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ABSTRACT 

Outcome research on marital therapy has consistently 

demonstrated various treatment techniques to be effective. 

While therapies developed along affective, behavioral, or 

cognitive lines all have their proponents, there is no evidence 

to suggest that anyone technique, or combination of 

techniques, is significantly better than any other. As a 

possible explanation, it was suggested that this finding of 

equal outcome among various marital therapy techniques might 

actually be an artifact of the way in which the research i.s 

conducted. Unlike in the marketplace, where couples may select 

a particular therapist with a particular orientation, couples 

taking part in a research project are randomly assigned to a 

particular treatment condition. If couples who are mismatched 

dropout of the project, results of equal outcome would be based 

only on data from those couples for whom the therapy they 

received was appropriate for their needs. This would suggest 

not that various marital therapy interventions are equal in the 

general population, but, rather, that different techniques are 

appropriate for different couples. 

In order to test this idea, 68 married couples were 

recruited and randomly assigned to a wait list control group, 
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or one of two different marital treatment interventions. It was 

expected that, after an eight week intervention, the couples in 

the two intervention conditions would demonstrate significantly 

higher marital satisfaction ratings than those in the wait list 

control, but would not significantly differ from each other. 

This hypothesis was confirmed. Closer inspection, however, 

using Discriminant Function Analysis on pretest measures of 

affective, behavioral, and cognitive factors, suggested that 

different factors predicted which couples remained in each of 

the interventions, which differentially emphasized these 

factors. This was discussed as evidence that all marital 

therapy techniques are not created equal, but are 

differentially appropriate for different couples. 
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CHAPTER 1 

IN'I'RODUCT I ON 

Psychotherapy outcome research has come a long way since 

Eysenck (1952) compared the improvement of neurotic patients 

after psychotherapy to the best available estimates of recovery 

without treatment, and concluded that roughly 2/3 will recover 

or markedly improve within 2 years whether treated or not. In 

short, data failed to demonstrate that psychotherapy 

facilitated the recovery of neurotic patients. More recently, 

however, sophisticated meta-analytic statistical techniques 

were used to address the question of benefit associated with 

psychotherapy. Smith, Glass and tuller (1980), for example, 

found an average effect size of 0.85 over 475 studies which 

compared treated and untreated groups. This indicates that the 

average treated person is better off at the end of treatment 

than 80% of the untreated sample. Few would probably, now, 

disagree with the conclusion that psychological treatments have 

a positive therapeutic effect. Therefore, researchers have 

turned to more specific questions in regards to the outcome of 

psychotherapy. 

One such question is that of differential effectiveness of 

various psychotherapeutic techniques. While a review of 

controlled comparative outcome studies (Luborsky, Singer & 

Luborsky, 1975) indicated that a high percentage of patients 



who go through any of the psychotherapies do improve, most 

comparative studies found insignificant differences in the 

proportion of patients improved. This led the reviewers to 

reach the oft quoted conclusion that, in the race for 

therapeutic effectiveness supremacy, everybody has won and all 

must have p~izes. The Smith, et al. (1980) meta-analysis 

resulted in largely the same conclusion, that differences 

between therapies were slight or nonexistent. This research, 

however, looked only at various types of individual 

psychotherapy. 

11 

Individual issues are not the only complaints which might 

lead one to seek psychological counseling. Research has 

indicated that when the presenting complaint is a marital 

problem, conjoint treatment is clearly the method of choice 

(Beck, 1975; Gurman & Kniskern, 1981; Todd & Stanton, 1983). As 

with individual psychotherapy, the effectiveness of various 

marital and relationship enrichment and therapy programs has 

been well documented (Beck, 1975; Giblin, Sprenkle & Sheehan, 

1985; Gurman, Kniskern & Pinsof, 1986; Jacobson, 1978; Todd & 

Stanton, 1983). So well accepted is the conclusion of marital 

therapy effectiveness, that, not long ago, two leading 

researchers in the field stated that there was no need or 

justification for further reviews of the outcome literature, 

and that unless there was redirection and refocus on more 

relevant questions, continued work would be wasteful 



accumulations of tremendously overlapping reviews (Gurman & 

Kniskern, 1981). 
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More relevant than the general effectiveness of marital 

therapy might be questions of the differential effectiveness of 

various types of conjoint treatments. As was seen to be the 

case with individual psychotherapy, reviews of the comparative 

outcome literature for marital techniques indicate that there 

is little or no evidence that one marital therapy approach is 

superior to others across a wide range of presenting problems 

(Giblin, Sprenkle & Sheehan, 1985; Gurman & Kniskern, 1981; 

Jacobson, 1978; Todd & Stanton, 1983). So, once agai;1, the 

evidence suggests that all have won and deserve prizes - or, 

perhaps not. 

There is some evidence which suggests that all clients do 

not benefit equally from all psychological treatments. Data 

from individual (Lambert, Shapiro & Bergin, 1986), as well as 

marital treatment (Gurman & Kniskern, 1978), suggest that 

between 5 and 10% of clients or relationships actually worsen 

in terms of their presenting complaint as a result of therapy. 

This figure does not include a sizable percentage for whom 

treatment produces no change. Further, many clients terminate 

their participation before the therapeutic process has been 

completed. These outcomes, often ignored in t~e therapeutic 

effectiveness literature, may have some effect on the outcome 

findings. 
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While clinicians seem to intuitively recognize that 

different kinds of treatment may be more acceptable to some 

clients than to others, scientists who make use of randomized 

between groups designs can not deal with this issue. 

Traditional research designs do not allow for matching clients 

with treatments in which they might do better, or are less 

likely to abandon. All therapies may not be created equal. Each 

may be appropriate for different persons. So, the finding of 

equality among therapy outcome may, in fact, be due to 

selective dropout of clients/subjects, or poor showing of 

continuers, who are mismatched for the therapy condition to 

which they were randomly assigned. This would suggest that 

while comparative outcome studies pose more sophisticated 

questions than general studies of therapeutic effectiveness, 

they are not sophisticated enough. The question of which 

treatment is most effective probably can not be meaningfully 

answered in that form. The ultimate outcome question more 

likely asks which treatment is most effective, with which 

client, for what problem, with which therapist, and so on. 

There is a need to loolc beyond simple and comparative 

outcome studies. However, the issue of a client-treatment 

interaction has been largely ignored in the psychot~erapy 

outcome literature (Baekeland & Lundwall, 1975; Bennun, 1985; 

Beutler, 1989). Even less work has been done to examine some of 

these issues for marital therapy, perhaps due to the relative 



complexity. The purpose of the present study, therefore, is to 

review some of the available evidence on marital therapy 

outcome, and to scientifically investigate some issues related 

to client-treatment interaction in marital therapy. 

Models of Marital Therapy 

14 

As with perspectives of individual psychotherapy, marital 

therapy techniques have tended to concentrate on either 

emotions, behaviors or cognitions. Each of these perspectives 

has claimed to have the most accurate solution to the complex 

dynamics of thoughts, feelings and behaviors. As noted by 

Mahoney (1984), behaviorists suggest that changes in thoughts 

and feelings follow changes in behavior. Cognitive 

psychologists say to change thoughts, and behaviors and 

feelings will follow. Finally, feeling oriented theorists claim 

that emotional experiences are the key to changes in cognition 

and behavior. While some therapeutic approaches straddle 

between points of this triangle, most approaches to marital 

therapy were developed in one of these camps. 

