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Abstract

This dissertation details the creation and implementation of a new model of
psychological assessment with partnered dyads, Therapeutic Assessment with Couples
(TAC). As research continues to document the link between individual and
relational/marital well-being (Jaremka, Glaser, Malarkey, & Kiecolt-Glaser, 2013;
Kiecolt-Glaser & Newton, 2001; Sollenberger, et al., 2013), the cultivation of healthy
practices from an interpersonal, romantic context becomes ever more crucial. Reviews of
the shifting landscape of love and marriage in the U.S. are offered, along with compelling
data concerning both the positive and negative implications associated with processes of
partnering as well as relevant literature concerning Collaborative / Therapeutic
Assessment models and techniques. Measurements within the assessment battery are then
introduced, as is the four-session outline of the intervention. Based on constant
comparison and word count analyses, the TAC program appears to enhance relational and
marital practices vis-a-vis increased awareness of self, other, and relationship, various
forms of intimacy, communication skills, and feelings of hope. Findings indicate that the
TAC method can be utilized with a range of couples (i.e. non-distressed and distressed)
presenting with various treatment goals, such as relationship enhancement, conflict
identification, and / or tailored guides to begin couples therapy. Following the

presentation of results, implications, limitations, and future directions are discussed.

Keywords: therapeutic assessment, couples, couples therapy, healthy relational / marital

practices, intimacy, communication, awareness, hope

Vi



THERAPEUTIC ASSESSMENT WITH COUPLES 1

Therapeutic Assessment with Couples:
An Intervention to Enhance Healthy Relational and Marital Practices
Love and Marriage Today

The plate tectonics of the romantic relational landscape have been significantly
shifting over the last 50 years, and continue to do so. Developments in Western society
(e.g., technologies of connection, more women in the workforce, the revival of cities,
legalization of same-sex marriage, distant extended families, etc.), and the implications of
such changes have placed increasing primacy on the companionate relationship, the
pressure of which has led to an ever rising standard of quality to which ordinary couple
relationships are routinely compared (Odell, 2000). As Finkel (2017) notes, “In contrast
to our predecessors, who looked to our marriage to help us survive, we look to our
marriage to meet our needs for passion and intimacy and to facilitate voyages of self-
discovery and personal growth” (p. 13). As we sit in this “self-expressive era” of
coupling, we often expect that our partners fulfill the many and varied life domains that
constitute a modern and expansive conceptualization of well-being: physical, emotional /
psychological, interpersonal, professional, vocational, financial, sexual, meaning-making,
spiritual, and so forth.

Despite these demands, many individuals are not able to put forth the time and
energy required to make partnerships work at such a high level of functioning.
Researchers have suggested that the amount of time married persons spend alone with
their spouses has decreased over the last several decades, as more individuals engage in
intensive parenting and participate in the paid labor force (Amato, Booth, Johnson, &

Rogers, 2007; Bianchi, Robinson, & Milkie, 2006). For example, Dew (2009) found that
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couples (married dyads with and without children) in a 2003 cohort lost, on average, 45
to 75 minutes of spousal time on weekdays in comparison to their 1975 counterparts.

When we look at the consequences of many Western developments, we again see
a significant fluctuation in dynamics present within coupling partners. According to the
Pew Research Center, one-in-six newlyweds (17%) were married to someone of a
different race or ethnicity in 2015, about four-in-ten U.S. citizens (39%) who have
married since 2010 have a spouse who is in a different religious group, and four-in-ten
new marriages involve remarriage. From a more general perspective, the median age of
first marriage has reached its highest point on record (30 years for men and 28 for
women; Geiger & Livingston, 2018). Although the divorce rate for older U.S. citizens
(age 65+) has roughly tripled since the 1990s, evidence also indicates that divorces in the
U.S. are declining from a peak of nearly 50% in the 1980s to around 40% at present, but
for a smaller and more select group of individuals who have the means and inclination to
be married (e.g., Luscombe, 2018; Stepler, 2017).

