectations
explicit. For example, a woman who feels her husband will leave her when he becomes
angry because of her history of having partners who had actually done so might need
her husband to reassure her or affirm his commitment during or after a fight.
Assessment and treatment are viewed as inseparable dialectic processes. The process of
making the expectations explicit is diagnostic and also therapeutic in that the expecta-
tions may be changed or renegotiated.

In doing this type of contract each partner is asked to address four sets of issues:
self, marriage, spouse, and children. For each issue, a want list is constructed. In addi-
tion to these four sets of issues, Sager (1976) has developed lists of questions that help
to stimulate thinking about different aspects of the marriage. These questions are
given to the couple early in the process so the partners may have time to consider their
answers. Following each partner’s reading of his or her list, the therapist helps the
couple determine what is realistic and what can be negotiated. The process of doing
the covenant contract may be fairly specific in format. Once the expectations are
explicit, the therapist may choose to proceed in a less structured way.

Of the three types of contracts described, covenant contracting is the most complex
and time consuming. The therapist assumes there are unconscious expectations. Time
is needed to help the partners become aware that such expectations exist. Giving them
the questions to consider helps to raise these expectations into awareness. Educating
the partners that such expectations exist and giving them the questions to consider
helps raise their awareness. The process of therapy itself promotes self-awareness,
allowing for the emergence of unconscious expectations.
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However, not all of these expectations will become apparent to the partners. As the
therapist gets to know how the couple relates, especially in conflictual situations, these
expectations can be inferred by the therapist. Once an inference is made, the therapist
may suggest to the couple that such an expectation exists. Additional inferences can
be drawn from genogram information. Patterns, messages, and other key family-of-
origin experiences tend to create specific expectations.

In one case a wife complained that she wanted her husband to be able to listen to
and understand her, yet she said he had never been able to do so. The fact was that
when he did understand her, it either did not register or did not count because she
said it was about something trivial. Her behavior suggested she expected her husband
would never have the qualities needed to listen to her. In her family of origin she felt
the same way, that is, no one cared enough about her to listen. In spite of the fact that
this woman said she wanted understanding, she was the one who could not allow it to
occur, and she was unconsciously sabotaging herself. When confronted about this
pattern, she denied that such a thing was possible.

The problem for the therapist is that when some of these expectations are
discovered, it can be difficult to get the client to accept them. Such a client would
need gentle, yet persistent confrontation over time. This task is best accomplished
through enactments in the office. In the case above, the therapist would (a) ask the
wife to state what she needed, (b) teach and encourage her husband to respond,
and (c) note her reaction. When she begins to discount his ability or sincerity, she
should be confronted. Video playback in the session might be useful also to help
her see the way she refuses to acknowledge her husband’s attempts to communicate
with her.

Behavioval Exchange

Jacobson and Christensen (1996) published a text entitled Inzegrative Couple Therapy:
Promoting Acceptance and Change. This book stressed the concepts of helping the
couple to accept what was unlikely to change and to work from an integrative perspec-
tive, and included a behavioral exchange intervention as an adjunct to their integrative
approach. Behavioral exchange is an intervention that focuses on the interactions of a
couple in terms of cost to benefit ratio with positive and negative features (Clark-
Stager, 1999). The techniques of behavioral exchange theory aim to increase the
positive to negative ratio of partners’ behavior, which will in turn enhance the marital
satisfaction, allowing the couples to start experiencing greater benefits in their rela-
tionship (Clark-Stager, 1999).

In spite of the positive reinforcement that couples typically experience early in their
relationship, as the couple moves forward the rate of positive behavioral exchange begins
to erode. Jacobson and Christensen (1996) suggested that “reinforcement erosion” is a
natural rather than pathological phenomenon in all couples. The purpose of the behav-
ioral exchange contract is to help increase the rate of positive interactions. Jacobson and
Christensen (1996) offer an example of how behavioral exchange would look.

The first step consists of asking each partner to generate a list of items that would
generate greater marital satisfaction if she or he did them. Each partner is to generate
this list independently without any input from the other. Jacobson and Christensen

211



Approaches and Techniques

summarized the assignment by saying, “Ask not what your partner can do for you; ask
what you can do for your partner” (p. 156).

The second step involves the therapist going over each list with each partner. The
therapist wants to ensure the list is comprehensive and that the partner can actually do
what appears on the list. As is true in all behavioral approaches, partners sometimes
make comments that are not behavioral and need to be operationalized. The therapist
insists that the partner who is listening to this discussion remain absolutely silent,
including nonverbal comments. At the conclusion of this session, the therapist asks
each partner to pick one or two items to focus on during the next week, either
increasing or decreasing a behavior. The person who provides the behavior is to
monitor the effect it has on the relationship in order to see whether it increases satis-
faction. Additionally, neither partner is to tell the other which items from the list were
chosen to be worked on that week.

The third step involves evaluating how well the intervention worked with the task
discussed from an interactional perspective. The therapist asks which items were
chosen, which ones the recipient noticed, and which ones contributed to increased
marital satisfaction. For the first time, the recipient is asked to comment or give input
about the items. Further, the recipient is allowed to comment on all the behaviors on
the list in terms of how important they are to them. This commentary gives the
provider a better idea of what will help the most. The therapist also asks about the
“costs” to the provider for each item. If an item costs too much to give, it is likely to
become aversive and stop. The therapist encourages the provider to give only those
behaviors which they enjoy giving.

The authors believe that if behavioral exchange is to work, it must involve the
couple’s compliance. In order to facilitate compliance, they state each partner must
believe they are choosing what they want to give and choosing to give freely.
Otherwise, they would feel they were being coerced into giving some behavior, and
the result would be noncompliance.

Process Contracts

A final type of contract is a process contract (Lee, 2006). Process contracts are made
and carried out “moment-by-moment during the counseling or psychotherapy
session” (Lee, 20006, p. 74). These types of contracts are developed by asking the
client at each point in therapy what they want. By finding out what clients want, the
therapist can find a way to fulfill the contract within the therapy session (Lee, 20006).
Through the therapist’s keen observation of the clients’ thinking, feelings, and behav-
iors and noting each change in process, the therapist and the client can move on in the
session to the next process contract.

Conclusion

The techniques of contracting described in this chapter represent varying types of
behavioral approach. There exists ample evidence to suggest that changing behavior
eventually leads to changes in affect and cognition. The therapist’s choice is whether
to focus on behavior, cognition, or affect from the outset. A behavioral approach
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utilizing a contract is useful with concrete, less verbal, and less psychologically sophis-
ticated couples. There also must be sufficient motivation to change. In addition, the
therapist should offer ample praise to help facilitate the changes and to stand as an
all-important model for the couple. When the partners see the therapist being positive
and offering praise, they may begin to internalize that behavior as part of their own.
Approaching one another positively further invites change from the other, which in
turn creates even more positive behavior exchanges.
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16
WORKING WITH EMOTIONS

Emotions are a core aspect of any committed relationship, and therapists must know
how to manage and utilize emotions in their work with couples. In individual psycho-
therapy, there are approaches to treatment devoted solely to affect or emotion. Gestalt
therapy, for example, has been a major force in psychotherapy and deals extensively
with emotional awareness and expression. However, when we wrote the first edition
of this book (Weeks & Treat, 1992), there was very little attention paid by marital
therapists to the role of feelings in therapy. Of all the major approaches to systems/
marital therapy prior to 1981, not one gave serious attention to the role of feelings
(Gurman & Kniskern, 1981b), despite the fact that marriage is fundamentally an
emotional attachment. In fact, in some major approaches such as paradoxical, stra-
tegic, and behavioral, feelings are viewed as a hindrance to effective therapeutic work.
Proponents of these approaches often speak of the need to avoid dealing with feelings
because they are seen as a distraction.

However, similar to the increased focus on cognition in couple therapy, much
more attention has been given during the last two decades to working with emotions
in couple therapy. Greenberg and Safran (1987) identify three specific reasons for
addressing emotion in psychotherapy: processing information in an experiential
manner produces productive client involvement in some forms of therapy; emotional
arousal and expression are related to change in specific circumstances; and anxiety can
be reduced by maintaining a high level of emotional arousal in specific circumstances.
In fact, Johnson and Greenman (20006) call emotions “the principal organizers of
behavior,” and highlight the importance of attending to emotions when working
within the context of couple therapy because “emotional signals are the music of the
dance between partners” (p. 599). Greenberg and Goldman (2008) suggest that the
ability of couples to access core maladaptive emotion schemes, learning how to self-
soothe, dealing with pains from unmet needs of the past, and regulating and trans-
forming deep emotions are essential to the therapeutic change process and the
maintenance of that change.

Facilitating positive feelings in therapy is a crucial step. Helping couples move past
their negative or unpleasant feelings is often needed to get to the positives. As recent
studies reveal, increasing positive emotions often leads to improvement in physical
and mental functioning to the extent that they predict lower risks of mortality (Xu &
Roberts, 2010). Fredrickson’s (2001 ) Broaden-and-Build theory depicts how people’s
psychological resilience to effectively cope with negative experiences has much to do
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with positive emotion. According to this theory, positive emotions broaden our
“thought-action repertoire,” expanding the range of cognitions and behaviors that
“build an individual’s physical, intellectual, and social resources” (Tugade &
Fredrickson, 2004, p. 321). Thus, positive emotions such as joy and satisfaction
broaden and build up the resources we use to deal with conflict, and promote health
and longevity.

In many cultures throughout the world, couples enter relationships on a voluntary
basis and form the relationship on the basis of one overtly stated feeling—/ove. Close
relationships such as marriage frequently evoke the strongest emotions an individual
ever experiences. Joy, happiness, comfort, love, and satisfaction may be deeply felt.
Rage, anger, fear, and hatred may also be felt in shocking intensity. Close relation-
ships can also distort perceptions and feelings. During the idealization stage of court-
ship, partners may be “intoxicated” with feelings of love to the point of overlooking
other feelings they have toward the partner and significant problems that might deter
commitment or marriage. In an effort to sustain a close relationship, other feelings
might be ignored, denied, suppressed, or repressed. For example, a partner who fears
anger might suppress it in order to avoid harming or losing the other partner.

The role emotions play in a relationship is obviously complex and not predictable
until the partners are understood. The nature of emotions themselves is not clear.
Several theories are available to define and explain them and were reviewed by
Greenberg and Johnson (1986) in an article on the use of affect in marital therapy.
In 1994, Johnson and Greenberg identified eight reasons why emotion is relevant in
intimate relationships.

1  Emotional experience and expression is the primary building block of adult inti-
mate relationships.

2 Emotions, such as love, are adaptive in human functioning.

Emotion is a primary signaling system.

Emotion primes and organizes people for action in general, and for interpersonal

responses in particular.

Emotions play a powerful role in structuring interactional positions.

Experienced emotion provides access to needs and desires.

Emotions organize perceptions of self and other.

Emotion links self and system.

o
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Greenberg and Goldman (2008) also proposed that relationships are primary regu-
lators of affect, as they can help people feel secure, calm, and happy. They also believe
that emotions are signals of fundamental human needs related to self-esteem, identity
validation, and attachment. In committed relationships, positive emotions can serve
to enhance the motivation of one partner to meet the needs and desires of the other.
Therefore, partners are linked and motivated by the positive effects each receives,
which promotes the continuance of the relationship. Thus, emotions and relation-
ships are connected in a circular fashion, as people’s emotions regulate the process of
coupling which in turn regulates emotions (Greenberg & Goldman, 2008). They
assert that relationship satisfaction depends on the patterns of emotion or affect devel-
oped in the relationship. Therapy is sought when these patterns become distressing to
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the couple, with the primary problem being related to the regulation, communica-
tion, and patterning of emotions (Greenberg & Goldman, 2008).

The purpose of this chapter is to discuss some of the models and techniques that
help facilitate the use of emotions with couples in treatment. We will begin by
presenting a brief overview of emotion focused therapy (EFT'), an approach to couple
therapy developed by Greenberg and Johnson (1988) with a deliberate emphasis
on emotions. A complete review of Johnson and Greenberg’s work is beyond the
scope of this chapter (interested readers are referred to Greenberg & Goldman, 2008;
Greenberg & Johnson, 2010; Johnson, 2004). However, we will review some of
the fundamental principles and findings. The remainder of the chapter will present
practical interventions and techniques to use with couples.

Emotion-Focused Therapy

Emotion-focused therapy (EFT) is a couple therapy approach developed by Leslie
Greenberg and Susan Johnson (1988, 2010) and further refined by Johnson (2004 ) and
Greenberg and Goldman (2008). It is a systemic approach with theoretical ties to attach-
ment theory (Bowlby, 1988) that emphasizes both the emotional experiences of couples
as well as their patterns of interaction. Attachment theory holds that “the primary moti-
vation of human beings is seeking and maintaining contact. Connection, the primary
need, is maintained through a ‘safe haven’ to rest in and a ‘secure base’ (Bowlby, 1969),
from which to move out into the world” (Verseveldt, 2006, p. 217). A therapist using
this approach seeks to identify the couple’s patterns of conflict, or “dance,” and help the
couple broaden their emotional experience and develop new ways of interacting. Johnson
(2007) proclaimed, “If emotions are the music of the dance between couples, to change
the music is the most direct, powerful, and often only route to change” (p. 10). The
ultimate goal of EFT is to help couples have a corrective emotional experience
(Greenberg, 2010) such that they create new patterns of interaction and emotional
connection. EFT therapists facilitate emotionally connecting experiences by helping
couples express their feelings in terms of attachment needs and primary emotions.

Since their original publication on EFT in 1998, Johnson and Greenberg have
each published therapy books or manuals on the practice of EFT. Johnson’s model
uses nine steps in three stages (Johnson, 1996, 2000, 2004).

1 Cycle de-escalation: identification and de-escalation of the negative cycle that
maintains attachment insecurity.

2 Restructuring the interactional positions: helping both partners to shift their
interactional positions to facilitate secure attachment.

3 Consolidation and integration: the treatment process is summarized in a manner
that empowers the couple and consolidates the new responses that structure a
more secure bond.

Treatment involves the identification and tracking of cycles of interaction with each
partner’s underlying emotional experience identified for each step of the cycle.
Problems are reframed by the therapist in terms of attachment needs and circular
(rather than linear) processes, with the partners learning to accept both his or her

216



Working with Emotions

response as well as the partner’s response. Through time, new requests and solutions
are generated for the presenting problems. The old cycles are disrupted with more
adaptive cycles developed (Greenberg & Johnson, 1988; Johnson, 1996). Greenberg
and Goldman (2008) present a model of EFT with a framework of five stages and
fourteen steps. This model includes a more in-depth focus on the individual emotional
process and self-change within the overall interactional changes. The five stages are:
validation and alliance forming, negative cycle de-escalation, accessing underlying
feelings, restructuring the negative interaction, and consolidation and integration
(Greenberg & Goldman, 2008).

Fundamental Principles

Although there have been various adaptations of EFT, there are some basic principles
that are at the heart of emotion-focused approaches. The first principle is awareness of
emotion. Clients must first become aware of their emotions and learn to tolerate them
before working on transforming maladaptive emotions (Greenberg & Pascual-Leone,
2006). Due to the human tendency to avoid negative emotional experiences, emotions
may become repressed and distorted in ways that result in counterproductive, some-
times destructive, behaviors. In order to lead people toward emotional awareness, it is
necessary to help clients accept emotions. Attending to and accepting one’s emotions
has positive implications for one’s perception of well-being and also improves the way
in which one interacts with others.

The second principle is that of learning to regulate emotion. Partners can learn to
express their emotions in terms of attachment needs and primary emotions (e.g.,
loneliness, fear, or rejection), rather than secondary emotions (e.g., anger, defensive-
ness, or frustration). In the context of couple therapy, regulation of emotion can be
an interpersonal task in which both partners become more aware of each other’s
emotion and more attuned to each other’s affect (Greenberg, 2006; Greenberg &
Pascual-Leone, 2006).

The third principle involves reflecting on emotion.This involves each partner
learning to reflect on both their own and their partner’s emotional experience.
Partners are taught how to increase their ability to express how they feel to each other
and to reflect back understanding of the other’s emotional experience. When partners
are capable of actively reflecting on emotions and are able to construct meaning out
of them, they are more likely to communicate in an effective way with another by
providing a clearly constructed story of their experiences. Furthermore, if partners are
able to hear and understand how the other is feeling, they are more likely to respond
with empathy, support, or compassion.

The final principle is called transforming emotions. Transforming emotion involves
replacing maladaptive emotions with more adaptive emotions. In other words,
focusing on emotions, rather than thoughts, helps transform emotions (Greenberg,
2006; Greenberg & Pascual-Leone, 2006). Fredrickson (2001) essentially denotes
that people may utilize positive emotions to more effectively regulate and cope with
the negative experiences. The maladaptive emotion of bitterness, for example, can be
transformed into the more adaptive feeling of acceptance by means of encountering
the deeper emotions of pain or loss.
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These principles can all be applied to couples, and in fact, have been for a number
of years without the benefit of a formal theory. Interestingly, one iteration of this
approach to therapy demonstrates some of the historical underpinnings which have a
long tradition in psychotherapy. Process-experiential/emotion-focused therapy
(PE-EFT) is an approach that integrates person-centered, Gestalt, and existential
therapies, governed by five essential principles: neo-humanistic values, process-
experiential emotion theory, person-centered but process-guiding relational stance,
therapist exploratory response style, and marker-guided task strategy. This approach
is dialectical in nature as it ties together many aspects of the therapeutic process to
form a comprehensible, growth-oriented model that allows for a new sense of produc-
tive change (Elliot & Greenberg, 2007).

Expectations and Feelings

In Chapter 14 on cognitive techniques, the relationship between cognition and
emotion was described. From a cognitive perspective, emotions arise from one’s
cognitions. In a close relationship, a number of strong and stable expectations
come into play. When these expectations are met, partners feel satisfied, happy,
fulfilled, gratified, contented, respected, cared for, and loved. On the other hand,
when expectations are not met or are in conflict, other less pleasant emotions
emerge. These feelings are an indication that expectations and experience are not
meshing. The therapist may wish to focus on a particular emotion to understand
what is being felt and to validate the feeling and then move on to uncover the expecta-
tion on which it is based. In some cases, the expectation is unknown to the
partner. The only indication of its existence is its emotional effect. The feeling is
much like the devastation resulting from a storm. One cannot see the wind, only its
effects. Giving the feeling reality serves to give heretofore unknown expectations
authenticity.

The therapist’s use of empathic listening during the process of discovery not
only can help the client become more aware of feelings but also provides a corrective
emotional experience for the client. Often, clients who have learned to repress
their emotions have experienced deprivation of appropriate emotional attunement
carly in their lives. In addition to these clients repressing negative emotions, the
therapist also must be aware that a client may have difficulty accepting or dealing
with “positive” emotional experiences. Corrective emotional experiences often are
experienced as incongruent with previous relationship experiences. Most clients
look to the therapist for re-education and reframing of their emotional experience.
This requires the therapist to move comfortably between cognitive and affective
dimensions of emotion.

Partners can create greater emotional closeness as they express deeper primary
emotions in a safe, accepting environment. Greenberg and Goldman (2008) suggest
that therapists need to facilitate the process of disclosing underlying vulnerabilities,
owning vulnerabilities, taking self-focus, and soothing self and other. They also
suggest it is important to facilitate the experience and expression of compassion, the
acceptance of difference, and encourage the appreciation and expression of positive
feelings toward the other (Greenberg & Goldman, 2008).
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Promoting Awareness and Expression of Feelings

Unfortunately, some marital therapists have dealt with the issues of feelings in an
oversimplified way. The therapist has simply asked, “How do you feel?” The client
responds, and then the issue is dropped until the therapist asks the question again.
Apparently, the therapist believes that ventilation of the feeling alone is enough. Some
people are more emotionally repressed than others, and these people need more help
and support to become aware of their feelings. Gordon (1993) identified three levels
of emotional awareness: Level one: “T am aware of my feelings, and I can share them
with you”; Level two: “I am aware of my feelings, but I choose not to share them with
you”; and Level three: “I am not aware of my feelings, so I cannot share them with
you.” In each case the emotions have an impact on interpersonal behavior, regardless
of the level of awareness.

Working with feelings always involves two steps. The first is to help the person to
be aware of the feeling, and the second is to help the person express the feeling. One
of our colleagues, Larry Hof (Hof & Miller, 1981), developed a communications
exercise for couples to help with both of these aspects. He calls this exercise “My
World of Feelings”! (Table 16.1).

The purpose of the exercise is to help clients become more aware of the whole range of
their feelings, to begin to express them appropriately, and to accept these feelings in them-
selves and in others. This exercise is used with couples who are having some trouble
getting in touch with their feelings and are not at the extremes of being suppressed or

Table 16.1 The “My World of Feelings” Exercise

15 minutes Personal Reading: “The World of Feelings.”

15 minutes Individuals complete statements on “My World of Feelings” form.

1
2

20 minutes 3. Couple sits facing each other, knees touching, and decides who will start.
4

The person starting says, “In our marriage, when we relate together, I
am happiest when . . .” Having completed the statement, the person
maintains eye contact as much as possible.

5. Partner is to listen attentively to the feelings being expressed, and to
accept them. The only comment acceptable is a question for clarification
of what the person means. Statements are not to be discussed nor
disagreed with. Hear them, accept them, and receive them as a gift of
the one person to the other.

6. After the first person has shared her/his response to item number 1, the
partner then shares her/his response to the same item.

7. Repeat the process until all the items have been completed.

10 minutes 8. Talk together with your partner about what you experienced, thought,
and felt as you went through this experience. Discuss the value of this
experience for you and for your relationship.

Source: Hof & Miller, 1981.
All efforts were made to track the copyright holder.
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angry. The exercise is described below. The first part consists of instructions for the
partners followed by a couples exercise. This exercise was designed to be done at
home in roughly one hour.

Personal Reading: The World of Feelings

The world of feelings is the world of affection and sentiment, the world of emotion
and passion. It is the world of happiness and sadness, of joy and anger, of excitement
and boredom. My feelings are my spontaneous emotional responses to the events that
occur in the world around me, the emotional responses associated with, and triggered
by, my fulfilled or unfulfilled expectations, and my interpretations of events and
behaviors. My feelings are expressed in and through my body; I may speak faster and
louder when I am excited, and slower and softer when I am sad; my body may shake
when I laugh, and my eyes may fill with tears when I am in pain. Even when I am not
consciously aware of my feelings, my body is frequently giving off clues that I am
feeling something, clues that other people may sense.

During any given day, I will feel a variety of feelings. The list could be expanded
almost endlessly, with subtle variations and differing degrees of each feeling being
present at different times. I can feel several feelings at once, and those feelings can
conflict with each other.

My feelings arve a very real and valuable part of me. They arve just as important
as my thoughts, my senses, and my behaviors. They can help me to deepen my
understanding of life and the impact of people and events upon me. My joy helps
me to celebrate and to identify things and people I like. My boredom gives me
clues that 1 would rather be doing something else. My fears help me to protect
myself. Without my feelings, I would live a greatly impoverished life.

Yet, for some reason, many of us have been taught to disregard our feelings—all of
them, or a select few “bad” feelings. Some people have been taught to be “rational.”
Some have been taught to deny or avoid anger, pain, pride, or sexual feelings. Perhaps,
cach of us has a little list that we keep inside of “acceptable” and “unacceptable”
feelings. Others feel them internally, but we don’t permit ourselves to express them

Table 16.2 Feeling Words

Happiness Confusion Relief Satisfaction
Sadness Loneliness Hope Boredom

Joy Apathy Fear Love

Pain Anger Confidence Suspense
Suspicion Remorse Silliness Contentment
Pride Irritation Peacefulness Tiredness
Hopelessness Anticipation Reverence Surprise
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without words or actions. For example, we want to avoid conflict, so we don’t express
our anger. We don’t want to be “soft,” so we withhold our warmth. We don’t want
to appear “weak,” so we don’t disclose our fears.

If my feelings are to serve me and help me make sense of life, I must be aware of
them and their beights and depths, and be able to express them appropriately in
words and actions. If I deny or avoid them, I lose the ability to control them and
they can gain control of me. Then, they may emerge when I don’t want them to,
perbaps inappropriately. Or, they may litevally “eat a hole in my stomach” or
“give me a pounding headache.” In some way, 1 pay a great price when I refuse
to let my feelings have an appropriate and natural place in my life.

When I accept the fact that it is normal to feel o whole range of feelings, I am
freed from justifying my feelings or apologizing for them. I simply recognize
that, “I am human; thevefore, I feel. You arve human; therefore, you feel, too.”
As 1 accept that fuct, and increase my awareness of my feelings, I can express
them in many ways. The choice of how I will express them is mine to make. I can
change old ways of expressing them. The more I practice, the more I will become
used to expressing my feelings.

In a marital relationship, the ability of two individuals to be aware of the whole

range of feelings, to express them appropriately, and to accept them in themselves and
in each other can pave the way for increased self-awareness and for stronger bonds of
trust and deeper intimacy. It may make each partner more vulnerable, too. But,
perhaps the potential for self-awareness and growth, and for increased trust and inti-
macy, is worth the risk!

Statement Completion: My World of Feelings Exevcise

Please complete the following statements.

—
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In our marriage, when we relate together, I am happiest when . . .
In our marriage, when we relate together, I am saddest when . . .
In our marriage, when we relate together, I am angriest when . . .
The best thing about our marriage is . . .

I feel most afraid when . . .

I feel loved when you . . .

My greatest concern/fear for our marriage is . . .

What I like most about myselfis . . .

What I dislike most about myself'is . . .

What I like most about you is . . .

My greatest concern/fear for youis . . .

The feelings that I have the most difficulty sharing with you are . . .
The feelings that I can share most easily with you are . . .

Right now I feel . . . towards you.

Right now I feel . . . towards myself.

I feel . . . sharing these feelings with you.
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Getting in Touch

As we indicated earlier, some partners are more emotionally repressed than others.
For those partners, more work is needed. One intervention is to ask clients to define
a feeling and to keep a feeling diary. Partners are first asked to define a feeling because
they often confuse thoughts, judgments, and feelings. L’Abate presents an exercise in
Programmed Writing (1992) that helps identify and define feelings and emotions and
their importance. Clients must learn how to differentiate these by questioning them-
selves and by getting assistance from the therapist and, in many cases, from their
partner. The type of confusion one commonly comes across is exemplified by the
client who says, “I feel good (bad, okay, etc.).” Or a client may say, “I feel like I
cannot do this.” Just because the word “feel” is used in the sentence does not mean a
feeling is being described. These examples involve value statements, thoughts, or
judgments. The partner could have said, “I feel happy (unhappy, contented, afraid,
etc.). > These terms represent feelings.