Emotionally Oriented Approaches 

Perhaps as a reaction against the heavily 

psychoanalytically oriented treatments offered early in the 

history of marital therapy, techniques were developed which 

concentrate largely on emotional experience. As exemplified by 

Guerney's (1977) Relationship Enhancement program, these 

approaches are based largely on the techniques developed by 
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Carl Rogers. Communication training is the cornerstone of such 

techniques, where views are stated subjectively, and are met 

with empathic acceptance. Marital partners are taught to accept 

their own, as well as their spouse's feelings. The assumption 

is that positive affect is the key to satisfying marital 

relationships. 

Empirical evidence does seem to support claims of 

effectiveness from those who practice more affectively oriented 

therapies. Guerney's Relationship Enhancement program has been 

found to significantly increase reported relationship 

adjustment in premarital couples (Ginsberg & Vogelsong, 1977; 

Ridley, Jorgensen, Morgan & Avery, 1982). Also increased were 

empathy, warmth, genuinesss, trust and couple communication. At 

a six month follow-up with some of these premarital couples, 

results indicated that Relationship Enhancement groups 

demonstrated significantly improved ability to communicate 

feelings clearly and accurately, and to respond with 

understanding and acceptance (Avery, Ridley, Leslie & 

Milholland, 1980). Similar favorable results have been found 

with populations of married couples, where evaluations of 

Relationship Enhancement groups have consistently demonstrated 

significantly improved communication and marital adjustment 

(Brock & Joanning, 1983; Collins, 1977; Greene & Kelley, 1985; 

Jessee & Guerney, 1981; Ross, Baker & Guerney, 1985). 
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Interestingly, in comparison outcome studies, Relationship 

Enhancement techniques have been found to be more effective 

than a number of other therapies. When compared to Gestal t 

treatment (Jessee & Guerney, 1981), another communication 

training group (Brock & Joanning, 1983), or therapists' 

preferred brands of therapy (Ross, Baker & Guerney, 1985), 

Relationship Enhancement techniques were found to produce 

superior outcome. A recent meta-analysis of the premarital, 

marital, and family enrichment outcome literature (Giblin, 

Sprenkle & Sheehan, 1985) seems to support the claims that 

Relationship Enhancement techniques produce superior outcome 

when compared to other affectively oriented communication 

training techniques. While the average effect size across 85 

enrichment studies, which represented 3,886 couples or 

families, was 0.44, Guerney's Relationship Enhancement 

techniques produced a significantly larger effect size of 0.96. 

This seems to directly contradict the research cited above 

which concluded that all therapy techniques appear to be 

equally effective. Closer inspection, however, by those who 

conducted the meta-analysis revealed that the majority of the 

studies on Relationship Enhancement were completed where the 

program was developed. This allows researchers to build on 

previous efforts, with better designs, recruitment procedures, 

and measurement instruments. with that taken into 

consideration, Giblin, et al. (1985) concluded that the most 
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important factor related to enrichment outcome was a 

measurement issue. To know how investigators have chosen to 

measure enrichment may be more important than to know the facts 

related to the programs themselves. Furthermore, while skills 

specific to the Relationship Enhancement program are maintained 

at six month follow up (Avery, et al., 1980), other research 

has suggested that more generalized effects of the intervention 

disappear by follow up (Ridley & Bain, 1983). 

Although an excellent example, Relationship Enhancement is 

not the only therapy program developed along affective lines. 

Other communication training programs, which involve extensive 

work on the enhancement and clarification of communication, as 

well as increasing spouses' understanding of each other's 

values and feelings, have been found to be effective in 

controlled outcome studies (Emmelkamp, Van Der Helm, 

MacGillavry & Van Zanten, 1984; Johnson & Greenberg, 1985a; 

1985b; Liberman, Levine, Wheeler, Sanders & Wallace, 1976; 

O'Leary & Turkewitz, 1981). In general, reviews of outcome 

studies provide documentation for numerous positive effects of 

communication training procedures (Beck, 1975; Jacobson, 1978). 

Among these effects are improved communication skills, enhanced 

self-concept, imprOVed empathy, openness, and marital 

relationships. Emotionally focused intervention strategies are 

effective. 
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Behaviorally Oriented Approaches 

Behavior therapists have long been known for their 

concentration on observables, and behaviorally oriented marital 

therapists are no exception. The theoretical underpinnings of 

behavioral marital therapy come from Behavioral Exchange 

theory, which, itself, is based largely on priciples of 

learning derived from experimental laboratory research 

(Jacobson, 1981; Jacobson & Margolin, 1979). Marital distress 

is viewed largely as a function of the rate of reinforcement 

and punishment between partners. Distressed couples exchange 

relatively low rates of pleasing behavior, high rates of 

displeasing behavior, or both. This rate of exchange is viewed 

as interdependent with relationship satisfaction. To improve 

marital adjustment, all one need do is improve behavior. While 

opponents have criticized behavioral marital therapy on 

conceptual grounds (Gurman & Knudson, 1978; Gurman, Knudson & 

Kniskern, 1978), proponents have produced evidence that a 

variety of behavioral techniques do, in fact, work. 

One popular behavioral technique is structured problem 

solving training. Couples are taught to define a specific 

problem, reach a mutually acceptable goal, and brainstorm and 

evaluate potential solutions. Through this process, a single, 

behaviorally specific solution is agreed upon. This process is 

useful not only for current issues, but also can serve a 

preventative function. Empirical investigations of problem 



solving interventions have found them to be effective in the 

resolution of marital conflict (Baucom, 1984; Bennun, 1985; 

Johnson & Greenberg, 1985). 

A second widely utilized technique in behavioral marital 

therapy interventions is some form of contlllgency contracting. 

Behavioral contracts are typically written agreements which 

specify changes in the relationship by one or both partners. 

Contingencies for compliance are usually written into the 

agreement. OUtcome studies which have isolated contingency 

contracting have found the technique to be significantly 

effective as a treatment of marital distress (Baucom, 1984; 

Emmelkamp, et a1., 1984; Liberman, et al., 1976). 
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In general, studies which have examined behavioral 

techniques have found them to produce positive changes in 

relationships significantly beyond those experienced in control 

conditions (Baucom & Lester, 1986; O'Leary & Turkewitz, 1981). 

Reviews of the behavioral outcome literature support these 

results (Beck, 1975; Jacobson, 1978). As might be expected, at 

this point, investigations which have examined the different 

effects of various behavioral interventions have found them, in 

any combination, to be more effective than no treatment, with 

no significant differences between these interventions (Baucom, 

1984; Bennun, 1985; Jacobson, 1978). Specific behavioral 

techniques, whether used alone, or in combinations with others, 

appear to be effective forms of marital treatment. 
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Cognitively Oriented Approaches 

This is the era of the cognitive revolution in psychology, 

and those who practice and research marital therapy are 

starting to become aware of cognitive components of 

relationship satisfaction and conflict. Among the concepts 

discussed by supporters of this model are attributions, 

efficacy, and irrational or unrealistic beliefs. Attributional 

issues are important for couples involved in conflict, as they 

must determine what or who is the cause of the problem 

(Doherty, 1981a). Once blame is attributed, couples must ask 

themselves efficacy questions. They must determine if they have 

the ability to bring about a solution. High efficacy enhances 

persistence in problem solving, while low efficacy inhibits 

such efforts (Bennun, 1986; Doherty, 1981b). Finally, 

irrational or unrealistic beliefs and expectations about self, 

partner, or the relationship can impede relationship change 

(Epstein, 1982). 

