Couple Satisfaction and Individual Symptom Distress: Forming an Alliance in Couples
Therapy

by

Shayden James Bertagnolli

A thesis submitted to the Graduate Faculty of
Auburn University
in partial fulfilment of the
requirements for the Degreé o
Master of Science

Auburn, Alabama
August 4, 2012

Keywords: Therapeatic alliance, couples therapy, alliance formation, dyadic adjustment

Copyright 20120y Shayden J. Bertagnolli

Approved by

Scott A. Ketring, Chair, Associate Professduman Development and Family Studies
Thomas A. &ith, Associate Professdduman Development and Family Studies
Jill Meyer, AssistantProfessarSpecial Education, Rehabilitation, and Counseling



Abstract

In this study therelationship between dyadic adjustment ratings, individyadptom
distresgatingsand the therapeutic alliance for males and females was explikedise, the
interactionbetweenndividual symptom distresand dyadic adjustment predicting fourth session
therapy alliance formation was analyz8ample dtawerecolleciedfrom previous therapy
clients ata marriage and family therapy training clinic at a southeastauersity. Overall
findings revealed the interaction of male symptom distress and dyadic adjustment ratings at
intake, significantly and negatively predicted fourth session alliance ratings. Female (married
and noamarried) findings suggested a signifitaegative relationship between symptom

distress ratings at intake and fourth session alliance.
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Introduction

Researcherssuggedt her api st s0 tr eat me nthroughavdiehl s ar e
important changéacilitating factors emerge (Sprenkle & Blow, 2004). One of these factors is a
relationship called the therapy alliance. This relationship ranks as one of the most critical
chdlenges therapists are concerned with early in the therapy process (Garfield, 2004).

Researchers have found that as much228% of the variance in therapeutic outcomes

attributable to the therapeutic alliance (Bourgeois, Sabourin, & Wright, 199tsal0l8

Talitman, 1997; Knobloclredders, Pinsof, & Mann, 2007)he therapeutic alliance is much

more than a subjecti ve meratleptisa gendine interest, t her api
empathy, and concentration on the client in session (Horv@®0) 2This relationship between
theclient(s) and therapist therapeutic in and afself (Bordin, 1979); such that the formation of

a strong alliancereates a therapeutic maneuverability by which interventions are accepted, goals
are made, and changarctake place.

The therapy alliance has typically been defined as the working relationship between the
therapist and the client, which produces workable treatment goals, assigned tasks, and the
development of bonds. These are established through empattmythyand sincerity (Bordin,

1979; Eaton, Abbles, & Gutfreund, 1988ckert, Abeles, & Graham, 1988 owever, forming a
strong, yet flexible alliance with each person can be very challenging (Symonds, 2004).

One challenge that affects the alliance, Whici s f requently assessed
is the level of distress within the couple relationskipdbloch-Fedders, Pinsoff, Mann, 2004
Mamodhoussen, Wright, Tremblay, & Poitd&ight, 2005. The degree to which the couple
experiences this relationdistress is called dyadic adjustment (Busby, Crane, Larson, &

Christensen, 1995). It is measured by the degree of relationship troubles, interpmrsonal
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personal anxiety, and categorized through relationship satisfaction, cohesion, and consensus
(Symond & Horvath, 2004). Dyadic adjustment is rated along a continuum, frdhaeyested

to poorly adjusteqSpanierl979). Spanier (1979) describeégadic adjustment as a process, but
also as a qualitative evaluation of a state of being, suggesting thavtesgof dyadic

adjustment can be observed over time (longitudinal), or as a snapshot in time.

In an article looking at how dyadic adjustment impacts the therapeutic alliance in
coupl eds t her aptyal(2009)doua that dyadcadjustmegnedicts the
therapeutic alliance. In other wordghendyadic adjustmeris poor,on average, it is likely the
therapeutic relationship will be weaknoblochFedderset al.(2004) cited similar findings,
suggesting individual symptoms of depressionmxiety (Symptom distress) were not as
powerful in predicting allianceomparedtal y adi ¢ adj ust mentKnobkchi n c o uj
Fedders et alndicated that symptom distress may influence the alliance, but dyadic adjustment
is a more distinct indicat of the alliance formation in couples therapy.

However, in individual therapy isisuggested that timeore serious he cl i ent 0s
pretreatment symptoms of depression or anxiety upon entering therapy, the lower the client's
positive involvement in therapyill be experiencedFurthermoreseriouspretreatment
symptomsarerelatel to negativeclient contributios to the theapeutic alliance as well (Eaton et
al., 1988; Rauet al., 1993). In other words, the therapeutic alliance, within individual tregtment
can beadversely affected by individual pretreatment symptom distress.

The literature states thdyadic adjustment predicts alliance over and above symptom
di stress i n coupfeddissetadl., 2004; BMampdhdusssral. p2D0&)c h
Additionally, within individual therapy literaturgerioussymptoms on averagesontribue to a
negative alliance (Eataet al.,1988; Raue et al., 1993 owever, acording to Fincham, Beh,
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Harold, and Osborne (199fere is an interaction between symptand relationship distress
for gender. They identified a causal pfdhfemalesbetween depression and marital distress
over time. They report thé&males with lower marital satisfactioatings demonstratedreater
depressive symptoms one year lated arales withgreatersymptoms had lower marital
satisfaction one year later. Idangitudinal studyit wasrevealed at each wave-{&ve data
collection) that higher marital satisfaction was relatei@weer depressive symptoms as well.
Furthermore, lomemarital satisfaction angreaterdepressive symptoms were related between
each wave (Davila, Karney, Hall, & Bradbury, 2003). These findsoggest that merely
assumingelationship satisfactioasthe most important factor affectimgpuples may be
misguided Rather, a bdirectional relationship between individual symptoms and relationship
satisfaction seems more realistic (Davila, et al., 2080&) example, relationship satisfaction
might vary a different levels of depssion or anxietyand viceversa.

Although research indicatéise bi-directional relationship between depressive symptoms
and relationship satisfactios a relevant assumption (Davéaal., 2003 Fincham et al. 1997)
no present research has observed how an interaction betveserariablesnight affect the
alliance formation proces$he only known study investigating client symptom distress as a
moderator was an unpublished thesis (Wimbish, 2004). This study found that symptom distress
did moderate the relationship between natachment anxiety at intake and alliance ratings.
FurthermoreWimbish suggested males with an anxious attachment qualitygréitedevels of
symptom distresgatingsreported increased alliance scoMéthout considering this moderating
effect, stroig attachment anxiety negatively inénced the alliance formation. However, the

therapeutic alliance was stronger, in general, at fourth session for anxious males reporting greater



symptom distressn order for clinicians to understand what factors affieetalliance formation
process, rare research must be done regarding symptom distress as a moderator

This study sought to understand the relationships between individual symptom distress
ratings at intake and fourth session alliance ratings, dyadistadgat ratings at intake and the
fourth session alliance ratings, as well the interaction of symptom distress and dyadic adjustment
ratings at intake in relation to fourth session alliance ratings. This was performed for males and

females separately.



Review of Literature

This review explord the literature concerng what is understood about particular client
factors affecting the formation of the therapeutic alliaggecifically,the relationship between
symptom distress, dyadic adjugint, and the therapy alliane@asreviewed. The literature
concerning the therapeutic alliance and outcomes, as well as the formation of the atisince
discussed. Research revealing the interaction of dyadic adjustment and symptom distress is also
preseted. Furthermorditeratureexploringclient characteristics affecting the formation of the
alliance, specifically individual symptom distress and relationship satisfaction (dyadic
adjustment)s reviewedFinally, the research questions pertaininghie study are presented.
Therapeutic Alliance and Therapy Outcomes

Horvath and Symonds (1991) stthattherapeutic alliance is collaboration between the
therapist and the client, which allowfent and therapidb negotiate a therapeutic agreement
fitting to the range and depth of therapy. Bordin (1979) described the alliance as the level or
intensity at which clients and therapists are working together. He then suggested a successful
therapeutic alliance includes an emotional bond based on mutuancupositive regard, shared
goals, and clearly defined tasks.

Much attention has been given regarding how these bonds, goals, and tasks affect the
alliance and therapeutizittomes (Sprenkle & Blow, 2004), even to the point thetyregard
the alliarceas a possible common factor across all therapy models, theories, and strategies
(Castonguay, Goldfried, Wiser, Raue, & Hayes, 1996; Horvath, 2001; Horvath & Symonds,
1991; Martin, Garske, & Davis, 200@arl Rogers (1951) suggested the therapist's most
significant influenceon thec | i ¢nogressas interpersonal, rather than cognitive or model

driven, and that the responsibility for such a relationship lies with the therapist. Furthermore,
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Horvath (2000) found that a positive therapy alliance wadigtree of therapeutic outcomes,
indicating,thatthe clien6 perception othe alliancewith the therapisis more important than
the therapist's actual focused behavior towards therapeutic outcomes.

Throughout the literature the therapeutic alliance msajor contributor to many positive
therapeutic outcomes (Bordin, 1979; Castonguay et al.,; 1886son & Taliman, 1997 Due to
these positive findingshe therapeutic alliance research has initiated four-ameéyses
examining the relationship betes the alliance and therapy outcomes (Horvath & Bedi, 2002;
Horvath, Del Re, Flueckiger, & Symonds, 2011a, 2011b; Horvath & Symonds, 1991; Martin,
Garske, & Davis, 2000). Horvath and Symonds (1991) conducted the firsanadysis
concerning alliance litature and found a relationship between alliance and therapy outcomes.
Their metaanalysis was composed of 24 studies involving therapeutic alliance. Twenty distinct
data sets were used in the 24 studies and were sampled frorh9®BOThey were found usj
Psycinfo, Medline, Dissertation Abstracts, and Educational Resources Information Center

(ERIC). Overal] Horvath and Symonds (199fbundthatquality of alliance is a relatively robust

predictor of therapy outcomes. Furthermore, they concludedtherapis r at i ngs of t he
not correlate as much with therapeutic outcomebast cl i ent s6 .inathearngs of a
words, clientsdéd opinions count t.he most conce

Martin et al. (2000) conducted another matelysis inanattempt to understand how
alliance relates to therapeutic outcomes in individual psychotherapy as well. These authors
conducted their analysis using-§8ars of data from 79 total studies (58 published, 21
unpublished)Theauthors found that caverage, when the quality of the therapeutic alliance was

high, therapy outcomes weletter or more positiveand viceversa.Martin et al. found the



alliance is therapeutic in and of itself. In other words, part of atleahgecan beaccountedor
through the relationship formaealith the therapist.

Other researchers soughtdeterminehow predictive the alliance is towards therapy
outcomes. Barber, Connolly, CH&ristoph, Gladis, and Siqueland (2000) exploreccthesal
link between the alliance anlderapy outcomes within individual therapy. They hypothesized
that alliance predicts change in depression. In this study, prior change in depression was
partialled out, because they thought it coul d

The authors discussed that process variables, such as the therapy alliance, make it
difficult to examine causal inferences. Thus, in order to determine causality, Barber et al. took
into account three conditions: nonspuriousness, covariation betweeceakbiad the outcome
measure, and temporal precedence (Feeley, DeRubeis, & Gelfand, 1999). They measured the
amount of symptom change from the beginning of therapy (intake) to the time of first alliance
measurement (week 2). They also assessed for chasgatoms after the alliance had been
measured and the role of how early symptom improvement actually affects subsequent
outcomes.