While the divorce rate seems to have plateaued for most of the population within
the last decade, the marriage rate for adults over 18 continues to decline from 72% in
1960 to 50% in 2015 (Geiger & Livingston, 2018). This trend captures two facts: 1)
many Americans are marrying later in life; and 2) the share of Americans who never
marry has risen. Many of those who do not marry are of lower socioeconomic status, as
marriage rates now negatively correspond with education (i.e., as one’s educational
background decreases, so does the likelihood of being married; Parker & Stepler, 2017).
Meanwhile, the number of U.S. citizens cohabiting with a significant other is on the rise,

with 18 million unmarried partners living together in 2016, up 29% since 2007 (Geiger &



THERAPEUTIC ASSESSMENT WITH COUPLES 3

Livingston, 2018).

Not only has the terrain of martial and romantic relationships shifted, the
categorization of what it means to be a “couple” has also changed. Conceptually, the
traditional couple, two opposite-gender, adult parents in a committed, marital relationship
with two children, no longer captures the majority of who constitutes romantic dyads and
their families. Only 25% of all domiciles in the United States are composed of this more
conventional configuration. The other 75% are composed of singles, long-term partners,
remarried individuals, persons not married but living together, same-gender couples,
consensual non-monogamous marriages / relationships, children living with grandparents,
grandparents living with adult children, adult children living with their parents, and / or
children alternating in living with divorced parents (Casper & Hofferth, 2007; L’ Abate,
2012; Matsick, Conley, Ziegler, Moors, & Rubin, 2014).

Marital and Relational Health

Despite major alternations in the U.S. love landscape, what is not changing,
however, is the fact that coupling and all its associated processes, particularly child
rearing, are fundamental and legitimate public health issues. Although “relationship ill
health” — defined as “the serious physical, mental, and emotional effects associated with
marital [relational] distress” (Sollenberger et al., 2013, p. 197) — does not correspond
with a Western and individualized approach to health, abundant evidence suggests that
our partnering relationships are intimately intertwined with every other aspect of our
overall well-being (Jaremka, Glaser, Malarkey, & Kiecolt-Glaser, 2013; Kiecolt-Glaser
& Newton, 2001). This intertwinement has the potential to work in profound favor of

healthy couples, and wreak havoc on dyads in distress.
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Positive Implications of Healthy Romantic Relationships
In addressing the positive implications of healthy romantic relationships, it may
be helpful to begin with the Michelangelo phenomenon, a model that integrates concepts
from interdependence theory and the self tradition to illuminate the means by which close
partners can promote one another’s movement toward ideal-self goals (Drigotas, Rusbult,
Wieselquist, & Whitton, 1999). Although people sometimes achieve ideal-relevant goals
solely through their own actions, the acquisition of new skills, traits, and resources in
meeting ideal-self goals is also shaped by interpersonal experiences (Higgins, 1987;
Markus & Nurius, 1986). More specifically, positive change is most probable, powerful,
and enduring in highly interdependent relationships, as the mutual dependence involved
in close romantic partners provides good opportunities for exerting strong, frequent, and
benevolent influence across diverse behavioral areas (Kelley et al., 1983; Kelley et al.,
2003). For example, Kelley and colleagues (2003) write that:
...when increases in interdependence involve (a) temporally extended interaction
in situations with (b) moderately to highly corresponding interests, such increases
tend to be accompanied by shifts in self-concept involving movement from “me-
ness” to “we-ness.” Such shifts in self-representation have been examined in the
empirical literatures regarding cohesiveness (e.g., Cota, Evans, Dion, Kilik, &
Longman, 1995), self-other merger (e.g., Aron & Aron, 1997), cognitive
interdependence (e.g., Agnew, Van Lange, Rusbult, & Langston, 1998), and
commitment (e.g., Rusbult, Drigotas, & Verette, 1994)...members of cohesive,
committed dyads and groups frequently take action to sustain stable membership

(e.g., Levine & Thompson, 1996), engage in costly or effortful prosocial acts to
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benefit the group or dyad (e.g., Batson, 1998), and exert pressure on one another

to conform to group or dyad-relevant roles and norms (e.g., Cialdini & Trost,

1998). (p. 139)

As noted, romantic relationships with a commitment to ongoing interdependence can
yield a positive sense of togetherness that impacts both partners and the relationship
itself.