Empirical work which examines the role of cognition in 

marriage and marital therapy has fccused largely on irrational 

cognitions. One study indicated that individuals who experience 

marital difficulties demonstrate higher degrees of irrational 

thinking than individuals who do not experience such 

difficulties (Eisenberg & Zingle, 1975). In other work, 

clients' unrealistic beliefs, particularly those which 

concerned relationships, were negatively associated with their 
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estimated chance for improvement in marital therapy, desire to 

improve rather than terminate their relationship, and overall 

marital satisfaction (Epstein & Eidelson, 1981). While these 

results were correlational, in a study which focused on 

irrational beliefs about self and relationship, a cognitive 

marital intervention was found to significantly improve 

couples' perceived chance for improvement with therapeutic 

assistance, preference for maintaining and improving their 

relationship, and overall marital satisfaction (Huber & 

Milstein, 1985). While research in this area is still 

relatively young, it does not seem unreasonable to conclude 

that cognitive components may play a role in marital adjustment 

and conflict, and that cognitively oriented approaches to 

marital intervention can be helpful. 

Comparative OUtcome 

Each of the therapeutic approaches considered above has 

been able to demonstrate effectiveness in the treatment of 

marital distress. The suggestion has already been made, 

however, that no one approach has been proven to be better than 

the others. Direct empirical comparisons have consistently 

failed to find differences in outcome between various 

psychotherapeutic approaches. Studies of communication training 

versus behavioral techniques have found each treatment 

effective, with no significant differences between them 

(Bennun, 1985; Emmelkamp, et al., 1984; O'leary & Turkewitz, 



1981). Behavioral formats have been compared to other 

emotionally focused or interactional approaches with the same 

largely insignificant differences found between treatments 

(Johnson & Greenberg, 1985; Liberman, et al., 1976). In a 

general review of the comparative outcome of behavioral and 

nonbehavioral approaches to marital therapy, Gurman and 

Kniskern (1978) found improvement rates to be virtually 

identical, and concluded that an adversarial "who's better" 

philosophy hardly seems facilitative of usefully expanding the 

marital therapy knowledge base. 
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While there is currently little research on the 

comparative effectiveness of cognitive marital interventions, 

cognitive interventions have been matched against behavioral 

desensitization techniques for the treatment of anxiety. In one 

study of group cognitive insight versus group desensitization, 

both treatments were found to be equally effective in the 

treatment of speech anxiety (Meichenbaum, Gilmore & 

Fedoravicius, 1971). A meta-analysis of 25 similar studies, 

matching cognitive therapy against systematic desensitization, 

found that both techniques were better than no treatment, but 

there was no statistical difference between them (Berman, 

Miller & Massman, 1985). Based on these results, together with 

the other results of comparative marital therapy outcome, the 

conclusion that cognitive marital interventions are effective, 



but probably no more so than other marital therapy techniques, 

is not hard to entertain. 

Proposed Explanations of Equal Outcome 
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To this point, the information which has been presented is 

neither new, nor entirely surprising. Marital therapy, like 

other forms of psychotherapy, works, with various models being 

equally effective. Further confirmation of these points would 

seem repetitive. Therapy outcome researchers might do well to 

turn their attention to more sophisticated questions. One such 

question might examine the possible reasons to explain why 

seemingly different therapy techniques result in similar 

outcome. 

Common Factors 

To the extent that all marital therapy approaches claim to 

be successful, it seems reasonable to consider the possibility 

that variables or aspects which are common to all approaches 

are responsible for the therapeutic change. Although each model 

emphasizes specific factors which are unique to that particular 

brand of treatment, some authors (e.g., Frank, 1961; Torrey, 

1972) have pointed out that all treatments have some very basic 

aspects in common. Psychotherapy requires a client, or clients, 

in discomfort, to enter into a trusting relationship, with a 

socially sanctioned help-giver, who offers a supportive ear. By 

entering into such an arrangement, people are given hope that 

their discomfort may be alleviated. These common, or 



nonspecific, factors of therapy may, in fact, be the agents of 

change, as clients become more optimistic with the expectation 

of supportive help. 

Although clearly parsimonious, the common factors 

explanation for the equality of outcome does seem a little too 

simplistic. Surely, these nonspecific variables offer some, or 

even a great deal of relief to suffering clients. However, to 

accept this as the sole explanation for the equality of 

outcome, factors specific to various brands of therapy must 

offer nothing to the therapeutic process. While it does not 

mean that this is not true, clinicians would probably balk at 

this idea. More likely, there are common factors which appear 

to be of value in therapy, but there are also specific factors 

which need to be understood and applied in different kinds of 

cases (Garfield, 1980). 

Components Approach 
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A second popular approach to the explanation of equal 

outcome is to note that most therapy techniques concentrate 

largely on only one of the three components which make up human 

functioning. Recognition of the need for an integrative theory 

of affect, behavior, and cognition can be traced as far back as 

early Greek philosophy (Mahoney, 1984). An overemphasis on any 

of the components has historically led to a fragmented, 

distorted, and incomplete view (Coyne, 1986). Through their 

concentration on only one aspect of functioning, most marital 
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therapists may ignore the bigger picture. Each orientation 

addresses only part of the problem, resulting in roughly equal, 

but only partial solutions. Acceptance of this argument would 

lead to the conclusion that therapy outcome could be improved 

by an integrative approach which considered affect, behavior, 

and cognition. 

As evidence for this position, Broderick and O'leary 

(1986) point out that behavioral marital therapists assume that 

marital satisfaction is a result of daily behavioral 

interactions. While there is a relationship, generally only 

about 25% of satisfaction variance can be accounted for by 

behavior. When, however, affective, cognitive, and behavioral 

variables are considered together, over 80% of marital 

satisfaction is accounted for. Based on such results, theorists 

have called for more integrative approaches to therapy which 

appreciate the holistic dynamics of human experience (Coyne, 

1986; Jacobson, 1983; Mahoney, 1984; Margolin, 1983). Other 

vocal advocates (Greenberg & Johnson, 1986a; 1986b; Greenberg & 

Safran, 1984a; 1984b) have pointed out that behavioral and 

cognitive views of marital therapy have excluded emotional 

experience as irrelevant or detrimental to their goals, and 

have argued for therapeutic methods which can deal with the 

inherent interdependence of the thinking, feeling, and action 

systems. 
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Theoretically, the idea that equal outcome among marital 

therapy techniques results from each focusing on only a part of 

the problem seems plausible. Empirical study of more 

integrative tl1erapy techniques, however, has not been kind to 

this notion. Therapy models which offer emphasis on more than 

one component of human functioning should result in better 

outcome than the "theoretically pure" approaches. This seemed 

to be the logic employed by Ridley and colleagues (1981) when 

they developed their Mutual Problem Solving program. The logic 

was that, although communications skills training has been 

demonstrated to be effective, at least some couples may need a 

structured behavioral problem solving component, as well, to 

achieve the desired outcome. When tested on premarital couples 

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

1984), results supported the effectiveness of this two 

component model. Communication and problem solving gains were 

maintained at a six month follow-up (Ridley, Avery, Harrell, 

Haynes-Clements & McCUnney, 1981). While this research did 

demonstrate the effectiveness of a two component model, other 

research failed to demonstrate that this model produced better 

general outcome than Guerney's Relationship Enhancement alone 

(Ridley, Avery, Dent & Harrell, 1981). 