This study included 86 clients with generalized anxiety disorders, chronic depression, or
avoidant or obsessivempulsive prsonality disorder. The 46 women and 42 men were divided
into three groups of treatment: behavioral, cognitive, or gbamt dynamic therapy. Client
symptomatology was measured using tleelBDepression Inventory (BDBeck, Steer, &

Garbin, 1988). Thetsength of the alliancevas measured using the California Psychotherapy
Alliance Scale (CALPASBarber et., 2000; Hatcher & Barends996). At the end of sessions 2,
5, and 10 the alliance was measured, and when prior change issi@preas ruled oudliance
at all essions significantly predicteddecrease idepression.
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Although, the research findings buddstrong argument that the alliance is predictive of
outcomes in individual therapy, the alliance literature in couples therapy is just bggmni
grow (Horvath & Symonds, 199Martin et al., 2000 A recent couple therapy study by Anker,
Owen, Duncan, and Sparks (20&@plored the relationship between partner alliances and
therapy outcomes, and whether the alliance predicted outcomes dwaraueearly change
They also looked at gender and partndugrices concerning the alliance. The sample consisted
of 250 whiteEuro-Scandinavian heterosexual couples. The Outcome Rating Scale (ORS) was
used to assess psychological functioning andedistat the beginning of each session (Miller &
Duncan, P04), however th©RSratings were only used ptetreatmentsession 3, and pest
treatmentPosttreatment rating varied accordingtbming of termination. The Lock®Vallace
Marital Adjustment Testvas used to measure sedported perceptions of marital functioning
(Locke & Wall ace, 1959). The clientds perspec
measured usinthe Session Rating Scale (SE&incanet al, 2003). The SRS ratings were
admiristeredat first and last sessions in the total sample.

After testing their first hypothesis, that individual and partner alliance scores after the
first and last sessions would be positively related to therapy outcomes-tieptsent and
follow-up (=250), Anker et al. found a relationship existed between relationship satisfaction and
alliance scores, such that outcomes were better for clients who reported better alliances at the end
of therapy. Furthermore, when the partner had higher alliance satinegbe therapist when
therapy finished, client outcomes were also better. In regard to outcomes over and above early
change, the thirdand lastsession alliances weestablished as predictions of outcomes

Regarding gender , moemotstrorgly predigtadoeticorads thanavenien. s e s s



These findings concerning partner alliances and outcomes validate previous research
reported thathe interplay between partner alliances can influence therapy outcomes (Anderson
& Johnson, 2010Pinsof & Caherall, 1986. Pinsof and Catherall (1986) descdteo different
alliance® a between and within system alliance. The within system consists of the relationships
between all three individuals (couple and therapist), whereas the between system rglasonshi
just between the couple.

In an attempt to observe withgystem alliances, researchers Johnson, Wright, and
Ketring(2W 2) i nvestigated two aqudastaidord s sdce nmctoh eres
family alliance (measured in bonds, tasksfangoal s) predict an increas
relationship functioning, a decrease in symptom distress, and an increase in coping skills? The
researchersontinued on to determineperceptual ifferences existed for mothers, fathers, and
adolescentsoncening the family alliance in their domains (goals, tasks, bonds), and if these
domains have a greater influence in predicting outcome variable scores.

I n t hi s s b=81d perceptoohsiofeheit tisetapeqtic progress, specifically
concerning sympto distress and family relationships functioning were measured using the
Outcome Questionnaire (G4b.2; Lanbert et al., 1996). e Therapy Alliance Scale (Pinsof &
Catherall, 1986)vas usedo measure therapy alliance, whimbsessethe agreement between
client and therapist regarding bonds, tasks, and goals. Lastly, to fassigproblemsolving
and behavior strategigthe Family Crisis Oriented Personal Evaluation Scal€SQPES) was
utilized (McCubbin, Olsen, & Larsen, 1981).

Findings suggestthedomains of bonds, goals, and tasks predict change in symptom
distress for mother$athers, and adolescentérapeutic alliance explained 19% of the variance

in symptom distress changes in mothers, 55% in fathers, and 39% in adolescents. Furthermore,
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the tasks domain of the alliance appeared to be the most significant correlate in symptom distress
change for mothers and adolescents, and the goals domain correlated more for the father
symptom distress change (Johnson, Wright, & Ketring, 2002). Thugetepeportedevels of
depression and anxiety decrease as people feel they have someone (i.e. therapist) to help them
create goals and discover ways of achieving those goals.

Overall, these findings, and previously reviewed findings create clear egitleat the
alliance correlates positively with therapeut
Butler, 2005a; Constantino, Castonguay, & Schut, 2002). Because research finds a positive
relationship between alliance and outcomes, one of the salghstis to explore which specific
client characteristics influence the alliance formation. Two common client characteristics
pertinent to couples therapy are individual levels of depression and anxiety and couple
relationship satisfaction. Couple relatship satisfaction, known as dyadic adjustment, is one
couple characteristic often assessed before therapy begins. Individual levels of depression and
anxiety, known as symptom distress, are also key clinical elements climuiestsacknowledge
It seemsdgical that at different levels of either of these factors, the ability to form a therapeutic
relationship could be affected. However, before these constructs are rexegasting their
impact onthe alliance, researahill be presented concernititeir bidiredional relationship
Interaction of Depression and Relationship Satisfaction Literature

A question must be asked when assessing dyadic adjustment and individual depression as
factors of therapy does individual partner depression affect the degreglationship
satisfaction or does poor relationship satisfaction affect later depression? According to Fincham,
Beach, Harold, and Osborne (1997) the answer is yes. Fincham et al. explored whether different

causal effects could be expected due to gefdery used a predominantly European American
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sample consisting of 150 newlyweds (marrie@ @ionths). Marital satisfacin was measured
using the Marital Adjustment Test (MAT; Lock & Wallace, 1959), and the Beck Depression
Inventory BDI) was used to assedepressive symptoms. On average, couples reported being
satisfied in their marriages laaselinel and18 months laterOverall, participant depssive
symptoms remained stablResults indicated for women, that a significant causal path between
marital satisfaction and later depressive symptoms existed, specifically lower marital satisfaction
at time 1 led to higher depressive symptoms at time 2. Researchers identified a causal path for
men as well, such that higher symptoms at time 1 were relate@todkttionship
dissatisfaction. In other words, when the relationship quality is poor, later depressive symptoms
for women often follow, and for men, depressive symptoms often lead to later marital
dissatisfaction.

Proulx, Helms, & Buehler (2007) publisti a metanalysis similar to the study
conducted by Fincham et al. (1997), however, rather than solely looking at depression, they also
constructed multiple measures of personalvelhg (sefesteem, life satisfaction, physical
health). Included in thanalysis were longitudinal (k = 78) and creextional studies (k = 137),
containing personal webleing and marital quality as the dependent variables. Overall, findings
from the longitudinal studies revealed when personaltbestig was the dependerdnable, the
association between marital quality and personatbeslg was stronger, rather than marital
quality as the dependent variable. Furthermore, esessonal findings indicated that a positive
association exists between marital quality and@esl wellbeing. In sum, Proulx et al. (2007)
reporedsome evidence that marital quality precedes depressive symptoms. However, results of

Proulx et al. (2007)verenot conclusiveThey assumed the lack of weking measured
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depression, which they assed using multiple measures of wieHling instead of assessing
depression independently.

Overall,Proulx et al. (20073uggested that despite the significant impact of marital
quality on wellbeing, personal welbeing had a stronger association on migjtelity.
However,Davila, Karney, HH, & Bradbury (2003) had alreadiiscoveedthat a tweway or b
directionalrelationshipexisted between relationship satisfaction and depressive symidaas
were collected over aYear period at-6nonth incremets. Assessment began at baseline, which
created an-8vave analysis. Researchers used the BDI to measure depressive symptoms.
Relationship satisfaction was assessed using the MAT, as well as a version of the semantic
differential (SMD; Osgood, Suci, & Tannleaum, 1957). At each wave of assessment,
researchers found a correlation between relationship satisfaciibdepressive symptoms
ranging from .23 to .53Vlethodological analysis included hierarchical lingawth modelingo
examine the effects of timearying relationship satisfaction on changes in depressive symptoms,
as well as timevarying depressive symptoms on changes in relationship satisfaction.

As relationship satisfaction changed overtime, Davila et al. found higher depressive
symptoms betweewaves were associated with lower relationship satisfaction, and lower
depressive symptoms were associated with higher relationship satisfatthmugheach wave
in this relationship was significant for both partners, it was stronger for women. Fuotieeias
depressive symptoms changed overtime, Davila et al. found that higher relationship satisfaction
was associated with lowerenages of depressive symptoms for whiodré were no gender
differences.

Davila et al. (2003) providkevidence that a Birectional relationship between
depressive symptoms and relationship satisfaction exists. Furthermore, it lends insight that

12



clinicians might approach therapy with different strategies depending on which partner
demonstrates certain levels of depressiorelational dissatisfaction. Howevéinge present study
focuses on the possible interaction dépression and anxiend relationship adjustment on the
alliance. Davila et al. (2003) and Fincham et al. (1997) prowad&rong rational thahese

constriets are related, and that at different levels of each construct for each partner, therapeutic
outcomes may change. Although literature concermdiyidual depressive and anxious

symptoms and alliance is scant, as well as literature discussing relgtisaskiaction and

alliance formation, the literature does suggest symptom distress and dyadic adjustment are viable
constructs pertaining to the therapeutic alliance.

Dyadic Adjustment and Therapeutic Alliance Formation

Symonds anéiorvath (2004) expladlevels of relationship distresss itaffects the
alliance. They stated an important allegiance exisiddmthe couple relationship callelde
Al oyal ty Idisdefieedlyi o me o c ou p | e Gsdrelationshipoennection e n gt h
guality. It allows fora sense of security and safety, which helps each partner trust and be trusted
in stressful situationsSymonds and Horvath (200d)iggestdthe quality ofthe partner
allegiance is an important influence on the formation of the therapeutitcelliashich
subsequently contributes to successful therapeutic outcomes.

KnoblochFedders et al. (2004) analyzed marital distressyidual client
symptomatologyfamily of origin functioning, and alliance formation. The total number of
participants inhie study was 80, derived from 35 couples and 10 individuals (partner data
missing). All were treated at a Midwestern outpatient clinic for couple and family therapy. Most
of the presenting problemmgere cited as issues witlommunication, intimacy, conflicand
parenting.

13



Client symptomatologgnd responses to psychotherapy were assessed using the
COMPASSTreatment Assessment System. Thigté8 questionnaire contains three subscales:
Current WellBeing, Current Symptoms, and Current Life FunctioningcWigie all rated on a
5-point Likert typescale. The skitem Current WelBeing scale included items assessing
distress, energy and health, emotional and psychological adjustment, and cursatisliéetion.
Greater weHbeing is considered, at higheeores of that subscale.order to assess for the
frequency of symptoms common with depression, anxiety, obsessivgulsive, adjustment,
bipolar, phobia, and substance abuse disordersjtamCurrent Symptoms scale was used. A
24-item Current Life Enctioning scale was administered to measure six areas of functioning:
selfmanagement, work/school/homemaker, social/leisure, intimacy, family, and health.

The Marital Satisfaction InventornRevised (MSIR; Snyder, 1997) assessed for marital
distress, wereas current family of origin functioning was assessed using the Family Assessment
Device-family of origin (FAD; Epstein, Baldwin, & Bishop, 1983; Miller Epstein, Bishop, &
Keitner, 1985). The COMPASS, MR, and FAD were completed at initial intake stlg, the
Couple Therapy Alliance Scal®evised was used as a saport questionnaire measuring the
therapy alliance in conjoint therapy (CTAS Pinsof, 1994). The CTAR was administered
immediately following session one and session eight.