Numerous studies have revealed that partner enhancement is beneficial to both
individual and relational health. For example, when partners perceive one another more
positively than each person perceives him or herself, relationships tend to function better
(Murray, Holmes, & Griffin, 1996). Along similar lines, one’s experience within a
romantic partner during adolescence or adulthood has the ability to alter the internal
working models of attachment styles (Bowlby, 1988; Bretherton & Munholland, 1999;
Davila, Karney, & Bradbury, 1999). The act of falling in love is also correlated with
increased change in one’s self-concept, increased diversity of domains included in the
self-concept, and increased self-esteem (Aron, Paris, & Aron, 1995). Fincham, Stanley,
and Beach (2007) note that “forgiveness (a transformation of motivation), commitment (a
powerful influence on motivation), valuing sacrifice (a potent means of shifting the cost /
reward ratio and so influencing motivation), and sanctification (tying marital behavior to
a broader motivational system)” (p. 282) are significant constructs that should be further
examined concerning their positive impact on those in romantic relationships. Lastly,
having supportive, loving, and responsive partners enables us to confront difficult but
important truths about who we are (Caprariello & Reis, 2011; Kumashiro & Sedikids,

2005; Oishi, Krochik, & Akimoto, 2010; Weeks & Pasupathi, 2011). In short, as this
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brief overview indicates, the transformative capacity of love, particularly within the
context of marriage, is a well-documented phenomenon.
Negative Implications of Unhealthy Romantic Relationships

Given that the lifetime probability of divorce in the United States is between 40%
and 50%, and about 20% of committed couples are experiencing significant distress at
any given time (Cherlin, 2010), a large percentage of our population is impacted by the
many risks correlated with the effects of divorce and relationship stress. Though several
studies note that divorce may have positive implications (Bourassa, Sbarra, & Whisman,
2015; Hasselmo et al., 2018), more often than not, divorce — conceptualized as a process
rather than a discrete event — involves a significant amount of conflict and distress for
both adults and children. For adults, Amato (2000) documents the following negative
consequences of divorce: an increase in disruptions in parent-child relationships,
continuing discord between former spouses, loss of emotional support, economic
hardship, difficulties with solo parenting, and an increase in other negative life events,
such as moving. Separated and divorced individuals also have a heightened risk for
physical and mental illness compared to their married counterparts (Hughes & Waite,
2009; Sbarra & Nietert, 2009). Marital separation and divorce are even associated with
increased risk for early death, the magnitude of which rivals many well-established
public health factors (Sbarra, Hasselmo, & Nojopranoto, 2012).

Physiological Variables. Even if one’s post-divorce reality is headed in a healthy
and positive direction, most pre-marital separations processes involve conflict and
hostility, the impact of which may be profound at multiple levels of analysis, from

economic to physiological. Regarding the latter implications, Burman and Margolin



THERAPEUTIC ASSESSMENT WITH COUPLES 7

(1992) argue that the most convincing way to document a causal relationship between
marital functioning and health status is to first confirm that marital interaction had direct
effects on physiological processes and then show that individuals who exhibited
physiological changes are more likely to develop health problems. This rigorous
approach to analyzing cause and effect is difficult to replicate, which means that few
studies examine the direct links between relationship health to physiological change to
morbidity.