The therapist and client review the daily diary in their weekly session. The partners
are asked to note their feelings and the triggers for those feelings. Furthermore, they
are asked to let the feelings “register” by staying with them for a few minutes. For
some people, feelings are fleeting. As a consequence, the feeling is not registered or
discussed later with one’s partner.

As they become more in touch with their feelings, clients move on to the second
half of this exercise, which involves the partner choosing one or two feelings to share
with the other person. With couples who have a difficult time identifying emotions,
we give them a handout with a long list of possible feelings and variations of these
feelings and have them circle the ones they experienced during the day. Couples
should set aside uninterrupted time in the evening for this activity. After one partner
shares their feeling, the other partner should reflect back the feeling and discuss it
with the partner who shared it. Couples can be asked to do this daily and then discuss
with the therapist how they did with the activity.

These exercises are simple homework for the couple that needs straightforward
emotional assistance. As easy as these exercises may seem, they can be difficult for the
couple who have not been expressing feelings. The therapist should spend as much
time in the sessions as needed to help them master this awareness and skill before
assigning it as homework.

Filtering Emotions

One of the most common problems in couples is that they filter all their emotions
through one emotional channel—the most usual of which is anger. In other words, all
the emotions experienced are either experienced and /or expressed as anger. A partner
may experience guilt, fear, hurt, depression, insecurity, and so on, yet express any one
of these emotions as anger. Anger becomes a defense to protect the partner from
having to deal with an emotion she or he is ill-equipped to handle.

When the therapist observes one emotion being used to cover up others, it is time
to explore the other underlying feelings, or primary emotions (Johnson, 2004). It is
usually not difficult to identify what those feelings are likely to be. Continued
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explorations, with the client beginning to attend to and express the underlying feeling,
are helpful.

The problem, of course, with revealing and expressing the underlying feeling is
what the partner believes will happen if she or he does so. Once the unexpressed feel-
ings have been identified, the partners may be asked what makes their expression so
difficult. They may believe the other partner will not hear them or will use the feelings
against them. This belief can be processed objectively by the therapist, checked out
with the partner, and then an enactment can take place in the session in which the
couple deals with the feelings while being coached by the therapist (see Chapter 12
for a description of therapist-facilitated enactments).

Genograms and Feelings

Helping clients access and express their emotions can be difficult, particularly when
a partner believes certain feelings should not be felt or expressed. In such cases, a
feelings genogram may help to uncover the reason. The purpose of a feelings geno-
gram is to trace the emotional history of the individual and the family system to help
the client become more aware of patterns of emotional expression in the family in
terms of both pleasure and pain so that effective and satisfying emotional experiences
can take place in the present. The first school of emotional learning comes with family
life. This emotional schooling is provided by the role model parents present to their
children for not only how they handle their feelings with the children, but also the
feelings shared by the husband and wife. The parents may be gifted emotional teachers
or atrocious examples (Goleman, 1995). Emotional expressiveness in both nonverbal
and verbal patterns appears to be socially shared within families (Berry & Pennebaker,
1993). To help promote therapeutic change, it is important to have a deeper under-
standing of the emotional connections in couples and families and how these connec-
tions can become disrupted (Greenberg & Marques, 1998).

Attitudes and decisions about expressing feelings usually are learned during child-
hood and adolescence. Feelings genograms can help uncover the reasons for these
attitudes and beliefs. Questions about how feelings were handled in the family, which
feelings were acceptable or not acceptable, and how different feelings were expressed
clucidate the historical basis of these attitudes. Partners can then begin to see how
certain feelings were blocked, forbidden, encouraged, or supported. Attitudes that
may have been functional and useful in growing up may not be functional in some-
one’s life today.

New research derived from EFT also supports the use of the feelings genograms in
exploring the intergenerational transmission of emotions. Kim, Pears, Capaldi, and
Owen (2009) are probably some of the first to examine the role of emotion dysregula-
tion in the intergenerational transmission of relationship conflict through a longitu-
dinal study of men and their mothers and fathers. They chose emotion dysregulation
as a focus of their research due to previous evidence pertaining to the negative impacts
on children of conflict within the parental subsystem. These interactions were said to
result in “maladaptive interpersonal repertoires that generalize to other relationships
outside the family of origin” (Kim et al., 2009, p. 585). The idea is that those who
lack regulatory skills in childhood and adolescence, skills which are primarily shaped
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by caregivers, will consequently experience difficulty coping with distress in inter-
personal relationships later in life, especially in marital relationships. These ideas are
concurrent with the processes of social learning; however, this study was aimed at
discovering the developmental origin of relationship conflict across generations, high-
lighting the transmission of parents’ emotional dysregulation (Kim et al., 2009). The
findings of this study supported the hypothesis that parents’ and sons’ emotional
dysregulation are strongly associated. The findings further demonstrate that it is a key
underlying structural component that shapes romantic relationships over generations.
It is to be deduced that individuals who exhibit poor emotion regulation skills are
more prone to difficulty in dealing with negative emotions, resulting in “inappro-
priate strategies when interacting with romantic partners” (Kim et al., 2009, p. 592).

The Feelings Genogram

The feelings genogram may be used to collect considerable information about feel-
ings in the family and may take several sessions to complete. Some questions the
therapist may ask include the following.

What were the dominant feelings or emotions for each member of your family?
What was the predominant feeling/emotion in your family? Who set the mood?
Which feelings were expressed most often, most intensely?

Which feelings were not allowed? How were members punished when an unal-
lowed feeling was expressed?

What happened to the unexpressed feelings in the family?

Who knew or did not know about how others felt?

What happened to you when you expressed the taboo feeling or feelings?

How did you learn how to deal with these so-called unacceptable feelings?

Did others try to tell you how you should feel?

Did you ever see anyone lose control over his or her feelings? What would
happen? Did anyone get hurt? How?

11 If corporal /physical punishment was used in your family, what feelings did your
parents express? What feelings were allowed for children?

[s NI SR
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12 Do you find yourself having feelings you cannot explain, but are close to feelings
you have had in the past?

Additional information on genograms can be obtained from Focused Genograms
(DeMaria, Weeks, & Hof, 1999).

When the emotions of the partners are not consistent with the situation, it is useful
to think about emotional displacement from the family of origin. In one extreme case,
a husband always found reason to be critical and angry toward his wife. Genogram
exploration revealed he was carrying unresolved anger toward his parents. Conversely,
his wife had felt guilt and depression for many years. She was the peacemaker in her
own family, yet she was told she had failed in this role. She was unconsciously
compelled to keep trying until everyone felt happy again.

In another case, a man was a “pseudospouse” to his mother during his childhood.
He learned that his mother desperately needed his love and admiration. He eventually
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discovered that by always being cheerful and loving, he could win his mother’s
approval. In his marriage, he gave the appearance of being emotionally well, but was
seething with frustration, anger, and resentment. In this case, the underlying emotions
directed toward his mother were actually being displaced onto his wife.

Comfort with emotional intensity is an important part of working through the
issues raised through the feelings genogram. When someone grows up in a family that
is conflict-avoidant, emotional intensity can be very uncomfortable. Likewise, those
who grow up in volatile families are more likely to be volatile themselves.

Emotional Congruence

Much of what has been discussed up to now assumes that clients really are feeling
what they say they are feeling. However, feelings may also be distorted or absent. The
therapist’s use of self is a primary way to comprehend these two situations. As the
therapist listens and resonates to the clients’ situations emotionally, she or he may
notice a lack of affect or an affect that does not quite fit. Empathy between therapist
and client is crucial. Emotional resonance fosters self-awarveness and attunement as the
self-other dialectic is processed through treatment. Empathic skills can aid the therapist
in exploring feelings with the client. Asking a question about feelings is most appro-
priate at this time. If the partner does not identify the feeling, the therapist may give
the client time to safely explore the question, ask questions to guide the client, or
supply the missing affect. The therapist could say, “If I were in your place . . .” or “I
can’t imagine you didn’t feel . . .” If the client agrees with the emotion, the therapist
knows he or she is successfully tracking the feeling or mood of the client. Once the
feeling has been identified more exploration can be done. The therapist may want to
know what it means to feel “ ,” whether the person has felt that way before, what
made it so hard to identify the feeling, and what she or he fears about expressing it.
During this exploration, the partner is kept actively involved. Obviously, one partner
is sharing this information with his or her mate, and the other partner reflects the
feeling back and may be asked to discuss how she or he deals with the feelings in ques-
tion, too.

In one case, a woman became very upset and started to cry when her partner told
her he did not want her to make love to him when she was not interested. In the early
part of this relationship, the woman had frequently had sex with him when she did not
feel the desire. On the surface, his statement should have made her feel accepted and
respected. However, her response was actually a distortion, because she could not
allow herself to believe him. Her father and first husband were both narcissistic indi-
viduals who were only interested in meeting their own needs. When she started to
hear her partner take care of her, she was reminded of the emotional betrayal and
abandonment of the previous men in her life, and this reminder provoked her tears.

Managing Inappropriate and Intense Affect

Just as with all other issues that emerge during the therapy hour, the therapist has a
responsibility to provide an emotionally safe environment for both partners. The secu-
rity and validation provided by others are a strong source of affect regulation for most
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people (Greenberg & Goldman, 2008). Greenberg and Goldman (2008) believe that
partners attend and respond to the affective tone of each other’s messages more than
to the content of what the other is saying, and this reading of emotions dominates
their interactions. When anger is being expressed through inappropriate behaviors
such as snide remarks, critical remarks, shouting, or demanding, the therapist can
intervene to establish some rules about what is appropriate behavior. The partner
would then be asked to discuss the feelings behind those behaviors in a more construc-
tive or assertive way. Many partners will have no idea about alternative modes of
expression. The therapist may coach the partner through or model the expression of
the underlying feeling. The partner who is helped to express the feeling assertively
allows the other partner to reflect back this feeling. The other partner may have equal
difficulty in reflecting the feeling. They may have problems in hearing certain feelings,
whether these be appropriately or inappropriately expressed.

When affect is too intense, the therapist needs to cool the session down. The thera-
pist can accomplish this task by slowing down the pace. Usually the couple heat up
emotionally when they talk directly to each other. The therapist can take a much more
assertive role in diffusing the couple’s interaction by asking the couple to address the
therapist, not each other (see discussion on shielded and buffered enactments in
Chapter 12). Additionally, the therapist can ask questions that are factually oriented.
Asking about who does what, in what sequence, takes the partners away from their
immediate feelings and directs them to take a more detached perspective.

Intensifying Affect

Conversely, if the therapist wants to intensify affect, it is essential to promote talking
and to focus on the partner’s implicit or explicit feelings. This technique basically
involves asking a couple to enact a problem. They are directed to discuss some
problem that is known to be emotionally laden. As they discuss the problem, the
therapist asks the partners to talk specifically about feelings. When feelings are not
expressed directly, but are detected or inferred by the therapist, the process may be
interrupted so the therapist can draw out the feeling. When the feeling(s) has been
sufficiently amplified, the therapist directs the couple to continue their dialogue.

In one case, a wife felt her husband’s parents were too intrusive. When she brought
the issue up, she made a statement that they spent too much time at their house. The
therapist had her talk about how she felt, and through the use of an enactment facili-
tated communication between the partners. Fifteen minutes later, the wife took a
strong stand, realizing just how distressed and resentful she was about the situation.
The therapist kept encouraging her to express her feelings, which her husband initially
said were “not true.” He did not like the fact that she was resentful. However, as the
therapist supported her in the expression of her emotions, he came to understand the
consequences of her feelings in terms of the marriage.

Conclusion

The therapist has the task of managing the emotional environment in the session. This
task involves intensifying affect where necessary, changing the mode of expression
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when inappropriate, and facilitating a controlled release over time when the affect
might otherwise get out of hand. Given the vulnerability that often accompanies
emotional expression, the therapist has an important responsibility to maintain safety
for the couple.

Bringing feelings into couple therapy can add a dimension of humanness and
connection among all parties that may not experience this in other situations. At first,
it may be frightening for couples because they are fearful of emotions. Once this fear
has been challenged, the couple feels stronger and the therapist experiences a unique
emotional bond with them.

Note

1 This technique was developed by Larry Hof and appears in Hot and Miller’s Marriage
Envichment, pp. 96-98. Copyright © 1981. Reprinted with permission.
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Extending Techniques from the
Office to Home

In addition to the in-session techniques and interventions described in the previous
chapters, giving couples homework assignments is a very important way to help clients
achieve their treatment goals and experience the relationship changes they desire.
Facilitating work by couples outside of the therapy setting has been recognized for
several decades as an important part of marital therapy (Sheldon & Ackerman, 1974).
Homework makes use of the time between sessions to keep the client engaged in
therapeutic activity and further enables the therapist to check the couple’s progress
toward their goals in therapy (Kazantzis & Lampropoulos, 2002). It helps the couple
expand on skills and learning from the therapy session and experiment with them in
real-life settings (Dattilio, 2005). Homework is also said to assist the couple to take
responsibility for change in the relationship (L’Abate, 2003).

Our research and clinical experience affirm that substantive change can take place
in between sessions with couples. When couples report on significant changes that
take place during therapy, they often highlight moments of change that occur
outside of the therapy office (Fife, 2004). Broder (2000) goes so far as to suggest
that the main premise of homework is the recognition that real changes occur outside
the office, rather than during the therapy sessions. Interpretation, analysis, and reflec-
tion, while integral parts of individual therapy, are insufficient in and of themselves as
means of implementing solutions to the day-to-day problems faced by most couples.
According to L’Abate (1986) and Andolfi (1980), the therapist must play an active
and directive role both during the clinical hour and in the delegation of assignments
at home.

Clients learn by doing and therefore need the opportunity to repeatedly practice
new behaviors and to process their results in order to develop alternative, more
functional attitudes, cognitions, behaviors, and feelings. Additionally, couples in
treatment have usually developed ineffective communication and behavioral habits
during their relationship, and developing new, more effective interpersonal behaviors
takes time. Homework serves several important therapeutic purposes. It helps clients
transfer what is learned in therapy to day-to-day living (Dattilio, 2002; Epstein &
Baucom, 2007), enables clients and therapists to gather more information about the
problem, and heightens awareness of issues within therapy (Dattilio, 2002; Nelson,
Castonguay, & Barwick, 2007). Furthermore, out-of-session tasks increase motiva-
tion (Dattilio, 2002), communicate the role of the client in therapy (i.c., they must be
active participants rather than passive beneficiaries), increase active involvement in
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therapy (Dattilio, 2002; Prochaska, DiClemente, & Norcross, 1992), help clients
engage in independent work without the therapist, and allow clients to integrate
in-session changes (Nelson et al., 2007).

Much of what is written on the subject of homework in psychotherapy is vague and
confusing. Authors contradict each other, and research results are varied and limited.
Some studies report a statistically significant difference in outcome between therapies
that assign homework and those that do not, while others find no difference
(c.g. Kazdin & Mascitelli, 1982; Marks et al., 1988). Despite this, a number of
different studies report high levels of therapists using homework as a therapeutic
technique. For example, Kemmler, Borgart, and Girke (1992) report that 87% of
therapists from a range of theoretical backgrounds use homework; Kazantzis, Busch,
Ronan, and Merrick (2007) reported homework use among psychotherapists at 83%;
and Kazantzis, Lampropoulos, and Deane (2005) found that 68% of APA members
used homework in therapy.

Sheldon and Ackerman (1974) were pioneers in stressing the importance of
homework assignments to facilitate desired behavior change through education and
skill building. Their book was individually focused and the first to design tasks to
match specific difficulties. The authors discussed the importance of establishing
rapport between client and therapist to promote compliance, and emphasized the
development of a clear understanding of problems and goals. Homework, they stated,
must be clear and manageable, its logic explained, and the work reviewed in the next
session. When tasks were not completed, the reasons for this must be explored care-
fully. Clients were told what and how often to do the tasks, to record the results, and
to bring them to the next session. Sometimes the scheduling of the next appointment
was contingent upon completion of the assignment. However, these assignments
were addressed to the individual and his or her problem area.

Others have written on the topic of homework. For example, Warburton and
Alexander (1985) focused on the establishment of the therapist’s credibility, clarity,
and specificity in assigning tasks, and the utilization of methods to deal with resis-
tance. Nelson et al. (2007) identified 10 guidelines for effective use of homework in
therapy, including things such as communicating the assignment and rationale clearly
and in a nonthreatening manner; working collaboratively with the client in creating
homework assignments; and tailoring assignments to each client in terms of capabili-
ties, situations, and needs. According to Strong and Claiborn (1982), compliance is
enhanced when clients understand the rationale in following the therapist’s directives
and when they perceive that there is a choice in carrying out the homework. More on
the topics of compliance and resistance is presented later in the chapter. Although the
psychotherapy literature has provided some information on homework and out-of-
session tasks, clear guidance is lacking for couple therapists, and the complex needs
and responses of couples and families are often neglected.

Model-based and Trans-theoretical Tasks and Assignments

Much of what is written about homework in the marital and family therapy literature
is grounded in model-specific ideas about family problems, healthy relationships, and
change. Tasks are often geared to the theoretical framework of the many and varied
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models of marital and family therapy, rather than being more generally applicable. For
example, Hertlein and Viers (2005) provide a compilation of homework assignments
based on theoretical approaches organized into sections based on work with
couples, families, and larger systems. Similarly Kazantzis and L’Abate (2007) also
present ideas for homework in therapy based on numerous approaches as well as
specific problems.

Therapists utilizing the structural model of family therapy prescribe homework
that is designed to modify aspects of family structure. Aponte and Van Deusen (1981)
regarded task setting as a means of redirecting dysfunctional interactional patterns in
families. Such tasks were used as vehicles for establishing appropriate boundaries,
alliances, and hierarchies. Minuchin (1974) also suggested a variety of out-of-session
restructuring activities along similar lines. Such interventions, although not unhelpful,
are the outgrowth of a school of thought rather than a reflection of the unique
problems and goals of each couple or family.

Consistent with its theoretical underpinnings, Bowenian therapists (Bowen, 1978)
use homework to teach or coach individuals in reconstructing relationships with
members of their families of origin in a healthier way in order to develop a more
differentiated self. Tasks outside of sessions are designed with this goal in mind, rather
than simultaneously addressing couple /family interaction directly. For example, a
wife might be instructed in how to resolve an old conflict with her father that was
getting re-enacted with her husband. Therapy and homework both focus primarily on
individual work, rather than as a couple.

In contrast to Bowen’s focus on insight and differentiation, behavioral marital
therapists and social learning theorists like Jacobson (1981) and Stuart (1980)
proposed that couples’ utilization of positive reinforcement, behavioral exchange
contracts, problem-solving, conflict resolution, and communication training are the
foundations of successful marital relationships (see also Jacobson & Margolin, 1979).
A behavioral approach highlights the importance of pretreatment assessment in the
office and at home, the establishment of measurable treatment goals, and a focus on
behavioral change. Homework is designed to help couples practice at home the skills
learned in the therapy sessions and to implement the behavioral exchange contracts.
The role of the symptom, the history of each partner, the families of origin, and the
impact of other stressors are, for the most part, ignored by the behavioral therapist in
designing homework assignments.

Strategic therapists, on the other hand, will often assign homework tasks without
explanation. Homework prescribed by strategic marital /family therapists often takes
the form of paradoxical interventions and may be indirect, reframe, restrain change,
and even prescribe the symptom in order to outwit clients’ resistance to change
(Weeks & I’Abate, 1982). Here, although the function of the symptom is well
understood, skill building, education, and insight are underplayed.

Therapists who are using emotion-focused therapy (EFT) will focus on exploring
negative emotions and responses, such as anger or withdrawal. Emotionally focused
couple therapy focuses on helping partners have new or corrective emotional experi-
ences with each other with the goal of generating positive forms of communication
and restructuring interactions. Homework assignments will include activities that
build on the new emotional experiences. Once the therapist begins to introduce new
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or rarely occurring responses from the couple, the therapist can suggest the couple
discuss the therapy experience at home in order to reinforce the progress made in
therapy. Additionally, the couple is encouraged to practice new emotional experiences
at home by positively communicating and responding to the emotional needs of the
partner, such as holding each other to reinforce closeness and safety. As these
emotional experiences are exercised, new bonding events can take place in order to
establish a secure base for the relationship (Johnson, 2004).

Although many models offer theory-specific homework assignments, other scholars
have presented trans-theoretical ideas about therapy (Fife et al., 2013) and home-
work. Such ideas are not tied to any one model and may be utilized with couples
regardless of the primary therapy model guiding the treatment. For example, home-
work may include observation, journal keeping and other writing, experimental
learning tasks, individual or conjoint assignments, and bibliotherapy (Dattilio, 2005).

A more formalized example is Openshaw’s (1998) SEA methodology
(Summarization, Empowerment, and Active involvement), which utilizes common
therapeutic techniques to facilitate clients’ engagement in their homework and
enhance compliance. Summarization is utilized in the therapy session to clarify direc-
tion, demonstrate understanding of what was learned in the therapy session, and
maintain focus. In relation to homework, it is used to reiterate, in an abridged fashion,
the foci and key patterns developed during the session. Empowerment is used to
strengthen clients’ confidence by pointing out their unique talents, perspectives, and
coping strategies. The intent is to instill hope and encourage motivation, thus rein-
forcing the couple’s joint efforts to resolve problems in the relationship. Clients are
also encouraged to contribute to the creation of homework assignments. Clients’
active involvement in developing the homework further insures the assignments will
be successfully completed.

L’Abate (1986) described the use of Systematic Homework Assignments (SHWAs),
the primary vehicle through which his approach to family therapy is implemented. In
this approach, treatment issues are broken down into specific elements that are
systematically organized for the family to work through at home. Writing, whether
structured (i.e., programmed) or personal journal keeping, can be utilized for this
purpose (L’Abate, 1992, 1999a; Pennebaker, 1997). This process is intended to facil-
itate treatment and increase outside work, thus reducing the time spent in the office.

In spite of some direction, the literature on tasks, assignments, and homework
leaves the therapist with considerable confusion about what to do and how to do it.
How does he or she give assignments that flow smoothly and logically from the
session and from the interaction between therapist and clients? How does the thera-
pist create a customized fit between the partners’ history, capacity, and commitment
to work as a unit toward desired goals and the step-by-step process used to attain
these goals? Exactly how does the therapist enhance compliance, deal with resistance,
and learn from failure?

Types of Homework

Homework assignments fall under two basic categories. The first type of homework is
known as bibliotherapy. This type of homework is designed to provide partners with
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information that promotes awareness, challenges attitudes, and supplies the tools
necessary to establish new skills and improve the couple’s relationship. A number of
self-help books are currently available which may be prescribed to couples. These
books should be used with those clients who are motivated to read, discuss, and apply
the material. Therapists may ask the couple to read small segments at home each week
and to discuss them before the session. During the session the therapist may ask which
ideas stood out or seemed most relevant for them.

One of the authors was once asked, “With so many books on marriage available,
how do you know the difference between the books that are good and those that are
not?” After a moment’s reflection, the therapist answered, “The biggest thing that
determines whether a book on marriage is good or not is whether or not the book is
read. Those books that are read and applied are likely to be helpful. Those that stay
sitting on the bookshelf are not going to be much help.” Clients may identify reading
material on their own, or the therapist can recommend books or readings for the
couple. Therapists who are looking for texts in different couple problem areas can use
the bibliotherapy appendix in The Couples Psychotherapy Treatment Planner (O’Leary,
Heyman, & Jongsma, 2011). Therapists should only recommend books with
which they are familiar, especially if the couple and therapist intend to incorporate the
information directly into the therapy.

The second type of homework is zask-oriented and is designed to facilitate change
in the couple’s behavior and relationship. These tasks may be paradoxical or linear
(Weeks & L’Abate, 1982). Paradoxical tasks are those that seem contrary to common
sense and produce quantum leaps in behavior change. Linear tasks are those that
change behavior in a systematic, step-by-step fashion. The assumption is that behavior
may be changed slowly over a period of time, given the proper conditions, appropriate
experiences, and practice. In short, the client system changes by doing. The majority
of this chapter will focus on task-oriented homework.

Although examples of homework have been widely discussed in family therapy
(Nichols, 1984), very little has been written on how to actually give homework.
Assigning homework is a complex process involving knowing how and what
to suggest, being able to facilitate compliance, and dealing with resistance. One
of the most common errors new therapists make is to prescribe homework
because it is “the thing to do” without actually understanding the process or
giving much thought to the assignment. In such cases, the homework is usually
an idea gleaned from the professional literature, a case study, or a colleague’s
suggestion, and may not be appropriate or relevant to the couple or individual
being treated.

Effective homework assignments are tailored to the individual and couple in
regard to their needs, strengths, and goals for therapy. Because the term
“homework” may have a negative connotation for some clients, many therapists have
reframed the word into more positive terms such as out-of-session assignments,
experiments, data collection, or task assignments (Dattilio, 2005). Within couple
therapy it is important to determine whether the couple would best be served by
individual or conjoint homework assignments. A possibility may be to start out with
individual assignments and as the couple grows more comfortable begin conjoint
assignments.
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Creating Homework Assignments

The content of the homework assignment should emerge organically from the session.
The homework should not simply be assigned to the client at the end of a session. Nor
is it suggested that “practice planners” or predetermined homework be used because
this does not allow for individualized homework assignments, which may decrease
compliance (Kazantzis, Macewan, & Dattilio, 2005). Creating a homework assign-
ment is best achieved through collaboration with the client. During the session the
therapist and the couple are working toward a specific change or outcome. The
question is how to bring about the change. When the clients have a clear definition of
the desired change, they can then become participants in the collaborative process
of creating homework to achieve that end. The therapist asks what type of change
is wanted and how the client-system envisions this change being facilitated outside
the session.

Therapists and clients should approach the desired change in a systematic fashion.
Goals must be broken down into small steps from simple to complex, from less threat-
ening to more threatening, and from more behavioral to more affective. The home-
work also should be congruent with the clients’ style of learning. Some clients respond
best when mechanical or highly structured assignments are developed. Others need
experiences that are basically unstructured and promote creative engagement. As
couples are made up of two individuals, it is imperative to recognize that partners may
have difterent learning styles. Therefore, the homework must be adapted accordingly.
Dattilio (2005) also suggests that the assignment can include the clients’ distinctive
style of language and metaphors.