Findings fom Knobloch-Fedders et al. (2004¢vealednarital adjustment predicted
alliance formation, such thgteaterdevels of marital distress predicted a weaker alliance at
either stage of treatment. In other words, the more distressed the couple relati@ssaip
intake,on averagethe poorer the alliance ratings at sessght In this sample, individual
symptomatologylid not predict alliance in conjoint therapy. They suggested that alliance is
perhaps not predicted by individusimptomatologyecausdt is not the focus during conjoint

14



therapy. In othewords, even though serious levels of client viaglingmay exist for each
spouse, within this treatment sample, the formation of an alliance in conjoint tierapse
significantly related taelatioral distress.

Mamodhoussen et al. (200%8Vealed similaresults to Knobloctiedders et al. (2004).

The purpose of their study was to examine the impact of marital distress and psychiatric

symptoms on the quality of the alliance. Data were obtained fBsRréhch speaking couples

living the province of Quebewvhoac compl i shed at | east three ses
Couples were recruited through a large Frelaciguage university in Quebec. All participants

completed a French version of the dyadigistnent scale, (DAS; Spanier, 1976) and a

Psychiatric Symptoms Index (PSI; Ilfeld, 1976), which is assgbrt questionnairglentifying

symptoms of psychological distress (depression, anxiety, cognitive disturbances, and hostility) of

the last seven ga.

Mamodhoussen et al. (2005) indicateth at f i r st session men and
predicted alliance scores at session 3, even after controlling for education, number of children,
and psychiatric symptoms. Furthermore, first session psychiatric syraptid not predict total
alliance scores for men or women at session 3. They suggested that spouses who reported similar
alliance ratings, tended to have more positive alliance ratings. Overall, fsgirsesarital
adjustment predictetthe quality of tle alliance at session three. Furthermore, first session
psychiatric symptomseresignificantly relatd to third session alliance formation.

Mamodhoussen et al. (2005) discussed that perhaps the formation of a goodwalisnce
influenced not just by how amy difficulties clients present to begin therapy, but specifically

which difficulties or challenges affedthem.
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Together, these findingerm an argumerthat dyadic adjustment should be a viable
client factor when assessing which characteristicsngperitant in creating a realanship with
clients in coupleherapy. However, in 1990 Bourgeois, Sabourin and Wright contradicted
KnoblochFedders et al. (2004) and Mamodhoussen et al. (2005) in a study that focused on the
relationship between therapeutitaamce formation and marital distress in a marital skills
treatment group. The group had 63 couples. All met for nine,-tleeeweekly trainings. The
goal of the study was to explore marital distress as a stabletpreafialliance formation and
the quality of the allianceasan indication of outcome igroup marital skills training.

All 63 couples were married or cohabiting, and were French speaking residents of
Quebec, Canada. Six senior therapists and sevdrecapists facilitated the program, aflwho
were licensed psychologists. The program (€R@ple Survival Program) centered on
communication skills, such as active listening, expressing positive and negative feelings, and
problem solving. Each group consisted of one therapist, otteecapst, and four couples (two
distressed/two nedistressed).

Before the first session training, all couples completed four assessment measures.
Bourgeois et al. used tliyadic adjustment scale (DAS; Spanier 1976), which assesses the
degree of marital satis€tion using 31 aspects of interaction, and an overall global happiness
measureParticipantompleted the Potential Problem Checklist (PPCL; Patterson, 1976), which
is a selfreport questionnaire assessing themes in the marriage that lead to corgligtaiial
Happiness Scale (MHS; Azrin, Naster, & Jones, 1973) was also used to assess nine different
aspects of the marriage, which then creates a level of happiness value. Lastly, researchers
administered the Problem Solving Inventory (PSI; Hepner & Batte 1982), which evaluates

personal problem solving behaviors. After the third session, participants completed the Couple
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Alliance Scale (CAS; Pinsof & Catherall, 1986), which assessed therapist and client
observationsd of t htmentwas conapletece all coAplesnweesck af t er
administered the four piteeatment assessments.

Overall Bourgeois et al. (199Guggested thaterious levelsf distress at intake were
not a significant predictor of alliance formation or successiaipletionof treatment goals.
Levels of relationship distress did not negatively or positively affect the alliance forn#ation.
limitation to this study is sample biakhe couples were recruited and given similar goals to
work towards as a group, rather than perstreatment goals like usual therapy. Additionally, in
order for couples to be taught the skills trainioigly non-conflictual issues were usedgnoup
discussion and processing, which is very different than the usual confliete@iscussions in
therapy. This suggests that this sample, overall, is not similar to the sample we find in most other
alliance studies, and especidtigcause this sample experienced relationship education rather
than therapy

Research concerning dyadic adjustment has ceatelevant case, that it does influence
later alliance formation processes. However, clients rarely attend therapy only discussing the
relationship, rather, there are individual components within the couple relationship that might
influence the alliancprocess. One common component is individual depression and anxiety, or
individual levels of symptom distress.
Symptom Distress and Therapeutic Alliance Formation

Surprisingly,throughout the researahvestigating alliance and outcomes, very little
exploresindividual levels of client depression and anxiety influencitignce brmation in
individual therapg a common factor many clients experience (Constantino, Arnow, Blasey, &
Agres, 2005). There are mixed findings within symptom distress studies; haeeverstudies
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find a negative relationship, such thagegater reportetkvels ofsymptom distress there are
lower ratingsof therapeutic alliance in individual therapy (Constantino et al., 2005; Eesttah,
1988; Raue et al1,993).

Eaton et al. (188) produced one of the first studies spotiigipthe relationship between
therapy alliance and individual pteeatment symptoms. The authors gathered data from the
Michigan State University Psychotherapy Research Project at the MSU Psychological Clinic.
Researchers selected 40 cases, all of which had a minimum of 10 treatment sessions and had
completed preand postreatment written measures as well as treatment audio recordings. The
40 cases were then grouped into three groups: high (over 40 sessiti?)s moderate (2@0
sessionsp=15), and low (20 sessions or less13).

The Hopkins Symptom Checklist (SE&0; Derogatis, 1977) was used to measure
pretreatmenindividual symptomatologgnd the Therapeutic Alliance Rating Scale (TARS;
Marzilli, 1984) was used to measure therapeutic alliance. Usingnalydselected audio
recordinggwo judges randomly selected segments from the beginning, middle, and end of
treatment and rated the therapeutic alliance. One male and one female graduate student in
clinical psychology judged the alliance. Both judges were trained how to rate the alliance by
reading a manual for the rating system, rating practice sessions, and in order to have consensus
they participated in group meetings to discuss transcripts from &ymtis. Furthermore, judges
spent time (16 hours) during the-@@ek rating process to prevent rater drift.

Eaton et alfound a negative relationship, suggesting the alliavasadversely
i nfl uenced wteamentsymptemwerghigh. Furthemore, whera client began
therapy reporting greatévels of depressionthey had lower levels of positive contribution to
the alliance and high negative contribution to the alliance.
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In 1993, Raue et al. produced a similar study, wkiqgbloredindividual client symptom
distress and alliance within specific therapeutic approaches. The sample size fadyhigast
31 clients. All participants had a diagnosis of eitipemeralizedanxietydisorderor major
depressionAll participants ranged betwe@0 and 55in age Their findings were similar to
Eaton et al. (1988) that a negative relationgistedbetween clientyanptomatology and the
alliance This means, the greater the reported individual rating of depression and/or anxiety at
intake, on averagé¢he lower the alliance rating later in therapy.

Researchers from a Stanford University Medical Center reported findings conflicting
with Eaton et al. (1988) and Raue et al. (1993). They looked at the relation between specific
patient characteristi@nd the development of the alliance during treatment of bulimia nervosa.
They found client symptom distress at baseline, negatively related to middle treatment alliance in
cognitivebehavioral therapy, but failed to find significance between symptomdlamta for
bulimic clients receiving interpersonal therapy (Constantino et al., 2@Qther studieprovide
evidence thaalliance ratings anchdividual symptomatologyre not significantly correlated
(Principe, et al., 2006).

Individual therapy liteature is more definitiveoncerning alliance formation than
c o u p lempysesearbh around alliance formation processegstudies on the subject of
symptom distress and alliance formation ewighin couples therapyand from what has been
investigaed, findings appear conflicting (Johnson & Taliman, 1997; Knobketiders et al.,

2004; Mamodhousemt al, 2005). As reviewed earlier, Knobloétedders et al. (2004) found
symptom distress not as useful a predictor of alliance as marital adjustménth&uoao
significant relationship between the alliance and symptom distress in conjoint therapy existed.

Furthermore, they concluded that any previous significant relationship that existed in individual
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therapy no longer existed within couple therapye athors highlight that these findings are
similar to the only other study that observed client symptom distress not significantly predicting
alliance in couple therapy (Mamodhoussen et al., 2005).

Of note however, ian unpublished thesconducted byt8phens in 2008n her study,

106 couples provided data for analySlke explored theelationship between male and female
symptom distress, as well as differences in spmpdistress and how this affecting formation

of the alliane. Treatment was rewved at a southeastern university marriage and family therapy
clinic. Clients included in the data analysis all received at least four sessions, completing pre
treatment assessments at session one andreashent assessments at session four.

The Outcone Questionnaire (0@5.2; Lambert et al., 1996) was used to assess client
symptom distress. Marital adjustment was assessed using the Revised Dyadic Adjustment Scale
(RDAS; Spanier, 1979). After the fourth session assessments, both the OQ and RDAS
assessments were completed, as well as the Couple Therapy Alliance-$talesed (CTASR;
Pinsof, 1994), which assesses the therapeutic alliance.

Stephens (2006gvealed thah negative relationship between male symptom distress and
therapeutic alliancen thesample. This suggested, on average, when males reported greater
levels of symptom distresdliance scores are l@x Furthermore, male marital adjustment was
mediated by male symptom distresgjisatelevels of symptom distress, which contradicts
previous research that symptom distress at the onset of therapy does not influence conjoint
treatment. Overall, Stephens suggested that males might play a key role in alliance formation,
because no such relationship was found between female symptom distraelsacel scores

(Stephens, 2006).
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Gender and a Case for Symptom Distress Moderating Dyadic Adjustment

Unfortunately, research is scarce concerning gender and alliance formation. Most
research has focused on therapeutic outcomes as predicted by gghdethan how gender
affects alliance. Researchers have found that the male alliance score is a powerful predictor of
outcomes in therapy (Bogeoisetal.l 9 9 0, Brown & Oo6Leary, 2000,
& Horvath, 2004). For example, Symonds amahith (2004) found when men have a stronger
alliance than women at the beginning of therapy, and as the couple progresses together in a
positive therapeutic alliance, a positive outcome in treatment is more likely. However, Stephens
(2006) reported in annpublished thesis that male symptom distress negatively affecting alliance
formation, such that ajreater reportetbvels of distress, alliance ratings are low. This may lend
insight into how a therapist attempts to begin the alliance process betwseotkes.