Research which has investigated the comparative outcome of 

marital interventions which combine affective, behavioral, or 

cognitive components generally has not found additional 
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components to improve outcome. When cognitive restructuring \Vc3S 

added to Guerney's Relationship Enhancement program, and 

compared to Relationship Enhancement alone, the two conditions 

were not statistically different from each other at posttest on 

any of the dependent measures used (Greene & Kelley, 1985). 

Behavioral marital therapists Margolin and Weiss (1978) 

compared a behavioral training program to the same program with 

a substantial cognitive attitude restructuring component added. 

While results indicated that the cognitive-behavioral group did 

show greater improvement on criteria which measured change in a 

positive direction, the two groups were not differentially 

effective in the extent to which they lessened problematic 

relationship behaviors. With a design very similar to the one 

to be proposed for the present study, Baucom and Lester (1986) 

compared a largely behavioral intervention, which included 

communication training, as well as problem solving and 

contracting skills, to the intervention with a cognitive 

component added on. The cognitive component focused on 

attributions and expectations. Both the behavioral and the 

cognitive-behavioral marital interventions showed significant 

improvement in marital adjustment. However, direct comparisons 

between the treatments indicated no significant differences 

between them. In a non-marital example, a combined cognitive 

insight and behavioral desensitization intervention produced 

worse outcome than did either component alone (Meichenbaum, 



Gilmore & Fedoravicius, 1971). More generally, a meta-analysis 

of 48 studies indicated that cognitive-behavioral therapies 

were superior to no treatment, but there was no firm evidence 

to suggest that they were better than other psychotherapies 

(Miller & Berman, 1983). 
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In summary, then, marital interventions which have 

combined elements of affective, behavioral, or cognitive 

functioning have failed to produce evidence of their 

superiority over those in~erventions which focus on only one 

area. This tends to call into doubt the argument that equal 

outcome results from the focus of different therapy techniques 

on roughly equal, but only partial and separate components of 

human functioning. Explanations which range from common 

factors, which argues that no specific techniques are necessary 

in therapy, to a components approach, which argues that all 

techniques should be combined in therapy, have failed to 

adequately account for outcome findings. Perhaps what is needed 

is a less extreme approach which suggests that certain 

techniques are appropriate for some couples, and other 

techniques for other couples. 

Client-Treatment Interaction 

Traditional between groups research on marital therapy has 

couples randomly assigned to treatment conditions. If, for a 

moment, the assumption is made that different interventions are 

appropriate for different couples, and there may be many 
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dimensions along which to match, the following might result. 

Each intervention condition would be made up of a random mix of 

couples. Some may be appropriate for the particular 

intervention to which they were assigned, others may not. Those 

couples who are mismatched with their randomly assigned therapy 

might benefit less, deteriorate, or, more importantly, 

selectively dropout of treatment. These outcomes are rarely 

discussed, but, if they occur in this way, the implications are 

important. If couples who are mismatched dropout of therapy, 

results of equal general outcome would be based only on data 

from those for whom the therapy they received was appropriate 

for their needs. It is not that the interventions are equal in 

the general population, but, rather, selective dropout might 

have turned true experiments into quasi-experiments, where 

different self-selected populations participate in each 

treatment group. While this is still a finding of equal 

outcome, it begins to look more closely at the outcome 

question. The question no longer asks which therapy technique 

is best, but begins to look at which therapy technique is best 

for which client. 

This argument is not completely new. With Zajonc's (1980) 

conclusion that affect and cognition can operate as separate 

and partially independent systems as a base, Rachman (1981; 

1984) suggested that there should be a correspondence between 

the poorly functioning component and the choice of the most 
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suitable method of treatment. Others (e.g., Bennun, 1985; 

Emmelkarnp, et al., 1984; Gurman & Kniskern, 1981) have argued 

that there is a clear need to screen couples in order to match 

them with appropriate treatment approaches. Behavioral marital 

therapy has been criticized as perhaps being too mechanical or 

contrived for some couples, who would prefer an approach which 

makes more intuitive sense to them, and is a better fit with 

their values and perspectives (Gurman & Knudson, 1978; 

Jacobson, 198J.). This line of reasoning was used by Baucom and 

Lester (1986) to explain equal outcome in their comparison of 

behavioral versus cognitive-behavioral marital therapy. They 

suggest that the random assignment of couples to treatment 

conditions, rather than assignment according to the specific 

needs of the individual couple, may have resulted in some 

couples receiving a treatment which did not meet their needs. 

Therefore, improvement was variable, and did not differ between 

treatment conditions. Based on some of this speculation, 

Doherty and Colangelo (1984) urged therapists to practice 

intelligent eclecticism by selecting different therapy 

approaches for clients with different issues. A similar 

argument has been put forth by Beutler (1989; Beutler & 

Clarkin, 1990) in his attempts to build a model of eclecticism 

which will allow patients and treatment dimensions to be 

combined in compatible ways. 
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Little empirical work has been done to directly 

investigate the possibility of an interaction between clients 

and various forms of marital therapy. Indirect work has, 

however, provided evidence to support this argument. When 

patients in a state hospital were measured on authoritarian 

attitudes and polled about their preference for structured or 

unstructured forms of treatment, results indicated that, for 

both males and females, higher authoritarian scores were 

associated with a preference for a structured treatment 

approach (Canter, 1971). In another study of personality 

variables and therapy methods, Abramowitz, Abramowitz, Roback 

and Jackson (1974) found that clients with an external locus of 

control improved more in directive group therapy, while those 

with an internal locus of control did better in a nondirective 

group. In an earlier cited study (Meichenbaum, Gilmore & 

Fedoravicius, 1971), which found a cognitive and a behavioral 

treatment of speech anxiety to be of equal overall 

efectiveness, post-hoc analysis uncovered an interesting 

interaction. The behavioral desensitization treatment was 

effective primarily with clients who experienced anxiety 

specific to formal public speaking situations, while the 

cognitive insight treatment was effective primarily with 

clients with more generalized anxiety manifested across a 

number of interpersonal situations. Random assignment of 

clients to treatments had initially masked this effect. More 
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recent work by Bornstein and colleagues (1983) demonstrated 

that various forms of marital therapy are rated as 

differentially appropriated and acceptable as a function of the 

case history presented. These studies all seem to suggest some 

interaction between clients and the treatments they receive. 

Several other pieces of evidence support the notion that 

different therapy techniques are appropriate for different 

clients. Devine and Fernald (1973) found that subjects improved 

more when placed in a therapy condition they preferred, than in 

one which they rated as nonpreferred or were randomly assigned 

to. There was no difference in outcome between the nonpreferred 

and randomly assigned conditions. In other research, Jacobson, 

Follette and Pagel (1986) found that couples whose pattern for 

intimacy versus autonomy followed traditional lines - that is, 

the woman as expressive and relationship oriented, the man as 

instrumental and disengaged - were less likely to benefit from 

behavioral marital interventions. Behavioral techniques tend to 

promote egalitarian relationships, with emphasis on 

collaboration and compromise. Again, outcome appears to be 

differentially affected when the matching of appropriate 

clients is considered. 