One of the purposes of homework is to provide the couple with successful experi-
ences, which in turn promote a greater sense of accomplishment, achievement, hope,
and a spirit of co-operation for those involved (Fife, 2004). It also counters the sense
of learned helplessness and hopelessness, which may emerge over time after a series of
perceived failures in the client-system. Asking clients to perform a homework task
without having first demonstrated readiness is setting the couple up for failure. In
order to increase the chances of success, therapists may practice with the couple
the assignment that they are given to work on during the week. In addition, the
client-system should demonstrate that it possesses the motivation and fundamental
skills to necessary to continue practicing it at home.

Commitment and responsibility are important ingredients for beginning the
process of assigning homework. Commitment is a critical factor in whether home-
work is completed and for the success of therapy in general. The therapist needs to ask
cach member of the client-system to make a commitment to carry out his or her part
of the work. This should be done initially in the beginning of therapy and reaffirmed
periodically as needed. By asking each partner to make a personal commitment,
responsibility remains clearly within each individual for his or her success or failure. In
many cases, a member of the system will wait for his or her partner to initiate the
homework and then blame the other for noncompliance. When discussing commit-
ment, the therapist should include how each person deals with his or her own resis-
tance (e.g., “What might get in the way or lead to you failing to get this done in spite
of your good intentions now:”) and with the resistance of his or her partner (“How
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will you do your part to complete the assignment, even if you don’t see your partner
doing his or her part?”).

Dattilio (2005) suggests assignments work best when there is a collaborative
approach with couples in creating their assignments. It helps to increase their interest
and investment as they are an active part of developing the assignment. Strong and
Claiborn (1982) argued that change occurs more readily when viewed as an
emergence of what is already within the individual and as growth in his or her personal
power and control.

Scheel, Hanson and Razzhavaikina (2004 ) developed a six-phase model for giving
homework. The phases are described below.

e DPhase 1: The therapist and the client work on formulating the homework assign-
ment. Itis viewed as a collaborative process, and the fit to the problem is carefully
considered.

e DPhase 2: The therapist makes the final homework recommendation. The thera-
pist is also explicit about the fact that this is homework, gives the rationale for the
homework, and discusses possible problems in carrying it out.

e Phase 3: The homework is received by the client. The therapist and client discuss
the acceptability of the homework.

e DPhase 4: The implementation of the homework assignment is discussed. This
process involves making sure the client fully understands the homework and any
barriers to the implementation of the homework.

e Phase 5: In the next session, the therapist asks the client about the homework
experience.

e Phase 6: The client reports about the homework.

Phases 5 and 6 are viewed as feedback about the experience and information about
how to move forward. We believe that homework can be therapeutic when clients
successfully follow through and diagnostic when clients” attempts are not successful.
It is useful to point out to the couple that no matter what happens, they should try
the homework because it will generate useful information for their therapy. The ther-
apist also asks for a detailed description about the homework effort and experience—
what they did, how they felt about the experience, whether they had distracting or
unpleasant thoughts, and meta-ideas about the homework. For example, on the
meta-ideas a couple might say they were successful in doing a sensate focus exercise
(one of the standard exercises in sex therapy), but report that there are much bigger
issues such as the partners not really wanting to be with each other in spite of the fact
that the exercise “felt good.”

Assessment is also a critical part of effectively using homework exercises.
Robinson (2009) recommends using 12 questions to assess the quality of homework
assignments. These are common-sense questions that relate the initial, middle,
and end phases of treatment. For example, during the initial phase of treatment
a question might relate to the best method of self-monitoring, during the middle
phase it might relate to the skills required to implement the homework, and during
the final phase of therapy it could relate to which assignments have been most
beneficial.
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Structural Elements

Homework assignments have several structural elements: time, duration, frequency,
and place. Being specific about these elements helps increase the likelihood that clients
will successfully complete their homework by reducing possible ambiguities that
might prevent them from following through on the assignment. The task should be
carried out at a particular time of day, protected from distraction or interference.
During the session the couple should discuss when they can schedule the task and
what each/both need to do to avoid any disruptions. This discussion has the effect of
giving the task priority, thus giving the relationship priority as well.

The duration of the task refers to how long the client-system stays engaged around
the assignment. A common error is to prescribe a task that is too long or too compli-
cated. For example, many couples cannot tolerate more than a few minutes of talking
with each other. Asking a couple to talk for even 30 minutes is impossible for most
couples in the beginning phase of therapy.

Frequency is the third element: “How many times during the day/week is the
assignment to be done?” Again, the therapist needs to take a conservative approach at
the beginning of treatment. For example, a couple might be able to manage three,
10-minute circumscribed talks during a week.

The final element is place. In order to change old habits, new associations are
helpful, including where a couple interacts. Couples who have argued intensely in the
bedroom or living room need to change location for talking. A location that is
comfortable and free of distraction and old destructive associations is preferable.

Therapists should also discuss the importance of practice and the benefit of even
small changes. Clients often overestimate the gains to be made from homework and
underestimate the effort required to make such gains. One of the authors’ favorite
sayings is “practice, practice, and more practice.” Sometimes it helps to talk about
how long and how much practice is involved in learning such things as tennis, golf,
proper grammar, and so on in order to help clients understand that change and
improvement take time and effort.

The therapist should point out to the clients that homework is always a no-lose
proposition. If the homework is done and the outcome is good, then the purpose has
been achieved and the clients have likely benefitted from it. If the homework is not
done or a good outcome is not achieved, then more data have been obtained.
Therapists and clients can use this information to understand the factors contributing
to success or failure. In a sense, homework is an experiment. Regardless of the results,
everyone learns something.

At the end of the session, the assignment should be repeated to make sure everyone is
clear about what is to be done. Some clients benefit by taking notes. The therapist should
also make notes of the assignment in detail in order to follow up at the next session.

It is imperative that therapists ask clients to report on their assignments in the
following session. Failing to follow up at the beginning of the next session or forget-
ting it altogether communicates disinterest in the homework and sends the message
that completing homework is unimportant or optional. Bryant, Simons, and Thase
(1999) report the best predictor of homework compliance is the therapist’s reviewing
the outcome of the previously assigned homework in the following session.

235



Approaches and Techniques

If the homework is done, whether successfully or unsuccessfully, the couple should
be praised. It is natural to praise clients who are successful. Clients who attempt but
fail can still be commended for their effort, for taking responsibility, and for following
through on the commitment. The entire experience is evaluated in order to extract as
much information as possible about the positive and negative outcome. In the case of
a successful experience, another assignment is then created which builds on the first.
A failed assignment may be reassigned once obstacles have been examined and
removed, or a different assignment may be developed. The processing of resistance
will be more fully addressed in the last section of this chapter.

Examples of Homework Assignments

Several examples of homework assignments for couples are described below. Although
this certainly is not a comprehensive list of homework, the tasks that follow, when
properly selected and delivered to couples in treatment, can address problems on
several different levels simultaneously.

1. Communication is one of the most common problems couples bring to therapists.
Helping couples improve their communication, including using more effective
problem-solving processes, is a worthy goal for therapy. However, therapists often
prematurely attempt to have couples apply at home the communication skills they are
learning in therapy by asking them to discuss and try to work through some problem
or disagreement in their relationship. Instead of jumping to problem-solving, having
each member of a couple talk for 5 minutes about himself or herself and share their
feelings and perspectives on a nonconflictual topic while his or her partner simply
listens and reflects is an effective task for building the foundation of empathetic
listening and constructive problem solving. The couple need to set aside 10 minutes
(5 for each partner) free from distraction several times a week to practice this skill.
They first perform this task during the therapy hour so that the clinician can coach the
couple through the process. The clients decide how often, when, where, and for how
long they can realistically complete this assignment. It might also help to discuss what
might interfere with task completion.

Successfully completing this task requires some (albeit short) period of time when
the relationship is a priority, promotes some level of intimacy, and decreases the
amount of projection between the pair. It may help realign hierarchies and detriangu-
late unhealthy alliances. Performance of the assignment can be diagnostic of the nature
of the commitment between partners and to the therapeutic process. If the task is
completed successtully, the therapist explores in detail feelings, thoughts, and behav-
iors and builds upon the success in designing future assignments. However, if the task
has failed in some way, or has not even been attempted, the task may be repeated,
perhaps in smaller steps, or redesigned. The couple is asked what would enable them
to carry out the assignment and what concerns they might have if the exercise, in fact,
has a positive outcome or leads to the resolution of a problem they have.

Once a couple has successfully completed the homework to talk with each
other about nonconflictual topics, the homework can move to communication
and problem solving around topics that are more difficult for the couple to handle.
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The communication exercise described above prepares the couple for success in these
more difficult assignments. Communication, negotiation, and problem solving are
discussed in more detail in Chapters 12 and 13.

2. Another effective out-of-session task is to have each member of a couple complete
and share a genogram. Doing so assists partners in learning how the patterns of the
past are being acted out in their current struggles with each other in the present
(DeMaria, Weeks, & Hof, 1999). Awareness of one’s own and one’s partner’s history
promotes greater empathy and less reactivity as well as the possibilities of alternative
ways of perceiving, feeling, and acting in a given situation. For example, learning that
a partner’s parents were neglectful and lacked concern for their child, now an adult,
can help that person and his or her spouse understand the confusing desire for and yet
rejection of affection and approval. With this awareness, the partner’s ambivalent
behavior may feel somewhat less like a personal affront to the person on the receiving
end of the anger and hurt.

This task also addresses the issues of expectations and communication on psycho-
dynamic, cognitive, and affective levels. It brings the past into the present in a useful
way. The discussion about family of origin allows for understanding of less realistic
expectations on the part of the person who unconsciously yearns for his or her partner
to make up for all the wounds of the past. In sessions, the clinician guides the
couple through the process of creating a genogram or family history, taking detours
where necessary, but always directing them back to the main highway. Between office
visits, clients are instructed to gather information about parents, grandparents, aunts,
uncles, and other relatives, setting in motion the process of change in perceptions,
feelings, and patterns of behavior with individuals outside of but influencing the
couple dyad.

3. When couples have problems, they tend to get focused on the negatives in the
relationship and in their partner. A helpful homework assignment is to have couples
spend the week noticing the positives in the relationship and in each other. This can
help reverse the negative momentum, which has probably been escalating for some
time prior to treatment. Each partner is instructed not to discuss the findings but to
bring a list to the next session. If the task has been completed, clients build on and
process its success. If not, the assignment may be repeated or altered. Obstacles to
progress are removed and fears about success examined.

4. Observational tasks are more passive assignments in which clients collect informa-
tion that can help them become more aware of what is going on in their relationship.
An example of this would be self-monitoring, or keeping track of positive gains or
problem behaviors in their relationship, which can help clients realize what they think,
feel, and do and how these things affect themselves and others (Dattilio, 2002, 2005).
Journal writing is another example of an observational assignment (Dattilio, 2005).
Clients may be asked to reflect in writing on their own thoughts, emotions, and
behaviors.

5. Experimental or behavioral learning tasks require clients to try to implement new
behaviors (Dattilio, 2002, 2005). Some examples include pleasing behaviors, caring
days, behavioral rehearsal, assertiveness exercises, and role reversal.
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6. Activity scheduling is a third type of homework assignment that incorporates
communication, interacting, and problem-solving skills. Couples can build on the
positive changes they have made as they set aside time to participate in an activity
together. Date nights are one example of this.

7. As mentioned above, bibliotherapy is also a common assignment.

Promoting Compliance with Homework

Client compliance with homework, or the lack thereof;, is a challenge that many thera-
pists face in their work with couples. It is not reasonable for clients or therapists to
believe that significant growth and change will occur in a couple’s relationship if
couples do not follow through with assignments and put into practice the things they
are learning in therapy. Therapists can help clients be more engaged between sessions
as they learn ways in which they can effectively invite clients to follow through on
homework assignments.

Compliance is facilitated as therapists assign tasks that fit with clients’ progress and
pace of change in therapy. A common mistake made in assigning homework is to give
too much homework, too soon, that is too complex and demanding. It is better to
start with small tasks that fit with the clients’ perspective of their problem in order to
increase the clients’ acceptance of the homework and reduce resistance (Scheel,
Hanson, & Razzhavaikina, 2004). When barriers to compliance arise it is suggested
to perhaps hold off for the time being, modify the assignment, or possibly implement
other approaches that may be more effective with the clients (Dattilio, 2005).
Homework is also a way of assessing whether the change that the therapist perceives
in the session is being maintained and practiced at home (Stricker, 2006). A couple
may demonstrate changes in their communication during the session, for example,
but when given an assignment that relates to communication may revert to their old
patterns at home.

Strong and Claiborn (1982) discussed three principles that are useful in increasing
client compliance. These principles should be particularly useful when resistance is
high and the clients do not believe they have control over their behavior. The first
principle is choice. It is important to give the prescription in such a way that the
clients perceive they have a choice in how to respond. Common techniques include
asking the client to think of alternatives, asking focused questions that point out
various directions or possibilities, and providing latitude for what the client does.
The use of language is important in creating a sense of choice. The therapist should
avoid terms that have a polarizing and/or pejorative effect. Absolutes such as right
versus wrong, good versus bad, sane versus crazy, and truth versus fabrication need
to be avoided. These terms imply that the client and therapist know the “facts” of a
situation, facts that represent an immutable reality and demand certain consequences
or behaviors.

Language suggests choice by giving clients a sense that reality is something
that happens interactionally and may be interpreted differently by each partner. The
therapist can communicate this concept by talking about perceptions, opinions,
beliefs, viewpoints, and appearances. The therapist can discuss what will “work,” “be
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useful,” “be productive,” and “fit,” rather than what would be the “right” or “perfect”
solution, or giving a directive that implies no room for alternatives.

Therapists” language may be particularly critical when presenting tasks for clients to
do between sessions. Consider what happens when the word “homework” is used
with a school dropout or with someone who feels homework was a forced behavior in
school. This term stimulates resistance immediately and thus suggests an attempt on
the part of the therapist to force compliance. On the other hand, consider the
person who believes that homework is an efficient way to learn. Many teachers and
professionals, for example, may view the idea of homework as quite practical. They are
anxious to comply with the task.

Extrasession labeling and prescriptions must be congruent with the client’s percep-
tion of how change occurs. These extrasession tasks may be called prescriptions, tasks,
assignments, chores, experiences, exercises, experiments, and so on. This point has
also been made by others. In couple therapy clients often assume that something
called homework is going to be unpleasant, and for this reason many therapists use
other terms such as out-of-session assignment or experiment (Kazantzis, Deane,
Ronan, & IL’Abate, 2005). The prescriptions may be given with more or less
structure, more or less input from the client, and more or less flexibility, depending
on what provides the best fit with the couple.

Additionally, Kazantzis, Macewan, and Dattilio (2005) advocate for the clients to
receive a written copy of the assignment, based on empirical evidence pointing to
greater compliance in those clients receiving a written copy of the assignment (Cox,
Tisdell, & Culbert, 1988). This task may be facilitated with the use of a homework
assignment form such as the one created by Kazantzis, Deane, and Ronan (2005).
Their form includes a description of the assignment, the goal, when, where, how
often and for how long the task needs to be done, as well as a confidence rating scale
for the client to determine their confidence in completing the assignment.

The second principle that can be used to increase compliance and attribution
of change to self is called personalism. Personalism refers to the idea of suggesting
homework in a way that clients take responsibility for change and thus take greater
ownership of change efforts and outcomes. Rather than provoking feelings in clients
of being coerced or personally directed by commanding or demanding that they
complete homework, therapists should empower clients by talking about the action
needed to respond to the situation. The therapist might say, “This problem requires
that you . . .” or “Part of the treatment for this problem involves ___ doing ___ at
home.” The therapist can also avoid provoking defensiveness by softening statements
such as, “I know” to “I think,” “You’re wrong about that” to “Let’s take a look at
what was just said,” and “You should do . . . ” to “It seems one choice is . . .”

When giving a prescription, the therapist can also emphasize the need to do certain
things as a function of the couple’s situation. For example, when a couple begins
treatment with a power struggle in the relationship, each partner perceives that the
other is trying to force him or her to be a certain way or to do certain things. If
the therapist then tells them they “must” do certain homework tasks, the pattern will
be replicated, as clients perceive that the therapist is trying to control them as well. In
order to avoid a power struggle with a client-system, the locus of power must be
shifted away from individual members and the therapist.
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Contracting approaches accomplish this goal by shifting the power to the contract.
The contract diffuses this power struggle by placing control in the mutually developed
contract. By giving control to a mutually agreed upon contract, the partners believe
they created control for themselves. An “external” system is now in control, thus
diffusing the previous power struggle. Many systems of therapy rely on this principle.
The therapist is seen as implementing a program, system, technique, and so on—not
as imposing his or her own will on the client.

The degree of implicitness versus explicitness is the third principle. An implicit
prescription produces greater compliance and self-attribution. An example of an
implicit form of prescription is the Rogerian technique of reflective listening. Although
it may appear that the therapist is exercising little control with this technique, the
content of the material reflected back to the client and the way in which the material
is reflected is indeed a form of influence, albeit indirect.

In summary, the therapist wants to decrease resistance and increase compli-
ance. Compliance is enhanced if the client’s sense of freedom is augmented (e.g.,
the therapist offers several alternatives) and the degree of difficulty is reduced
(e.g., the therapist accepts the client’s pace). Compliance is also increased in the
context of a strong therapeutic relationship and trust in the therapist’s motives and
abilities. Kamins (20006) suggested that clients who were most compliant with com-
pleting homework assignment were those who perceived the therapist as empathetic.
Therefore, just as in all therapy, attention to building strong rapport, confidence, and
trust with the therapist is important. It is important to remember that “In all cases,
homework requires collaboration, judicious preparation, and careful timing in order
to promote compliance and prevent relapse” (Gambescia & Weeks, 2007, p. 365).

Resistance to Homework

In behavioral marital therapy, resistance was seen as an expression of ambivalence and
as a reaction to the difficulty of change, rather than as a desire to maintain the status
quo. Homework compliance is a good predictor of commitment to change. When
homework is not performed or is not successful it may suggest that the assignment
was too difficult, nonspecific, poorly planned, or misunderstand (Kazantzis et al.,
2005). Two strategies may be employed when clients fail to complete their home-
work. The first is to process the homework assignment with the couple in order to
make explicit the reasons why they did not attempt it or abandoned it. In some cases,
one partner does not believe the other will change, so he or she does not follow
through. In other cases, one partner will be feeling so resentful or angry that failure is
certain. Fear of failure (or fear of success) may also undermine their efforts. At other
times one or both partners may be ambivalent, tenuous, or unequally committed to
treatment (Gambescia & Weeks, 2007). Explanations may reside in the individual, in
the couple system, or in the intergenerational system (Weeks, 1989b). The explor-
ation of the meaning of change to the system and the reasons for resisting homework
may then free the client(s) to move forward.

When attempts at homework have failed repeatedly and the in-office sessions are
stalled, it might be an appropriate time to try some paradoxical techniques (Weeks &
I’Abate, 1982). The first strategy to be used is what Weeks and 1’Abate (1982) call
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negative consequences of change. This involves asking the client-system to describe
what kinds of negative consequences would result from making the kinds of changes
that have been stated as desirable. The therapist then poses each desired change from
the clients’ perspective in a negative light.

For example, conflict resolution homework might have been given to a couple who
desire to learn how to resolve conflict effectively rather than fight. When their home-
work fails, the couple would be asked to describe what would be negative about not
fighting. The client(s) would probably say they would just “feel better,” which is not
really a response to the question. The therapist would challenge this statement with a
rebuttal. For example, he or she might say, “It seems the only way to be close is to
fight. Without it there might be nothing between you. Being really close without the
negative emotions of fighting might be too threatening for both of you at an emotional
level.” The point of this strategy is to get the client(s) to resist not changing by
pointing out the danger, risks, and in extreme cases the impossibility of change.

Other paradoxical techniques can be employed when clients resist change and do
not follow through, such as symptom prescription and restraint (Weeks & L’Abate,
1982). These strategies are specifically designed to turn resistance against itself.
Elaborating on paradoxical techniques goes beyond the scope of this book, but they
have been described extensively elsewhere (Weeks, 1991; Weeks & L’Abate, 1982).

Conclusion

The change that is discussed and practiced in therapy sessions must extend beyond the
therapist’s office. In order to facilitate this change, the therapist may choose to assign
homework. Homework involves couples doing something on a prescribed basis that
is systematically laid out and designed to achieve a particular therapeutic goal.
Homework assignments should grow from the sessions in an organic fashion. Many
examples of homework can be found in the literature, but it works best to develop
assignments that are tailored for each couple and developed collaboratively. Given this
fact, predetermined assignments are usually not indicated. We may use standardized
assignments as guides, but should not be limited by them. Giving homework is a
therapeutic skill just like any other. Knowledge and experience combine to contribute
to more effective, successful, and appropriately timed experiences for the couple.
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TREATING INFIDELITY

Very few issues in couple therapy are as challenging and as emotionally laden as
treating infidelity. When a couple presents this issue in therapy, it is almost always with
considerable emotional turmoil. In fact, it is one of the most charged experiences in
couple therapy and has the potential for tremendously destructive emotional, rela-
tional, familial, and financial consequences. On the other hand, if the couple is
committed to working together, an affair can be a turning point for an individual and
a couple, offering the prospect of new growth, understanding, and commitment.
Although there is much in the literature about the feelings experienced by couples
when an affair has taken place, we often overlook the feelings engendered in the thera-
pist who is treating the couple. Therapists report that infidelity is one of the most
difficult problems to treat, and many therapists are apprehensive and uncertain about
how to work with such a challenging issue (Fife, Weeks, & Gambescia, 2008;
Whisman, Dixon, & Johnson, 1997). The senior author once conducted a week-long
training in couple therapy. The fifth day contained the training unit on affairs. On the
fourth day, he noticed the participants were becoming anxious and beginning to ask
questions regarding the content of the fifth day. When the group was asked to discuss
how they were feeling, almost all expressed concern that we would not have enough
time to cover infidelity, and many expressed concern over how they had been handling
this issue with their clients. In this chapter we provide a thorough description of how
to work with couples in treatment for infidelity. Interested readers are referred to
Weeks, Gambescia, and Jenkins (2003) for a more comprehensive text on this subject.
For clarification purposes, the following identifiers will be used in this chapter:

Affair partner = client having the affair

Betrayed partner = client not having the affair

Extramarital or extradyadic partner = individual with whom client is having the
affair.

Challenges for the Therapist

For most therapeutic issues, the therapist is concerned about which model, technique,
or strategy will produce the best result. However, treating extramarital affairs raises
other concerns and anxieties in the therapist that are unique in treating this problem.
Two of the most common issues raised are countertransference and ethical questions
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regarding confidentiality with so much at stake. Therapists must understand the
potential challenges related to these issues and how to successfully manage them in
order to effectively work with clients in treatment.

Countevtransfevence

Countertransference refers to feelings and responses within the clinician, both
conscious and unconscious. When conscious, these feelings may be beneficial to
therapy. However, when unconscious, they may be a significant road block to helping
clients recover from infidelity. Unconscious countertransference can be subtle such as
a therapist favoring one partner, being harsh or impatient, or avoiding painful affect.
It can also be less subtle, such as being late, running over time, missing appointments,
and billing incorrectly (Silverstein, 1998). Unfortunately, no empirically based studies
have been conducted regarding therapists’ reactions and feelings in this area. Our
experience in supervising hundreds of therapists over the years and in observing
the attitudes of others has shown us that therapists bring a variety of attitudes about
what affairs mean and how to treat clients. Attitudes range from permissive (even
encouraging) to moralistic and judgmental.

In all likelihood, these attitudes do not have any professional grounding, but repre-
sent the life experience and viewpoint of the therapist. For example, one seasoned thera-
pist would encourage women to have an affair in order to test their commitment and
feelings for their partner. If this therapist’s female client were already involved in an affair,
she would presume it was because the extramarital partner was more suitable for the
client than the partner, thereby supporting the client’s wish to leave the relationship to
be with the extramarital partner. Obviously, this therapist is overlooking the numerous
factors that can contribute to engaging in an affair, such as conflicts arising within the
individual client. Not incidentally, this therapist had divorced her first husband (an alco-
holic) after becoming involved in an affair. Clearly, in the therapeutic setting, the thera-
pist unconsciously superimposed her experience on her clients. In effect, this therapist
attempted to justify her personal choices through an over-identification with her clients.

At the other extreme are those therapists who take a moralistic and judgmental
stance toward the affair partner. They tend to assume these partners have done irrepa-
rable damage and should be punished by forfeiting the relationship. They assume the
relationship is beyond repair and their task is to help the betrayed partner leave.
Through our supervisory experiences, we have noted that some of these therapists
have strong religious convictions related to infidelity and others have experienced
hurtful divorces in their own marriages and in those of their parents. In cases when
therapists took a strong moralistic or judgmental stance, they often reached a conclu-
sion without assessing the many factors that contributed to the affair. Also, working
on the relationship was overlooked as a therapeutic option, as the therapist failed to
ascertain what the clients wanted from therapy. We suggest that every therapist
examine his or her attitudes about infidelity in order to avoid getting caught in the
emotional web of their own countertransferences. When necessary, therapists should
address issues of countertransference with a supervisor or personal therapist.

There are several common situations related to infidelity that evoke strong feelings
in the therapist. Affairs can “sneak up” on us. In many cases, the therapist has worked
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with a couple for several weeks or months before an affair is discovered or revealed.
When such an event occurs, the therapist may feel betrayed and foolish for not being
able to see through the deception. When the clients keep this information from the
therapist, strong negative feelings may develop toward the affair partner. The thera-
pist may need to process these feelings with the clients, but also keep them under
control and in perspective. The default assumption is that virtually everyone lies about
having an affair initially, whether it is deception directed toward the betrayed partner
or the therapist. The therapist must maintain a detached personal attitude about this
deception and deal with it therapeutically. The therapist needs to be vigilant when
assessing the relationship, looking for signs that might reveal the presence of a hidden
affair. In addition, the therapist may be afforded an opportunity to model for the
betrayed partner how to deal with the revelation of such information.

Infidelity tends to place therapists in an emotional bind in more ways than one.
First, the affair requires immediate confrontation. Many clients will try to minimize
the impact an affair has had or is having on their relationship. Some partners may
argue that if the therapist can improve their relationship, the affair will stop.
Unfortunately, the betrayed partner sometimes “goes along with” this idea, hoping to
save the relationship without confronting the fact that an affair has happened or is
happening. Our experience has taught us that no real or lasting change can occur in a
couple as long as an affair is ongoing. Some couples will give the appearance of
change, offering hope to the therapist, but will then relapse into the same patterns.
Sometimes the couple will want to work on all kinds of other issues before addressing
the infidelity. The therapist cannot ignove the affair, nor can the couple. It takes priority
over all other issues. We are asserting that the therapist may need to take control of
the therapy and be clear about the need to deal with the affair first. This tactic may
make the therapist uncomfortable or produce anxiety over whether the clients might
terminate treatment, particularly for therapists who prefer a collaborative approach,
because of the need to assert control or purposefully structure the therapy to focus on
the affair. Nonetheless, most clients will appreciate the forthrightness of the thera-
pist’s position and understand the need to talk about the affair before taking on other
relationship issues. For those who reject the therapist’s position, we believe that since
no change can occur unless the affair is addressed, suspension or termination of
therapy may be an appropriate course of action. It is almost always the affair partner
who rejects dealing with the affair first. In such cases, betrayed partners might be
offered individual treatment so that they can decide on their own course of action.
The strategies for confronting the affair are covered later in this chapter.