KnoblochFedders (20043uggeste@ngaging the male partner more frequently at the
beginning of the therapeutic proce$bey added thateeping rapport with the female partner
throughouthe session must occur, but that specific focus on themrght help the therapist
create a positive alliance with the couple. It waggestedhat attempting the opposite may
undermine the individual partners (i.e. the male) emotional needs when beginning therapy. In
other words, when the male feels safe anderstood, he is more likely to engage in therapy and
believe that therapy is nonesided Garlfield (2004) suggestdtiat men carry the "positional
power," which corresponds to control and status, and that women carry the "relational power,"
which coresponds with the emotional needs and intimacy of the relationship. As such, joining
earlywith the marand allowinghim time in the beginning of therapy be expressivecan allow
him tobecome invested in the process &atn more about emotional expses. If this does
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not happen, it ipossble the man could feel left quiesulting in what researchers call a split
alliance (Mamodhoussen et al., 2005)

Mamodhoussen et al. (200&xamined the split alliancerwhen couples differ in their
opinion abouthe therapeutic relationshigt was established that when men rated dyadic
adjustmentow (negative) they are more likelyo rate a low alliance as well, bave a split
alliance with their spouse. In other wordgadicadjustment is also a powerfulgdictor of a
split alliance and low alliance scores for mé&fomen howeverwhenentering therapyeporting
fewer psychiatric symptoms (i.e. depression and anxittgy oftenexhibiteda split alliance in
coupl ed Fhus, ihseems pow each parqeerceives the marriage, could alter the alliance
process differently depending on gender.

In sum, Stephens (2006) found when individual male symptom distrgs=aief
meaning they are very depressed or anxious, alliance ratings are low, and Manedbbats
(2005) found when male marital adjustmgeatingsare high, meaning low marital quality or
happiness, the alliance will be rated lower as well. The only other study to consider symptom
distress moderating the alliance formation is an unpubligtesis. ltwas discussed whether
symptom distress moderattt relationship between male and female attachment qualities and
the therapy alliance (Wimbish, 2004).

Overall, 48 married couples and 20 individuals in a committed relationship participated
in this study. All were clients atsoutheasternrmiversitymarriage and family therapy clinic
The Outcome Questionnaire (&43.2; Lambert et al., 1996) was used to assess client symptom
distress. The Experiences in Close Relationships scale [E€RnpanClark, & Shaver, 1998)
was used to measure attachment in adult relationships. The two subscales of the ECR are anxiety

and avoidance. After the fourth session assessments, both the OQ and ECR assessments were
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completed, as well as the Couple Therapy Alim&caleRevised (CTASR; Pinsof, 1994),
which assesses the therapeutic alliance within thres&lbs-goals, tasks, and bonds.

The interaction between symptom distress, male attachment anxiety and alliance was not
significant at intakeAfter assessig the interaction of male attachment anxiety and symptom
distress at intaket was established that the interactggnificantly relatedo the tasks and
bonds scales of the therapeutic alliance at the fourth session. Wimbish (2004) found there is a
difference between the interaction of symptom distress and male attachment anxiety from intake
to fourth session reports. Perhaps there is reluctance for males to automatically accept help from
a new resource (therapist), and that it takes a few sessiahg fanpact of their symptoms to be
exposed. For females, no significant interaction existed between attachment anxiety and
symptom distress and the therapeutic alliance at fourth session. In other words, symptoms
distress did not moderate attachmamtiet. Wimbish (2004) suggestékdis might be explained
by f e abdityte éperience an overall more positive alliance regardless of outside
influences, such as symptoms or attachment.

Research Questions
Question 1. What is the relationship betweeyadlic adjustment at intake and 4th
session therapy alliance ratings?
a) for males
b) for females
Question 2: What is the relationship between individual symptom distress ratings at
intake and % session therapy alliance ratings?
a) for males

b) for females
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Question 3: Do individual symptom distress ratings at intake moderate the relationship
between dyadic adjustment ratings at intake &hsegsion therapy
alliance ratings?
a) for males

b) for females
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Methods

Overall, tre alliance is a powerful &or intherapeutic change, and is formed differently
depending on who is in session, what kinds oftpratment characteristics are experienced, and
how and when the therapist attempts to join with each person. As reviewdit, ayjaistment
lendsinsightthatdyadicadjustmentould bea significant predictor of alliance (Knobloch
Fedders et al., 2004; Mamodhoussen et al., 2@@f)itionally, Eaton et al. (1988) and Raue et
al. (1993)found symptom distress to be a relevastdaaffecting thealliance formation
Furthermore, numerous studies have fotlraddepressive symptonandrelationship
adjustment werbidirectionaly related(Beach et a).2003; Whismaret al, 2004, which
suggested thavthen one spouse has depresaad/or anxiety, it is likely that marital distress
will also exist. In other words, a stressful marriage lmadepressing.

Therefore, the purpose of this study was to explore whdifslic adjustment ratings at
intake relatedo fourth session ratings the therapeutic alliance fonales and females in
conjoint therapy, whether individual ratings of symptom distress at intake related with the
therapy alliance for both males and females, and whethex & at i ons hi p dyadicc ween
adjustment andlliance changgdue to the interaction of symptom distress.

This methods sectiontroducesand describgethe mechanisms by which the research
guestionsvere answered. It discusgbe data collectedhe samplethe measuresised to assess
and create #hquantitative datandwhethersymptom distress moderates the relationship
between marital adjustment and the therapeutic alliance.

Data for this study were collected and completed at the Auburn University Marriage and
Family Therapy CentdAUMFTC) in Auburn, Alabama. This center is an-campus training

clinic for the Commission on Accreditation for Marriage and Family Therapy Education
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(COAMFTE) accredited Marriage and Family Ther
providing services to residénof east Alabama. Therapy atthe@t er i s conduct ed
level student therapists in training and supervigadarily by Ph.D. level licensed marriage and
family therapists who are AAMFT approved supervisors.
Participants

Participants for thistudywereclientswho attended therapy at tA&JMFTC. This
sample consisted of couples married and-mamried in heterosexual partnershigfents
sought therapy for many therapeutic reasons, including couplenslip counselingoehavior
problemsanxiety and depression, infidelity, and many other difficultlelngles. During the
sample time frame, 28®uples begarherapy at the centefromthe 288 couples, 16zbuples
failed to fill either attend at least four sessions of therapy, or did houfid" session
paperwork, elimiating them from the sample (69.3% hese couplesereconsidered non
completers. In the end, 124 total couples (248 participants) attended at least 4 sessions of
therapy, and completed all required paperwork (intaked&rsssion). These couples were
considered completers. Oadlr a 44% retention rate existéat all couples attending at least 4
sessions of theragyom the original sample frame

Age ranges for th248 completersn this study were 181 years of agéM =
male/female) 1 = 31.8/29.9). Approximately P4 of males and3% of females reported their
race as White, whil&0% of males and 186 of females were African American. On average, the
reported annual income for this samgaged front$20,000to $40,0® (M = $26,000/$24,000)
Educational attainment wadso assessed. In this sample&es 89.5%) and 24emales
(23.8%) reported graduating from high school, andvies (19.4%) and 48males 86.3%)

reported receiving Bachel orés degrees (See Ta

26



This study also include8@ 7 Mast er 6s | evel therapists, al
Auburn University Marriage and Family Therapy program. There were also thréientell
AAMFT Approved supervisors and four supervisiorgrainingwho individually superised the

therapists during their training.
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Table 1

Demographics of males and females in committed relation@p248)

Demographics Males Females
(% chose not to provide) N Percent N Percent

Marital Status (0.8%)

Married 83 66.9% 80 64.5%
Non-married 39 31.5% 44 35.5%

Age Group (1.6%)

18-29 58 47.5% 74 62.7%
30-39 41 33.6% 28 23.7%
40-49 18 14.8% 12 10.2%
50 or above 5 57% 4 3.4%

Racial Group (10%)

White 88 710% 91 73.4%
African American 12 9.7% 14 11.3%
Hispanic/NorWhite 2 1.6% 2 1.6%
Asian/Pacific Islander 4 3.2% 2 1.6%

Income (4.8%)

Less than $10,000 15 12.1% 16 12.9%
$10,001 to $20,000 17 13.7% 16 12.9%
$20,0 to $30,000 15 12.1% 17 13.7%
$30,001 to $40,000 31 25.0% 30 23.2%
Over $40,000 40 32.3% 36 29.0%

Education (4%)

GED/High School 49 39.5% 24 23.6%
Vocational/Associates 13 10.5% 26 22.0%
Bachel ords Degr 84 19.4% 45 36.3%
Masterdos Degr eel6 12.9% 11 8.9%
Other 17 13.7% 13 10.9%
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Procedure

Quantitative data, gathered from the Outcome Questionnaired82x) Lambert et al.,
1996), the Revised Dyadic Adjustment Scale (RDAS; Spanier, 1976), and the Couple/ Therap
Alliance Scale (CTAS; Pinsof & Catherall, 1986) were collected through filesrfrales and
females in committed relationshipeceivingtherapy at thUMFTC between January 2005 and
May 2011.

The information acquired for this study, came from-sgdbrted questionnaires, which
were administered by intern therapists for clinical assessment purposes, future research, and
administrative records. Before the first session of therapy, clients all received the same intake
packet, which contained the OQ 4%s¥mptom distress measure), and the RDAS (revised
dyadic adjustment measure). After completing four sessions of therapy, clients were given the
same intake packet to reassess their progress, including the Couple Therapy Alliance Scale
(Pinsof & Catherall1986). Clients were asked evellydession to reevaluate the experience
using the same packet. Participants in this study were seen in therapy sessions by Master level
intern therapists, typically on a weekly basis. The therapeutic approach of thehetepist
varied according to was supervising that session.
Measures

Outcome Questionnaire 45.2(0Q 45.2) Clients completed the OQ 45.2 (Lambert et
al., 1996) beginning with the first session, and then at eVesgdgsion of therapy. This measure
wasdesigned to assess client progress throughout therapy treatment. The measure includes 45
guestions, consisting of three subscales: Symptom Distress, Interpersonal Relations, and Social
Role. For the purposes of this studgly theSymptom DistresSubscée will be utilized. There

are 25 questius found under symptom distress thasess for anxiety and depression. For
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exampl e, Al bl ame myself for things,o Al feel
mi nd, 0 ar eitenssthd cens anstered Thesindividual questions, pertaining to their
respectful categors are scored onpoint Likert-typescale, ranging from-@. Internal
consistency for this instrument ranges from.90, and78-.84from test to reiest(Lambert, et
al., 1996).The symptom distress subscale questions are scored and totaled providing an overall
rating of anxiety and depressiddr onbach6és Al pha f orand B3ife study
females respectivelyLevels of symptoms are discussed as greater (negativeyer (positive)
reported levels of symptoms, where greater would suggest above the mean score, and fewer
below.

Revised Dyadic Adjustment Scale(RDAS; Busby, Crane, Larson, & Christensen,
1995). The RDAS is a frequently usedifeim seltreport revigon from the original 3atem
Dyadic Adjustment Scale (Spanier, 197B)he r ati ngs r ange ftoaom fial wa
Aal ways agr @anblLikérBype scale. The Satisfaction subscale has 4 items and
attempts to meas ulieeeloésatsfhctiop with therelatiénship based pre n t
each partnerodos reports of stability, as wel/
Satisfaction range fr om A a-pointLikertepetsdialemdree ( 0) t o

Cohesion sufcale is a 4tem scale measuring the degree of closeness and shared activities

experienced by each partner. The ratings for
Amor e of t e rmointl(iker}t yopne as csailxe, with oné (Dgmtpobang
Aevery day éoint dkert-typenscate. The subscales are then summed to create an

overall marital satisfaction scoréhe range of scores on the RDAS range from 0 to 69, with
lower scores indicating greater relationship distress rdewgly, a score of 36 is the typical

cutoff score discriminating between distressed anddistmessed couptelnternal consistency
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reliability for this instrumentangedrom .90.95, and hagjood to excellent psychometric
(Busby et al., 1995)Vard et &, 2009).Cr onbachds Al phas in this stu
female across rating periods ranged fr8mto .8, respectivelyLevels of dyadic adjustment
are discussed as high (positive) and low (negative) as found above and below the mean.