Although direct effects on etiology have yet to be demonstrated using Burman
and Margolin’s (1992) “gold standard” approach to analysis, Kiecolt-Glaser and Newton
(2001) report that, “marital functioning unquestionably has consequential influences on
symptom expression (a key component of disability)” (p. 491). These authors propose
that the marital interaction literature could be examined with an alternative question:
“Are the physiological alterations that have been demonstrated to date large enough to
have clinical significance?” (p. 491). The answer is a resounding, “yes,” particularly
concerning the relationship between marital functioning and health status illnesses that
have immunological and cardiovascular components due to the endocrine system’s
involvement in the development of stress-related disease processes. Kiecolt-Glaser and
Newton (2001) report that, “Cortisol facilitates the vasconstrictive effect of
catecholamines; accordingly, the combination of the catecholamine and cortisol response
is important for pathogenesis in cardiovascular disease...and immunological
dysregulation” (p. 492). Indeed, the consequences of relationship discord include an
amplified risk for inflammation-related disorders such as metabolic syndrome (Gallo et

al., 2003), diabetes (Joseph, Kamarck, Muldoon, & Manuck, 2014), poor wound healing
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(Kiecolt-Glaser et al., 2005), as well as depression (Beach, 2014; Whisman & Bruce,
1999). Hostile behaviors are also related to alterations in immunological and
cardiovascular systems (Ewart, Taylor, Kraemer, & Agras, 1991; Kiecolt-Glaser,
McGuire, Robles, & Glaser, 2002; Orth-Gomér et al., 2000; Zhang & Hayward, 2006),
and poorer health overall (Burman & Margolin 1992, Kiecolt-Glaser & Newton, 2001).
Similar to negative health outcomes associated with processes of divorce, relational
conflict also is associated with increased risk for abuse of partners (O'Leary & Cano,
2001) along with alcohol problems (Murphy & O'Farrell, 1994).

Gender as a Moderating Variable. More specifically, the physiology studies of
marital interaction provide convergent evidence that gender is an important moderator
from negative marital conflict behaviors to physiological functioning. The impact of
partner conflict and divorce are associated with a spectrum of negative health outcomes
for both men and women in varying ways. For example, many studies show that women's
emotional reactivity and physiological changes following marital conflict show greater
persistence than men's (Kiecolt-Glaser, et al., 1993; Kiecolt-Glaser, et al., 1997; Kiecolt-
Glaser & Newton, 2001; Lorenz, Wickrama, Conger, & Elder, 2006; Malarkey, Kiecolt-
Glaser, Pearl, Glaser, 1994). Similarly, relationships between physiological change and
negative behaviors are typically stronger for women than for men (Ewart et al., 1991;
Fehm-Wolfsdorfetal, Groth, Kaiser, & Hahlweg, 1999; Kiecolt-Glaser, 2018). Lastly,
research consistently demonstrates that the economic consequences of divorce are greater
for females than for males (Bianchi, Subaiya, & Kahn, 1999; Hao, 1996; Marks, 1996;

Sharma, 2015; Teachman & Paasch, 1994).



THERAPEUTIC ASSESSMENT WITH COUPLES 9

Though the relationship between a variety of negative health outcomes and
marital quality is stronger among women than men, separated men are at an increased
risk of developing suicidality during the marital separation process when compared to
separated women, even after adjusting for age, education, employment, and children with
the separated partner (Kdlves, Ide, & De Leo, 2010). More specifically, divorced males
are 9.7 times more likely to kill themselves than comparable divorced females (Kposowa,
2003). However, it should be noted that although females are about 1.5 times more likely
than males to attempt suicide, males are about 3.5 times more likely to be “successful” in
their suicidal attempts (American Foundation for Suicide Prevention, 2020). In short,
although females may experience a wider range of deleterious impacts from divorce (e.g.,
chronicity of economic, emotional, and physiological effects), epidemiological studies
also illustrate that the protective factors of marriage are notably stronger for men than for
women (Berkman & Breslow, 1983; House, Landis, & Umberson, 1988; Litwak &
Messeri, 1989; Umberson, 1992), findings that interact further with overall rates of
suicide lethality.