Confidentiality

Confidentiality is likely the most ethically problematic and anxiety-provoking aspect
of dealing with infidelity. Information about affairs may be revealed in myriad ways.
Ideally, the couple begins therapy with an admission of what has happened or is
happening. However, in many cases, the affair is revealed or discovered during the
course of therapy. What happens when just one partner reveals this information to
the therapist in confidence? What happens if the therapist sees one of the partners on
the street with someone other than his or her partner and it is clear they are acting in
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a physically or emotionally intimate way with them? What happens if a friend of the
couple or another client reveals this information?

Karpel (1980) has offered some useful guidelines about establishing the rules of
confidentiality. Before discussing his concepts, it is essential that therapists understand
the importance of establishing guidelines for confidentiality in the first session.
Although much of therapists” work with couples occurs with both partners present,
there are legitimate reasons for meeting with partners individually. Regardless of what
approach a therapist takes regarding confidentiality, she or he should discuss with
clients how confidentiality will be handled so that everyone is on the same page
moving forward. Without a clear understanding of the rules of confidentiality, the
therapist and clients may be placed in a position that interferes with effectiveness of
therapy, thereby preventing the therapist from helping the couple. For instance, the
therapist may find that he or she has information and does not know how to deal with
it, or feels uncomfortable with the information because of the assumption that a//
information revealed to the therapist must be kept confidential (the default position).
This position renders the therapist ineffective and powerless.

Karpel’s (1980) work on therapeutic confidentiality suggests the therapist may take
one of three positions. The first is the classic position of keeping a// information confi-
dential. In other words, any information gained outside the conjoint sessions is
considered confidential. Thus, if partners are seen separately and one of the partners
admits to an affair, the therapist would be obligated to maintain that client’s
confidence. The second, opposite, position is that all information received regarding
the couple is open for discussion. Whatever one partner says in private is considered
the same as if it were said to the other partner; this position assumes there are 7o
secrets and ensures secrets will and should be revealed. Such an approach would
require the therapist to get written consent from both parties at the beginning of
treatment.

The third position the therapist may take calls for both accountability and discre-
tion. Our interpretation of this principle is that the therapist will agree to maintain
information in confidence, but will, at the same time, require that each partner assume
responsibility for any behavior which might impede the therapy such as an addiction,
individual issues, infidelity, etc. Accountability involves the partner in question being
honest with the therapist and earnestly working on changing the behavior in question.
Typically, when a partner is having an affair and is unable or unwilling to discuss it
with his or her partner, he or she is encouraged to admit to being “unsure about
commitment to the relationship.” This kind of announcement to the partner enables
the therapist to temporarily interrupt conjoint sessions while the individual client
decides what to do about the affair. The couple will then continue via individual
sessions with another therapist or the couple’s therapist. Typically, we prefer that each
partner work with the same couple’s therapist in individual sessions. This strategy
allows the therapist to stay fully informed. If the change in format creates suspicion in
the partner who has not been told about the aftair, the couple is encouraged to discuss
their concerns together. This approach creates pressure for the person having the
affair to assume responsibility rather than keep a secret from the partner. Furthermore,
the therapist is not colluding with one partner in conjoint sessions by protecting the
secret, thereby triangulating the unknowing partner. The onus of responsibility is on
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the affair partner to decide about his or her commitment to the relationship. This
third approach will be discussed in greater detail later.

A fourth approach offered by Butler, Seedall, and Harper (2008) involves letting
cach partner, at the onset of therapy, decide whether they would like to know nothing,
know partial, or know full details of secrets disclosed during separate sessions. This
approach is based on the idea that the partner should be able to decide if they would
like to know information that could be potentially harmful to the relationship.

The position we take in working with couples is the third one mentioned above:
discretion and accountability. The first two positions are simple, and the therapist
ostensibly does not get caught in any binds, nor does the therapist have to experience
any anxiety or dissonance over carrying a secret. Our experience has been that less
experienced couple therapists prefer the first two positions because of their simplicity
and the comfort level they afford the therapist. Unfortunately, when the first position
is adopted, the therapist may have knowledge of an affair, but his or her hands are
tied. The therapist is without maneuvering room: she or he must pretend not to have
this information, get the partner to reveal the infidelity, or find some way to terminate
therapy. With the second position, all information is shared. This has a significant
deterring effect on a partner revealing a secret affair to the therapist. The therapist
may operate in the dark, not knowing what is actually happening. After several months
of treatment, it sometimes becomes apparent that some secret must be in the system
due to a lack of change without apparent reason. But the client will not bring it up
because of the “no secrets” rule. In the third approach, accountability and discretion,
rules of confidentiality give the therapist access to the most information and create
some room for the therapist to maneuver. The therapist has an opportunity to inter-
vene with the affair partner in order to try to stop the affair or at the very least expose
what is happening indirectly. The third option is the most complex and produces the
most discomfort in the therapist. As we stated, the rules of confidentiality must be
stated in the first session and clearly defined. Regardless of approach taken, the wise
couple therapist will discuss the matter with clients at the beginning of therapy so they
fully understand the rules and limits of confidentiality and will get written consent
from the clients to proceed with treatment.

Suppose the third option is in place, and one member (or both members) of the
couple reveals a past or present affair to the therapist in an individual session. In either
case, the therapist would want to spend time with that partner(s) discussing the infi-
delity. When there is an ongoing affair, the affair partner should be given the following
information.

—

The therapist will not divulge this information, but expects accountability.

2 Accountability means taking responsibility for the affair by understanding why it
is occurring.

3 The affair partner should be told quite clearly than an active affair will impede any
progress being made in the couple therapy, and if it is their intention to work on
the relationship, the affair must stop quickly, within no more than 4 weeks from
the session.

4 If the affair partner is unwilling to stop the affair, then the therapist suggests that

he or she is not really motivated to work on the marriage or relationship. The
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affair partner is given the options of informing the betrayed partner about the
affair and /or discussing divorce, or informing the betrayed partner that he or she
has a personal issue which will not permit couple therapy to move forward at that
time. The affair partner is informed that if he or she does not choose one of these
options, the therapist will remind the couple of the rules of confidentiality agreed
on at the beginning of therapy and tell the betrayed partner that couple therapy
cannot proceed because of a personal issue the affair partner revealed in the indi-
vidual session. In our experience, it is rare for a client to be unwilling to stop the
affair. However, Humphrey (1985) found that 24% of husbands and 23% of
wives were still involved in an affair at the end of a course of brief therapy. He
does not mention what type of treatment was provided, nor does he suggest any
individual sessions were held to help the affair partner break the bond with the
extradyadic partner. The therapist tells the couple that due to the rules of confi-
dentiality, this information will be kept in confidence, and that it is their respon-
sibility to arrive at some understanding as to why termination of couple therapy
occurred. At this point, the betrayed partner will be thinking about all the possible
reasons the other partner cannot proceed with couple therapy. He or she knows
there is a secret and begins to investigate more vigorously the nature of this
secret. Although this situation has been rare in our experience, partners have no
trouble ascertaining that a third party must be involved. This suspicion leads to a
confrontation, and in all but one case we can recall, an admission of the truth.

5  The therapist reccommends that each partner begin individual therapy in the hope
that some individual movement can be made that will enable them to return to
couple therapy.

This rule of confidentiality has worked consistently in our cases. The fear that many
therapists have expressed is that the betrayed partner will be angry with the therapist
for keeping the secret. In fact, it is our experience that the betrayed partner typically
understands the agreement and is appropriately angry with the affair partner, not the
therapist, for keeping the secret. Fortunately, most couples that come to therapy do
want to improve the relationship or save it. Because they are motivated by this goal,
each partner is usually willing to do what is required to make the couple therapy work
for them. The affair partner is then seen for several sessions in order to help him or her
understand why the affair began and learn how to stop it. In addition, the betrayed
partner might require some individual work in order to deal with the intense emotions
he or she experiences when the affair is revealed. Treating the individual partner is a
therapeutic issue that will be described later in this chapter in the treatment section.

Definition and Prevalence

Infidelity has been defined by clinicians and scholars in myriad ways. One of the
carliest writers to grapple with the definition of an extramarital affair was Thompson
(1983). According to him, “Extramarital sex is defined as genital sexual involvement
outside the marriage without express knowledge or consent of one’s partner” (p. 240).
The advantage of this definition is that it is fairly easy to behaviorally ascertain whether
a sexual affair has occurred or not. Of course, there are those who believe that certain
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acts such as oral-genital sex are functionally the same as a handshake and do not count
as extramarital involvement. Unfortunately, a definition as simple as Thompson’s still
presents many problems for the clinician and the couple in treatment. As we just
mentioned, one partner may try to redefine what genital involvement means, declaring
that if there was no intercourse, oral—genital sex, mutual masturbation, or fondling,
then there was no affair. For most couples and therapists, however, the definition of
infidelity encompasses more than intercourse or genital involvement.

Another issue is whether the betrayed partner really knew about the affair. Charny
and Parnass (1995) surveyed therapists who had extensive experience in treating
affairs and found that most therapists believed the spouse knew the “secret” affair was
occurring and was in collusion with its continuation. They stated, “Even the majority
of the betrayed spouses who claimed consciously that they opposed their spouses’
behavior were unconsciously in collusion with them” (p. 100). The respondents
believed that only 10% of the spouses were genuinely and actively opposed to their
partner’s affair. Many partners wish to deny the existence of an affair because of the
emotional, marital, familial, and economic consequences that might follow if the issue
was confronted. Those partners who “know but choose not to know” represent an
interesting problem as far as the definition goes. If'a partner has given implicit approval
for the affair, does it invalidate the concept that an affair has actually occurred?

Another problem obviously has to do with what have been called emotional affairs.
Glass and Wright (1992) attempted to correct the shortcomings of Thompson’s
(1983) definition by offering three categories of affairs: primarily sexual, primarily
emotional, and a combined type (emotional and sexual). These categories make sense
from an intuitive and clinical perspective, but again it is difficult to operationalize the
types. For example, clients and therapist may be uncertain about how to define an
emotional affair. In our practice, these affairs are characterized by: (1) considerable
emotional intimacy; (2) sharing thoughts and feelings which are not revealed to one’s
partner; (3) a strong urge to spend time with the extramarital partner; (4) maintaining
secrecy around the relationship; and (5) a sense in the betrayed partner that a line or
boundary has been crossed whereby matters that are private to the couple are discussed
with the extramarital partner.

Individual partners may draw different lines regarding these criteria that are some-
times quite different from the lines the other partner or the therapist might draw. For
example, what if a man is viewing pornography? Some partners we have worked with
define this as infidelity. Or what if a wife has a close male friend with whom she spends
time and shares feelings—does that automatically mean that relationship is an affair?
Some husbands would feel this kind of friendship is inappropriate and would demon-
strate considerable jealousy. Technology and the advent of the Internet, chat rooms,
online dating sites, social media, and cellphones create additional opportunities for
extradyadic interaction and the possibility of infidelity (Internet infidelity is addressed
specifically later in the chapter). At the extreme are exceptionally jealous partners who
believe that if their partner looks at or has a brief conversation with an individual of
the opposite sex it is the same as an affair. At the other end of the spectrum from
Thompson (1983) is a definition offered by Don-David Lusterman (1998). He states,
“Once a committed relationship is established, if there is a secret sexual and/or
romantic involvement outside of the relationship, it is experienced as an infidelity”
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(p- 186). This definition stresses commitment and secrecy rather than passion and
intimacy.

We believe that with most couples in committed relationships there is a stated or
implied commitment to both sexual and emotional fidelity between partners. We
define infidelity as “any form of betrayal to the implied or stated contract between
partners regarding intimate exclusivity. With infidelity, emotional and/or sexual
intimacy is diverted away from the committed relationship without the other partner’s
consent” (Fife et al., 2008, p. 101). Infidelity may also be conceptualized by clients
to include not only another relationship, but the secrecy, lies, possibility of intro-
ducing disease, and putting the partner in harm’s way (Fife, Weeks, & Stellberg-
Filbert, 2011).

Having a definition that can be operationalized may be more important to
researchers than clinicians. As clinicians, we must deal with ambiguity on a daily basis.
In most cases, it is not difficult to tell when a relationship has become inappropriate. In
fact, once the discussion begins most couples do not quibble over definition, but agree
that something was inappropriate. This is not to suggest that partners do not deceive
or deny that an affair has occurred or is occurring. Once the admission has been made
that “something happened,” it is usually with the idea that it was inappropriate.

Finally, the term extramarital sex fails to capture the problems encountered by
those partners who are in a committed dating relationship. Many unmarried couples
present for treatment with the same issue. One partner had assumed there would be
fidelity only to discover the other partner had gone outside the relationship. Recent
research and literature on infidelity have used the more inclusive terms extradyadic
sex, extradyadic velationships, and extradyadic involvement.

The prevalence of infidelity is difficult to determine because affairs are almost
always concealed. Even though researchers promise confidentiality, some subjects are
reluctant to reveal their affairs. Some studies have utilized methodologies that would
suppress reporting of such data. In some of the earliest research on infidelity, Kinsey,
Pomeroy, and Martin (1948) and Kinsey, Pomeroy, Martin, and Gebhard (1953)
reported that an estimated 50% of husbands and 26% of wives had had an extramarital
relationship during the course of their marriage. Many other researchers have
examined the frequency of affairs and found the following;:

e 40% for men and 36% for women (Athanasious, Shaver, & Travis, 1970)

e 20% for men and 10% for women (Johnson, 1970)

e 41% for men and 18% for women (Hunt, 1974)

e 50-70% for men and 35-55% for women (Marret, 1990; Martin, 1989;
Thompson, 1984 as cited in DiBlasio, 2000)

e 60% for men and 45% for women (Glass & Wright, 1992)

e 24.5% for men and 15% for women (Laumann, Gagnon, Michael, & Michaels
1994).

One difficulty inherent in understanding these results is that the researchers used varying

definitions and methodologies, which makes comparison and confidence difficult.
Two large-scale studies utilizing sophisticated sampling techniques and data collec-

tion deserve special attention. The 1993 National Opinion Research Center conducted
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a study with approximately 1,200 respondents. On average, about 15% of married or
ever married individuals reported having had an extramarital affair. When broken
down by sex, the percentages were 21% for men and 12% for women. Wiederman
(1997) analyzed data from the General Social Survey conducted in 1994. This sample
consisted of over 2,000 respondents. He found that 22.7% of men reported an affair
compared to 11.6% for women. Additionally, he found that for the members of the
sample under 40 years of age, there was no difference in the incidence of affairs. The
incidence for affairs tended to increase for men as they age (at least up to age 70),
whereas for women the highest incidence was between 30 and 50 years old. Similarly,
the 2006 General Social Survey conducted a study of approximately 1,700 respon-
dents. On average, about 18% of married or ever married individuals reported having
sex with someone other than their spouse. In averaging numbers from past General
Social Surveys that have been conducted since 1991, of nearly 15,000 respondents
16.7% of married or ever married individuals admit to having had an extramarital
affair. For more information on the General Social Survey visit www.norc.org.

In addition to the statistics mentioned above, a few other studies help us under-
stand the frequency and nature of affairs. Thompson (1984 ) found 43% of the subjects
in his study had been involved in one of the three types of affairs mentioned earlier.
Primarily sexual affairs were reported by 21% of the subjects. Comparisons between
men and women found that men were more likely to be involved in sexual affairs and
women more likely to be involved in emotional affairs. One item of information that
is missing from all these studies is the duration of the affairs, particularly prolonged
affairs.

Finally, it is important to have some understanding of the prevalence of extradyadic
affairs in those couples secking treatment. Humphrey and Strong (1976) did a survey
of clinical members of the American Association of Marriage and Family Therapy. The
therapists reported that 46% of the couples coming for help reported an affair in their
marriage. A replication of this study in 1984 showed higher rates, with some thera-
pists reporting that the majority of their caseload has experienced an affair (Humphrey,
1985). Atkins, Baucom, and Jacobson (2001) reported that 50-65% of couples
presenting for therapy were the result of infidelity. These results underscore the
importance of the therapist having sufficient knowledge and training to work with
couples who have experienced infidelity.

Dimensions of Extradyadic Affairs

As indicated above, defining the term infidelity is a difficult matter. Not all affairs are
alike and are presented in many different variations. Assessing an affair presupposes an
understanding of the various dimensions in which an affair may be presented. Several
authors have attempted to identify these various dimensions, and their ideas have
considerable overlap (Humphrey, 1987; Westfall, 1989, 1995). The therapist should
consider the following dimensions of affairs and assess these during the evaluation
phase of treatment.

1 The frequency, duration, and location of the affair. Some affairs are one-night
stands only. Many of the clients we have seen had just one sexual encounter,
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sometimes with a prostitute, and became frightened by what they had done.
Other individuals had sex frequently or had frequent contacts with the extrady-
adic partner. Duration is an extremely important factor. Just how long did the
affair last? Was it a week or two decades? The dynamics involved in these situa-
tions would be very different. Long-term affairs tend to stabilize a relationship
that is not working and are very difficult to stop. The attachment between the
affair partners has grown strong to the point the affair partner cannot choose
between partners. The third element is the location of the affair. If an affair
occurred in a person’s home (i.e., in the bedroom), the symbolic meaning for the
betrayed partner is quite significant. Partners will sometimes comment angrily,
“How could you have sex in our bed with him/her?” Sometimes affairs occur in
a motel/hotel or in a person’s office. In one recent and unusual case, the affair
was primarily emotional with a lot of sexual talk and was conducted almost
entirely by voicemail. Each person had such a busy schedule that they would
exchange up to 60 short messages a day between meeting with their clients. They
were also reluctant to enter into a sexual affair, fearing people would find out and
their careers would suffer. The Internet is another place where more and more
people are meeting for emotional and “cybersex” affairs. Texting (or “sexting”)
also is a medium by which infidelity may occur.

Number of past and present sexual partners. One client of this author reported he
had 150 partners prior to marriage and 150 after his marriage. Partners who
report large numbers of sexual partners should be evaluated for a sexual or love
addiction. For the nonaddicted individuals who report only a few extradyadic
partners, their need for other partners should be explored. This need will be
discussed further in the section on treatment.

The gender of the extradyadic partner. We usually think of an affair as involving
a person of the opposite sex. Sometimes affairs are with members of the same
sex. In some cases, this fact indicates that the partner is gay or bisexual but living
in a heterosexual relationship. In other cases, it represents having explored a
curiosity. One case involved a man who had an affair with another man because
they both shared an interest in cross-dressing. The affair provided validation for
his transvestism, a particular type of fetishistic behavior.

The level of the sexual activity. Sexual activity can occur along a continuum from
verbal or written exchanges to intercourse for the purpose of impregnation. The
therapist will want some idea about the actual behaviors that were experienced.
It could range from a lap dance in a public bar to sexual intercourse in the back
seat of one’s car behind a nightclub.

Whether the affwir(s) was unilateral or bilateral. For most couples, the affair has
involved just one partner. In other couples, both partners have had affairs. It is
uncommon to find that when couples present for treatment they are both in an
affair. However, the history may reveal that each one has had one or more affairs.
It is also important to determine whether an affair may have been a retaliation
against the other partner’s affair. One client, for example, discovered her husband
was once again having an affair with one of his secretaries, and it had become
common knowledge at the office. She responded by having an affair of her own
which involved a public tour through Europe with a man. On another occasion,
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she responded to one of his affairs by flagging a ride with a truck driver on an
interstate highway and having sex with him. This particular couple happened to
consist of a narcissistic husband and a histrionic wife.

The degree of emotional involvement and attachment. This is a critical factor. Glass
and Wright (1992) found that men tend to have affairs more for sexual reasons
and women more for reasons of emotional involvement. Women are more likely
to link sex and love while men are more likely to keep the two separate. Therefore,
it is useful to explore the level of emotional sharing which has occurred and how
attached the partners feel toward each other. A one-night stand at a convention
or sex with a prostitute does not usually represent much emotional involvement
when compared to a long-term affair with frequent contacts.

Each partner’s velationship to the extradyadic partner. This relationship affects the
affair’s impact on the couple. Generally speaking, it is easier for a couple to
handle an affair when the extradyadic partner is someone the betrayed partner
does not know. Unfortunately, many affairs involve persons who are close to
both partners, such as a friend, family member or fellow church member. When
the extradyadic partner falls into one of these categories, the other partner’s sense
of betrayal is much greater—it is a double betrayal: by one’s partner and by the
friend. One husband, for example, came home early from work one day to find
another man in his bedroom with his wife. It turned out he was the cantor in his
synagogue. The husband was a deeply religious man who attended services on a
regular basis and considered this man a friend and religious mentor. The affair
shook his trust in both his wife and marriage and in his faith.

The degree of secrecy, lies, and deception avound the affnir. A continuum of secrecy,
lies, and deception may surround the affair and impact the ability to restore trust.
Some partners will admit to having had or even thinking about an affair. For the
most part, however, partners will deny the affair until they are confronted. Those
affairs which have a long history (several weeks to months) usually involve consid-
erable deception. The person having the affair must keep compounding his or
her lies in order to maintain the secrecy. This pattern of deception creates an
overlay on the affair. The betrayed partner is upset about the affair and also upset
over the fact that his or her partner deliberately and consistently lied to them in
order to conceal it. Such behavior is severely and catastrophically related to a loss
of trust that may be impossible to rebuild.

The degree of implicit approval or consent by the betrayed partner. Without ques-
tion, most partners strongly disapprove of affairs when asked or confronted with
the reality that it is happening. However, the research of Charny and Parnass
(1995), mentioned earlier, suggests there are some situations when spouses
collude in allowing this behavior to continue without confrontation. There are
also some couples who both clearly know about the affair and state that it is
acceptable. There are usually conditions to these affairs, such as being told about
an affair before it happens, being assured that it is for sex only, and keeping the
affair discreet. There are also open marriages, and couples may swing with other
couples provided that everything is out in the open. In a sense, the partners give
each other permission to have sex with others and sometimes participate in a
group sex experience. An Internet search will show that some cities have clubs
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devoted to swinging. These couples may come to therapy when one partner is
consistently breaking the rules they have agreed to or when one feels threatened
that an emotional involvement is taking place. We suspect that a small percentage
of couples tolerate each other’s affairs in order to preserve the appearance of a
marriage and for financial reasons. One woman who was married to a famous and
wealthy man said she did not mind his affairs as long as he was discreet. They
came to therapy because he broke the rule and had an affair with an employee
that became public knowledge. His relationship resulted in her losing face in
the community, and she was insisting he terminate the relationship immediately.
She admitted that her marriage had been dead for many years, but she liked the
wealth and the prestige she received from being married to such a well-known
person.

The tolerance for infidelity within the couple’s social group, community, ethnic/
cultural grouwp, and veligious affilintion. Each one of these factors plays a role in
how the partners perceive and deal with infidelity. Some couples, for example,
belong to sexually permissive social groups such as swinging clubs. Affairs are
tolerated and even accepted to the extent they conform to the norms of the group.
The group may operate autonomously in terms of the greater community or
culture. While religious communities typically sanction marriage and disapprove
of affairs, some groups exhibit less tolerance than others. Fundamentalists tend to
take a firm position equating the act with sin. Penn, Hernandez, and Bermudez
(1997) are some of just a few researchers to describe infidelity from a religious
(specifically Catholicism, Eastern Philosophy, Islam, and Protestantism) and
ethnic (African-American, Hispanic, and Asian-American) perspective. Clinicians
need to assess infidelity within each of these contexts, keeping in mind that part-
ners will sometimes have different interpretations of their cultural norms. One
couple who had immigrated to the United States from the Middle East presented
for therapy due to the husband’s affair. The husband claimed it was his right to
have an affair and that it was extremely common in his culture. His wife strongly
disagreed. The therapist suggested they both seek advice from a senior family
member or religious advisor for help in understanding whether this behavior was
acceptable in their culture. They did in fact seek out an elder in the family who
explained that such behavior did occur, but was neither common nor acceptable.
Apparently, the husband was trying to exploit his culture to justify his behavior
and hoped the therapist might be sufficiently uninformed to accept this claim.

Relational and Emotional Consequences of Infidelity

An affair is a very serious event in the life of a marriage or committed relationship. The
consequences generally fall into two categories. The first is the potential the affair has
for dissolving the relationship and the second is the emotional impact on the couple.
Divorce is one of the most common outcomes of infidelity. Betzig (1989) conducted
an ethnographic study of 160 cultures and found that infidelity was the most common
reason for divorce given across cultures. Divorce studies in Western culture have shown
that between 25% and 50% of couples who divorce state infidelity was the primary
reason (Hunt, 1974; Kelly & Conley, 1987; Levinger, 1976). Humphrey (1987)
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examined the divorce and separation rates for couples during and after therapy. He
found that when the husband had the affair the divorce rate was 10% and when the wife
had the affair the rate was 17%. Additionally, when the husband had the affair, 45% of
couples separated and when the wife had the affair 31% separated. It would appear that
many of those who separated would eventually divorce. Unfortunately, Humphrey was
not able to track these clients long enough to determine the eventual outcome. He had
previously conducted the same study in 1976 and found the divorce rates were higher,
which suggests more tolerance of affairs in the mid-1980s.

A survey of couple therapists also showed that affairs are one of the most damaging
events in the life of a marriage. Affairs ranked second in negative impact after physical
abuse (Whisman, Dixon, & Johnson, 1997). The same researchers asked therapists to
rank couples’ problems in terms of the difficulty of treatment, and infidelity was
ranked as one of the most difficult problems to treat.

Charny and Parnass (1995) surveyed 62 therapists who had an intimate knowledge of
at least one affair in their caseload. In those couples presenting with an affair, 34% of
these marriages ended in divorce primarily due to the affair. The researchers were also
interested in those marriages that were preserved following an affair. Of the 43.5% of
marriages that continued, the overall atmosphere was dysphoric or negative. Another 6%
reported the marriages appeared empty and the couple was not hopeful about the future.