Couples Trerapy Alliance ScaleRevised (CTAS-R; Pinsof, 1994). At every™
session, participants filled out the CTAS(Pinsof, 1994). The CTAR is a 46item revision of
Pi nsof and Cat he r-itein $céles It ig dedg8ed Jo asare thgtherapatit 2 9
allance It measures three content areas of the a
agreement about the way the therapy is being
agreement about the goal s notaane abbutthestheragiseasa py 0) ,
persono) . | t e npoint hikerttyps scatey wathdhiglenscoses iddicating higher
alliance. The testetest reliability is reported tasr = .84 (Pinsoff & Catherall, 1986). The
internal consistency of thecalehas armalpha of .93 for the total score (Heatherton & Friedlander,

1990). The Cr o thb stuthatesstiAdted &t &b mafeand .95 for females.
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Results

Therapeutic alliance, the collaborative relationship betweent(@eand therapist, has
been establishemkan essential aspect ¢ferapy with individuals (Martiet al.,2000) and
couples (Ankret al., 2010 Symonds & Horvath, 2004), amslassociated wittherapeutic
outcomes (Knobloclredders, Pinsof, & Mann, 200Horvath & Bedi, 2002; Horvath &

Symonds, 1991). Specific client characteristics such as indivodyahiatric symptomand

maritaldi stress influence the formati oredekfsett he al
al., 2004; Mamodhousset al.,2005). What has not been studied is the interaction of individual
symptoms and relationship adjustment as factors affecting alliance forn¥dties).the purpose

of this study is to explore the interaction of individual symptoms at intake and relationship
adjustment as they affect the formation of the alliance.

Within this sample, individuadymptom distresat intake is explored, attempting to find
whether itsignificantlyrelates to fourth session therapy alliance ratings for males and females. It
is also explored whethelyadic adjustmerdt intake is significantly related to fourth session
therapy allianceatingsfor males and females couple therapy. Likewise, the interaction
betweenndividual symptom distressnd relationship adjustmeate exanined asmoderaors
for thetherapeutic allianceSeparate analyses are conducted for males and females.

Preliminary Analysis of Univariate and Descriptive Statistics

SPSS statistical software is used to create means and standard deviations for all

continuous variables included in this study: relationship satisfaction at intake, individual

symptoms of anxiety and depression at intake, and fourth session therapy alliance scores. Upon
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examination of the plots, no outliers are identified in the analysieeairivariate statistics, and
the data appears normally distributed, thus no transformations are needed. Means, standard

deviations, and Alpha coefficients are illustrated in Table 2.

Table 2
Sample Descriptive Statistics of Main Construct Variables
Variable N Mean SD ] Excluded
RDAST1 112/112 43.6040.78 8.6910.14 .85/.88 12/12
OQT1 93/91 3161/36.89 12.8/15.73 .90/.93 31/33
CTAST4 106/96 216.51/216.63 31.53/20.09 .94/.95 18/28

Note.Male Partners/Female Partners. RDAST1 (Rating of Relatipr&dtisfaction at time 1).
OQ SDT1 (Rating of individual depression/anxiety at time 1). CTAST4 (Rating of therapy
alliance at time 4)
Non-Completers and Completers

In this study, norcompleters are considered any person(s) attending therapy, who fail to
fill out fourth session paperwork and/or do not complete at least four sessions of therapy.
Completers are those who finished intake assessments as well as fourth session assessment
paperwork. The attrition of clients is examined, as-oompleters coulthe different from
completers, thus posing a threat to validity.-Stpuare analyses and independent satrjgiets
are used to examine if differences exist between completers armbmmbetersl = 288) across
the demographic variables of age, educatmal income.

Chi-square analyses indicate no significant differences betweeoamopleters in
relation to male and female race and marital status. However, indepetekdstihdicate
significant differences for females in relation to incaif288) =-2.5, p < .05 and relationship
satisfaction at intakg288) =-2.1,p < .05 (See Table 3). Female roompleters report higher

(more positive) relationship adjustment (RDAS) ratings<(41) than female completers report,
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(M = 39), on average. Female rRoompleters report earning less income per ydar($22,500)
than completera = $26,000), on average.
Table 3

Comparison of Means for NeBompletersand CompletergN = 288)

Males Females

t-score j 2  Sig.(2-tailed) t-score j2  Sig. (2tailed)

Age -.24 - .81 24 - .81
Race - .02 .50 - 1.28 A7
Education -66 - 51 -1.38 - A7
Income -75 - A5 -2.5 - .01*
Marital Status - .79 22 - .79 22
RDAS (Intake) 17 - .08 21 - .03+
0OQ (Intake) .90 - .37 -38 - 71
Note ‘p< .05

Married Versus Non- Married

The next gp included analysis of differences between-mamried and married couples
within the completion groum(= 248). Independenitésts indicated that a significant positive
difference between being married and not being married exists in relation te fetasbnship
satisfaction (RDAS intake rating(248) = 2.22,p < .05. Further exploration indicates no
significant differences within the demographic varigl§lee Table 4). However, because a
difference exists in relation to one of the independenablas, married and nemarried

females will be analyzed separately within this study.
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Table 4

Comparison of Means for Nemarried vs. MarriedN = 248)

Males Females

t-score j 2 Sig.(2-tailed) t-score j2  Sig. (2tailed)

Age -.58 - 57 -.69 - .50
Race - 1.39 24 - .89 .35
Education -1.14 - .26 -17 - .86
Income - 1.65 .20 - 1.75 19
RDAS (Intake) 166 - 10 222 - .03*
0Q (Intake) -93 - .36 -40 - .69
CTAS (Session 4) .22 - .83 1.17 - .25
RDAS*OQ (Intake) -.23 - .82 .88 - .38
Note ‘p< .05

Correlation Analyses

Correlations among the main constructs are observed in order that the proposed
moderation models can be analyzed as described by Baron and Kenny (1986): dyadic adjustment
at intake, individual symptom distress ratings at intake, and fourtlosdbsirapy alliance
ratings. There is a strong significant negative correlation betmedsr = .85,p < .001
and female = .77,p < .001symptom distress ratings at intake and the interaction of symptom
distress and dyadic adjustment. Due to strongetaiions that exist between the interaction
terms, the means are centered to avoid issues of possiblecatlifearity. New correlations are
subsequently assessed using variables centered to the mean. The results of these correlations are

shown in table3. Weak negative correlations exist for males-.31,p < .001and females = -
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.37,p < .001between symptom distress at intake and dyadic adjustment at intake. For males,
therapeutic alliance has a weak significant negative correlation with thectrgeraf symptom
distress and dyadic adjustment at intake-.28,p < .01 For females, therapy alliance has a
weak negative correlation with symptom distress ratings at intake32,p < .001 Therefore,

as significant correlations between varialdes found, it is justifiable and appears beneficial to
assess the significance of the proposed models using multiple regression with the variables
centered to the mean (Shieh, 2011).

Table 5

Summary of Correlationsf CenteredViain Constructsor Males and Female

RDAST1 0QT1 T1RDAS*OQ  CTAST4
RDAST1 ] =308 -.042 099
0QT1 368+ - 205* -.077

T1 RDAS*OQ  -.172 153 - -.283%
CTAST4 079 - 3245 013 -

Note.Males are above the diagonal, females are below the diagonal
*p <.05,**p < .01, **p<.001

Regression Analysis

Following a preliminary analysis of univariate and descriptive statistics using SPSS, a
series of four hierarchical regression models are fit for males. These models are fit in order to
test for moderation as expied by Baron and Kenny (1986). The first model regresses fourth
session therapy alliance on dyadic adjustment at intake. The second model regresses fourth
session therapy alliance on individual symptom distress at intake, controlling for dyadic

adjustmentt intake. The third model regresses fourth session therapy alliance on the interaction
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of dyadic adjustment and symptom distress at intake, controlling for dyadic adjustment and
symptom distress at intake. The fourth model includes marital status agal cariable (see
Table 6 for regression results).

Initial t-test analyses reveal a significant difference for marital status among females
within this samplet(248) = 2.22,p < .05), but not for males. Therefore, regression models are
fit, including marital status as one of the control variables for males, but not for females as
married vs. nommarried females are already analyzed with separate regression models (see
Tables 7 and 8 for regression results).

The results for each research question gpented below.

Relationship of Main Effects and Therapy Alliance

RQ1: What is the relationship betweerrelationship adjustmentratings at intake

and 4" session alliance ratinggor males and femaleg

In model 1 fourthsession therapy allianigregresse@n dyadic adjustment ratings at
intake for males and the two female groups. Male partner regression results reveal a non
significant model fit E(1, 98) = 1.30n9), as well as no significant relationship between therapy
alliance and dyadic adjustme#i% -.57, ns, R=.01; see Table 6). Regression results also
reveal a nossignificant model fit for marriedH(1, 66) = 0.01ns) and noAamarried females
(F(1, 29) = 0.62ng). Additionally, no significant relationship is found between female fourth
sessioralliance ratings and relationship adjustment ratings at intake for mébredQ(, ns, R
= .00; see Table 7) and nomarried femalesi(= -.14, nsR? = .02; see Table 8).

RQ2: What is the relationship between individual symptom distress ratings at

intake and 4" session alliance rating$or males and female8
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In model 2, fouth session therapy alliance is regressed on individual symptom distress at
intake for the male and the two female groups, while controlling for dyadic adjustment. Model fit
was not significant for male&(2, 97) = 0.72ns). Regression results for malesseal no
significant relationshipsh(= -.13, ns, R=.02; see Table)6

However, model 2 does demonstrate a good model fit for married felr{a|e66) =
3.51,p < .05). The results of this model indicate a significant negative relationship between
symptom distress at intake and fourthssas alliance § = -.34,p < .01) for married female
partners it = 68), while controlling for dyadic adjustment scores at intake. Thus, on average, for
every one unit difference in married female therapy alliance scores, there is a negative .34
differencein individual symptom distress ratings. Ten percent of the variance in fourth session
alliance is accounted for by the symptom distress and dyadic adjustment model for married
females sulsample (R=.10) (see Table 7).

Likewise, there is a good modd for nonmarried femalesH(2, 28) = 3.32p < .05).

The results of this model indicate a significant negative relationship between symptom distress
ratings and fourth session alliance scobes {45, p < .05) for nommarried female partnera €

31), when controlling for dyadic adjustment ratings at intake. Thus, on average, for every one
unit difference in nommarried female partner alliance ratings, there is a negative .45 difference
in synptom distress ratings at intake. In this model, 19% of the variance in alliance at fourth
session was accounted for by symptom distress ratings and dyadic adjustment scores at intake
(R*=.19) (see Table 8).