Further evidence comes from experimental investigations of 

the variability in responsiveness to marital treatment. While 

controlled studies support the effectiveness of various methods 

of marital therapy, rarely is the variability of outcome 
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reported in a consistent manner. When the data from four 

outcome studies was reanalyzed (Jacobson, Follette, Revenstorf, 

Baucom, Hahlweg & Margolin, 1984), a mean improvement rate of 

54.7% was found for behavioral marital therapy. When 

significant improvement in both spouses was taken as the 

outcome criterion, the mean improvement rate dropped to only 

36.1%. Relationship deterioration as a result of treatment 

ranged from 3.7-11.1%, with a mean of 6.4%. A similar range of 

5-10% of relationships were found to actually worsen as a 

result of other forms of marital therapy (Gurman & Kniskern, 

1978). Jacobson, et ale (1984) concluded that at least part of 

this variability may be due to the fact that, in research 

studies, therapy is conducted under constraints that do not 

exist in clinical practice. These constaints include the use of 

standardized treatment modules that may not be sensitive to the 

idiosyncratic needs of particular couples. In another study of 

the potential negative effects of marital interventions 

(Doherty & Walker, 1982), 25% of the couples located for the 

study had been negatively affected by their participation in 

Marriage Encounter, the largest marriage enrichment movement in 

the world. The disturbing feature most often cited by couples 

was the intense emphasis on emotional openness and 

self-disclosure. These couples were, apparently, not oriented 

toward the heavily affective emphasis of Marriage Encounter. 
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The final piece of the client-treatment interaction puzzle 

comes from therapy dropout. The argument suggests that those 

clients who are mismatched with the treatment to which they are 

assigned may terminate prematurely. This selective dropout 

might influence the outcome results. In a recent book 

(Phillips, 1985), attrition was tagged as the number one 

problem of therapy practice and research. The author goes on to 

conclude that the reason the outcome issue in psychotherapy is 

so hazy and ill studied is attrition. There seems to be little 

question that premature termination is an important issue. 

OVer the years, research on premature terminati.on of 

individual psychotherapy has been fairly consistent with regard 

to the magnitude of the problem. In one review (Eiduson, 1968), 

it was concluded that between 30% and 60% of all patients are 

considered dropouts in facilities of every kind of psychiatric 

service. Another study (Sue, McKinney & Allen, 1976) i.ndicated 

that approximately 40% of the clients investigated failed to 

return after the initial session. Despite an orientation toward 

long term therapy, the average number of sessions overall for 

the clients included in this investigation was just slightly 

over six. While most research of this type has been conducted 

in various mental health center settings, comparable figures 

have been reported for psychiatrists and psychologists in 

private practice. Approximately 65% of patients treated by 

psychiatrists, and 63% of patients seen by psychologists, 



dropped out of treatment prior to the tenth session in one 

recent study (Taube, Burns & Kessler, 1984). The respective 

median number of sessions for this study were four and five. 

Though less extensive than the individual psychotherapy 

literature, the research on premature termination from group 

psychotherapy presents similar numbers. Yalom (1966) reports 

that 36% of group patients dropout in twelve meetings or less. 

In another study (Nash, Frank, Gliedman, Imber & Stone, 1957), 

the overall dropout rate for group psychotherapy was reported 

at a higher 48%. More recently, in a study specifically 

designed to include careful screening and preparation of 

clients for group therapy, a dropout rate of approximately 30% 

occured (Lothstein, 1978). 

In contrast to the more abundant literature on individual 

and group dropout, the examination of dropout from marital or 

relationship therapy has been relatively neglected. In one 

recent study (Markman, Floyd, Stanley & Lewis, 1986) which did 

report information on premature terminators, only 50% of those 

solicited to participate in communication and problem solving 

skills training groups for premarital couples actually 

completed the program. Other studies of marital interventions 

present similar figures on dropout, with one reporting 44% 

(Hollis, 1968) and another reporting 58% (Anderson, Atilano, 

Bergen, Russell & Jurich, 1985). In a study which used an 

almost identical intervention as one to be proposed in this 
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study, a dropout rate of 58% occurred (C.A. Ridley, personal 

communication, August 18, 1988). This is clearly a problem. 
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Despite the consistency over tile years of the magnitude of 

the dropout rate from various forms of mental health treatment, 

the reasons for this phenomenon are less clear. While there 

are, no doubt, many factors which influence the decision to 

dropout, such as health, transportation, and economics, poor 

match between client and intervention intuitively seems to be 

an important one. In a review of studies which looked at the 

role played by differences between patients' and therapists' 

ideas about the goals and methods of treatment (Baekland & 

Lundwall, 1975), all studies reviewed found discrepant 

treatment expectations associated with premature termination. 

While these studies all examined individual psychotherapy, the 

authors concluded that there is every reason to believe that, 

for other treatment modalities as well, the client who either 

does not understand the rationale for, or finds repellent the 

form of treatment he or she has been assigned to, is likely to 

dropout. 

Given this argument, then, it seems reasonable to suggest 

that clients who are poorly matched with the treatment 

intervention to which they were assigned will dropout. This 

leaves, for outcome studies, only those who are well suited for 

the therapy condition they are in. Comparative outcome studies 

then find equal outcome, but never specify for whom. 
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This brings us to the purpose of the present study. The 

present research is a comparative outcome study of two marital 

interventions. One intervention consists of both an affective 

and a behavioral component, while the other adds a cognitive 

component, as well. Based on the literature reviewed, both are 

expected to result in better marital adjustment than no 

treatment, with no general outcome difference expected between 

the two interventions. There is, however, a difference expected 

in the type of couples that will dropout from each 

intervention. 

The assumption is that some people are more attracted to 

dealing with emotions, others are more oriented toward 

behavior, and still others prefer to organize the world in an 

intellectual way. For example, Wills, Weiss and Patterson 

(1974) demonstrated that, in general, males tended to emphasize 

instrumental behaviors, while females were more attracted to 

the affectional when accounting for marital satisfaction. 

Cohen, Stotland and Wolfe (1955) demonstrated the existence of 

a need for cognition, which corresponds to an individual's 

tendency to structure experience in a meaningful, integrated 

way. So, the idea that individuals might differ in the degree 

to which they are attracted to dealing with things in an 

affective, behavioral, or cognitive way is not unreasonable. 

The prediction for the present study, then, is that, given 

random assignment to treatment conditions, couples will drop 
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out of the study, based on their appropriateness for the 

treatment they are in, along affective, behavioral, and 

cognitive lines. More specifically, it is expected that those 

who are attracted to looking at the world in an 

intellectualized way will be more likely to remain in the group 

with the cognitive component, while being dissatisfied with the 

affective-behavioral group. Those who are more oriented toward 

emotions or behaviors will be more likely to prefer the more 

affective and behaviorally oriented treatment over the more 

cognitively oriented condition. So, by using each individual 

couple's need for dealing with things in an affective, 

behavioral, or cognitive way to predict their likelihood of 

remaining in particular marital treatment programs, this study' 

may begin to answer some questions about individual differences 

in response to marital treatment. 
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CHAPTER 2 

METHOD 

Subjects 

Sixty-eight married couples were recruited from the 

general population of a large southwestern community. 