Only a small fraction of the couples (9%), were characterized by improvement and
growth, and many of those in this category had experienced a one-time affair. Humphrey
(1987) reported that 26% of husbands and 21% of wives were improved at the end of
treatment, even though treatment only averaged about 10 sessions. As grim as these
statistics appear to be, the researchers did not address the issue of treatment longevity
or type of treatment provided. Thus, we do not know whether treatment lasted only a
few sessions, as is common in these studies, or what type of therapy was provided.

The emotional impact of an affair can be devastating. The therapists in Charny and
Parnass’ (1995) study observed injuries to self-esteem and confidence, feelings of aban-
donment, a betrayal of trust, feelings of exclusion and rejection, rage, and a sense of
justification in leaving the spouse. Humphrey (1987) found that shock, anger, and denial
were common initial reactions. When the husband had the affair, shock was ranked first
(45%) followed by anger (35%). When it was the wife who had the affair, husbands
ranked anger first (38%) followed by shock (19%). About 7-8% of spouses initially
responded with denial. Charny and Parness (1995) identified a long list of negative
consequences flowing from an affair including, “breaking of religious teaching; the
breaking of trust; guilt; dishonesty; lies; anger; humiliation; depression; suicide; homi-
cide; marital conflict; separation; divorce; anxiety; regret; lost respect and love; disruption
of careers, marriage, and families” (pp. 161-162). Furthermore, he also mentions that
many marriages continue to suffer for years and some eventually end in divorce.

The Typological Approach

Several writers have tried to develop typologies of affairs. All the typologies are loosely
constructed and are based on clinical observation rather than research. Generally
speaking, they either attempt to simply describe the nature of the affair or suggest the
motivation for the affair. These typologies are clinically useful in that they give us
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some clues as to the motivations partners have for violating their relationship. Emily
Brown (1991) developed one of the earliest and best known of these typologies.
Brown describes five types of affairs.

Conflict avoidant affairs. These affairs are designed to help the couple avoid
having to deal with their conflict. Emotional energy is drained from the marriage
and invested elsewhere. The fights that might occur are distracted by the affair.
Unfortunately, attempts to resolve disagreements are also circumvented.
Intimacy avoidant affairs. Many couples can only tolerate so much closeness.
When they begin to get too close, someone must do something to create more
distance. An affair is just one of many strategies which serves the purpose of
creating distance, thereby maintaining an equilibrium that is safe but lacking in
intimacy.

Sexunl addiction. Sometimes a partner is a sex or love addict (Turner, 1995).
These partners have a compulsion to seek love or sexual experiences. Their sexual
acting-out has little to do with the quality of the relationship and is related first
and foremost to their addiction.

Empty nest affairs. This type of affair is similar to intimacy avoidance. As long as
children are in the house, they may be used to avoid closeness. Once gone, the
couple must face the emptiness in the marriage. The affair serves to fill the void
within the marriage by becoming the new distraction. The marital intimacy
equilibrium, therefore, remains undisturbed.

Out the door affair. Sometimes one partner wants to leave the relationship, but
cannot leave without having another partner. They cannot tolerate being alone
or thinking that they may never find anyone else. Thus, they must have an
extradyadic partner in order to transition from the relationship.

Pittman (1989) identified four common patterns.

The accidental encounter. A one-time encounter which usually occurs while
drinking, being with friends at a bachelor party, strip club, massage parlor, etc.,
or being propositioned by someone.

Haobitual philandering. These partners show a consistent pattern of changing
sexual partners and being disloyal to a primary partner. Pittman also agrees that
such a pattern is addictive.

Romantic affairs. These affairs are about being in love with love. The person
wants to recapture the intense feeling of being in love in order to escape from
life’s difficulties.

Marital arrangements. The partners implicitly agree they need to create distance
and avoid the problems of their marriage. One or both partners engage in an
affair to accomplish this goal.

Don-David Lusterman’s (1998) typology deals primarily with the motivations for

having affairs. Much of what Lusterman has to offer has been described in the other
typologies. He identifies affairs that result from mid-life events, entitlement, sexual
identity or orientation, sexual addiction, exploratory affairs, tripod affairs, retaliatory
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affairs, and exit affairs. Three of his terms may be unfamiliar to the reader. An
entitlement affair simply means the person having the affair feels entitled to engage
in this type of behavior. Some men, for example, sometimes compartmentalize affairs
by believing that they are entitled to have sexual relationships in which there is no
emotional attachment. The tripod affair refers to the phenomenon of using the affair
to stabilize a relationship that is not working. Finally, the exploratory affair is used to
explore another relationship when the relationship is not working, but the affair
partner has not decided whether to stay or leave the relationship.

Israel Charny (1992) has one of the most extensive clinical classifications for
extradyadic affairs. He lists 18 types of affairs. We will list them using his headings and
provide a brief description.

1 Corruption, including sadism/masochism. The affair is carried out with hostile
intent, often serving narcissistic needs in the person having the affair.
2 Superficiality and apathy. The affair itself is devoid of emotional connection.
These types of affairs are usually repetitive and sexual.
3 Escapism. The affair allows the partner to escape from the tensions of the
relationship.
4 “A matter of no importance.” The affair is for sexual release alone and the person
claims it is of no emotional significance.
5 “Search committee.” The purpose of this type of affair is to find a replacement
partner.
6 Falling in love to threaten spouse. The purpose of this affair is to force some change
in the mate.
7 Falling in love to complete missing qualities in oneself. The extradyadic partner is
supposed to fill in the missing parts perceived in oneself.
8 Enable continuation of the marriage. The affair compensates for what is missing
in the relationship and thereby stabilizes it.
9 Challenge to improvement and recreation of the relationship. The affair is designed
to create a crisis in the relationship that may help to save it.
10 Renewnl of excitement and adventure. The affair partner hopes to bring home
some of the excitement of the affair.
11 Desire-daring-survival. This type of affair is experienced as a test of courage and
power.
12 Sexual excitement plus “safe” opportunity. These affairs take place under “safe”
conditions where the possibility of discovery is minimal.
13 Fun and variety, anti-boredom, social contagion. The purpose of the affair is to
introduce variety into one’s life.
14 Release of nonmarital tensions. The purpose of this type of affair is to flee from the
problems of everyday life.
15 Hope at difficult moments. The affair is an escape from some intolerable life
situation such as a death or illness in the family.
16  Freedom and independence. The mate who has the affair feels a lack of freedom
and independence in the relationship. The affair is a way to assert one’s freedom.
17 Open marriage. These partners both agree to have affairs under specified
conditions.
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18  Hedonism—an insistence on the pleasure principle. The partner who has this type
of affair subscribes to hedonism as a basic life principle.

Intersystemic Assessment

As presented in Chapter 1, Weeks (1977, 1994) developed the Intersystem Model for
couple and family therapy which has been applied more specifically to the treatment of
infidelity by Weeks et al. (2003) and Fife et al. (2008). In this comprehensive model,
every client system is evaluated and possibly treated from multiple perspectives,
including the individual, the couple, and the intergenerational. Westfall (1995), a
colleague and author in the field of affairs, utilized this model when describing
the assessment of affairs. This section will provide a brief overview of her application
of the Intersystem Model in assessing infidelity. Of course, there is overlap between the
factors and some factors could be listed under two or more headings.

Individual Factors

At the individual level, some of the more common or salient factors associated with
cases of infidelity are: (1) developmental crises, (2) psychiatric problems, (3) sexual
orientation, and (4) major medical illness. A developmental crisis occurs when the
couple or family is having difficulty moving from one lifecycle stage to another. For
example, most couples experience a “honeymoon stage” in their relationship. When
the relationship has matured some, this phase comes to an end, and the partners are
no longer idealizing each other or being driven by their initial fantasies about the
other person. Some partners may experience an intense feeling of disappointment to
the point they feel the need to dissolve the relationship.

Psychiatric problems such as drug, alcohol, and sexual addictions, depression,
anxiety, bipolar disorder, and many of the personality disorders may interfere with the
functioning of the relationship. For example, a partner with untreated bipolar disorder
is unpredictable, and it is difficult to stay emotionally connected to someone who is
so labile. The addict is essentially married to the drug or behavior of their choice.
They are incapable of having an adult—adult relationship, but form addict—co-addict
relationships. Many couples have partners with personality disorders such as
narcissistic-borderline or passive aggressive that predispose them to conflicts.

The third factor that may appear is that of sexual orientation. One partner
may have conflicts about his or her sexual orientation that may interfere with the
relationship. A person may marry in order to “look normal” and deny his or her
homosexuality. Eventually such relationships lose their passion (assuming any was
there from the beginning), and the secret may be revealed to or discovered by the
partner. In such cases, when the affair partner is of the same sex, the betrayed partner
knows he or she cannot compete because the affair partner’s interest is based on
gender and not on the qualities of the mate.

The final individual factor is that of medical illness in one of the partners. A partner
may develop a chronic and potentially life-threatening or life-shortening illness. The
mate may not know how to cope with this illness and turn elsewhere as an escape.
Sometimes it is the ill mate who has the affair in order to feel young and healthy
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again. Also, it is a way of affirming life or starting over, and it may serve to bolster
their denial. Sometimes partners just think they are going to die and they want to
experience as much from life as possible.

Couple Factors

Couple or dyadic factors are those that have to do with the dynamics of the relation-
ship. Westfall (1995) identified three sets of factors that are commonly connected
with infidelity:

1 infertility problems;
2 problems in establishing a loving relationship; and
3 gender role conflict.

Infertility is a problem that affects a sizeable number of couples, especially those
who have waited until their 30s to have children. Sexual problems may grow from the
regimen of having to engage in sex on schedule. Moreover, sex acquires a singular
meaning, procreation instead of recreation. Month after month of disappointment
creates a sense of personal and relationship failure as well as grief over the anticipated
lack of having a biological child of one’s own.

Weeks (1995) and Fife et al. (2008) published a more extensive theory about
intimacy and love than what was originally published in the first edition of this volume
in 1992. In Chapter 10 we discussed Sternberg’s (1986a, 1986b, 1999) model of love,
including the implications of having insufficient commitment, intimacy, and passion.
Problems in any one or several of these areas may predispose a partner toward having
an affair. The couples that share little emotional intimacy are at risk when one partner
desires more affective sharing than the other can provide. Sometimes, the affair partner
will comment on the friendship part of the affair and how they can tell the extradyadic
partner things they cannot share with the husband or wife. Often the affair partner will
describe a yearning or quest for sexual passion that is typical of the early stages of a
relationship. Failing to appreciate the less intense yet highly fulfilling value of a long-
term stable relationship, he or she fears that he or she has fallen “out of love.”

A major part of relationship satisfaction depends upon having one’s expectations
met. Many of our relationship expectations are gender based: men do one thing, and
women do another. Conflict, anger, and disappointment emerge when the couple
cannot agree on these expectations. For example, in some couples, men work and
women stay at home to take care of the family. If one partner does not want this
system and the other does, major conflict will arise.

Intevgenevational Factors

This set of factors deals with events that have occurred or are occurring within the
family of origin. They include, but are not limited to:

1 family life cycle issues;
2 death in the family;
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3 issues of individuation and enmeshment; and
4 incest.

Family life cycle issues are similar to the developmental issues discussed earlier.
With family life cycle issues, the problems are usually related to the age(s) of the chil-
dren. For many couples, the birth of the first child and departure of the last child are
crisis points in their relationship. The couple must now restructure the relationship or
confront the lack of relationship that exists. When this confrontation begins to take
place, some partners will avoid it and start an affair in order to find what they feel is
missing to stabilize a relationship devoid of feeling.

A death in the family can also contribute to an affair. When a family member, such
as a parent, dies, the adult child is confronted with his or her own mortality. In an
effort to recapture a feeling of youthfulness and vitality, some will have an affair. A
parent who was a pivotal or all-important figure may be replaced with a fantasy figure
that can supply what the parent had to offer.

The level of differentiation of partners is also crucial to relationship functioning in
many ways. Differentiation can be defined in several ways, but one simple way to
describe it is related to the degree of individuation or enmeshment in the family. In
one of our cases, a man was highly enmeshed with his mother. When this man married,
he immediately began having affairs and did so for over 20 years of his marriage. His
affairs were a way to avoid enmeshment with his wife. He feared that should he truly
commit himself to his marriage, he would repeat the same pattern and become
enmeshed in two relationships. The affairs allowed him to maintain emotional distance
from all women except his mother.

Incest in the family is a final factor that can lead to an affair. The experience of
incest can have long-lasting consequences. Some incest survivors become sexually
disinterested. While the partner may tolerate this lack of interest for some period
of time and hope that it will change, continued lack of interest may lead the other
partner to seck sexual satisfaction elsewhere. Sometimes the survivors are sexually
limited; they will only allow “patterned” sexual activities or sexual expression
within a limited range that becomes frustrating to the partner. On the other
hand, some survivors become sexually compulsive and driven to act-out. They are
searching for sexual validation, but, in fact, re-create their original sexual trauma in
that they are being used simply for sexual satisfaction. This type of relationship is
based on what Turner (1995) has described as a trauma bond. A number of these
individuals also become love or sex addicts and are mistaken for being immoral and
bad.

At the beginning of this chapter, we stated that we would be focusing more on
treatment than etiology because etiology has been covered extensively in a prior
volume (Weeks & Hof, 1995). The reader desiring a more in-depth analysis should
consult Westfall’s (1995) chapter.

Intersystemic Treatment

As we stated earlier, few events in a couple’s relationship stir up as much emotional
turmoil as an affair. Our research suggests that couples benefit from having a “road
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map” that helps them understand the course of treatment and healing regarding infi-
delity (Bird, Butler, & Fife, 2007; Fife et al., 2008). Our experience in training thera-
pists suggests that therapists benefit as well from knowing how to go about treating
this difficult presenting problem. In this section, we will deal with various treatment
issues and offer strategies that encourage recovery from the trauma of the affair.
Couples present for treatment with a variety of issues. For some couples the affair is a
secret, in others it has just been revealed, for others it is revealed or discovered during
therapy, and for some it is suspected, but never revealed nor discovered. The therapist
must be prepared to deal with all kinds of contingencies when affairs are involved.
Additionally, the emotional climate of a relationship in which an affair has occurred
can be volatile. One of the most common presentations is when the couple enters
therapy shortly after an affair has been revealed or discovered and the affair partner has
not actually severed the relationship or is unsure about whether he or she wants to end
the extradyadic relationship.

The first issue to explore is whether the partners want to preserve the relationship.
They may be enraged and unhappy with each other at this point and making threats
about leaving. A great deal of emotional reactivity may stand in the way of being able
to rationally work through the affair. The question is really one of whether they want
to maintain their commitment to each other and to a process (therapy) which will
help them sort out whether they will be able to preserve and build a satistying rela-
tionship. The therapist might say, “As hurt, unhappy, and angry as you may be right
now, would you like to be able to save this relationship?” The therapist must listen
carefully to whether there is sufficient commitment to continue working with the
couple toward recovery. Gaining some statement of commitment is important at the
outset, even ifit is only to the process of therapy. Many couples yo-yo between being
in the relationship and out of the relationship. In other words, they go back and forth
between wanting to stay and wanting to leave. Such a pattern can go on endlessly
until one partner is exhausted. At a minimum, the therapist can argue that at the
conclusion of therapy the couple will have made a rational decision about what they
want to do.

Some couples will proclaim immediately that they want the relationship to work.
In fact, some will initially report that the relationship has been in the best shape ever
since the affair because they have both been trying so hard. Unfortunately, these
couples have taken a flight into health and have not yet confronted the underlying
unhappiness and problems between them. If both are committed, the therapist can
move quickly to the next issue. If one or both are not committed, then the therapist
may need to spend time helping them decide what they want to do. This might
include staying with the therapy long enough to come to some self-understanding
about why they might want to flee the situation immediately or feel ambivalent about
staying. Sometimes individual sessions help the uncommitted or ambivalent partner
sort out his or her feelings without worrying about the implications of what they say
in front of their partner. It will be necessary to allow time and opportunity for the
expression of intense feelings of guilt, pain, and betrayal. Such intense feelings can
become overwhelming in and of themselves. The partners need to be reminded that
the decision to remain committed to each other can be influenced by these intense
emotions, but should not be made solely on the basis of the reactions to the affair.
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Factors that predisposed the betrayal also need to be considered when deciding to stay
with or to exit the relationship.

Individual Sessions

In individual sessions, the betrayed partner might focus on how deeply he or she was
hurt, but does not wish to risk being this vulnerable in the presence of the affair
partner. Vulnerability involves trust and in this situation, the trust between partners
has been violated. Also, the betrayed partner might talk about how he or she had a
parent who had an affair that ended the parents’ marriage. Exploring these strongly
held fears and feelings about leaving can often help the partner see he or she is running
from a situation rather than dealing with it. The betrayed partner must be encouraged
to stay with the intense feelings in order to understand and ultimately control them.

When the emotional reactivity is less intense, the affair can be reframed as a rela-
tionship problem. That is, the affair may have been a symptom of a relationship that
was not working rather than a symptom of a partner who is impaired. It takes two to
make a relationship work or not work. Framing the affair in this way suggests the
problem is in the relationship, not just one partner. Further, it suggests that the same
thing can happen to any relationship that is not working and that bozh parties changing
could help the relationship. Eventually, the betrayed partner will be helped to see that
the affair is partly of his or her own making, although it is crucial that he or she never
be blamed for another partner having an affair. Moreover, the therapist must say that
nothing excuses the affair. More attention will be devoted to reframing the affair later
in this section. The partner who received the individual session(s) will eventually
return to the couple sessions to either stop the relationship or to proceed to see what
the next step will be.

The affair partner may have stopped the affair or be in the process of trying to stop
it. We believe the therapist must take a firm stance regarding the continuation of the
affair. The therapist must inform the couple that the affair must stop and stay stopped
if they are serious about working on the relationship. In fact, we will guarantee that as
long as the affair continues, even if intermittently, no real progress can be made in the
couple’s relationship. Stopping the affair means that all contact, albeit incidental,
must cease—including brief discussions, e-mail, voice mail, and signals such as
“hang-ups,” etc. Should the affair partner affirm the affair is over, some individual
work still needs be done to assess the reasons that partner had for becoming involved
in the extradyadic relationship. The reason the work is done individually is so that the
affair partner does not have to hold back any information that he or she thinks might
be hurtful to the betrayed partner. Also, the discussion partly revolves around the
attraction of the affair partner. Should the betrayed partner hear some of the descrip-
tions and graphic details such as “she gave me the best blow jobs of my life,” these
pieces of information would compound the sense of anger and competition with the
extradyadic partner. Moreover, if the affair partner truly gives up all contact with
the lover, the loss of this relationship predictably results in profound sadness and
sometimes depression. The betrayed partner often has little empathy for this experi-
ence of sadness and in fact may be wounded by the recognition of the importance of
the affair to his or her significant other.
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The Secret Affair

In some couples, the affair is a secret at the beginning of therapy. Two situations are
likely to occur. The first is that the partner(s) ask for an individual session or the thera-
pist asks for individual sessions to gain more information. Sometimes, the therapist
has a sense that an affair is occurring. These individual sessions are usually held at the
beginning of treatment after a few conjoint sessions to get some sense about how the
partners operate as a couple.

The second situation is when therapy has proceeded for a number of sessions and
the change expected by the therapist has not occurred. An unexplained lack of change
is an indicator of a secret—most commonly an affair. The therapist may suggest an
individual session or two in order to gain background information that might have
been missed and which is important in getting the couple unstuck.

In the individual session, the therapist should state that something appears to be
missing that might explain the lack of change. If a partner has expressed concerns
about an affair, this should be stated, emphasizing the importance of honesty in the
therapy sessions. Recall the therapist has already defined the rules of confidentiality,
but it might be useful at the beginning of the individual sessions to repeat the rules so
that the partner feels free to divulge information. The client might then reveal that he
or she has been and still is involved in an affair. The therapist needs to take a nonjudg-
mental stance toward this behavior, otherwise, the client will reveal very little more
and will write the therapist off as taking a moral rather than helpful psychological
stance. The therapist should also remind the affair partner that no lasting change will
occur as long as there is an affair. Because the affair is still continuing and the client is
coming in for couple therapy, the client is either ambivalent about stopping the affair
or has tried to end it but found this cannot be easily accomplished. The client is asked
to talk about what he or she really wants for the relationship. Again, the therapist is
trying to establish, without the betrayed partner’s presence, how much commitment
there is to the relationship.

Assuming the betrayed partner is still in love with the affair partner and states he or
she wants the relationship to work, but is uncertain as to its outcome, the therapist must
proceed by suggesting that therapy can only be accomplished if the affair partner is
working toward severing the affair in a timely manner. We usually give a client 34 weeks
to stop the affair, before ending the therapy due to a lack of change by stating that one
partner has individual issues which are preventing change from occurring. Of course, if
the therapist has to end therapy, this is also an indication to the betrayed partner that
things are not going to improve and they should plan accordingly. It is perceived by the
betrayed partner that a secret is the cause for termination of treatment.

The relationship the therapist has to the affair partner is isomorphic with the rela-
tionship between the affair partner and the extradyadic partner—both are secret
relationships. Partners who are in denial must at this point confront the reality of the
situation. In many cases, the betrayed partner confronts the affair partner with
the ultimatum that he or she must know what is going on or they will leave. When
the affair partner is confronted in this manner, he or she may then admit to the affair
and will either wish to end the relationship by default or say he or she wants to stop
the affair, but has been unable to terminate it.
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Hopefully, the affair partner will want to work on the relationship, realizing he or

she must stop the affair. The therapist will then need to explore the motivations for
the affair with the client. One aspect of this exploration is to ask about the dimensions
of the affair described at the beginning of the chapter such as how long it has been
occurring, with whom, what is the extradyadic partner’s relationship with the betrayed
partner, etc. In short, the therapist will want to gather a good deal of factual informa-
tion about the affair. The other focus of the individual sessions is on being able to stop
the affair and help the client understand why it began. The therapist can ask questions
such as the following.

N O Ul N~

10
11
12
13
14
15
16

17
18
19
20
21

22
23

24
25
26

How did you meet this person?

What was the attraction?

Who initiated the relationship?

How were you feeling about yourself when this relationship started?

How were you feeling about your marriage when this relationship started?
What was going on in your life about the time this relationship started?

How attached have you become to this person? Do you think you love this
person?

What has this relationship meant to you?

How has this relationship helped /hurt your marriage?

How has this relationship helped /hurt you?

Did you ever imagine that you would have an affair?

How has this relationship challenged your ethical, moral, or value system?

What do you like most about this person/relationship?

What do you like least about this person/relationship?

How do you feel about ending this relationship?

How do you think your extradyadic partner will feel about this relationship
ending?

Do you think he/she will be able to let go of this relationship if you end it or do
you think they will continue to pursue you?

Who else knows about this relationship?

Have you thought of ending this relationship or unsuccessfully tried to end it?
Has your partner thought of ending this relationship or unsuccessfully tried to
end it?

How much mental energy does it take to keep both of your relationships going?
Are you feeling worn down by this situation?

How do you think you will feel when it is over?

Do you think you might resent your husband/wife for having to end this
relationship?

Have you ever had to end a relationship?

What has it been like when relationships have ended for you in the past?

Are you prepared to grieve over the loss of this person?

These questions will provide the therapist with the information needed to process

the motivations for the affair as well as help the client end the affair. The therapist may
need to validate that the client has developed a strong sense of attachment for the
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extradyadic partner and that to lose this partner will cause grief. Most affair partners do
not want their partner to know how strongly attached he or she has become to the
extradyadic partner, nor do they want the betrayed partner to see them grieve over the
loss of the relationship with the extradyadic partner. Hence, most affair partners will
minimize the emotional involvement when the betrayed partner is in the room.

Part of the therapist’s task in the individual sessions is to help the affair partner
grieve over the loss of the relationship and to ensure that the relationship does not start
again. The affair partner will need to be encouraged and coached about what to say to
the extradyadic partner. The affair partner might say that they are working on their
primary relationship and need to be fully committed. This necessitates ending the aftair
and having no further contact with the extradyadic partner. Sometimes affair partners
are unwilling to end the affair immediately and permanently. In those cases, we suggest
putting the other relationship on hold for 6 months in order to give the primary rela-
tionship a chance. During that time, no contact is allowed. The rationale we provide
the client is that by putting the affair on hold and making a commitment to work on
the relationship for 6 months, he or she will either experience the marriage as working
or beginning to work, or he or she will not experience significant change or growth. If
after 6 months (in some cases sooner) the relationship is not working, the affair partner
can leave the relationship knowing that he or she tried their best. The affair partner can
leave the relationship with less guilt knowing the affair did not cloud the decision to
stay or go. Removing the affair as an issue helps the client move in one direction or
another with more conviction that the decision was properly made.

The motivations for an affair may vary according to the assessment criteria
mentioned in the earlier section and the type of affair. Due to the secret nature of
most affairs, the two parties have relatively little time to spend together. In fact, it is
much like dating. When they do get together it is for a meal, to talk, or to have sex in
finite periods of time. The relationship is not challenged by the normal day-to-day
events that most couples face, such as children and having to solve problems as they
come along. It is also a new relationship. One of the greatest sources of sexual desire
is that of novelty of a new partner. We often point out that the established relationship
does not have a chance compared to a new relationship because the brain is awash in
“feel-good” chemicals. These chemicals are so powerful they are like addictive drugs—
we crave more and more. Information such as this puts the intensity of feelings in
perspective for the client.

Finally, the time-limited and artificial nature of an affair, plus the fact that most
affair partners will not see any flaws or shortcomings in the extradyadic partner,
suggests a considerable amount of projection. In many of the cases we have treated,
the extradyadic partner was a projection of a parental figure or an idealized figure. The
parental figure projection involves seeing qualities in the extradyadic partner which
were loved and admired in a parent, but perceived as missing in the partner. Obviously,
some of the characteristics perceived are those of being taken care of, cared about, and
accepted. The idealized figure projection means seeing the extradyadic partner in
idealized terms. They are the embodiment of goodness and kindness. Moreover, the
idealized figure often has traits that the other person would like to have but feels he
or she is missing. For example, affair partners are sometimes attracted to extradyadic
partners because they are seen as outgoing and socially skillful. They have friends and
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are good listeners. The affair partner will sometimes comment about how the extra-
dyadic partner has “brought them out.” They may be referring to bringing out their
feelings or bringing them out socially with his or her closest friends who know about
the affair. The projective aspects of the relationship require exploration and the affair
partner must be helped to see these qualities in the betrayed partner, if they exist.
When the idealized projection is a search for that which is missing in oneself, then the
therapist needs to help the client develop that aspect of self. A client who is emotion-
ally repressed could be assisted in exploring his or her feelings and discovering the
reasons for his or her repressions. A client who has never felt he or she could expose
his or her real self may be aided in self-exploration and acceptance.