RQ3: Do individual symptom distress ratingsat intake moderate the relationship

between dyadic adjustment ratings at intake and 4 session alliance ratinggor

males and female®
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In model 3 regressing fourth session therapy alliance onto the interaction between dyadic
adjustment and symptom disdgeat intake, while controlling for dyadic adjustment and symptom
distress at intake, demonstrates a good modéi(f, ©6) = 3.44p < .05) and a significant,
negative relationship for maleB € -.11,p < .01). Thus, on average, for every one unit
difference in male fourth session therapy alliance, there are a negative .11 difference in the
interaction between dyadic adjustment and symptom distress ratings at intake. Neither dyadic
adjustmentf§ = -.62, ns) nor symptom distreds< .07, ns) are signidantly related to therapy
alliance, within the model. This model accounts for 10% of the variance in fourth session therapy
alliance ratings (R=.10) (see Table 6).

Interaction results reveal that, on average, when the couple relationship is rated high
(positive) and males report individual symptoms are less severe (low), the therapy alliance (TA)
at fourth session is the strongest (TA = 17). When the couple relationship is rated low (negative)
and greater (negative) levels of individual symptoms arerteg, the alliance is also in the
positive range of the mean alliance split, but not as strong (9 points lower) as the positive
relationship/fewer symptoms group (TA = 8). When the couple relationship is rated high
(positive) by males, but individual sytgons are high (negative), the alliance falls below the
alliance mean split and is much weaker (TAL%). This is 19 points lower than the negative
relationship/high symptom group, and 28 points lower than the positive relationship/fewer
symptoms group.iRally, when males rate the couple adjustment low (negative), but report
fewer individual symptoms (positive), the alliance at fourth session is the weakestZ8} er
13 points lower than the negative relationship/greater symptoms group. Thi®getiker 32
points lower than the negative relationship/greater symptoms group, and 41 points lower than the

positive relationship/fewer symptoms group (see Figure 1).
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Figure 1.

Graph of Male Symptom Distress and Dyadic Adjustment Ratings at Differets béwlliance
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For married and nemarried females, model 3 regresses fourth session therapy alliance
on the interaction between dyadic adjustment and symptom distress at intake. The model fit for
married females is not sigieant (3, 64) = 2.73ns) but the model fit for nomarried females
is significant £(3, 27) = 3.42p < .05). The relationship between the interaction term and
therapy alliance is not significant for either married femdles{13, ns; see Table 7) nor non
married femalesh(= .37,p = .09; see Table 8). A negative relationship between therapy alliance
and symptom distress, when controlling for all else in the model, remains significan88, p
< .05) for married femak. However, this same relationship between therapy alliance and
symptom distress, when controlling for all else in the model, is not found femaamed
females b = -.23, ns), even though a significant relationship had been found in the second
model. Overall variance explained in these third models was 11% for married fematesi(B

and 28% for nomarried females (R=.28).
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Table 6

Four Regression Models of Centered Means for Maie$24)

Model Intercept Predictors R?
(se)
Main Effeds Interactions
RDAS 0oQ Marital Status RDAS *OQ
(se) (se) (se) (se)

M1 2.5(4.3) -.57 (.54) .01
M2 2.4 (4.4) -.50 (.54) -.13 (.35) .02
M3  -2.1(4.5) -.62 (.52) .07 (.34) 11* (.04) .10
M4  -2.1(4.4) -.57 (.50) .02 (.34) -.58 (.91) .10* (.04) .09

Note Values represent standardized Beta coefficients.
*
p< .01
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Table 7

Three Regression Models of Centered Means for Married Ferfrad68)

Model Intercept Predictors R?
(se)
Main Effects Interactions
RDAS 0oQ RDAS *OQ
(se) (se) (se)
M1 -2.6 (5.8) .01 (.56) .00
M2  -2.8(5.6) .15 (.58) -.34* (.39) .10
M3  -.59(6.0) .13 (.58) -.33* (.40) -.13 (.03) A1

Note Values represent standardized Beta coefficients.

*p< 05*p< .01
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Table 8

Three Regression Models of Centered Means formNamied Femaleg(n=56)

Model Intercept Predictors R?
(se)
Main Effects Interactions
RDAS (se) 0Q(se) RDAS *OQ (se)
M1 6.0 (7.7) -.14 (.76) .02
M2 7.6 (7.1) .03 (77) -.45 *(.44) 19
M3 4.4 (7.1) .07 (.75) -.23 (.51) .37 (.04) 27

Note Values represent standardized Beta coefficients
*
p< .05

In conclusion, the overall results, using the third model, reveals the interaction between
dyadic adjustment angsptom distress at intake is a significant predictor of fourth session
therapy alliance for males. Neither dyadic adjustment nor symptom distress is a significant
predictor of therapy alliance at fourth session, but the interaction between these twlesaiab
significant. Ten percent of the variance of therapy alliance is explained when both predictors
and their interaction effect are included in the model.

For married and nemarried females, the second model is significantly different from
the other mdels and represents significant findings. The results of the second model
demonstrate that while dyadic adjustment at intake is not a significant predictor of therapy
alliance at fourth session, symptom distress at intake is a significant predictatlasgaf
marital status. However, marital status demonstrates differing levels of variance explained within
these models for the two female groups, with 10% of therapy alliance explained for married

females, and 19% of therapy alliance explained formamied females.
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For married and non married females the second model was significantly different from
the other models in explaining alliance formation. It needs to be noted that while the third model
for nonmarried females predicted 27% and the modsigsificant, the RChange is not
significantly different from model two to model three, thus model two is the preferred model.

Small sample size and naignificant individual variables probably accounts for lack of change.

44



Discussion

This study exanmes the relationships between therapy alliance at the fourth session,
dyadic adjustment, individual symptom distress, and the interaction between dyadic adjustment
and symptom distress at intake. Therafyanceis a common predictor of therapeutic out@sm
on both an individual (Martiet al.,2000)and a dyadic levdAnker et al., 2010). Therapy
alliance is also therapeutic in and of its&lf/fnonds & Horvath, 2004)Relationship distress
(KnoblochFedcers et al., 2004; Mamodhoussen et al., 2005) raaigidual symptoms (Raue et
al., 1993) influence how the alliance is formed between clients and therapists. Individual
symptoms and dyadic adjustment are established predictors of the alliance, in the individual and
couple literature respectively. An expition of the interaction between individual symptoms
and dyadic adjustment at intake has the potential of further clarifying the relationship with the
therapy alliance. Specifically, this study examines the combined role of symptom distress and
dyadic adiistment in predicting therapy alliance. The interaction between symptom distress and
dyadic adjustment is of specific interest as a predictor of therapy alliance due to the common
nature of these two events in treating couples. A sample of 124 couptediraitat least four
sessions of relationship therapy participated. The results of this study will now be discussed.
Discussion of Results

RQ1: What is the relationship betweerrelationship adjustmentratings at intake
and 4" session alliance ratinggor males and female® In model 1, analyses indicated no
significant relationship between ratings of dyadic adjustment and therapy alliance for both males
and females, regardless of marital status. These results differ from earlier findings by both
KnoblochFedders et al. (2004), which suggest that both male and female dyadic adjustment

ratings at intake predict later alliance formation. It is important to note Knebledters et al.
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used the Marital Satisfaction InventeRevised (MSIR; Snyder, 1997) to meare relationship
satisfaction. The current study used the Revised Dyadic Adjustment Scale (RDAS; Busby et al.
1995) as its measure of relationship satisfaction. Furthermore, th&® Mtelasures marital

distress, whereas the RDAS measures couple consenbesjon, and satisfaction.

It can be surmised that different constructs of relationship satisfaction might demonstrate
varying relationships with therapy alliance. Future studies need to examine how different
constructs of relationship satisfaction irghce the formation of therapy alliance. In addition to
issues of measurement differences, it is noted that the samples examined may also have several
key differences. The Knoblodhedders et al. (2004) study utilized a sample of 80 participants,
from whichonly 35 couples were examined, limiting the overall generalizability of their results,
due to the small sample size. The current study utilized a sample of 124 couples, providing more
power to the analyses compared to KnobiBeldders et al. One other gdse area for future
direction is to explore the motivations behind why clients attended therapy, as this motivation
might be related to dyadic adjustment ratings and the formation of therapy alliance.

RQ2: What is the relationship between individual gmptom distress ratings at
intake and 4" session alliance ratingor males and female8 For males, the relationship
between symptom distress and therapy alliance for males was not significant, after controlling
for dyadic adjustment. This result coincsdeith findings from Knobloctiredders et al. (2004),
whose study established marital satisfaction as a significant predictor of alliance at eighth
session, but found no relationship between individuati@@ment symptoms and therapy
alliance.

A possibk explanation why no relationship exists between symptom distress and therapy

alliance could be the therapeutic focus might be directed towards the problems in the relationship
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and not towards individual symptomsmay bethat individual symptoms, unlesssessed early

in therapy, were not revealed until later, after the relationship problems were introduced and
clarified. Howeverijt may bethat therapists need to engage male participants early and often in
the therapy process, so that they are prowd#d opportunities to reveal potential individual
symptoms (Knoblocliredders et al., 2004). This could increase the possibility of forming an
alliance.

For females, whether married or rorarried, symptom distress has a significant negative
relationshipwith therapy alliance. Greater (negative) reported levels of symptom distress are
related to lower levels of therapy alliance, and vice vdiisis. negative relationship has been
supported in the literatureuch that early depression influences the alédater in treatment
(Jomson, Wright, & Ketring, 2002). Specifically, higher levels of alliance helped to promote
positive changes in depressive symptoms. Females may enter therapy with the expectations of
positive change. Therefore, their rating ofallte may be dependent on experiencing change
before the fourth session. Another possibility comes from Ro@889), who identifiedthe
therapist as being responsible for the creation of the therapeutic relationship. It is plossible
therapists in thistudy felt overwhelmed by tHe e m a Heighteredffective state, and were
thus unable to personably and empathically reach out early in seskioh could have
hindered the overall alliance

Conversely, rarried and nommarried females who repddwer (positive)symptoms of
anxiety and depressidravestronger alliances with the therapisibis stronger relationship
mightbea result not only ofess emotional distractigrexpressed bthe female partner in
sessionbut also of an increased ability the therapist to control the sessions. Suggesting, that
therapists were possibly more proactive in establishing the alliance (Rogers, 1959), as opposed to

47



being reactive to the clienThus,f e madbibtyst@feel understood, express themselves in a
waythat properly portrayed their situation, and listen to the therapist might have changed their
view of thetherapeutiaelationship(Bordin, 1979)

A finding that requires attention is the unexpected difference in variance based on
marital status of femade Specifically, this finding is unexpected becausemarried female
ratings of individual symptom distress at intake account for nearly double the variance in alliance
(R°= . 19) than mar r?=eld).Bdsedmmtheséieportedstoeiorgyadio R
adjustment and individual symptom distress in this study, married females have statistically
significant poorer dyadic adjustment scoés £ 39) than normarried womenNI = 43).
Married females also report greater (negative) levels of icdalisymptomsN] = 38) than non
married femalesM = 36), although this difference is not statistically significant. As such,
marriedfemales report more relational stress and greater (negative) levels of depression and
anxiety than nommarried females, oaverage, which may have prompted them to attend therapy
initially. Unfortunately, this study does not examine the motivations behind therapy attendance.
Additionally, this study does not examine the level of functioning in other aspects of the
relationshp, such as conflict, attachment, and health. If married fertreadksnergy and
motivation,fostering a relationshiwith the therapist may kdifficult. Since it appears that
individual symptoms have a greaimpact in lower allianceatingsfor nonmariied females
future research should compare other intake and demographics differences between these two
groups.Future research is needed to examine the motivations behind attending therapy. In
addition, this future research also needs to focus on megsherevels of functioning at intake
in other areas (e.g., conflict, attachment, etc.), possibly identifying potential differences between

married and nomarried females.
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RQ3: How do individual symptom distress ratings at intake moderate the
relationship between dyadic adjustment ratings at intake and 4 session alliance ratinggor
males and female® For males, the interaction between dyadic adjustment and symptom distress
at intake significantly and positively relates to therapy alliance at fourttosegsen
controlling for dyadic adjustment and symptom distress. While the interaction is significant,
neither dyadic adjustment nor symptom distress is related to therapy alliance. This interaction
indicates that symptom distress does moderate theoredatp between dyadic adjustment and
therapy alliance among the male sample of this current study.