Impact of Conflict and Divorce on Children. Prior to addressing the impact of
partner conflict and divorce on children, we make a clear connection between dyadic
well-being and children outcomes. Abundant evidence indicates a robust relationship
between the quality of the parenting dyad and offspring adjustment (Buehler et al., 1997;
Cummings & Davies, 2010; Emery, 1982). In particular, relational / marital discord is
related to nearly every domain of children’s functioning, from social and emotional
problems (Amato, 1986; Cummings, Schermerhorn, Davies, Goeke-Morey, &

Cummings, 2006; Stroud, Meyers, Wilson, & Durbin, 2015), to impairments in cognitive
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functioning (Grych & Fincham, 2001), to disruptions in physical health and biological
functioning (Buckhalt, EI-Sheikh, Keller, & Kelly, 2009; Cherlin, et al., 1991; El-Sheikh,
Buckhalt, Mize, & Acebo, 2006).

What phenomenon explains such relationships? The spillover hypothesis refers to
“the transfer of mood, affect, or behavior from one setting to the next” (Almeida,
Wethington, & Chandler, 1999, p. 49). In the context of family interactions, spillover
occurs when tension, negative affect, or conflict in the parenting dyad is transferred to
tension, negative affect, or conflict in the parent-child dyad. Spillover relations have been
reported in both cross-sectional (Nelson, O’Brien, Blankson, Calkins, & Keane, 2009;
Ponnet et al., 2013) and short-term longitudinal studies (Davies, Sturge-Apple, Woitach,
& Cummings, 2009; Gerard, Krishnakumar, & Buehler, 2006; Lindahl, Clements, &
Markman, 1997; Shek, 1998). Overall, then, positive parent-child interactions are
strongly associated with positive child outcomes (Erel & Burman, 1995; Feinberg, 2003;
Krishnakumar & Buehler, 2000; Linville, et al., 2010). In this regard, and harkening back
to the discussion of gender, evidence suggests that fathers may be more vulnerable to
transferring their mood and behavior from the parenting partnership to the parent-child
relationship as evidenced by stronger spillover relations for fathers compared with
mothers (Coiro & Emery, 1998; Cummings, Goeke-Morey, & Raymond, 2004; Nelson et
al., 2009; Stroud, Durbin, Wilson, & Mendelson, 2011).

The impact of partner conflict and divorce (among other variables) on children
was most famously captured by the Adverse Childhood Experiences (ACESs) study. This
investigation assessed the long-term impacts of abuse and household dysfunction

regarding a variety of health outcomes for adults (Felitti et al., 1998). Findings show that
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almost two-thirds of study participants reported at least one ACE, and one in five persons
reported experiencing three or more ACEs, important findings since the higher the
number of ACEs, the greater the risk for the following outcomes: alcoholism and alcohol
abuse, chronic obstructive pulmonary disease, depression, fetal death, health-related
quality of life, illicit drug use, ischemic heart disease, liver disease, poor work
performance, financial stress, risk for intimate partner violence, multiple sexual partners,
sexually transmitted diseases, smoking, suicide attempts, unintended pregnancies, early
initiation of smoking, early initiation of sexual activity, adolescent pregnancy, risk for
sexual violence, and poor academic achievement (Felitti et al., 1998).