Recruitment was conducted with the aid of various community 

organizations, newspaper advertisements, and a newspaper 

article describing the background and goals of the program. All 

inquirees were scheduled to attend an information and screening 

meeting with their spouse, during which they were given more 

information about the program, and asked to fill out the 

Minnesota Multiphasic Personality Inventory (MMPI)-168. In 

order to screen out those persons suffering from serious 

psychopathology, couples were not included in the study if 

either spouse scored a T-score of 80 or above on any of the 

clinical or validity scales of the MMPI-168. While a T-score of 

70 is usually considered the standard cut-off score, the more 

conservative T-score of 80 was chosen for this study to account 

for the possibility that, due to it's shortened nature, the 

MMPI-168 might introduce more error into it's measurement than 

the more traditional longer form of the MMPI. Although some 

have cautioned about the use of the MMPI-168 (e.g., Butcher, 

Kendall & Hoffman, 1980), data has been presented to support 

this instrument as a reliable and valid way to discriminate 



psychiatric patients from normal populations (Newmark, Woody, 

Ziff & Finch, 1980; OVerall, Butcher & Hunter, 1975; OVerall, 

Higgins & De Schweinitz, 1976). 

40 

From a total of 369 telephone inquiries, 154 couples 

presented for their scheduled information and screening 

session. Out of these 154 couples, 62 couples were screened out 

on the basis of the MMPI-168. Referrals to appropriate agencies 

were offered to these couples. Another 24 couples, who \vere 

screened into the study, declined to participate for a variety 

of personal reasons, including seeking other counseling, 

seeking a divorce, or difficulty with the time commitment. The 

remaining 68 couples comprised the sample. 

The average couple included in this sample was a 42.07 

year old man married to a 39.88 year old woman, with an age 

range of 23-74 years for men and 25-70 years for women. The 

sample was overwhelmingly caucasian, with individuals largely 

endorsing some form of Christianity or nothing as their 

religious preference. Most individuals in the sample had at 

least some college, with over 55% of the sample graduating 

college or going beyond. Median combined income for the sample 

was between $40,000 and $50,000 per year. The average couple 

had been married for 9 years 10.6 months, with a range from 3 

months to 47 years, and had an average of just over one child 

living with them at home, with a range from 0 to 4. This was a 



first marriage for approximately 57% of the individuals in the 

sample. 

Group Leaders 
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All experimental marital intervention groups were led by 

one of three doctoral candidates (2 male, 1 female) in a 

clinical psychology graduate program. All three had had at 

least two years of supervised clinical experience, as well as 

previous experience leading marital groups similar to the ones 

used in the present study. A fourth graduate student, with 

similar background, helped to run some wait-list control groups 

after their data had been collected. All group leaders were 

judged competent by a Ph.D. level psychologist in the skills 

taught to the couples in the intervention groups. This vvc3s 

accomplished through the rating of videotaped role plays in 

which the group leaders demonstrated the communication skills 

and problem solving process taught to the couples. The same 

Ph.D. level psychologist provided supervision for the leaders 

throughout the study, and randomly screened audiotaped sessions 

to insure that leaders provided the treatment as manualized. 

Instrumentation 

As a measure of overall marital adjustment, The Dyadic 

Adjustment Scale (DAS) (Spanier, 1976), was used. The DAS can 

be subdivided into Satisfaction, Cohesion, Consensus, and 

Affectional Expression subscales, but is typically used as a 

single indicator of overall adjustment. Full scale scores range 



from 0 to 151. Spanier (1976) has documented evidence for the 

solid psychometric properties of the instrument, which has 

become one of the most widely accepted and used measures of 

marital adjustment. Additional reports have supported the 

psychometric strength of the DAS as a general assessment of 

dyadic adjustment (Sharpley & Cross, 1982; Spanier & Thompson, 

1982) • 
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In addition to a measure of marital adjustment, some 

indication of individuals' tendencies to operate in affective, 

behavioral, and cognitive modalities was needed. As a measure 

of affective and behavioral needs, the Marital Attitudes 

Evaluation (MATE) (1976) was used. The MATE is one of a number 

of scales derived from the theory originally presented by 

Schutz (1958) as the Fundamental Interpersonal Relations 

Orientation (FIRO) model. This theory proposes that all humans 

have interpersonal needs for inclusion, control, and affection, 

that can be met on behavioral and emotional levels. The MATE 

questionnaire is designed to explore the relationship between 

two people who have close contact with each other. The items on 

the MATE explore wanted inclusion and control behavior, 

inclusion and control feelings, and affection. The scale also 

includes items to explore spouses' perceptions of their 

partner's desires in these five areas. For the purposes of this 

study, the MATE was used as an indication of individuals' 

affective and behavioral needs. Psychometric data on the FIRO 



scales from which the MATE is adapted is well documented 

(Schutz, 1958; 1978). 
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The FIRO scales are well suited to the study of 

interpersonal concerns. The behavior subscale (FIRQ-B) is 

especially well suited, and has been used as an adjunct to 

marital counseling to help to conceptualize the relationship, 

specify goals, assess change, and facilitate the cooperative 

process (Robbins & Toomer, 1976). The FIRQ-B has also been used 

to assess the degree of compatibility between therapist and 

client, to see what effect that might have on outcome 

(Mendelsohn & Rankin, 1969; Sapolsky, 1965). These studies 

present evidence to suggest a relationship between 

therapist-client compatibility and client improvement. The 

FIRQ-B has also been used in group therapy, where results 

indicate that group members who were incompatible with at least 

one other member were less satisfied with the group. Group 

members who prematurely terminated were significantly less 

compatible with other group members (Yalom & Rand, 1966). 

The short form of the Need for Cognition Scale (NCS) 

(Cacioppo, Petty & Kao, 1984) was used to determine the extent 

to which an individual tends to organize the world in a 

cognitive way. The original 34 item scale (Cacioppo & Petty, 

1982) was demonstrated to measure a single, stable factor, with 

good psychometric properties. The 18 item short form highly 

correlates (r = 0.95) with the longer version, while retaining 
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the solid psychometric properties. The short form is, simply, a 

more efficient way to get the same information offered from the 

longer original scale. Because this scale looks at need for 

cognition in a global way, while the MATE explores affective 

and behavioral needs specific to close relationships, 5 items 

were added to the NCS which look at cognitive needs specific to 

relationships. These items were analyzed separately. 

Procedure 

A total of 68 couples were included in the sample. Groups 

of up to three couples were formed on the basis of couples' 

availability for given evening sessions. Leaders' schedules 

also determined which evening they were available to run a 

group. Once a group was formed on a given evening, with a 

leader, the group was randomly designated as either a Mutual 

Problem Solving - Affective/Behavioral (MPS-AB) group, a Mutual 

Problem Solving - Cognitive/Affective/Behavioral (MPS-CAB) 

group, or a Wait List Control (WL) group. Given dropout rates, 

groups were formed for each condition until such time as it was 

anticipated that 15 couples from each group would continue to 

posttest. This resulted in a total of 18 couples pretesting for 

the WL condition, 23 for the MPS-CAB condition, and 27 for the 

MPS-AB condition. Once a group was formed, a pretest session 

was scheduled. At pretest, couples were asked to complete the 

DAS, MATE, NCS, and a demographics sheet, as well as other 

measures and a behavioral interaction which were part of a 



larger study. One week following pretest, treatment sessions 

began. Couples were asked back for posttest the week following 

the last treatment session. At that time, WL couples were 

offered treatment. 