The Affective Phase of Treatment

Beginning the Couple Work

In addition to the couple affirming their commitment to work on the relationship or
to the therapy, there are a few other issues that require immediate attention. If the
partner knows about the affair, the first task is to deal with the affair.

One of the tasks is to deal with the feelings generated by the affair. In most partners,
there are intense feelings of anger, shock, betrayal, and so on. The intensity of these
feelings may be frightening to both partners because the feelings seem endless and irra-
tional. The betrayed partner must be given an opportunity to discuss these feelings in
the couple session and the affair partner must be willing to acknowledge and validate
these feelings. For most couples, the betrayed partner’s feelings have not been adequately
acknowledged. This may be due, in part, because the couple have different definitions
of what constitutes infidelity. The affair partner may have offered an apology or stated
he or she could understand how the betrayed partner felt but not sufficiently discussed
the feelings. A great deal of time is spent in session just talking about the feelings. First,
the betrayed partner has an opportunity to talk about his or her feelings and then the
affair partner has an opportunity to talk about how he or she feels. The couple also
needs to agree that when they have a need to express some of these feelings at home
they should set aside time to talk about them. When these feelings are discussed at
home, they should be contained and not the topic of continuous conversation.

Because most couples have avoided this painful emotional conversation, the focus
has shifted to an endless search for facts. Facts have been substituted for feelings. The
betrayed partner will want to know every detail of the affair—with whom, how long,
when did they meet, how many times, what did the extradyadic partner look like,
what did they talk about, where did they go, what gifts were given, and what happened
sexually. We strongly believe this endless search for facts is a substitute for discussion
about feelings. Some facts are useful for the betrayed partner to know. We generally
think the betrayed partner should know:

e who the extradyadic partner was;
e how long the affair lasted;

e how often they meet; and

e where they meet.
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The search for sexual details represents a voyeuristic interest providing memories and
images of what the affair partner did which are difficult for the betrayed partner to
overcome.

Beyond these basic facts, we suggest that every time the betrayed partner wants to
start asking questions, he or she should express these feelings and needs. We often say,
“Talk about the feelings and needs, not the facts. You already know what happened;
hearing it again will not help you.” The need that many betrayed partners have is that
of emotional reassurance that the affair has ended. They should think about how they
are feeling and what they need. They usually desire to be reassured that the affair
partner wants to work on the relationship and still finds them attractive and lovable.
We encourage affair partners to become more vocal in expressing how they feel about
their partner on an ongoing basis. The more that feelings are discussed, the less the
need for facts.

The emotional turmoil surrounding an affair can last from several weeks to several
months. A significant amount of time may be spent in session discussing feelings as
they emerge and change. The couple needs to be forewarned that feelings will be
quite changeable, and just when they think one feeling has subsided it may reappear.
This phase of therapy cannot be accelerated. Trying to go around rather than through
the feelings will just keep the therapy stuck at the level of searching for facts and accu-
sations. Two additional points may be mentioned here. First, the betrayed partner
may have feelings that do not subside and which appear to have another or deeper
source. Part of the discussion around the betrayed partner’s feelings is to discover past
betrayal in that person’s life, including experiences in the family of origin. For example,
Christine reported that when she was growing up her father had had multiple affairs
she knew about but which apparently her mother did not. She was determined that
she would never experience an affair in her own marriage, but was told by her husband
that he had been having an affair. Her feelings about her situation resonated with her
old feelings toward her father and exacerbated her reaction. In another case, Jonathan
had been married three times. All three of his marriages ended due to his wives” affairs.
Of course, he was in a state of disbelief that such an occurrence could happen again
and assumed his current marriage would end.

Second, sometimes the betrayed partner will develop obsessive-compulsive behav-
iors or may have obsessive-compulsive personality traits. The affair will become an
obsession for them. The therapist should assess the premorbid functioning in this area
and if the feelings about the affair persist beyond what seems reasonable, concurrent
treatment, including medication, should commence for that client.

The grief reaction may also include depression and anxiety. In some cases, these
symptoms predated the affair and have not been treated. A psychiatric referral may be
useful. The SSRIs can be very useful in lifting the depression as well as reducing the
obsessional thinking when prescribed at higher doses.

Accountability and Trust

An affair is highly disruptive to the feelings of trust in a relationship. Not only is the
betrayed partner injured by the affair, but also by the lies and deception that accom-
pany most affairs. Rebuilding trust is not an easy matter. An affair partner cannot
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simply apologize and say he or she is trustworthy again. We emphasize that trust will
be rebuilt slowly, and through experience and communication. The betrayed partner
will be wondering whatis really going on in the life of his or her partner. Communication
can give the betrayed insight regarding the inner life of their partner, which is essential
for trust to be reformed. Affair partners must also recognize and take responsibility for
the rejection sensitivity they have created by having the aftair. Their actions destroyed
the trust and led to the ongoing hypervigilance and suspicions of their betrayed
partner. In order to alleviate these suspicions and demonstrate accountability, affair
partners must be careful to explain their comings and goings. When traveling, they
need to make calls home and be reachable by telephone. The information previously
provided about the extradyadic partner (i.e., where and when they met) helps the
betrayed partner know that the affair has not restarted. For example, one man met the
person for lunch almost every day. He would always have an excuse for being out of
the office for a long lunch and could not be reached, even by cellular telephone. Part
of his accountability to his wife was to either eat lunch in or be reachable by telephone
around lunch. He was also told it would be helpful if he could go home for lunch
since home was nearby, or to call his wife during lunch for a little chat.

The basic information provided by the affair partner is actually for the purpose of
helping the betrayed partner know whether he or she has reason to suspect the affair has
begun again. Additionally, we tell the couple that absolute honesty is important. Any
communication with the extradyadic partner should be reported. In many cases, this
person will call, send a letter, or just be seen in the office or neighborhood. An innocent
meeting on the street could be reported back to the betrayed partner and cause alarm if
the meeting is not mentioned. In other cases, the affair partner will violate the agreement
and call the extradyadic partner. This information should also be reported in the couple
session, since the therapist needs to know in order to help the affair partner who is strug-
gling with stopping the affair, and the betrayed partner needs to know where he or she
stands in the process. Restoring trust and a sense of loyalty can only be accomplished
through honesty, even if the news is not always what the couple would like to hear.

The Cognitive Phase of Treatment

Once the feelings about the affair have been discussed and the affair is not such an
emotionally charged event, the second phase of therapy can be integrated, with the
couple agreeing to work on the relationship with openness and honesty. The phases
may overlap, but for conceptual clarity they are separated. The couple needs to find:

1  some way of making sense of what happened;
2 what the affair meant and means to the couple; and
3 what they can learn from the affair to prevent it from happening again.

In the assessment section of the chapter, we reviewed a number of individual
reasons why a partner might have an affair, such as mid-life crisis, psychiatric disorders,
chronic illness, etc. For some couples, the explanation is as simple as identifying the
factors in the individual which led to the affair. Then it is a matter of helping that
person remedy those factors and restoring the trust in the relationship.
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In our experience, the vast majority of affairs have resulted from relationship
dysfunction or dissatisfaction. From a systemic perspective, it takes two to create rela-
tionship dysfunction. While we say quite clearly to the couple that nothing justifies
the affair, the relationship was vulnerable to infidelity, and both partners likely contrib-
uted in some ways to the vulnerability. We also believe the couple need an explanation
which helps them make sense of the situation and gives them a sense that if those
problems are rectified another affair will not occur. Thus, the therapist has the task of
systemically reframing the affair.

Reframing is a generic strategy in couple and family therapy. It involves helping the
couple find another way of viewing their problem, which has the effect of putting
everyone on the same level. In other words, both members are defined as having some
part in creating the problem. Based on the study mentioned earlier in this chapter,
which stated that couples collude in allowing the affair to continue, it is clear that the
partners can be told they both were unwilling to confront the unhappiness or dissat-
isfaction contributing to problems appearing elsewhere. In order to reframe the affair,
the therapist needs to elicit information about the couple’s relationship. As bits and
pieces of information are gathered, a picture begins to emerge which points to their
dissatisfaction or dysfunction. These pieces of information can be given emphasis by
the therapist to help the couple have “insight” as to why the affair happened. If the
couple is unable to draw some conclusion from the facts emphasized by the therapist,
the therapist may need to state the reframe and ask the couple to react to it.

The reframe needs to focus on some dysfunctional dynamic in the relationship or
on each partner’s problems that have led to an interlocking dysfunctional pattern of
behavior. In the first case, the therapist might reframe their dynamic as one in which
both partners failed to engage in effective communication or conflict resolution. A
pattern such as this is likely to erode the quality of relationship satisfaction until one
partner decides to have an affair. In the second case, the therapist might reframe each
partner’s problems. For example, in one case the wife was chronically depressed and
refused treatment. Her husband was resigned to her depression, having grown up
with a depressed mother. He felt powerless to effect any change or get what he needed
from his wife. He began to withdraw from her and to overwork. Interestingly, it was
the wife who had the affair, thinking it might help her depression because she felt so
alone. In another case, the partners colluded in forming a parent—child relationship.
Over time, this pattern created conflict and relationship dissatisfaction that contrib-
uted to the affair.

Intergenerational factors may also play into the affair. The most common pattern
we have observed is a partner having an affair in order to create distance in the rela-
tionship due to parental enmeshment. Mark, for example, was 45 when he entered
therapy. At this time, the truth was revealed that he had had affairs since the begin-
ning of his marriage at the age of 23. Mark was from an Italian family and extremely
enmeshed. He would see his mother every day. The cover story was that his mother
needed help in the house with repairs and so forth that justified his daily visits. When
Mark married, he was unable to extricate himself emotionally from his family.
Knowing that he needed some emotional and relationship space of his own, he began
having a sequence of 2-year affairs. The affairs helped him maintain stability in the
marriage by allowing him to stay emotionally disengaged. His wife had never suspected
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an affair, but was certainly aware of the fact that he was close to his family and not
emotionally engaged with her. She had been reared in an abusive family. The only
time family members became close was in order to be angry and violent. Thus, she
feared that closeness might bring more of the same and unconsciously needed the
distance in the marriage. Family-of-origin work was indicated for this couple.

An effective reframe allows the couple to find meaning in the affair. They can both
see a connection between their behavior and the affair as a symptom. Once this
connection has been established, they can begin the final phase of therapy. The cogni-
tive or reframing phase of therapy is usually brief, lasting only a few sessions. This
phase lays the groundwork for the final phase. Both partners can now participate in
the therapy, often with them sharing responsibility for allowing problems to continue
in their relationship.

Reconciliation, Recovery, and Restructuring

Having worked through the first two phases of treatment allows the partners to gain
some understanding of each other’s dynamics, vulnerabilities, and humanness. In
order to reconcile with each other, they must grasp the complexity of their relationship
and each other in such a way as to see the struggle that every relationship endures. The
partners need to feel they are working together toward a common goal of building the
relationship out of liking and loving each other. This phase of treatment may take
anywhere from a few months to a couple of years. The research cited earlier suggested
that a brief treatment of affairs is ineffective. No research has been conducted on
longer-term treatment. Our experience in treating affairs over many years has taught us
that a quick fix is not possible. Couples must be willing to make a long-term commit-
ment to the therapeutic process if they are to achieve a satisfactory relationship.

Worthington and Drinkard (2000) have published one of the most comprehensive
models for facilitating reconciliations. The purpose of reconciliation is to restore
harmony in the relationship while acknowledging that differences may continue to
persist. Reconciliation is similar to forgiveness, but not the same. McCullough,
Worthington, and Rachal (1997) suggest that a person experiences forgiveness from
within when the person (a) no longer desires to avoid or withdraw from the individual
who offended him or her; (b) lets go a sense of revenge or just anger; and (c) desires
a reconciliation ifit is prudent, possible, and safe to do so.

Worthington and Drinkard’s (2000) model of reconciliation consists of six
“planks”.

1 Decide whether to reconcile. Reconciliation may not be possible or desirable, espe-
cially if'a person’s safety or health might be threatened by such action. Safeguards
must first be established. The likelihood of successful reconciliation should be
assessed by the therapist.

2 Softness. An attitude of mutual softness must be created between the partners or
reconciliation will not occur. The therapist must stress that both parties must
drop his or her wall of defense that was erected as protection from further injury
by the other partner. Two-way concessions will be needed for a successful
reconciliation.
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Forgiveness. After a soft environment is created, forgiveness is promoted.
Worthington (1998b) presents a five-step pyramid model of forgiveness.

(a) Recall the hurt. Recall the specific hurtful and offensive events. In free
flowing conversation, the couple discuss the events, utilizing the therapist to
prevent escalation of anger.

(b) Empathize with the offending partner. Empathy is expressed for the other’s
situation by having the partners describe the events from the other partner’s
point of view. Each partner’s empathetic understanding of the event is
discussed.

(c) Altruistic gift of forgiveness. Partners recall when he or she offended or hurt
someone other than his or her partner and was subsequently forgiven. The
resulting feelings of gratitude and freedom from being forgiven are discussed.

(d) Commit to forgive. A verbal commitment to forgive the partner is necessary.
The therapist invites the partners to forgive each other when they are ready.

(e) Holding onto forgiveness. The therapist informs the partners that offenses
and hurts will not be totally forgotten, but it does not mean forgiveness has
not been granted if a forgiven hurt is recalled.

Reverse the negative cascade. Relationships deteriorate, usually in steps—criticism,
defensiveness, contempt, and stonewalling (Gottman, 1994). Partners seck and
find new negative interactions as the nonlinear change in perception of the rela-
tionship becomes negative, global, and stable (Fincham & Bradbury, 1993),
negating any possible interactions. For successful reconciliation, good times must
be recalled to reinforce the positive aspects of the relationship.

Deal with failurves in trustworthiness. Partners must be made aware that failures in
trustworthiness are inevitable, but it does not mean the reconciliation program
has failed. Failures can be positively reframed by the therapist as opportunities to
practice forgiveness and a positive maintenance of reconciliation behaviors.
Actively build love. Reconciliation is more than just resolving conflicts, but also
involves the rebuilding of love that has been damaged by hurtful acts that
offended and devalued a partner. Devaluing behavior must be avoided and
behavior communicating value of the partners must be increased to rebuild love.

Weeks et al. (2003) were the first to present a systematic model which included a

strong emphasis on forgiveness. Fife et al. (2008) have also developed a five-phase
approach for the treatment of infidelity.

1. Crisis management and assessment. Often after infidelity clients present for treat-
ment with intense emotions about the betrayal. It is important to be able to process
the feelings that are present (Cano & O’Leary, 1997) as well as maintain a therapeutic
balance with clients (Fife et al., 2008). Clinicians should also assess for the level of
commitment while suggesting that clients wait to make decisions regarding their rela-
tionship while in the midst of the initial shock of infidelity. Furthermore, assessment
of the couple should include things such as: the type of infidelity, the time frame
and duration, the frequency and location, a history of past infidelity, relationship of
extradyadic partner to both partners, degree of collusion by betrayed partner,
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perceived attractiveness of the extradyadic partner, and social and cultural context of
infidelity (Weeks et al., 2003; Fife et al., 2008).

2. Systemic factors. In this phase individual, relational, and intergenerational factors
should be considered. Individual factors that may contribute to infidelity include:
mental and emotional disorders, illness and age-related conditions, and situational
factors like a mid-life crisis. Relational factors should be considered since often infi-
delity is related to relationship problems. The relationship prior to the betrayal should
be assessed, including “expectations, communication dynamics, problem-solving
cfforts, emotional closeness, and physical intimacy.” Finally, family-of-origin issues
such as previous infidelity, triangulation, and enmeshment should be considered
through techniques such as a focused genogram (Weeks et al., 2003; Fife et al., 2008).

3. Facilitating forgiveness. Murray (2002) defines forgiveness as “the conscious choice
to abandon ill will and desired retribution and carries neither implication about the
worthiness of the forgiven nor the status of the reconciliation.” Some see forgiveness
as a single event, but it should be seen as a process including “empathy, humility,
remorse, apology, softening, accepting responsibility, and extending forgiveness”
(Fife et al., 2008). Forgiveness can be attained through maximizing unifying factors
such as empathy, humility, relational commitment, and hope (McCullough, 2000;
Worthington, 1998a). Empathy helps to decrease defensiveness and increase soft-
ening. Humility allows the unfaithful partner to take responsibility for their actions.
As empathy and humility are increased commitment and hope for the relationship also
increase. A sincere apology is also important. The apology should acknowledge the
wrong and harm done, be genuine, and make a commitment to change (Couch,
Jones, & Moore, 1999; Fincham, 2000; Fitness, 2001; Flanagan, 1992; Gold &
Weiner, 2000).

While forgiveness is a vital part of the healing process there are a few key points to
remember in its application to the clinical setting. In a study done by Olmstead, Blick,
and Mills (2009) therapists report that they do not even mention forgiveness until
well into therapy. Second, the concept of forgiveness is accepted more by clients when
the therapist uses language that highlights that forgiveness is beneficial for the
betrayed partner (Butler, Dahlin, & Fife, 2002). Case (2005) reports that forgiveness
is a process that involves at least four distinguishable phases:

ceasing to seek/demand justice or revenge;
ceasing to feel anger/resentment;

wishing the other person well;

restoring relational trust.

B0 N~

4. Treat the factors that contribute to infidelity. It is important for clients to understand
the factors associated with the infidelity and work to prevent future infidelity. Some of
the problems associated with this are: inability to develop intimacy, commitment
problems, a deficiency of passion, and inability to communicate and resolve conflicts
and anger. To combat these problems they suggest treating commitment, passion,
and intimacy. Levels of commitment should be assessed and if commitment levels are
unequal between partners the clinician should facilitate a discussion on what
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commitment means to each partner and also ask the couple to talk about how they
first met and the positives within the relationship (see Chapter 10 on intimacy). To
combat problems with passion, clinicians should explore issues of “romance, physical
attraction, sexual desire, and desire to be together” (p. 321). Finally intimacy should
be addressed by exploring closeness, concern for the well-being of each other, trust,
honesty, openness, and feelings of support (Fife et al., 2008).

5. Enbance intimacy through communication. Communication problems can lead to
infidelity by limiting closeness and intimacy. It may be helpful to educate couples on
the circular nature of communication as well as developing communication skills such
as using “I” statements and reflective listening (Fife et al., 2008).

An affair is a traumatic event for both partners. They have both experienced intensely
painful emotions, felt threatened over losing the relationship, and have in fact lost a
great deal of trust and certainty that they had previously enjoyed or taken for granted.
A hidden loss is that of losing the image and dreams that each one carried at the
beginning of the relationship. Many couples begin the relationship with the idea that
their partner is almost perfect and they will have the storybook marriage. An affair
shatters this fantasy with an ugly reality that does not pass. Occasionally in session, the
couple will benefit from talking about this traumatic aspect of the affair. Debriefing
and feeling heard and supported are crucial elements in trauma recovery.

An important aspect of recovery is that of forgiveness. Forgiveness is a topic that
has eluded most writers in the field of marital and family therapy even though it is a
basic human need and needed nowhere more that in the violation of a relationship
through infidelity. During the first few sessions, the affair partner usually asks for some
understanding and forgiveness and it is often granted. At that stage of treatment, not
enough work has been done to create a foundation for a deeper level of forgiveness.
The insights gained into each partner help provide this foundation. As the couple
begins to comprehend and appreciate how they failed to address various issues in their
relationship, they begin to see how they made themselves vulnerable to the experience
of an affair. A deeper level of forgiveness is possible once a deeper level of under-
standing has been achieved. In those cases where one partner clearly has a problem
such as alcoholism or bipolar illness, the other partner may come to see how they
served as a co-addict or an enabler by allowing the illness to continue through their
care-taking or overresponsibility rather than confrontation and constructive action.

As we pointed out earlier, trust and accountability are important from the begin-
ning of therapy. The therapist should expect that it will be difficult for the affair
partner to stop the affair with finality. Telephone calls, visits, and encounters in the
office or community are commonplace even though the intent is to stop the affair.
These are to be reported to the betrayed partner and processed in the session with the
appropriate reassurance that the encounter was not at the affair partner’s initiation. If
it were, he or she would accept responsibility for it and work with the therapist indi-
vidually to stop the relationship.

The restructuring of the relationships may involve work on the individual partners,
the dyadic relationship, and some family-of-origin work. Restructuring refers to the
changes that need to be made in order for the relationship to thrive. In the Intersystem
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Model described earlier, a treatment plan (Weeks & Hof, 1995) is developed which
allows for the systematic integration of whatever treatment issues need to be addressed.
Unless there is severe pathology or addiction in one partner, we generally prefer to do
most of the work with the couple together with occasional individual sessions. The
exception to this rule is when the affair partner needs help at the beginning of therapy
to stop the affair. The couple work allows each partner to learn about the issues of the
other, how some of these patterns are interlocking, and how they must work jointly
to create a working relationship. Each partner’s perspective is also useful in working
on individual issues. Sometimes one partner will be unaware of some of his or her
symptoms, particularly the severity of their symptoms. In one recent case, the husband
pointed out that he believed his wife had been depressed for years. She initially
disagreed with his assessment, but as she learned more about depression and her
symptoms, she began to understand that she was in fact depressed.
The following case illustrates the initial phase of treatment.

Marta Jo and Henry had been married 24 years. Marta Jo learned that Henry
had been having an affair for about the last 12 years of their marriage with a
woman in his office. The affair was discreet in that they would travel on busi-
ness and they worked on various projects together. Only one or two people
in his office suspected what was happening. The affair started just after the
birth of Marta Jo and Henry’s second and last child. Henry only wanted one
child, not two, because he was an only son. The couple had met when they
were in their mid-20s. Henry had established himself as a successful busi-
nessman, and Marta Jo was also on a career path headed for success. Each
one had had several failed relationships prior to meeting and each partner
was beginning to wonder if he or she would ever find the right person.

This case was filled with a variety of issues. Henry had suffered depression
for many years, but had never been prescribed medication, in spite of analytic
treatment with a psychiatrist. He was also an undiagnosed adult with ADD
that made it difficult for him to stay in conversations with his wife. Marta Jo
did not have any diagnosable conditions.

The relationship had been a difficult one from the beginning. Henry
worked long hours and Marta Jo became pregnant right after marriage and
stopped her career. It was obvious that he was over-involved in work and she
was over-involved with the child. They did not communicate much and
what communication they had was superficial. They both tried to avoid
anger, which allowed resentments to build. A major resentment on Henry’s
part was Marta Jo’s insistence on a second child.

Henry’s major complaint was that his wife always got her way and needed
to be the center of attention. Interestingly, Henry could not conceive the
fact that for many years in his marriage he was so passive he could not ask for
the smallest thing. He took every wish of his wife to be a demand and virtu-
ally every comment about her dissatisfaction was perceived as a criticism.
How could such a relationship have survived for so many years?

Henry grew up in a Christian Science family with two very critical parents.
He was constantly told he was selfish and that his unhappiness was his own

273



Approaches and Techniques

doing. He was trained to be passive and responsible for all “bad” feelings
from his earliest years. A father and stepmother reared Marta Jo. Her father
was an extremely narcissistic man who demanded that she do and be every-
thing he wished. If she did not conform to his wishes, he would withdraw
his love from her. Neither Marta Jo nor Henry had experienced intimacy in
their respective families. They needed a relationship that was emotionally
safe and distanced. Unfortunately, Marta Jo violated the unconscious dictum
that she not want anything from Henry. The more she wanted for herself,
the smaller and more inadequate he felt. This would have been a rich case to
treat because it involved individual, couple, and intergenerational issues.
Although Marta Jo was interested in continuing the marriage, Henry
decided he wanted no part of marital therapy once his secret was learned. He
externalized full responsibility for the problem onto his wife and stated she
would never change. It seemed he only had two choices: either he was fully
responsible or she was fully responsible. Either way would have been
doomed to failure. The couple proceeded to divorce, with the husband
moving quickly to solidify the affair relationship.

This case is an exception in our experience.
Another case illustrates a couple that successfully moved through the initial phases
of treatment and was committed to staying together.

Jeff and Susan had been married 17 years and had two teenage children. They
came to therapy because Jeff learned Susan had been having an affair with a
married man for a period of about 2 years. This couple had what is typically
called a parent—child relationship. They were traditionally oriented in terms of
gender roles and Susan had always been a passive partner. She worked part-
time, but was primarily a mother and homemaker. She felt under-appreciated
by Jeff and stated that he had always had the control in their relationship. She
also talked about not knowing what she wanted in life and having a poor sense
of self-worth. In addition, she had become depressed over the years, but did
not recognize her depression. The couple accepted the reframe that what
contributed to the affair was their dissatisfaction over having created a parent—
child relationship. The therapy focused on helping each partner understand
their individual issues and how they feed into each other’s dysfunctional indi-
vidual need to be taken care of or to take care of another. As they began to
understand their pattern, they could see they were eventually headed for
disaster. The mental template for their relationship was established in their
families of origin, that necessitated an analysis of these early patterns. This
couple needed about a year of work in the restructuring phase in order to
change their dynamic and feel secure that another affair would not happen.
Susan was also referred to a psychiatrist and began taking an antidepressant.

Most couples who come for help with an affair, whether the affair is known at the

beginning or not, do commit to working on the relationship for an extended period
of time. While we have not collected hard data on the percentage of couples that stay
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together, it is our impression that over 80% of couples complete the therapy success-
fully and stay together. Clearly, this model of treatment needs to be subjected to
empirical scrutiny.

Internet Infidelity

With the use of the Internet increasing, so too are cases of Internet infidelity. Given
the prevalence of electronic communication and the potential impact on couples’
relationships, it is imperative that therapists become knowledgeable about techno-
logical developments and the related concerns and issues, such as Internet infidelity,
that couples might bring to therapy (Hertlein & Blumer, 2013). Long and Young
(2007) define Internet infidelity as a romantic or sexual relationship that takes place
mainly through electronic exchanges. Pornography may also be considered a form of
Internet infidelity since it is usually guarded with secrecy (Hertlein & Piercy, 2006).
One main question is whether cybersex is considered infidelity or not. In a study done
by Whitty (2005) the majority of respondents indicated that cyber cheating is still a
real betrayal. Whitty (2003) also noted that Internet infidelity did not fall into a
discrete category, indicating that online sexual acts were still considered to be infi-
delity. According to Schneider (2002), partners consider cybersex to be infidelity
because it involves lying, secrecy, decrease in sexual relationship with the real partner,
and decrease in time and emotional attachment. While there are many similarities
between Internet infidelity and face-to-face infidelity there are also some major difter-
ences. In a review of online infidelity studies, Hertlein and Piercy (2008) found that
five of eight studies reported that online infidelity affects offline relationships, and two
of eight studies report that online infidelity is as hurtful as face-to-face infidelity.
Hertlein and Piercy (2012) identify what they term the 7 A’s which make Internet-
related problems unique. The Internet:

1 Is acceptable as a form of communication (King, 1999). This is seen through
social networking sites, smartphones, and even online gaming.