Overall, a large number of studies continue to find that children with divorced
parents[s}:p}score lower than children with continuously married parents on measures of
academic success (Astone & McLanahan, 1991; Frisco, Muller, & Frank, 2007; Sun &
Li, 2001), conduct (Doherty & Needle, 1991; Simons & Associates, 1996), psychological
adjustment (Forehand, Neighbors, Devine, & Armistead, 1994; Strohschein, 2005), self-
concept and well-being (Sun & Li, 2002; Wenk, Hardesty, Morgan, & Blair, 1994),
social competence (Beaty, 1995; Brodzinsky, Hitt, & Smith, 1993), and long-term health
(Hango & Houseknecht, 2005; Tucker, et al., 1997). Most grave are studies that indicate
a link between parental divorce and offspring suicide risk (Lizardi, Thompson, Keyes, &
Hasin, 2010; Thompson, Alonzo, Hu, & Hasin, 2017). It also should be noted that the
above reverberations may not be associated with only the first divorce since statistically
speaking, the odds of subsequent marriage dissolution also increases after the first
divorce at the rate of 60% to 67% after the second marriage and 73% to 74% for the third

dissolution (“Divorce Statistics,” n.d.). Unfortunately, additional parental divorces may
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be even more stressful for children than first divorces. For example, participants in
Amato and Booth’s study (1991) on parental divorce and marital unhappiness who
experienced multiple parental divorces appeared to be “generally worse off than
respondents who experienced a single divorce” since those with a parental history of
multiple divorces had less contact with their own mothers as children as well as greater
marital instability and higher rates of divorce as adults (p. 907).

Efficacy of Assessment-Based Interventions

Before introducing the principle procedures of the Therapeutic Assessment of
Couples (TAC) program, it may be helpful to provide additional context regarding the
efficacy of assessment-based interventions within varied perspectives of couples work
(i.e., educational, enhancement, targeted, therapeutic, etc.; Beckerman, 2004; Bradbury,
1994; Busbhy, lvey, Harris, & Ates, 2007; Des Groseilliers, Marchand, Cordova, Ruzek,
& Brunet, 2013; Fentz & Trillingsgaard, 2016; Kelly, Strassberg, & Turner, 2006;
MacNeil & Byers, 2005; Miller, Sovereign, & Krege, 1988; Worthington, McCullough,
Shortz, Mindes, Sandage, & Chartrand, 1995).

In terms of setting the stage, couples therapy literature consistently suggests that
the outset of couples work should begin with a well formulated assessment of how the
couple is functioning, a process that precedes the generation of a treatment plan (Week &
Treat, 2001; Long & Young, 2007). Several authors agree that assessment functions as a
quick and efficient means of collecting substantial information and data that can assist
with clarifying and addressing key issues (Sperry, 2012a). Assessment also helps identify
individual, interpersonal, and environmental factors that may affect intervention

outcomes (Williams, Edwards, Patterson, & Chamow, 2011), determine which mode of
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treatment seems most appropriate for the presenting couple (i.e., primary, secondary, or
tertiary), and create shared goals for all involved with the therapeutic process (Floyd,
Haynes, & Kelly, 1997).

Overall, several empirical studies indicate that assessment-based programs can
help couples understand and attend to their problem areas (Halford et al., 2010), increase
awareness of strengths and challenges (Larson, Vatter, Galbraith, Holman, & Stahmann,
2007), improve partner communication, and prevent future relationship problems
(Snyder, Cavell, Heffer, & Mangrum, 1995; Snyder, Cozzi, Grich, & Luebbert, 2001).
Assessment can also serve an intervention function by actively inviting couples into the
process at hand by validating concerns, providing feedback, and engendering hope
through shared perspective-taking and more complex thinking about relational processes
and prospects (Epstein & Baucom, 2002; Halford, 2001; Sperry, 2012a).