MPS-AB Treatment 
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The MPS-AB treatment consisted of eight weekly two hour 

and thirty minute sessions. Group leaders primarily had a 

didactic role, explaining and demonstrating the skills to be 

learned, as well as responding to couples' questions and 

concerns. Group leaders also supervised couples' practice of 

the communication and problem solving skills, and led 

discussions about relevant relationship issues. Each session 

followed a similar format. Sessions typically began with a 

discussion of the previous week's homework assignment. This was 

followed by some discussion around a particular topic relevant 

to communication or problem solving, and the discussion and 

modeling of the specific skill to be learned that session. The 

remainder of the session was spent with couples practicing the 

skills they had learned up to that point. Each session ended 

wi th a homework assignment for the couples to complete during 

the remainder of the week, and a short debriefing during which 

couples discussed their reactions to that particular session. 

A major component of the MPS-AB treatment, and the first 

to be presented, was communications skills training. Couples 

were taught speaking and listening skills which were intended 
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to create positive affect and facilitate problem solving. 

Couples were taught to take turns when speaking, and to take 

responsibility for their own feelings when discussing a problem 

(Week 1). Blame was to be avoided. This should have resulted in 

lowered defensiveness. Couples were also taught to elicit 

further information from each other by using open questions 

(Week 2). The listener had the responsibility of reflecting 

back the message to be sure that it was heard and understood 

(Week 1). These communication skills were intended to create a 

collaborative set in the couples, and were to be used as a base 

upon which the behavioral problem solving component was built. 

The behavioral problem solving component of the MPS-AB 

intervention consisted of a nine step process. Using the 

communication skills throughout, couples were to begin by 

exploring their feelings (Week 2), stating their relationship 

problem (Week 3), and listing their own contributions to the 

problem (Week 3), in order to understand the problem. Next, the 

couple made a plan by stating a goal (Week 4), listing possible 

solutions (Week 5), evaluating those solutions (Week 5), and 

deciding on the best one (Week 5). Finally, couples actually 

implemented their solution (Week 6) and checked on their 

progress at a previously agreed upon time (Week 6). (Contact 

author for complete manual) • 
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MPS-CAB Treatment 

The MPS-CAB intervention was identical to the MPS-AB 

treatment, save for the addition of a cognitive component. The 

cognitive addition consisted basically of additional didactic 

material on the nature and possible interpersonal consequences 

of automatic and irrational cognitions, as well as the 

incorporation of identifying automatic or unreasonable thoughts 

into the problem solving process. While the actual content 

additions were not extensive, there was an assumption that the 

problem solving process would be qualitatively changed in a 

significant way by the addition of this cognitive component. 

Couples were asked to view their relationship and problems with 

a new, cognitive conceptualization, and to practice this 

throughout the 8 week program. (Contact author for complete 

manual) . 
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CHAPTER 3 

RESULTS 

A total of 27 couples pretested for the MPS-AB condition, 

23 for the MPS-CAB condition, and 18 for the wait-list control. 

Analysis of Variance and Chi-square Analysis of demographics, 

MATE, NCS, and DAS scores indicated no significant differences 

between any of the conditions at pretest. During the period of 

time between pretest and posttest, 11 couples prematurely 

terminated from the MPS-AB condition, 6 from the MPS-CAB 

condition, and 2 from the wait-list control. Chi-square 

Analysis indicated that the drop-out rate for the two 

experimental conditions was not significantly different. 

A mixed design Analysis of Variance was performed on those 

couples who completed the study, with the couple as the unit of 

analysis. DAS scores were examined, across testing times, 

between the WL, MPS-AB, and MPS-CAB conditions. As husbands' 

and wives' DAS scores were not completely independent, these 

individual scores were considered as repeated measures of the 

couple at each of the testing times. 

Results of the analysis indicated a significant Condition 

by Testing Time interaction (F(2,46)=5.78, p=O.006). No other 

main effects or interactions were found to be significant. As 

gender was not found to be a significant component in this 

analysis, DAS scores were collapsed across gender for 



subsequent analyses. The mean DAS score for couples in the 

MPS-AB condition rose from 99.50 at pretest to 103.16 at 

posttest, while that for the MPS-CAB condition rose from 98.74 

at pretest to 102.76 at posttest, and that for the WL condition 

dropped from 99.03 at pretest to 95.72 at posttest (see Figure 

1). Using the Bonferroni method, comparisons among means were 

made to further explore the significant Condition by Testing 

Time interaction. Results of the comparisons indicated that the 

three conditions did not significantly differ from one another 

at pretest. At posttest, however, while the MPS-AB and MPS-CAB 

did not significantly differ from each other, mean DAS scores 

for couples in these conditions were significantly higher than 

that for couples in the WL condition (T(46)=-3.434, p=O.OOl). 

A stepwise Linear Discriminant Function Analysis was 

performed for both of the experimental conditions in order to 

choose which combination of MATE and NCS variables might 

predict premature termination from the intervention groups. 

Husbands' and wives' individual scores for the Mate inclusion 

and control feelings and inclusion and control behaviors 

scales, along with their scores for the NCS and the five 

additional questions on marital need for cognition were used 

together as potential predictors of the completion or premature 

termination of each couple. A linear discriminant function 

derived this way makes optimal use of the available 
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Figure 1 

Dyadic Adjustment Scale Changes as a Function of Testing 

Session 
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information, while classifying couples with a minimum of 

errors. 
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For the MPS-CAB condition, a function was derived in this 

fashion, which accurately predicted couples' completion status 

(X~(7)=22.306, p=0.0022) (see Table 1). Of the 17 couples who 

completed the MPS-CAB intervention, 16 were correctly placed by 

the derived function, while 5 out of the 6 couples who 

prematurely terminated were correctly placed. OVerall, this 

worked out to be a 91.30% correct classification rate. No 

significant function could be derived for those couples who 

participated in the MPS-AB treatment condition. 



Table 1 

Standardized Canonical Discriminant Function Coefficients 

for MATE and NCS Variables for Husbands and Wives in the 

MPS-CAB Condition 

VARIABLE STANDARDIZED COEFFICIENT 

Wife's MATE control feelings 3.35221 

Husband's MATE control behavior 1.66374 

Wife's marital need for cognition 1.12972 

Wife's MATE inclusion behavior -0.69627 

Husband's MATE inclusion behavior -1.02520 

Wife's MATE control behavior -1.25644 

Wife's MATE inclusion feelings -1.72471 
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CHAPTER 4 

DISCUSSION 

After randomly assigning couples to conditions in this 

study, it was expected that couples who were assigned to either 

of the two treatment conditions would derive benefits over 

those couples assigned to the waitlist control condition. The 

obtained results clearly seem to support this prediction, with 

couples in both of the intervention conditions reporting 

significantly higher general marital adjustment at posttest 

than control couples. Further, it was expected that both the 

MPS-AB and MPS-CAB interventions would be equally effective in 

providing these benefits. Again, the results seem to support 

this prediction, by demonstrating no significant difference in 

general marital adjustment at posttest between couples in the 

two interventions. To this point, these results are, perhaps, 

not surprising, as they echo support for the well documented 

conclusion that therapy is better than no therapy, but all 

therapy techniques are about equal in effectiveness. Had the 

investigation ended here, this conclusion might seem warranted. 