2 Is widely accessible (Cooper, 2000; 2002). The Internet is available almost
everywhere and to almost anyone. It can be accessed at home, work, school, and
even on the go through cellphones.

3 Is affordable (Cooper, 2000; 2002). Gone are the days when dates involved
dinner and a movie. The Internet allows communication for one small monthly
fee.

4 Has the ability to make the user anonymouns (Cooper, 2000; 2002). Internet
users have the ability to choose what they reveal about themselves and what they
keep hidden. It even allows falsification of information about themselves.

5  Facilitates an approximation to real-life interactions (Ross & Kauth, 2002). With
the rise of technology such as web cameras, video streams, and computer
hardware such as Realtouch, communication through the Internet is becoming
more lifelike.

6  Provides ambiguity in defining problematic behavior (Hertlein, 2009a). For
example, one partner may believe viewing pornography is infidelity while another
does not.
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7 Allows people varying degrees of accommodation in terms of their real vs. ideal
selves (Hertlein, 2009b; Hertlein & Stevenson, 2010). The Internet creates an
opportunity for individuals to act a certain way in real time while creating an
opportunity for them to exhibit whatever behavior they want through use of the
Internet.

Internet addictions can have detrimental effects for the betrayed partner. Not only
does the amount of time spent online detract from the relationship, but often the
addict lies about sexual behaviors, leading to distrust. The sexual relationship may also
suffer because the betrayed partner ends up comparing themselves to the online
person. In addition, the betrayed partner may feel hurt, betrayed, abandoned,
devastated, lonely, ashamed, isolated, humiliated, and jealous (Schneider, 2002).

The treatment of Internet infidelity still lacks a specific theoretical foundation.
Hertlein and Piercy (2012) suggest this may be due to the difficulty in defining
Internet infidelity. Is infidelity a strictly sexual act or is it also emotional betrayal? By
some, infidelity is seen as a sexual encounter, while by others emotional intimacy is
also considered infidelity. Interestingly, Henline, Lamke, and Howard (2007) report
that emotional infidelity causes more distress than sexual infidelity. The lack of a
concrete definition makes it difficult to form a treatment approach to combat this
problem.

Hertlein and Piercy (2008) did a qualitative study to determine assessment and
treatment procedures among therapists treating Internet infidelity. Their sample
consisted of 11 therapists who, on average, treated 16 cases of Internet infidelity.
Results from this study suggest that something was missing from the couple’s rela-
tionship which led to one partner seeking gratification elsewhere. The participants
also reported they believed Internet infidelity was a symptom of an underlying
problem such as a decrease in communication, intimacy, boundaries, and commit-
ment between partners. These problems give therapists a guide for treating Internet
infidelity. Similarly five of 11 participants reported using transgenerational
theories and emotionally focused theories. Five participants reported they would use
a genogram and search for patterns in the family of origin. There were other common-
alities found across treatment approaches. Foremost was the use of forgiveness and
first-order strategies such as moving the location of the computer in the home or the
use of an Internet filter to block access to pornographic sites. Participants also reported
that age, physical health, and gender would affect their treatment approaches.

There have also been books written that include treatment approaches for Internet
infidelity and addictions (Cooper, 2002; Maheu & Subotnik, 2001). Maheu and
Subotnik (2001) have outlined four steps to recovering from Internet infidelity. The
first step is to cope with emotions. Coping with emotions involves reducing emotional
reactivity, especially reducing the obsessive review of the infidelity. Maheu and
Subotnik (2001) offer a number of ideas for reducing obsessive thinking about the
infidelity.

1 Writing the love letter involves having the affair partner write a love letter to the

betrayed partner. Every time the betrayed partner begins to obsess they should
take this letter out and read it.
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8]

Challenging distorted thinking by decreasing self-defeating thoughts and

increasing self-reassuring and calming thoughts.

3 Relieving anger is suggested by participating in vigorous physical activity by both
the betrayed partner and the affair partner.

4 Jowrnaling can be a safe way to express thoughts and feelings and can also help
the betrayed partner look at the obsessive thoughts more objectively.

5  Nurturing yourself can also help. This includes things like taking personal time,
exercising, eating well, remaining in contact with loved ones, etc.

6 Active solitude, social action, and distraction can help to distract obsessive
thinking through a change in activities. This can include anything from renting a
video, working on a new project, or participating in sports.

7 Remembering your vesourvcefulness is helpful in difficult times. This is done by

remembering previous hard times and how you made it through them.

The second step is to search for understanding. It is important to understand why
the affair happened in order to prevent future occurrences. Partners should learn how
to talk and listen appropriately. Next certain details of the affair may need to be
discussed. Third, looking at the family of origin can be helpful in uncovering past
infidelities within families and views about infidelity. Finally there is learning to
communicate and finding the miscommunications within the relationship.

The third step is to restructure the rvelationship. This is done through renegotiation
of relationship agreements such as not using the Internet for sexual behavior. It may
also include lifestyle changes.

The fourth and final step is to find closure. Closure can be achieved through an
apology and promise never to do it again. Again, this may take some time as forgive-
ness is a process and not a one-time event.

Hertlein and Piercy (2005) identify a theoretical framework for treating Internet
infidelity. It begins with assessment. The first step in the assessment phase is to learn
about each partner’s expectations in the relationship and to define what Internet
infidelity means for each of them. The second step of assessment is to determine the
problematic Internet behavior (e.g. pornography, time spent online with another
person, etc.).

After assessment comes the treatment phase, which is based on transgenerational
theory. The therapist will first examine the infidelity behaviors, paying close attention
to anxiety, differentiation, and triangulation. Interventions should focus on detrian-
gulation and individuation. A genogram may be helpful to explore and identify trans-
generational patterns surrounding infidelity.

Parker and Wampler (2003) indicate that the betrayed partner may experience
feelings similar to those seen in a couple presenting for a face-to-face affair, such as
jealousy or fear. For this reason it is important not only to treat the affair partner, but
also the betrayed partner. In Cooper’s (2002) Sex and the Internet, Schneider makes
some recommendations for therapy with the betrayed partner.

1  Confirm the partner’s feelings.

2 Help the partner to understand that it is useless to try to compete with fantasy
sex partners.
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3 Empower the partner to help them make real decisions about the relationship.

4 Help the partner to set appropriate boundaries regarding the cybersex addict’s
sexual behavior.

5  Make known the availability of support groups for the partner.

Schneider (2002, p. 182) also identifies potential mistakes made by uninformed
clinicians:

1 To underestimate the adverse consequences of the behavior, for both the user
and the family;

2 To fail to make it a priority for the cybersex addict to stop illegal or dangerous
behaviors;

3 To omit the partner or spouse, if one exists, from the treatment process;

4 To diagnose the compulsive user’s problem or that of his partner as sexual
anorexia; and

5 To recommend that the cybersex user limit the time devoted to cybersex activi-
ties to some predetermined number of hours, or to have the partner join in the
addict’s cybersex activities.

Conclusion

The first edition of this volume did not contain a chapter on the treatment of infi-
delity. The focus of the text has been on general treatment issues such as the process
of therapy and the application of specific techniques and treatment methods to
couples. Since the publication of the first edition, we realized that affairs were a
common dilemma presented by couples coming for treatment. We also realized that
the treatment of affairs provoked uncertainties in therapists about what to do, as well
as anxiety over strategic, ethical, and personal issues.

Although this chapter is the longest in the book, we have only offered essential
information about the definition, prevalence, countertransference issues, ethical and
ctiological factors, and basic treatment issues. Understanding and treating infidelity is
one of the most complex issues confronting the couple therapist. We did not touch
on the fact that significant gender differences exist in the motivations for affairs and in
their impact, nor did we fully explore some of the theoretical issues underlying treat-
ment or the newly evolving literature that would support our approach to treatment.
We hope to claborate on these issues in our subsequent writing. What we have been
able to provide is a basic blueprint for the treatment of affairs based on the Intersystem
Approach that the senior author has been developing over the last 20 years. We have
tried to impart some clarity to the issues of confidentiality and ethical concerns and
the motivations for affairs, and we have tried to lend a sense of direction, purpose, and
focus to the process of treatment. Material found in previous chapters of this book will
be useful in treating affairs, especially as it relates to the issue of commitment and the
techniques used in the recovery and restructuring phase of treatment. Additionally,
the enhancement of intimacy work can help to prevent the occurrence or reoccur-
rence of an affair.
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WORKING WITH HIGHLY
REACTIVE COUPLES

The chapters in Part IT have been devoted to basic approaches and techniques
for working with typical couples in therapy, including communication, conflict,
cognitions, and emotions. However, there is one particular type of couple interaction—
characterized by an extreme level of emotional reactivity—where applying some of these
principles and interventions may not be appropriate or effective. In this chapter, we will
describe this type of couple interaction and the therapeutic processes that are more
likely to produce a positive outcome. Couples who are highly reactive, aggressive, angry,
and judgmental in their interaction often present the greatest challenge to a conjoint
therapist (Nichols & Schwartz, 1998; Paolino & McCrady, 1978). Attempts to modify
the couple process are difficult, emotionally draining, and often unsuccessful.
Because the emotional reactivity is so reciprocally driven by both partners, the homeo-
static persistence of the dynamic is very strong. This type of couple interaction pattern
is characterized by narcissistic vulnerability and deep attachment wounds. Narcissistic
vulnerability “is manifested by a propensity to react to actual or imagined rejection or
disapproval with conscious or unconscious self-fragmentation, identity diffusion, and/
or diminished self-esteem” (Feldman, 1982, p. 417). Each spouse expects the other to
be totally devoted to the gratification of his or her own narcissistic needs (Feldman,
1982). However, the narcissistic wounds, characterized by egocentric or psychic pain,
inhibit or prevent an individual from being able to be sensitive to the needs or the
perspectives of another. It is not that the individual does not care about the other
person’s needs, but it is as if they are out of emotional oxygen and they cannot recog-
nize or meet the needs of the other until they get the emotional oxygen they need
(Chamberlain & Steurer, 2011). Working with such couples can be challenging because
both spouses feel wounded and have a very difficult time recognizing and responding to
the emotional needs of the other. Over the years, a couple may work with a number of
different therapists without success trying to heal narcissistic vulnerability and pain.
Attachment theory can be very useful when working with these types of couples. In
attachment theory it is believed that all people have an inherent need for emotional
connection and that an emotional attachment relationship is initially formed between a
child and their primary care giver(s) (Bowlby, 1988). During the early years of develop-
ment, a person grows to feel secure in relationships if they learn that their primary
attachment figure is available, responsive to their needs, and engaged in their well-being.
If the primary attachment figures are unavailable or unresponsive and these needs are
not consistently met, a person may experience this as neglect, abuse, trauma, or
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abandonment, and he or she may develop one of two types of insecure attachment. They
may become avoidant, meaning they withdraw from emotional connection due to a fear
of being rejected, or they may be anxious, which often looks like neediness and nagging
in adult relationships. Because basic emotional needs were not adequately met early in
life, partners may bring insecure attachments with them into their relationship (Bowlby,
1988), which may create struggles with skills related to emotional regulation and inter-
personal conflict (Dattilio, 2010) and foster negative cycles of reactivity. It is common for
highly reactive couples to be opposite (avoidant vs. anxious) in their insecure attachment
styles, which may contribute to the destructive patterns of reactivity (Johnson, 2004 ).

Couples that are highly reactive are often attempting to get their legitimate needs for
comfort, safety, and connection met in unhealthy ways, or ways that do not work in
their relationship. In most cases, highly reactive couples have common underlying
process dynamics, albeit from different backgrounds. A process approach to working
with them will be presented in this chapter. While the approach takes into consideration
the insights and techniques of the previous chapters, more sophistication is needed
when hurt and pain are a couple’s core interpersonal dynamic. The interpersonal
dynamics of these couples include: (a) narcissistic or attachment wounds in both part-
ners; (b) highly developed and organized introjects such as feeling abandoned or criti-
cized; (c) a process of interpersonal repetition compulsion fed by negative projections
that deepen the wounds; (d) an attributional process which feeds the reciprocal patterns
of hurt and rejection; (e) relationship incongruence which prevents an individual or
couple from sharing vulnerability; (f) a lack of safety which increases their sense of
vulnerability; and (g) few skills to break the regressive slide from a couple’s present
dynamic or content discussion into understanding the early regressive painful emotions,
attachment wounds, and introjects that have created such a dysfunctional relationship.

The aforementioned process dynamics often work simultaneously in both partners to
prevent differentiation, emotional support, safety, and healing. Individuals often find
partners with similar narcissistic vulnerability and who are at similar levels of differentia-
tion. The therapist who understands the power and persistence of these dynamics will
approach such cases with different interventions than might be seen in typical conjoint
therapy. Some specific differences that are more effective with these types of couples are
(a) they might be encouraged in the early stages of treatment to suppress communica-
tion of what they feel; (b) the content of clients will be deemed as far less important than
the process of communication; (c) couples will be asked to continually reframe the same
experience to see it in a different light; (d) direct couple interaction may not be encour-
aged until understanding and new process communication skills are developed; (¢) each
individual receives more attention as to their attachment injuries, painful reactions, and
feelings of rejection; and (f) each partner may be encouraged to receive some individual
therapy, depending on the level of narcissistic vulnerability and reactivity.

Highly Reactive and Enmeshed Couples

Navrcissistic Wounds and Attachment Injuvies

The early underdeveloped selfis highly susceptible to emotional wounds from parents,
siblings, or friends. While some wounds are incurred via isolated traumatic events
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such as a car accident or sexual abuse, most narcissistic wounds are actually the result
of ongoing patterns of neglect, abuse, invasiveness, denigration, lack of safety, etc.,
from early childhood. Such woundedness occurs before and during identity formation
and often prevents the psyche from developing a strong, balanced, integrated sense of
self. As a result, a person may lack trust, fear abandonment, be hypersensitive to criti-
cism, and become veactive in their attempts to get emotional needs met such as acceptance,
belonging, comfort, and safety.

Such lack of safety for the psyche in early childhood often produces shame, destruc-
tive automatic thoughts, negative expectations, and low self-worth. The defenses
against psychic vulnerability can create distant and reactive interactional patterns in
later interpersonal relationships. The list of individual defenses is long and ranges
from denial and suppression to rationalization, grandiosity, or intellectualization.
Interpersonally, the major defenses are anger and different styles of reactivity such as
defensiveness, attack, and withdrawal.

Narcissistic wounds can be exacerbated by attachment injuries experienced at other
points in life, particularly within intimate adult relationships. An attachment injury is
“characterized by an abandonment or by a betrayal of trust during a critical moment
of need” and may occur when one partner fails to meet the other’s expectation that
he or she will be there and offer comfort, support, safety, or caring during a time of
significant distress, vulnerability, or danger (Johnson, Makinen, & Millikan, 2001,
p. 145). If experienced within the current relationship, such experiences may come to
define the relationship,and the damage caused by them may be seen as irreparable by
one or both partners (Johnson et al., 2001). Couples may also be negatively affected
by attachment injuries experienced in previous relationships.

Aggressive communication, emotional outbursts, and rage are common signs of
narcissistic wounds and attachment injuries (Feldman, 1982). Through aggressive
communication, an individual attempts to hide his or her wounds and distance an
intimate partner for the purposes of trying to create individual safety. There is a need
not to be seen as wounded or needy. Closeness increases the likelihood that the needi-
ness is felt and perceived. The more intimate a relationship, the more a person is
potentially vulnerable and exposed.

Aggressive communication usually creates one or all of the following reciprocal
patterns with a partner: (a) aggression creates more aggression; (b) aggression creates
passivity and withdrawal in a partner, which in turn leaves the aggressive partner
feeling rejected or unloved; or (c) aggression creates passive aggression. For example,
a wife asks her husband to get milk, bread, and eggs at the store and he returns with
milk, bread, and yogurt; she gets angry, he feels unappreciated, and they both become
reactive. She says, “Just go to the store and get medium brown eggs,” and he returns
with extra large white eggs. Reactive and aggressive feelings are the end interactional
result, with the pain of feeling unheard, unloved, and criticized so deeply felt.

As described above, narcissistic wounds and attachment injuries are often grounded
in early childhood experiences and are frequently communicated through reactivity
and aggression in adulthood. These wounds need to be explored in therapy so that
clients understand their origins and how they play out in their present relationships.
Healing can take place through self-dialogue, insight, and the development of new
processes of healthier interaction and a secure attachment bond with one’s current
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partner. In some cases, the reactivity may be so high that clients cannot process the
early attachment wounds as a couple, but must do so individually before focusing on
relationship healing. These processes are discussed later in this chapter.

Introjects and Couple Intevaction

Introjects are the early emotions and thoughts developed and incorporated into a
young child’s self-concept through the interaction and quality of nurturing of his or
her significant relationships with caregivers. These emotions and thoughts, organized
as life experiences, tend to repeat and exaggerate themselves. In the development of
identity, such emotions and thoughts became part of the self-concept with the corre-
sponding negative automatic thoughts becoming ways of characterizing the self. For
example, imagine that both parents of an individual are unable to nurture and express
warmth. The child experiences this lack of emotional care with the feeling of being
rejected. These feelings of rejection are organized over time and become labels of
automatic thought such as “I am rejected” or “I am unloved.” A second example is a
parent who criticizes a child on a continuous basis. Responding to continual criticism,
the child feels low self-worth and begins to think and say, “I can’t do anything right,”
“I am unimportant,” or “I am a failure.”

Such feelings can organize more and more of the individual’s life experiences, with
the interpretation of such experiences deeply affecting interaction in later intimate
relationships. In many cases, the introjected emotions and thoughts can be sufficiently
repressed or behaviorally controlled as long as the person is not in an intimate rela-
tionship. Once an individual becomes involved in an intimate relationship,however,
the underlying and unmet narcissistic needs come into play with all the accompanying
dynamics. For this reason, the dynamics between partners sometimes can change
quite precipitously when they become more committed to each other, live together,
get married, or have a child. Once again, it is often the experience of emotional close-
ness that triggers the underlying feelings of vulnerability. As long as emotional
distance can be maintained, the pattern may not be revealed or manifested in a
pronounced way.

The key issue is that, in later relationships, the individual—having organized these
emotions and self-thoughts in early childhood through young adulthood—begins to
perceive and understand more and more interactions through the “lens” of these
emotions; such that, the more rejection or criticism one feels, the more rejection or
criticism one sees in interactions and interpersonal relationships, which may perpet-
uate itself in a vicious cycle, as described in the section below.

Repetition Compulsion

Repetition compulsion is the tendency of an individual to allow early negative feelings
and thoughts about oneself and have them first define self-concept and then affect
interpersonal and interactional dynamics in adulthood. The early organized emotional
experiences, consequent feelings, and associated thoughts tend to repeat and sustain
themselves throughout life, specifically in more intimate relationships. A client
perceives that he or she was rejected as a child. He or she organizes this emotion
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around many different experiences and projects it into many behaviors and inter-
actions with a partner. Projection in this case refers to the dynamic of taking an
internal negative emotion or thought and placing the cause or blame for the experi-
ence onto another. An example of this would be with trust. For example, an individual
learns in childhood that he cannot trust his parents to meet his needs or be there for
him, and then later in life transfers this belief to his spouse or partner. This can be very
confusing to a partner because they are attempting to meet the individual’s needs, but
the other person still does not trust them.

The first step of repetition compulsion is when a person feels rejected and then
rehearses the cognitive statement of “I am rejected.” The rejection is then projected
onto a partner, and many behaviors—which could be interpreted from a variety of
perspectives—are now seen as examples of rejection. For instance, a husband or wife
making a suggestion to the other is no longer experienced as giving helpful advice or
caring, but as critical and judgmental. One partner refusing a request for sexual rela-
tions is no longer interpreted as a situational lack of desire, but a powerful statement
of rejection to the individual who made the request.

Now that the person feels rejection, he or she rehearses the rejecting thoughts and
sees the partner as a co-conspirator, if not the cause of the rejection. He or she then
defends him- or herself against the “partner’s rejection.” Possible defenses are to
withdraw, get angry, attack, or became aggressive in some manner. Another tactic
used if one is feeling rejected is illustrated by a husband trying to convince his wife of
his goodness or worthiness while accusing her of not accepting or loving him. As she
perceives these dynamics and feels hurt, she in return gets angry that she is being
treated in such a manner. Once the partner returns such anger and reactivity, recip-
rocal cycles of reactivity and defense take over in increasing intensity within a couple.
Over time, these patterns became highly organized and very difficult to change. It is
as if each partner was playing out a well-rehearsed script.

These patterns of couple interactions can be even more challenging when both
partners bring wounded and rejected selves and insecure attachments to the relation-
ship. The result may be, and usually is, mutual projection and subsequent feelings of
rejection, hurt, and anger. Both partners want closeness and acceptance but cannot
risk asking due to a fear of rejection. They use different strategies in hopes of getting
their needs met or defend themselves from possible rejection by lashing out or
distancing themselves. Instead of trying new behaviors and expressing underlying
emotions and needs, they get stuck in a negative and rapidly escalating desctructive
cycle. Ultimately, couples need to develop new interactions and new patterns of
communication.

Negative and Externalizing Attributions

In addition to the powerful persistence of narcissistic wounds and repetition compul-
sion, there may be other interpersonal dynamics that maintain the dysfunctional
couple communication. For instance, the constant feelings of rejection are fed by
automatic thoughts of, “I am rejected.” Individuals wounded by early life rejections
will project negative behaviors or motives (attributes) onto an intimate partner and
then use this perceived rejection as a reason to get angry or to distance themselves
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from that partner. Consider the following examples, illustrated by what figuratively
could be called “above the line” interpretation, meaning understanding the input for
what it is without personalization or agenda, or “below the line” interpretation,
meaning understanding the input through the attributions of rejection, abandon-
ment, criticism, etc.

1  Wife to husband: “Would you pick up your shoes?”

(a) Without an attribution of criticism: “I’d be glad to, sorry.”
(b) With an attribution of criticism: “Nothing I ever do is right. Why are you
always criticizing me?”

2 Husband to wife: “I’ll be working this Saturday.”

(a) Without an attribution of rejection: “I’ll miss you, sorry you have to work.”
(b) With an attribution of rejection: “Why don’t you ever want to be with me?”

When people interpret behavior “below the line,” they are personalizing informa-
tion and attributing negative intentions to a partner. The ability to change these attri-
butions is crucial, even if o partner’s behavior has not changed to date. Attributions
create circular patterns that increase narcissistic woundedness and negative interper-
sonal enmeshment. It can be beneficial if both partners work to heal the problems by
focusing on the attributions or cognitions they are making regarding their partner’s
behavior. Therapists can help couples do this by (a) bringing to light the way in which
clients may be personalizing information, and (b) pointing out alternative attributions
and responses. It may also be helpful to reframe a partner’s behavior and intent such
that it can be seen as loving or neutral instead of rejecting. The power of altering
attributions in interpersonal relationships is that it can interrupt and decrease patterns
of emotional reactivity as each partner individually takes responsibility for his or her
own negative attributions, even if the other partner has not reached that point yet.

Incongruence of Interpersonal Communication

The incongruence of content and process is almost a universal dynamic with couples
who are deeply wounded and undifferentiated. Neither partner in the relationship is
able to ask congruently for what he or she needs to heal or to create intimacy. Because
of this mutual dynamic, dysfunctional dynamics repeat, and what should be simple
requests come out defensively and aggressively. The listener hears the negative tone
and responds negatively, often aggressively, with the couple remaining distant and
hurt. Instead of being able to state, “I really want to talk with you,” what is incongru-
ently said is, “You never want to talk!” Negative judgments then reciprocally create
more negative judgments.

Lack of Emotional Safety

A core lack of trust and safety in highly reactive and enmeshed couples prevents most
partners from being able to give forthright caring, share honest feedback, or
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effectively listen. Safety is built on many dynamics, including an attribution of a
partner caring, an ability to be vulnerable and cared for, feeling heard and acknowl-
edged, and a predictability of positive behavior. When feeling deeply hurt and vulner-
able, safety is replaced with distance, doubt, fear, aggression (most common), and
other defenses for safety.

The couple therapist should not be discouraged if he or she is unable to help
couples break out of their reactive interactional patters and establish a self-responsible
stance in the couple interaction. The reciprocal negative dynamics in wounded couples
often leave partners without feelings of safety, trust, or mutual understanding.
Without safety, the couple will have a difficult time responding to interventions
intended to facilitate softening and empathy. Thus, a pattern of mutual misunder-
standing, negative attributions, defensiveness, anger, and hurt continues.

In summary, a flow chart of two wounded and emotionally reactive partners might
look like as shown in Figure 19.1.

Partner 1 Partner 2
Narcissistic wounds from Narcissistic wounds from
early childhood early childhood
Development of shame Development of shame
and distorted self-concept and distorted self-concept
l \

Low level of . Low level of
differentiation develops differentiation develops
\ I

Finds a person at same level of
differentiation

{
Marriage or intimate relationship
based on rescuing and repetitive
negative dynamics

Both partners perceive the other
as not fulfilling their needs

{
Development of negative attributions

{
Eliciting behaviors of rejection and
criticism from one’s partner; shaming
and early dynamics are repeated

Incongruence of speech where
aggression and projection
replace vulnerability

Lack of emotional safety
resulting in distancing,
instability, and despair

Figure 19.1 Flow Chart of Two Wounded and Emotionally Reactive Partners
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Interventions to Heal Reactive Interactional Patterns

In order to help couples break free of reactive interactional patterns, an important
transitional step is to help clients develop an understanding of their attachment inju-
ries and introjected feelings, gain an awareness of how they repeat the same destruc-
tive patterns of communication, and create new ways of thinking and behaving with
each other. The couple must move away from the content of “who did what to
whom” and move into relationship process issues, becoming more self-aware and self-
responsible for their own projections. In the following proposed treatment, insight
and cognitive, emotional, and behavioral skills will be emphasized for the purpose of
helping couples overcome the repetition of early childhood pain in the later adult life
and relationships. General skills needed by the therapist include: (1) helping clients
develop insight into family-of-origin issues; (2) helping couples understand the
connection between their family of origin and the emotions and interactions in their
current relationship; (3) teaching differentiation and how to be responsive rather than
reactive, communication with a balance of thought and emotion, and a desire to truly
understand the perspectives and emotions of one’s partner; (4) encouraging counter-
instinctual behavior—behavior which is not defensive or projective in both communi-
cator and listener—in order to break reciprocal patterns; and (6) encouraging and
supporting the couple through the establishment of safety, hope, and patience. The
therapist must become a mirror for each partner, with the power to offer reflection,
which could initially be perceived as adding to the narcissistic wound. Such mirroring
is done through the use of an assertive tone of voice, a hopeful stance, and persistent
encouragement to change existing patterns.