The results of these regression analyses do not illustrate a similar pattern for females. For
married females, the interaction term is not significantspotptom distress is a positive
predictor of therapy alliance, after controlling for all else in the model. Fenraoried females,
no predictor variable, including symptom distress and the interaction significantly predicts
therapy alliance, when contrinlfy for all else in the model. As such, it can be concluded, the
interaction between symptom distress and relationship adjustment does not predict therapy
alliance for females. Garfield (2004) stated that women carry the emotional power in
relationships, Wich means they often carry the responsibility for the emotional state of the
relationship. Garfieldds statement applied to
relationship might be expressed through individual symptoms of depression ang.anxiet
Females may blame themselves for a poor relationship, which may then present itself as
individual symptoms of depression or anxiety.

Because gender differences are found in the role of moderation, it is important to
highlight how these results add tetalliance literature by outlining why this moderation might

occur. Specifically, four patterns of interaction are presented among the male sample used in this
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current study. These patterns arel(ibh (positive) relationship adjustment combined with fewe
(positive) individual symptoms, (2) low (negative) relationship adjustment combined with
greater (negative) individual symptoms, (3) high (positive) relationship adjustment combined
with greater (negative) individual symptoms, and (4) low (positivejiosiship adjustment
combined with fewer (positive) individual symptoms.
Pattern 1: High Relationship Adjustment Combined with Fewer Individual Symptoms
Detailed analysis of the male interaction between dyadic adjustment and symptom
distress, as it influeced alliance, reveals when both relationship adjustment is high (positive)
and reported levels of symptom distress ratings are fewer (positive), the therapy alliance is rated
the highest. In other words, when male partners are not severely depressedus; and report
a healthy relationship with their partner, the alliance is strongest. It is essential to evaluate this
finding from both the clientds and the therap
First, males entering therapy witigh relationship adjustment/fewgymptomsamay
have beliefs that therapy carries little risk to their personal lives. With little risk, perhaps male
partners were more willing to express emotions, state their reasons for therapy clearly, and be
properly understood by the therapist. Anotpes s si bi | ity for a strong al
perspective. Ahigh (positive) relationship adjustment/low (positive) symptéonsnales, strong
alliance ratings might be that the therapist is seen either as an ally to the dyadic relationship or
for the mands personal progress and change. Pe
demonstrate and postulate their goals early in the course of treatment, creating a clearer picture
for the therapist about why the couple is in therapy. Likewisealé clients experience
progress, they might attribute that progress to the therapist fully understanding them and guiding

them to their desired outcomes.
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Anot her explanation about high male allian
Male partrers expressing positive levels of symptoms and relationship adjustment might assist
novice therapists to control their own nervous and anxious affective responses towards the
couple and therapy as a whole, simply because therapy might be calmer. Tthexatbist
could be more likely to relax and demonstrate genuine, personable responses towards males in
session, creating a stronger alliance. Garfield (2004) stated that males often exhibit the
Apositional power 0 i n r elaadstatnmIsihipogsisle whenonale e s p o
partners enter therapy without a high degree or need for control and power therapists do not feel
resisted or threatened by client attitudes and emotional expressions. This could give the therapist
more courage to risiktervening and creating goals, while also furthering the alliance formation.
Pattern 2: L ow Relationship Adjustment Combined with Greater Individual Symptoms

In the second pattern, fourth session male alliance ratings is strong as well. Fourth session
alliance ratings in this pattern are influenced by the interaction between low (negative) ratings of
relationship adjustment and high (negative) levels of symptoms. In other words, males report
their relationships as distressed and their depression andyaasi@ore severe, but have strong
alliances at fourth session. Davila et al. (2003) stated couple marital satisfaction and depressive
symptoms impact one another over time. The causality of how marital satisfaction and
depression impacted each other wastionger from one direction than another direction. Other
authors discussed when therapists focus on treating marital satisfaction that depressive symptoms
begin to also shift. They suggested for males, that couples therapy might be most beneficial for
males when they report aanorbid interpersonal distress and depressive symptoms (Whisman &
Baucom, 2012). Perhaps then, alliance ratings could be influenced depending on what the focus

for treatment is. If males come to therapy as customers for changegwllaccept any help
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they can find, it might be more likely that relationship issues are discussed first. This could
create progress and change for malesd6 relatio
stronger alliance.
It makes sense, that,male clients are experiencing both poor relationship adjustment
and greater individual symptoms, they could be more willing to change and be more cooperative,
especially ifmale partnersvereapproachable and willing to listefhis desire for help caod
provide the therapist with the advanThasgfe of m
therapiss are alsanore willing to understand the perspective and experseotcthe male client
thencreating a stronger relationshapuld be more kely. Of course, many of these situations are
based upon clinical experience, but lack research evidence. However, future research needs to
investigate client cooperation with relation to the amount of symptoms experienced
interpersonally and intrpersondly. Future research would also be essential to evaluate the role
of therapistsodé reactivity to clients and | ate
It could also be possible that a strong alliance is found among the low (negative)
relationship adjustment/greateregative) symptoms group because the male feels supported by
his partner and/or the therapist. Johnson, Ketring, and Wright (2002) suggested when men feel
supported, that depression often declines. If male partners enter therapy with greater reported
depression or anxiety, then finding support through treatment could not only help symptoms, but
also form bonds, mutual trust, and shared meaning within the experience (Bordin, 1979).
Patterns 1 and 2 Compared
First, the interactions at intake that influenlge strongest fourth session alliance ratings
are high (positive) relationship adjustment and fewer (positive) reported symptoms. However,

when male partners rate low (negative) relationship adjustment and greater (negative) reported
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symptoms, the alliande strong as well. It appears that the therapy alliance is not much different

for males who report fewer symptoms and a positive relationship compared with those who

report greater symptoms and low relationship adjustment. While on the surface theretdoes n

appear to be a consistent explanation for this similarity it might be explained by willingness to
cooperate. It appeared that both groups were willing to cooperate and follow the therapeutic

intent, but for different reasons. Although the reasons dehic | i ent 6s wi I |l i ngnes:
are yet to be studied, the practicality of knowing a strong alliance can be established, despite

poor relationship adjustment and high symptom distress, is encouraging.

Likewise, further explanation for the strong alkarformation within the high (positive)
relationship adjustment/low (positive) symptoms group and low (negative) relationship
adjustment/ greater (negative) symptoms group
groups.Horvath and Symonds (199&fatel thattherapeutic alliance & collaboratiorbetwea
the therapist and the client. While collaboration is often based upon client/therapist interactions,
the comfort | evel for the therapist gessiomften
Males who come to therapy reporting high (negative) levels of individual symptoms and low
(negative) relationship adjustment might be less combative and more cooperative because they
have reached a point of desperation.

Additionally, with lessstressed clients, particularly males, the therapist might not fear
i mpairing the clientds relationship because t
When therapy issues are extemporaneous to the couple relationship (e.g. in laws,&hildhoo
trauma), then there could be less emotional liability within the relationship. Therefore, the
therapist is more at ease and personable conducting the session. This could allow for easy

collaboration and genuine empadhgreating a stronger alliance.

53



Pattern 3: High Relationship Adjustment Combined with Greater Individual Symptoms

In the third pattern, which indicates a weaker alliance at session four, findings reveal that
mal e partnersodé relationship adjusymmemt rating
reports are greater (negative). The first impression pertinent tohighgattern might be
influencing a weak alliance pertains to male clients not being ready to change. Not surprisingly,
women are often the first in the relationship to ask ttogberapy (Leong & Zachar, 2004). If
the man is not ready to go to therapy, but is there despite not desiring to attend, his attitude might
be very cold, insincere, and defensive. Thus, if a therapist pushed too hard too early to form a
relationship, it ould unintentionally create distance between the male client and the therapist.
Perhapshe male client already feels he is the problem, and therapy is one more spotlight
referencing his failure within the relationship.

Often times, depression and anxien be camouflaged by emotional outbursts, such as
anger or criticism. If this happens, it could be the therapist is unable to see through the anger, and
instead focuses on the dyadic relationship, rather than focusing on issues at an individual level.
Whisman and Baucom (2012) did suggest that focusing on the relationship issues can help
influence male depressive symptoms. However, if males exhibit greater symptoms at intake, it
might be beneficial to at least get his experience first, establishing appatwith him, and
then moving onto the relational issues.

Another reason a lower alliance was reported might be the element of support. Lower
alliance ratings could be influenced by male clients, who enter therapy with little desire to
change, and fedittle support from the therapist. The attitude reflected by male clients, that they
do not desire to change, could in some way 1in
competence as a therapist. Thus, therapists might struggle showing empathmg genoern,
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and patience, because they are worried about how they were being perceived, which ultimately
could hurt the alliance.
Pattern 4: Low Relationship Adjustment Combined with Fewer Individual Symptoms

The last pattern, which indicates the wealadigince at session four, is influenced by the
interaction between ratings of low (negative) relationship adjustment and fewer (positive) levels
of individual symptoms. One of the most disconcerting reasons male clients might report weak
alliance ratingsauld be an element of contempt. In other words, the man may no longer feel
angry, upset, sorry, or hurt, and simply no longer care about the relationship (Gottman, 2000).
Plus, if the therapists fails to recognize this indifference and continued intensefdr the
couple, the male client may suspect the thera
perspective and, therefore, gives up on the t
male clients may blame the partner for the problemgyq@iesented in therapy. Hence, male
clients might desire the attention to be plac
approach could impede the formation of an alliance from forming or improving, simply because
the male clients do not desian alliance.

Lastly, therapists play a strong role in the alliance formation process (Horvath, 2000). If
the therapists displayed elements of frustration, impatience, or anger with these male clients, the
alliance may be impaired. It seems at low ref&hip adjustment/low symptoms, therapy
sessions might become intense. Thus, if therapists neglect the alliance before trying to intervene
and create change, they may lose the opportunity to establish an alliance.
Patterns 3 and 4 Compared

At first glance it would seem odd that if male clients exhibit both inéerd intrapersonal

problems, they would have a higher alliance, but when they report poor scores in one or the
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other, the alliance is poor. One explanation is that these males are not at & ¢gespiecation.

They are still able to deflect responsibility given the situatiois. possible that blame is

contributing to a weaker alliance/ithin either scenario, the males can externalize the blame for
the suffering they are experiencing. The parttan be culpable for the intrapersonal symptoms

of depression or anxiety or the interpersonal problems of the relationship. These males might be
more antagonistic or abrasive within session. It would seem that externalizing responsibility
might be the rason for the poorer therapy alliance.