As argued earlier, the conclusion that all therapy 

techniques are equally effective may ruffle the feathers of not 

a few clinicians, who intuitively seem to believe that 

different kinds of treatment may be more acceptable to some 

clients than others. Traditional randomized research designs do 



not take this into account. The argument continued that if 

mismatched clients dropout of the study, then the finding of 

equal outcome would be based only on data from those clients 

who were appropriately matched with a particular therapy 

technique. To conclude, then, that all therapy techniques are 

equally effective, without considering for whom they are 

effective, would be overly simplistic. 
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This study attempted to address the issue of selective 

dropout from treatment conditions through the use of 

Discriminant Function Analysis. MATE and NCS scores were used 

as predictor variables to determine the relative importance of 

affective, behavioral, and cognitive needs to the likelihood of 

remaining in or dropping out from each treatment condition. 

Given the content of the two treatment conditions in rJhe study, 

it was expected that the most likely combination of predictor 

variables would find those with high cognitive needs preferring 

to remain in the MPS-CAB condition, while similar people in the 

MPS-AB condition might be dissatisfied and terminate 

prematurely. While both treatments had components designed to 

address affective and behavioral needs, the MPS-AB condition 

focussed more completely on these. Therefore, it was expected 

that people scoring high on affective and behavioral needs 

might be more likely to remain in the MPS-AB condition, while 

dropping out from the MPS-CAB condition. The obtained results 

provided no evidence to support these specific predictions 



concerning the actual pattern of MATE and NCS scores as they 

predicted selective dropout. 
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Despite the failure to find evidence to support the 

specific predicted patterns of variables which would 

differentiate between dropouts and completers in each of the 

treatment conditions, the more general, and key, point to the 

analysis was not lost. The Differential Function Analysis \vas 

performed with the expectation that a different function would 

be derived for each treatment intervention, indicating 

differential dropout, and helping to explain the equal outcome. 

This general hypothesis won support when a function was derived 

for the MPS-CAB condition which accurately discriminated 

dropouts from completers, when, using the same predictor 

variables, none could be derived for the MPS-AB conditi.on. This 

supports the notion that different factors determine who 

remains in, thus having the opportunity to benefit from, 

different treatments. 

To account for the failure to find support for the 

specific hypothesized patterns of predictor variables, the 

simplest, and most likely, explanation is that the hyporl1eses 

were simply incorrect. The decision to prematurely terminate is 

probably a complex decision. In addition to considering the 

specific content of an intervention, people probably also 

consider the process by which that content is deal t within the 

intervention. There are also personal factors which, no doubt, 
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enter into the decision. In the case of this particular s~udy, 

where marital interventions were used, the decision to remain 

in treatment must be negotiated between two people. This 

complicates matters that much more. In short, it seems likely 

that the prediction of selective dropout is more complicated 

than was suggested by the simple matching criteria hypothesized 

for this study. This is not to say, however, that the 

phenomenon is so complex that it can not be explained or 

predicted. 

As mentioned above, a function was derived which 

accurately discriminated dropouts from completers for those 

couples in the MPS-CAB condition. Any attempt, at thi.s point, 

to explain the obtained pattern of predictor variables would be 

pure speculation. Nonetheless, examination of the results might 

suggest some interesting possibilities. As reported in Table 1, 

a combination of seven predictor variables from a husband and 

wive predicted the completion status for each couple. 

Consistent with what was originally predicted, wives reporting 

a high need for cognition concerning their marriage did tend to 

predict a couple's completion in the more cognitively oriented 

MPS-CAB condition. This was, however, the only Need for 

Cognition variable for either partner which was included in the 

differential function. Six MATE variables from husbands and 

wives were incuded in the derived function. In order to 

speculate on the possible meaning of the specific pattern of 
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MATE variables included, one must consider not only the content 

of each intervention, but also the process involved in 

completing each. 

Both the MPS-AB and MPS-CAB interventions were designed to 

produce greater emotional closeness between husbands and wives. 

In the MPS-CAB condition, however, the added structure of the 

cognitive component may have helped to provide some 

intellectual distance for those who might be threatened by too 

much emotional closeness. This is clearly an empirical 

question, however, if it is assumed that the MATE inclusion 

scales measure a desire for closeness, and that the control 

scales measure a desire for some structure and distance, the 

obtained pattern of results may begin to make sense. In the 

cognitively oriented MPS-CAB condition, the general pattern of 

results seems to suggest that the desire for some structure and 

distance, as measured by the control scales, contributed to a 

couple's decision to remain in this intervention, where that 

was provided. Those, however, who expressed a strong need for 

inclusion and closeness were more likely to drop out from the 

MPS-CAB condition, where this was more difficult to obtain. 

Given the above argument, one might reasonably expect that 

the opposite pattern of results should predict completion 

status for the MPS-AB condition. That is, those who were 

looking for more emotional closeness should have been attracted 

to this intervention, while those who expressed a need for more 
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control should have been more likely to drop out. In reality, 

however, these factors did not predict at all for couples in 

the MPS-AB condition. In order to explain this result, one must 

only assume that couples who presented themselves for this 

study had the ability to provide some emotional distance for 

themselves, but needed some help getting closer. This 

assumption seems quite reasonable given that these couples were 

presenting themselves for a marital intervention. If this 

assumption is made, then it follows that the more affectively 

based MPS-AB condition would appeal to those seeking more 

emotional closeness, while those needing some distance could 

also remain in the treatment, given their ability to provide 

the distance themselves. Thus, these factors did not predict 

for the MPS-AB condition. This explanation is also consistent 

with the obtained results discussed for the MPS-CAB condition. 

Those who could not provide more closeness on their own were 

less helped i.n this condition, and were more likely to drop 

out. Those who needed some distance were comfortable in this 

intervention. 

The above offered interpretation is clearly speculative. 

What is more clear from the results of this study is that there 

is an interaction between couples and the treatments to which 

they were assigned. This certainly seems to indicate that 

different clients are appropriate for different marital 

interventions. There is no reason to believe that the same is 
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not true for individual therapeutic interventions, as well. 

Which factors are relevant in finding the appropriate match are 

not clear at this point. Some suggestions concerning the 

factors important to matching clients to an intervention 

similar to the MPS-CAB treatment employed in this study were 

discussed. The fact that no factors were identified which 

differentiated for the MPS-AB condition does not suggest tJnat 

this type of intervention is appropriate for all clients. As 

there was dropout, it seems more likely that the factors of 

relevance for matching appropriate clients to this treatment 

technique were simply not measured in this investigation. 

Nonetheless, it would appear fruitful for future research to 

focus on identifying the relevant factors on which to match 

clients, marital or individual, with appropriate treatment 

interventions. 

All therapies are not the same for a given client. The 

traditional randomized between groups research designs employed 

in psychology have missed this by ignoring dropout and 

focussing on average group outcome. Perhaps it is time for 

scientists in the field to begin employing more innovative 

designs which might allow the discovery of more subtle 

individual differences. When the empirical study of treatment 

outcome begins to reflect the complexities inherent in the 

psychotherapeutic process, the practical and scientific sides 

of the field may begin to meet on some common ground. 
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