From a more practical point of view, Jordan (2003) notes that assessments of
couples also are conducted for purposes of diagnosis and treatment planning. Treatment
planning has become increasingly important, as HMOs, PPOs, and insurance companies
require that mental health services be more time and cost effective, as well as problem-
specific. Additionally, appropriately administered assessment instruments allow
individuals to disclose sensitive information (e.g., sexual functioning, suicidal ideation,
experience of abuse, etc.), and express their feelings and perceptions about their
relationship and / or partner more freely (Lavee & Avisar, 2006). Lastly, evaluations can
serve as valuable outcome measures, the use of which is associated with a range of
pragmatic benefits: identification of effective treatments, immediate feedback to

clinicians and case managers as a source of appropriate action (i.e., termination, treatment
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adjustment, or continuance of intervention), and determination of specific changes that
will most likely move an unimproved couple toward more positive trajectories (Sperry,
2012b). As Sperry aptly summarizes, “Whatever their perspective, clinicians must
contend with the reality that therapeutic accountability and clinical outcomes assessment
in particular have become a core feature of clinical practice today and will be in the
future” (p. 116).
Research Questions

In this project, we propose that a couple’s participation in a Therapeutic
Assessment of Couples (TAC) program will 1) increase self and other-awareness, 2)
facilitate greater intimacy, and 3) enhance relationship satisfaction. Toward such means
and ends, a fundamental proposition of the TAC approach is that couples tend to benefit
from the illumination of underlying communication and relational patterns that emerge
when competing, complementary, or disparate life histories and worldviews are activated
and engaged via intimate relational commitments. There are a variety of both “old”” and
“new” psychological theories and therapeutic approaches that are effective in their focus
on the origin, motivation, and sustainment of particular interpersonal processes (see
Greenberg & Mitchell, 1983). When individual interpersonal patterning is named and
held in a curious and accepting way by both partners, one’s ability to understand and be
empathetic become easier (Kabat-Zinn, 1994). The problem then becomes, not either
person, but the interaction of each individual’s intrapersonal processes and interpersonal
patterns. In short, the internal problem becomes an external “it.” There is empirical

evidence documenting that couples who talk about their problems as a shared “it” rather
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than projecting consternation and blame are more satisfied following a course of couples
therapy (Cordova, Jacobson, & Christensen, 1998).

Our conceptualization of intimacy is informed by Cordova and Scott’s (2001)
understanding that intimacy is a “behavioral phenomenon” (p. 75), defined as 1)
individual behavior (e.g., self-disclosure), 2) interactions between partners (e.g.
rewarding of interpersonal vulnerability), and 3) specific feelings (e.g. connection, love,
care, etc.). We propose that increased self and other-awareness will facilitate greater
expression of all three phenomena, resulting in healthier and more rewarding relational
and marital patterns, such as engaging in forms of adaptive communication, enhancing
the friendship within the romantic relationship, turning and responding to partner bids,
creating shared meaning, and increasing fondness and admiration, among other salutary
processes and outcomes (Gottman & Silver, 2015).

Theoretically, intimacy processes are self-perpetuating (Cordova & Scott, 2001).
We speculate, therefore, that facilitating intimate events within each TAC session will
increase the probability that intimacy processes (i.e., relational and marital healthy
practices) will continue to emerge at a higher rate following the intervention itself, both
in and out of the therapeutic space. Finally, based on extant literature (Davis & Oathout,
1987; Long & Andrews, 1990; Long, Angera, Carter, Nakamoto, & Kalso, 1999), we
propose that increased actions of intimacy will lead to greater relationship satisfaction felt
by both individuals who comprise the couple. Various researchers have found that a
direct connection exists between marital intimacy and the experience of marital
satisfaction (Dandeneau & Johnson, 1994; Greeff & Malherbe, 2001; Merves-OKin,

Amidon, & Bernt, 1991; Robinson & Blanton, 1993; Tolstedt & Stokes, 1983; Waring,
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1981; Waring & Chelune, 1983). We speculate that this association exists for non-
married dyads as well.
Program Goals: Therapeutic Assessment with Couples