It is difficult to alter a partner’s sense of woundedness and vulnerability when it has
become an organizing force within the couple’s relationship. Not only are these core
emotions born of present day negative experience, there are also historical self-concept
and shame issues, cognitive distortions, and interpersonal process issues at work.
Behavioral distance and destructive non-verbal language are also being re-enacted
from the distant past. Similar interpersonal patterns repeated later in life feed and
perpetuate early introjected emotions. Couples tend to want to share emotions and
the experiences or stories that justify how they feel. However, in most of these cases,
the sharing is not helpful nor does it function as a catharsis by which both parties feel
better after the sharing, but instead becomes a way of deepening the painful and nega-
tive feelings. These dynamics can be interrupted and replaced with positive experi-
ences and healing as therapists utilize the techniques described in this section. Clients
can take personal power over the intergenerational transmission of vulnerability, hurt,
and pain.

Steps to Break Dysfunctional Patterns

The process of changing such highly charged dysfunctional patterns is one that cannot
be haphazard. Both the therapist and clients share responsibility for bringing about
change. Therapists must create structure and safety in session and provide appropriate
homework for practice outside of therapy. Both partners are expected to do their part
to be self-reflective and alter their reactive communication patterns. Because of the
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volatility of highly reactive couples, some of this work is best carried out in individual
sessions. When meeting with partners together, it may be best to channel couple
communication through the therapist until the partners are able to interact directly
with each other in a safe and constructive manner (Butler & Gardner, 2003; sce
discussion of shielded enactments in Chapter 12).

Each of the steps listed below is part of the therapeutic process used in treating
these types of couples. The steps do not necessarily need to be used in the order in
which they are presented. After the assessment has been done and the therapist is
aware they have a highly reactive, narcissistically wounded couple, it is important to
explain the treatment process to the couple. The therapist needs to explain that it
appears each partner is replaying old patterns learned early in life in an unconscious
way in their relationship. With other couples, we usually tell them to trust their feel-
ings and perceptions. However, with these couples, the therapist must tell them not
to trust their feelings and perceptions because they are so organized by early life expe-
riences. Each partner must agree that they own part of the problem, be willing to
accept the feedback provided by the therapist, and trust that the therapist will main-
tain control in the sessions. Further, the clients must agree to be self-responsible, be
reflective, and be willing to change themselves.

Step 1: The therapist must show empathy, a constancy of care, and model differen-
tiation, and be patient with the wounded couple. No couple interactional movement
will be continuous, and there will be many reversals and regressions. A couple thera-
pist who normalizes the reversals for the client and paradoxically predicts the reversals
will help a couple remain hopeful and persistent. The therapist may note and predict
that regressive behavior is likely to occur after a more intimate couple communication
or at the conclusion of a more vulnerable and honest therapeutic session.

Step 2: Relate the many content arguments, disagreements, and fights a client has
to certain organizing emotions or thoughts, which are often unrecognized by clients
and stem from the earliest of years. Some examples of the unconscious mental schema
(Beck, Freeman, Davis, & Associates, 2004 ) are criticism, rejection, abandonment,
incompetence, ignorance, etc., or thoughts such as, “I am unloved,” “I am uncared
for,” and “He always rejects me.” Highly vulnerable clients usually group or arrange
experiences and interactions into one or two core vulnerable feelings and thoughts.
These become highly organized and develop into highly generalized, all-or-nothing,
repeated self- and other statements. For example, the automatic self thought of, “I am
rejected” creates insecurity and self-doubt, and the attribution of, “he or she rejects
me” creates withdrawal and /or anger.

Step 3: Relate the organized emotions and thoughts to family history. In almost all
cases, an individual who, for instance, feels constantly rejected or unintelligent will
find the roots of these feelings in his or her family of origin. It is crucial that the client
begins to understand that the feelings, usually attributed to the behavior of a partner,
are actually grounded in historical experience. When there is a cognitive connection
between historical experience and current emotional and behavioral patterns, a spouse
can begin to understand the power and longevity of such introjects or organized
emotions beyond the current relationship, and will remove some blame and negative
attributions toward the partner. The therapist might ask each client whether he or she
experienced earlier in life the feelings currently attributed to his or her partner. The
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therapist can then help the client make the connection between their history, early
introjects, and how these introjects create a false image of the partner.

Step 4: Have the couple label the emotional journey into these organized emotions
or thoughts. Naming and labeling begins the process of externalizing, controlling,
bounding, and objectifying what prior to this was internal undifferentiated hurt and
vulnerability. Through a process of externalizing, writing in a journal, discussing, and
describing, partners can begin the process of becoming more differentiated. Couples
might say, “I was in my rejection feelings,” “I was on my journey,” or, perhaps, actu-
ally give the emotional or cognitive distortion a name. By labeling the emotions and
the “journey” into the vulnerability, the clients begin to externalize the dynamic and
assume more control over their emotions and attributions. Additionally, therapists
can help clients externalize negative interpersonal patterns, such that the patterns
become the enemy, not the partner. Such externalization creates an opportunity for
partners to become more unified as they come together against a common foe: the
externalized pattern of behavior or projection (White & Epston, 1990).

Key to this process is having the client understand that they are most often not
victims, but co-creators of their emotional journeys into pain and hurt. As victims, they
are not responsible and a partner is rejecting them. As creators, they recognize that the
feelings of rejection are in large part created in their history and re-enacted interperson-
ally through their interpretations and reactions. Partners need to learn why certain
behaviors or comments from partners spark emotional reactivity. When they begin to
understand their insecure attachment and more importantly their attachment needs,
they can express to their partner the way they are feeling from a position of vulnera-
bility rather than aggression. This will allow their partner to reassure them of their love
and concern, and it will allow them to have an emotional experience that is connecting
and fulfilling. With practice partners can recognize when their attachment injuries are
being triggered, and they can risk vulnerability and ask for their needs to be met in
healthy ways, rather than manipulating or demanding them in ways that do not work.

Step 5: When emotional intensity is high and the defenses against vulnerability and
introjected emotions and thoughts are enacted interpersonally with the partner, it is
important that the therapist use different process skills than they might with other
couples. In other cases, for example, a therapist might facilitate communication by
encouraging one client to express their emotions to their partner, while the other is
coached in reflective listening. However, in most cases where there are deep attach-
ment wounds, having clients express their anger and hurt is counterproductive.
Instead of having partners interact directly with each other and encouraging them to
share their emotions, couple interaction is at first discouraged and replaced with indi-
vidual reflection, therapeutic mirroring and feedback, and a constant comparison of
the currently felt emotion to early life experience. The hardest thing for clients to
learn is that at one level, negative thoughts and emotions seem very appropriate for
the interpersonal circumstance, but at another, they are not appropriate at all. They
are actually the mechanism that maintains the negative repetitive cycles and continu-
ally creates a client’s woundedness in their relationships.

Step 6: Once insight, historical roots, and labeling have been identified, the therapist
needs to encourage a client to reframe and reinterpret an experience in a healthier
manner. What once led a partner to feel wounded, rejected, or criticized now contains
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other possibilities for reinterpretation and different responses. For example, a spouse
coming home late from work is not a sign of rejection, but is interpreted as a simple
miscommunication or an indication he or she is working hard to provide for their family.
An important concept in differentiation is that the client begins to choose different
interpretations and develops new responses to a partner’s behavior. The therapist must
constantly help the partner avoid regressing to prior cognitive and emotional patterns of
being rejected, unlovable, and so forth. When a secure attachment bond has been estab-
lished between partners they no longer automatically shift into worry or reactivity,
rather they assume more logical reasons rather than negative or insecure ones. The
therapist knows that the client is beginning to disengage from past patterns when he or
she can interpret a partner’s behavior from a number of different perspectives rather
than the singular negative perspective that was once so firmly entrenched. Partners’
behaviors or words are not being taken personally because each recognizes the historical
roots of their emotional reactivity, and they are more secure in their partner’s love.

Step 7: The behavior that eventually is most successful in breaking the repetition
compulsion is one that is often the opposite or counter to what was previously an
automatic response by the client. The therapist explores with the client behaviors that
would break the reciprocal cycles of the couple. For instance, instead of feeling
rejected and then withdrawing, the client learns to reach out. Even if old emotions of
rejection are experienced, there is new safety in the relationship, and the partner can
reach out to ask what was meant by the behavior or communication. He or she can
express feelings of rejection and a desire to withdraw, thus allowing their partner to
provide reassurance of their care and desire for closeness. Partners can also express
their needs in a more straightforward manner, rather than indirectly or passive-
aggressively. In the place of feeling invisible, a spouse expresses what he or she needs
in a congruent fashion, with requests shared vulnerably not aggressively. By asking for
more positive and creative options for a response, the therapist assists the client to
develop more constructive healing behaviors. The client learns to say, “I missed you,”
instead of, “Why don’t you care for me?”

Ewmotion-Focused Therapy with Highly Reactive Couples

As discussed in Chapter 16, emotion-focused therapy (EFT) is an approach to couple
therapy that has strong ties to attachment theory (Greenberg & Goldman, 2008;
Greenberg & Johnson, 1988; Johnson, 2004). As described above, a fundamental
tenet of attachment theory is that individuals have an inherent need for attachment
and may develop insecure attachment styles when early attachment figures are unre-
sponsive to their needs. Attachment wounds can also arise from experiences of trauma,
abuse, or other significant betrayals of trust or safety. Insecure attachment and attach-
ment injuries may be a significant part of the emotional volatility and dysfunctional
patterns of highly reactive couples. In such couples, patterns of negative interaction
develop such that attempts to secure connection and closeness by one partner are
carried out in ways that invite unwanted, hurtful behavior from the other. Each
partner wants closeness and connection, but they do not know how to ask for it, nor
do they feel safe enough do to so. Furthermore, they lack insight into how early life
experiences may have led them not to trust emotional connection.
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EFT was developed for the purpose of helping couples overcome and heal negative
patterns of conflict and emotional reactivity, especially those which are grounded in
insecure attachment and attachment injuries. Narcissistic wounds and attachment
injuries can be healed through a secure attachment bond to a primary attachment
figure (i.e., one’s partner). In order for this to occur, safety needs to be established so
that couples are willing to express their vulnerabilities and attachment needs and
connect in a fulfilling emotional way. For individual and relationship healing to take
place, partners first have to become de-escalated from their positions of reactivity.

Emotion-focused therapists help couples come to an awareness of their attachment
needs and how to express these needs in ways that invite compassionate and caring
responses from their partners. Couples also learn to recognize their negative patterns
of interaction. And they come to see that what each of them does invites behaviors in
the other that make them feel unloved, rejected, or not good enough. The therapist
simultaneously heightens emotional experience while creating an environment of
emotional safety so that clients will risk being vulnerable with each other and learn to
ask for the emotional connection they so desperately want and need. The therapist
also teaches couples how to create safety for each other in the relationship so they can
be vulnerable and ask for their real needs to be met instead of using anger or
manipulation.

Ultimately, the goal of EFT is to help the couple have corrective emotional experi-
ences (Greenberg, 2010) and establish new patterns of interaction that build and
sustain positive emotional connection. An EFT therapist attempts to facilitate
emotionally connecting experiences by helping couples risk vulnerability and express
their true needs and feeling in terms of attachment needs. An important part of this
process is helping partners respond to these expressions of emotions in partner-
affirming, empathic ways. As couples learn to do this, they create greater emotional
safety in their relationship, which allows for greater emotional vulnerability. This
process leads to an increase in emotional connection and intimacy between partners.
Further information about EFT can be found by reading Johnson (2004) and
Greenberg and Johnson (1988).

Conclusion

The therapeutic process of altering negative patterns with highly reactive and narcis-
sistically vulnerable clients is some of the hardest work a couple therapist may do. It
can also be the most rewarding. There is great power and hope when clients begin to
change patterns and heal the wounds and the repetition of the wounds that may have
been transmitted from generation to generation. Couples who so firmly believed that
their spouse was intentionally hurting them learn that much of the dynamic is of their
creation. Such self-responsibility and self-understanding helps to break the projective
process and creates insight into how early wounds can be re-enacted in later intimate
relationships.
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SOLIDIFYING CHANGE AND
MAINTAINING PROGRESS

As discussed in Chapter 9, a significant body of research supports the effectiveness
of couple therapy (Shadish & Baldwin, 2002, 2009). Nevertheless, many couples
struggle to maintain the gains that they make while in treatment (Carlson & Ellis,
2004), and some experience relapse into old emotional, cognitive, behavioral, and
interpersonal habits. Therapists can work with couples, particularly near the end of
treatment, to solidify changes, maintain their progress, and avoid relapse. The purpose
of this chapter is to outline some steps therapists can take to help clients maintain and
build upon their success and growth in therapy. The chapter will include interventions
and strategies to help therapists and clients build on couples’ strengths and successes
experienced during treatment. It will also include suggestions for preventing relapse,
handling setbacks, and promoting continued growth beyond therapy.

Helping Couples Accept Responsibility for Their Success

It is exciting and rewarding for both the clients and therapist when a couple experi-
ences meaningful changes and growth. Couples who have experienced significant
gains and healing while in treatment often give therapy or the therapist a great deal of
credit for their successes. They may also have developed a sense of reliance on the
therapist, who has provided a safe environment, given them support, and helped them
heal and grow.

Although the couples may come to rely on the therapist in some ways during treat-
ment, therapists should be wary of couples becoming too dependent upon them to
solve their problems or take care of their relationship, especially toward the end of
therapy. Ultimately, the therapist hopes to help the couple become self-sufficient and
independent. From the first session, the therapist is trying to work her- or himself out
of a job. Therefore, therapists must help couples develop the individual and inter-
personal abilities necessary to move forward on their own.

One way to help couples accept responsibility for their successes is to encourage
clients to accept responsibility for their relationship. The therapist should highlight
couples’ efforts as the key to their success and express confidence that they will be able
to maintain the gains they experienced in therapy. Commendations can be used liber-
ally throughout treatment to help clients understand that zheir efforts (not the thera-
pist’s) are at the heart of relationship success. We share our opinion with clients that
good, healthy marriages do not come about by accident. Rather, they are the result of
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consistent and deliberate effort by both partners. The very efforts that helped the
couple come to experience the benefits of therapy and the fruits of an improved rela-
tionship are the same things that will help them maintain the gains they made in
therapy and continue to grow beyond the conclusion of treatment. The therapist
should review with couples specific things they did throughout the time they partici-
pated in therapy that helped them solve their problems and grow as a couple. For
example, when a couple makes a change the therapist can ask them to discuss what
they each did to contribute to the change or the lesson they learned about how to
avoid a problem and resolve it. Rather than taking credit for the changes, therapists
should help couples accept responsibility for their efforts, recognize that they have the
tools to succeed in their relationship, and understand that a mutually satisfying rela-
tionship rests in their hands.

Stuart (1980) also argues that therapists can help clients maintain change by
teaching them the logic of the interventions that are used in treatment. He believes
that if clients are taught the rationale for each step in their treatment then they will be
able to better understand the logic behind it and grow in their ability to generalize the
application of solving this problem across other areas of their lives. The purpose is to
build greater self-reliance by teaching clients to resolve issues on their own outside of
the therapist’s office (see also Collier & Marlatt, 1995).

Tapering Sessions and Maintenance Check-ups

When clients are close to reaching their goals and therapy is nearing a close, we prefer
to taper sessions, rather than ending therapy abruptly. Instead of meeting once a
week, the therapist may suggest to clients that they come every other week for a few
sessions. Appointments can then be spaced out to every three weeks or once a month.
This is to help couples have time to continue to apply what they learned in therapy
and develop greater self-reliance. Therapists can follow up with clients to see if they
continue to apply the relationship principles and skills developed during treatment.
Carlson and Ellis (2004) recommend that therapists incorporate follow-up proce-
dures into their treatment in order to increase the effectiveness of their interventions.
Tapering sessions also serves as a way for couples and therapists to catch setbacks early
before clients relapse deeply into old, destructive patterns.

Even after the conclusion of treatment, some of our clients return every 6 months
or so for a maintenance session. Sometimes we suggest this to couples and use the
analogy of a routine medical check-up or routine maintenance on a car to illustrate the
benefits. People may see their doctor regularly to monitor their physical health, or
they may take their car in regularly for an oil change or to get it tuned up in order to
keep it running well. These kinds of preventative efforts help keep things working
properly, and they allow for early detection and timely treatment of problems. This
kind of work is usually less costly and painful than if small problems were neglected
and grew into more significant and destructive medical or automotive issues. The
same is true for couples who have been in therapy. It may be wise (and less costly or
painful) to catch small issues early and address them before they grow into more diffi-
cult challenges. If couples come in for a maintenance check-up and all is going well,
then the therapist can congratulate them for their progress, reinforce the benefits of
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their efforts, and discuss what they can do to continue to grow as a couple and experi-
ence further success in their relationship.

Continued Relationship Nourishment and Enrichment

Although many couples benefit from therapy, adherence to the planned treatment
procedures following the conclusion of treatment can be low (Carlson & Ellis, 2004 ).
Once they have experienced the desired changes in their relationship and their satis-
faction has grown significantly, couples sometimes become casual (and perhaps lazy)
in their efforts to nourish their relationship. Much of maintaining gains and preventing
relapse involves keeping the relationship strong, healthy, and nourished. Couples may
neglect their relationship, shifting their focus away from their relationship and onto
their kids, work, hobbies, and so forth. We encourage couples to commit to regular,
ongoing relationship enrichment efforts. We warn them of the tendency to ease up on
their efforts once things start to get better or after the completion of therapy.

We sometimes use the experience of a close physician friend to illustrate to couples
the risks of not continuing with consistent efforts to nourish their relationship.
Physicians often find that patients do not follow through with the completion of
treatment once they start feeling better. For example, a patient might be prescribed
an antibiotic to treat a case of strep throat. The patient is instructed to take one pill
every day for 10 days. However, at about day five or six, the patient finds that he feels
significantly better and is not experiencing painful symptoms any more. Therefore, he
stops taking the medicine—Dbefore the infection is completely treated—which leads to
the infection and painful symptoms returning. We encourage couples to keep applying
what they learn in therapy, even when they are feeling better, so that they can main-
tain relationship health and avoid the return of old, painful symptoms.

Couples need to make their relationship a priority (Carlson & Sperry, 1993) and to
set aside time on a regular basis to nourish their marriage. The Aspects of Intimacy
worksheet (see Chapter 10) can be used to help couples plan ways in which they can
nourish and strengthen their relationship. When couples indicate that their lives get so
busy that they do not have time for each other, therapists may have them set aside time
each week for a calendaring meeting. The purpose is twofold. One, it gives couples the
opportunity to plan their week together and know what each other needs to do. Two,
it gives them the chance to specifically plan time to be together and nourish their rela-
tionship. In fact, we often suggest that couples put time for their relationship on the
calendar first before they schedule other things in their week. Couples who plan to
spend time together when they have “free time” during the week often find that they
end up spending very little time together. The reality for many couples is that their lives
are so busy that they do not have any free time. Thus, the couples must deliberately and
specifically plan time in their week for them to be together. This may include a weekly
date night, working on a project together, watching a favorite TV show, or time for
sexual intimacy. Some may worry that this approach lacks spontaneity. But for many
couples this may be the only way they are able to consistently have time together during
the week—and planned time together is better than no time at all.

Gottman and Gottman (1999) also emphasize the importance of continued rela-
tionship nourishment beyond the completion of therapy. In order to build upon the
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gains made in therapy, they recommend that couples continue to be curious about
their partner and seek to know about their life and their feelings. Partners also can
continue to nurture fondness and admiration for each other. Gottman and Silver
(1999) suggest that having a positive view of one’s partner can serve as an important
buffer when a couple experiences difficulties in their relationship.

Avoiding Relapse and Handling Setbacks

Often couples’ efforts at change and growth are short-lived or are undermined by
persistent behavioral, cognitive, emotional, and interpersonal patterns. Couples expe-
rience desired growth and positive outcomes during treatment, only to find that they
struggle to retain the things they learned and the gains they made with therapy.
Therapists must be aware of these possibilities and work with couples to avoid relapse
or effectively handle setbacks, should they occur.

Many couples express anxiety or fear about ending therapy because they worry they
will not be able to sustain the progress they made or are concerned they will fall back
into old destructive habits. Therapists should discuss these fears with clients and help
them plan how they will avoid setbacks and relapse. Prochaska and DiClemente’s
(1982) well-known model of change suggests that change is a process that progresses
through various stages: precontemplation, contemplation, preparation, action, main-
tenance, and termination. Prochaska (1999) discusses maintenance as clients “working
to prevent relapse” (p. 231). He said that maintenance usually lasts anywhere from 6
months to 5 years. During this time, couples build on the gains they made in therapy
and become more and more confident that they can continue their growth without
the therapist.

A common reason that clients relapse quickly after treatment is that they are not
well-prepared for the continued work required to maintain the progress they make in
therapy. Prochaska (1999) indicates that if clients relax their efforts, they increase
their risk of relapsing. He suggests that the metaphor of a marathon can be helpful
with clients when explaining the process of change, which extends beyond the period
of treatment. He said that only those runners who are well-prepared will be able to
keep running mile after mile and finish the race. Therapists must help couples prepare
to give the necessary effort to maintain a healthy relationship that continues to grow
and develop well after therapy has concluded. This includes not only behavioral
change, but changes in the attitudes and feelings that partners have for each other
(Christensen & Heavey, 1999).

Carlson and Sperry (1993) define relapse prevention as “intervention consisting of
specific skills and cognitive strategies that prepare clients to cope with inevitable slips
or relapse in compliance to a change program” (p. 451; see also Carlson & Ellis,
2004). They suggest that a majority of relapses occurs because clients are put in
stressful situations that involve negative emotional states that often are a result of
interpersonal conflict or social pressure. The point of relapse prevention is to help the
individual catch a slip early when it occurs so it does not escalate into a full relapse that
will set them back in their progress (Carlson & Sperry, 1993).

Clients can be forewarned of things that may provoke relapse. Some common
situations that increase the risk of relapse are times of emotional distress, such as
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depression, anxiety, anger, boredom, loneliness, and stress (Prochaska, 1999). Other
stressful life events such as moving/relocating, changing jobs, job loss, illness, death
of'aloved one, newborns, life cycle transitions, or problems with children can increase
a couple’s vulnerability to falling back into old negative relationship patterns. With
infidelity specifically, partners may be especially sensitive to issues related to trust, and
violations of trust (intentional or unintentional) can cause couples to fall into a tail-
spin, even if a significant amount of time has passed since the affair and the couple
successfully completed treatment.

Carlson and Sperry (1993) assert that many stressors couples face are directly
related to relationship and family life stages and are predictable and normal. Couples
may benefit from a foreknowledge of the times at which stress is likely to occur (Stuart,
1980), and discussing potential challenges can help them prepare ahead. Carlson and
Sperry (1993) believe that relapse prevention strategies need to be initiated in the
early stages of counseling and continue throughout treatment. Therapists should
discuss with couples possible pitfalls, stressors, and roadblocks they may run into on
their journey forward. Together, the therapist and couple can anticipate and prepare
to successfully navigate around or through these challenges should the couple face
them in the future.

Teaching stress management strategies and facilitating problem-solving skills can
also help couples effectively resolve problems that may arise as they move forward in
their relationship (Collier & Marlatt, 1995). Therapists can also encourage couples to
develop external supports to help them in their efforts to maintain change and manage
setbacks (Carlson & Ellis, 2004; Stuart, 1980). One type of external support is social
support. Family members, friends, religious communities, and others can support
couples in their efforts to build and maintain a strong relationship. Couples can also
participate in marriage enrichment groups or seminars, or read and apply the princi-
ples from a self-help book on relationships.

Should the therapist believe the couple is at high risk of a relapse, two strategies are
available, as discussed by Weeks and L’Abate (1982). Although not applicable to
every couple or problem, these may help couples realize their ability to maintain prog-
ress and avoid relapse. The first strategy is to have the couple spend a week at the end
of therapy purposefully enacting the patterns they were experiencing at the beginning
of therapy. The rationale given to the couple is that when they first started therapy
they were behaving in ways that seemed out of their control and were experienced as
automatic or involuntary. By voluntarily enacting some prescribed patterns of
behavior, they are demonstrating the ability to do so volitionally. They are instructed
to become observers of their behavior in order to learn what used to be beyond their
control. When the week is over each partner is asked to describe what they learned
about how they contributed to the problem and what they are now doing to prevent
the problem from reoccurring.

The second strategy does not involve an enactment of any problem, but a pessi-
mistic statement from the therapist that some couples experience relapses and these
are normal. Following this statement, the first question for each partner is what they
could do to provoke a relapse. For example, “If you are not careful, what behaviors,
mistakes, or patterns might you engage in to help bring about a relapse?” Once each
partner had identified some mistakes they might make, the second question is what
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they can do to prevent these mistakes. The therapist also asks the couple for
permission to ask the other partner to list some mistakes they think the other might
make. It is important to gain permission from both partners to comment on the
other’s mistakes. Permission to comment on what the other did in the past will
help the receiver of this information be less defensive. The partner receiving this
information is asked whether they were aware of these patterns, how they might
monitor themselves regarding the mistakes they might make, and what strategies they
can use to avoid or stop the pattern from escalating. The therapist can also point out
that should one partner begin to slip, this does not give the other partner permission
to slip back into their old pattern. If one partner is slipping back into the old pattern
and they have an agreement that the other partner can point out when the partner is
doing something on their list of mistakes, it may help to stop the old pattern.

Therapists cannot predict the future, and many couples will face future challenges
and possible setbacks. Carlson and Sperry (1993) suggest that relapses should be
reframed as a mistake rather than a factual error or a moral shortcoming in one or
both partners. This can help the couple get back on track and learn from their experi-
ence. When couples do experience setbacks, they can also be encouraged to utilize the
skills and strategies they learned in therapy in order to manage current or future chal-
lenges. Of course, the therapist should let clients know that if they struggle to manage
things on their own or find that they are falling into old (or new) destructive patterns,
they can contact the therapist and resume treatment.
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