Externalizing responsibility may also influence the results found in the group
experiencing weaker relationships despite less severe symptomology. In this groabeng, m
partners may view themselvas beingexempt fom participating intherapy, placingheblame
on the female partner. Thus, any therapeutic attempt to form a relationshifpedeliued
because the male paer does not see it as necesshtgles are typically not customers for
change when coming toghapy (Leong & Zachar, 2004 other words, it can take a few
sessions for men to accept the therapist, the
changeThus, entering therapy and feeling pressure to expose and reveal vulnerable experiences
early in treatmentcould create hostilitgnd defenseather than trust and understanding

One final item warrants discussion. Among farried females, the third model, which
regresses therapy alliance on the interaction between dyadic adjustmsytgroim distress,
controlling for all else in the model, is significapt£ .31). However, the-€hange between
models 2 and 3 is not significamt € 0.89), even though the level of variance explained
increases from 19% (R .191) to 28% (R= .28). Al®, no individual variables within this
model demonstrate significant results, although the interaction term approaches signifiGance (

0.89). Because none of the variables within this model reach significance, no more can be done
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to evaluate these ressilt The small sample size of 32 Amarried females could account for the
nonsignificant findings at the individual variable level. However, this is a good first step in
evaluating that females might be influenced by both intrapersonal and interpeestatales and
their interaction, which needs further research.
Implications and Benefits

This study revealed benefits many clinicians, until now, were perhaps unaware of,
especially for male clients. Knowing how male interactional patterns of symptoms and
relationship adjustment at intake influenced the alliance at fourth session was one of the
overarching benefits relevant to this study. These interactional patterns should forewarn and
prepare therapists with added insight into the alliance formationgwotevas found, for
example, that fourth session alliance ratings were the worst for men reporting fewer symptoms
were less severe, but whose relationship adjustment ratings were strong. This interaction could
help clinicians for a variety of reasonsrkme, clinicians should know that the alliance
formation process will probably not be easy, and that stronger emphasis should be placed on
assessing the male clientds true experience.
alliance and notice sestance, these results indicate the importance of the therapist to reassess
why the couple came to therapy.g. to save the relationship or end it. This could grant further
insight into whether the male client is a customer of change, or a challengangec

Likewise, therapists going into first session can have greater insight into what might be
expected from their clients in forming a relationship. If male clients rated their symptoms less
severe and relationship as healthy, and their partnerstraiedymptoms as less severe, it could
be anticipated that building an alliance would be relatively easier than if otherwise reported.

Additionally, these findings can give therapists comfort, that if they assess their clients and their
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ratings of symptms ar e more severe, and the male clien
might not be so difficult to experience cooperation and to establish a healthy alliance.

Finally, in this study, it was revealed that alliance was negatively affectedfwbema | e s 0
(married or normarried) ratings of depression and anxiety were more severe. Hence, if the
therapist assesses for pretreatment levels of more severe symptoms of depression and anxiety
with either partner, it would be important that severity afidinuence of each perso
be addressed.
Limitations

Attrition bias. In this study, independentésts reveal that there is a significant negative
relationship for female partnersodo dyadi-c adju
competers {(288) =-2.1,p < .05). Specifically, females who complete at least four sessions of
therapy rate their dyadic adjustment scores at intake lower than females who do not complete at
least four sessions. This difference creates possible issuéstianabias within the sample of
completers. This bias could nullify the ability to generalize these findings to a larger population.
Because this is a clinical sample of couples attending therapy, it makes sense that participants
with worse relationshipwould stay in therapy longer (at least 4 sessions) than participants with
healthier relationships. Thus, although attrition bias is revealed, the attrition itself does not seem
to nullify extrapolation to clinical samplésthat healthy relationships wouldpn average, need
fewer sessions.

Although this study provides insight concerning specific client factors affecting the
alliance formation process, it is difficult to generalize these results to a larger population, even
though attrition bias may not hawegatively influenced these results. These results may be
generalizable to other MFT Training Centers. However, generalizing these findings to the
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population should be cautioned because of a smaller sample size, as this study used data from
124 couples (28 participants), which is relatively small, especially considering categorizing into
subgroups further reduced this sample size (e.g-nmamied females = 32 participants).

Additionally, the sample was a convenience sample, meaning the clients emteapy t
of their own choice. They were not randomly sampled, thus it is not possible to determine
whether the alliance formation is caused by the interaction of symptoms and dyadic adjustment
or other factors, such as client motivation, not examined wilti@rcurrent study.

Finally, all measures were se#port questionnaires. Anytime data is collected through
selfreport, a level of reporter bias will result. In other words, the data may not be objectively
quantifiable, which these findings were not.

Future Research

This study is among the first to analyze individual symptom distress moderating the
relationship between dyadic adjustment and therapy alliance. As such, it is salient that further
research be conducted creating insight into that which atcéurthe establishment of a healthy
therapeutic relationship. Replication of this study, with a larger sample size is needed. Results of
this study need additional research, in order to further understand the reason these results were
not consistent witkexisting literature, especially in relation to dyadic adjustment not influencing
fourth session alliance ratings.

Future research should be conducted observing partner interaction effects between ratings
of dyadic adjustment and symptom distress, assgsvhether partners rated each differently
than the other. Furthermore, it could be beneficial to analyze the relationship between symptom
distress and alliance ratings at later session intér\eitghth, twelfth, etc. This could expose the

process of aldnce change throughout the therapy process, rather than at one point in time. This
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approach could also reflect the effect individual symptoms have on the alliance later in therapy,
when individual symptoms could be specifically diagnosed to either thaduadl partner or the
relationship as a whole.

Additionally, future research could also include how different constructs of relationship
satisfaction predict or influence later alliance formation. Future research would also be essential
to evaluatethe ol e of therapistsd reactivity to clien
research needs to investigate client cooperation with relation to the amount of symptoms
experienced interpersonally and inpersonally.

Lastly, examining male and feieasocial desirability scores, assessing for how honest
they are in their ratings could create interesting findings. Perhaps themes of denial, stonewalling,
or contempt could be seen. Further research that could create clinical insight, and if added to thi
study, could assess change in the predictor variable (RDAS and OQ) ratings from intake to
fourth session and beyond.

Conclusion

In conclusion, this study finds valuable results applicable and practical for the therapy
alliance formation process. It wasund for married and nemarried female clients, that their
ratings of individual symptoms of anxiety and depression at intake influence later alliance
formation. It was found for male clients that only the interaction between dyadic adjustment and
sympbm distress at intake significantly influences fourth session alliance ratings. Specifically,
the therapy alliance was strongest at levels of strong relationship adjustment/low symptoms,
moderately strong at levels of poor relationship adjustment/hightsymspweak at levels of
strong relationship adjustment/low symptoms, and the weakest at levels of poor relationship

adjustment/high symptoms. These interactions prompt thoughtful exploration of why fourth
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session alliance ratings at each of these levajbtbie reported, such as whether or not
therapists should focus first on relational issues (e.g. at strong relationship adjustment/low
symptoms), or individual issues (strong relationship adjustment/high symptoms) when

attempting to form an alliance.
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AppendixA

Name Date

Revised Dyadic Adjustment Scale

Most persons have disagreements in their relationships. Please indicate below the approximate extent of agreement or disagreement betweer
you and your partner for each item on the following list.

Almost Occa- Fre- Almost
Always Always sionally quently Always Always
Agree Agree Agree Disagree Disagree Disagree
1. Religious matters
2. Demonstrations of affection
3. Making major decisions
4, Sex relations
5. Conventionality (correct or proper
behavior)
6. Career decisions
More often
All Most of the than not Occa-
the time time sionally Rarely Never
7. How often do you discuss or have you
considered divorce, separation, or
terminating your relationship?
8. How often do you and your partner
quarrel?
9. Do you ever regret that you married (or
lived together)?
10.  How often do you and your mate *“get on
each other’s nerves™?
Almost Every Occa-
Every Day Day sionally Rarely Never
11. Do you and your mate engage in outside
interests together?

How often would you say the following events occur between you and your mate?

Less than Once or Once or
once a twice a twice a Once a More
Never month month week day often

12.  Have a stimulating exchange of ideas

13.  Work together on a project

14.  Calmly discuss something
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Appendix B

Couple Therapy Alliance Scale
Instructions: The following statements refer to your feelings and thoughts about your therapist and your therapy right NOW.
Please work quickly. We are interested in your FIRST impressions. Your ratings are CONFIDENTIAL. They will not be shown to
your therapist or other family members and will only be used for research purposes. Although some of the statements appear to be
similar or identical, each statement is unique. PLEASE BE SURE TO RATE EACH STATEMENT.

Each statement is followed by a seven-point scale. Please rate the extent to which you agree or disagree with each statement AT THIS
TIME. If you completely agree with the statement, circle number 7. If you completely disagree with the statement, circle number 1.
Use the numbers in-between to describe variations between the extremes.

Completely Strongly . Strongly Completely
Agree Agree Agree Neutral Disagree Disagree Disagree
7 6 5 4 3 2 1
1. The therapist cares about me as a person 7 6 5 4 3 2 1
2. The therapist and I are not in agreement about the goals for this therapy. 7 6 5 4 3 2 1
3. My partner and I help each other in this therapy. 7 6 5 4 3 2 1
4. My partner and I do not feel the same ways about what we want to get out of this therapy. 7 6 5 4 3 2 1
5.1 trust the therapist. 7 6 5 4 3 2 1
6. The therapist lacks the skills and ability to help my partner and myself with our 7 6 5 4 3 2 1
relationship.

7. My partner feels accepted by the therapist. 7 6 5 4 3 2 1
8. The therapist does not understand the relationship between my partner and myself. 7 6 5 4 3 2 1
9. The therapist understands my goals in therapy. 7 6 5 4 3 2 1
10. The therapist and my partner are not in agreement about the about the goals for this 7 6 5 4 3 2 1

therapy.
11. My partner cares about the therapist as a person. 7 6 5 4 3 2 1
12. My partner and I do not feel safe with each other in this therapy. 7 6 5 4 3 2 1
13. My partner and I understand each other’s goals for this therapy. 7 6 5 4 3 2 1
14. The therapist does not understand the goals that my partner and I have for ourselves in 7 6 5 4 3 2 1

this therapy.
15. My partner and the therapists are in agreement about the way the therapy is being 7 6 5 4 3 2 1

conducted.
16. The therapist does not understand me. 7 6 5 4 3 2 1
17. The therapist is helping my partner and me with our relationship. 7 6 5 4 3 2 1
18. I am not satisfied with the therapy. 7 6 5 4 3 2 1
19. My partner and I understand what each of us is doing in this therapy. 7 6 5 4 3 2 1
20. My partner and I do not accept each other in this therapy. 7 6 5 4 3 2 1
21. The therapist understands my partner’s goals for this therapy. 7 6 5 4 3 2 1
22. 1 do not feel accepted by the therapist. 7 6 5 4 3 2 1
23. The therapist and I are in agreement about the way the therapy is being conducted. 7 6 5 4 3 2 1
24. The therapist is not helping me. 7 6 5 4 3 2 1
25. The therapist is in agreement with the goals that my partner and I have for ourselves as a 7 6 5 4 3 o) 1

couple in this therapy.
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26.
27.
28.

29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.

The therapist does not care about my partner as a person.
My partner and I are in agreement with each other about the goals of this therapy.

My partner and I are not in agreement about the things that each of us needs to do in this
therapy.
The therapist has the skills and ability to help me.

The therapist is not helping my partner.

My partner is satisfied with the therapy.

I do not care about the therapist as a person.

The therapist has the skills and ability to help my partner.

My partner and I are not pleased with the things that each of us does in this therapy.
My partner and I trust each other in this therapy.

My partner and I distrust the therapist.

The therapist cares about the relationship between my partner and myself.

The therapist does not understand my partner.

My partner and I care about each other in this therapy.

The therapist does not appreciate how important my relationship between my partner and
myselfis to me.
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