Beyond the specific research questions concerning the intervention itself, we
believe that the TAC program has the ability to function as a multi-faceted intervention,
regarding characteristics of both client population and duration of treatment. Mental
health interventions geared toward couples need to be differentiated according to three
levels of engagement: primary (educational or enhancement approaches that deal with
functional or semi-functional couples), secondary (interventions created for identified,
targeted, or at-risk couples), and tertiary (uniquely tailored approaches to guide in-depth
work with stressed couples; Cordova, 2014; L’Abate, 2012). Oftentimes, couples are
seeking external assistance with their relationship when distress is already at secondary
and tertiary levels. Furthermore, many couples who suffer from severe relational
dysfunction never seek treatment at all (Johnson, Stanley, Glenn, Amato, Nock, &
Markman, 2002). Following an approach similar to Cordova’s (2014) Marital Checkup,
we propose that this therapeutic program will successfully attract dyads who are looking
to engage in preventative relational health practices, those in need of targeted
interventions, and couples experiencing global relational hardship.

In terms of duration, the course of the TAC program will depend largely on
relationship functioning as captured by the assessment data. In anticipating a range of
presenting concerns, we developed two tracks through which this intervention can be
used therapeutically. The first track consists of four-sessions with relatively stress-free

couples who are interested in relational enhancement. The second track functions as a
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means of beginning couples therapy, with evaluation results being shared across a longer
span of time alongside a more traditional approach to couples therapy that is committed
to attending to processes and goals unearthed via assessment.

Lastly, this project was created in order to fill an existing gap in couples literature
regarding what couples interventions are considered to be efficacious versus effective
(Pinsof & Wynne, 2000). As summarized by Halford, Pepping, and Petch (2015):

While the randomized controlled trial has long been regarded as the gold standard

for establishing the effects of a treatment (Nezu & Nezu, 2008), it is also evident

that interventions that are efficacious in randomized trials do not necessarily
translate well into effective routine practice (Society for Prevention Research,

2004). (p. 35)

Along similar lines, the current approach essentially is a pilot project that suits the initial
development of the TAC program. New or experimental treatment packages should be
tested using single case or small N designs to first determine the treatment’s utility at an
individual level, allowing time and space for modifications to treatment components to be
made prior to engaging in randomized control trials, if such research is indicated
(Baucom & Crenshaw, 2019).

Lavee and Avisar’s (2006) study reveals that the majority of marital therapists in
the U.S. do not use any kind of structured assessment method when beginning an
intervention with new dyads. Instead, most practitioners appear to depend primarily on
clinical interviews. Such data are consistent with previous findings that clinicians tend to
rely, primarily, on their own judgments regarding the nature and status of couple

relationships as well as the interventions that they subsequently implement (Bray, 1995;
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Floyd, Weinand, & Cimmarusti, 1989). While clinical judgment is integral to the
therapeutic process, there are many well-documented types of inferential bias to which all
therapists are susceptible: availability and representativeness heuristics, fundamental
attribution error, anchoring, prior knowledge, labeling, confirmatory hypothesis testing,
and reconstructive memory (Morrow & Deidan, 1992).

In order to avoid such pitfalls, the use of empirically validated assessment to
complement clinical judgement is recommended strongly, mainly because such
instrumentation has the ability to improve the accuracy, generalizability, and success of
couples treatment. In the current approach, a mixed methods design was employed as a
way of bridging extant gaps in research and practice by gathering both qualitative and
quantitative data in an ecologically valid manner, which also helps illuminate a more
comprehensive understanding of complex processes at play within the therapeutic context
(Coates, Hanson, Samuel, Webster, & Cozen, 2016; Weisner & Fiese, 2011).

Program Pillars: Therapeutic Assessment with Couples

Meyer and colleagues (2001) note a distinction between psychological testing and
psychological assessment. As Coates et al. (2016) elaborate:

...psychological testing is a categorical and definitive process involving the

application of descriptive meaning to scale scores. Psychological assessment, in

contrast, includes considerations such as the clinician’s interpretation of data, the
integration of life history, and the inclusion of other variables and information in
order to strengthen nosological scaffolding and address referral questions and

recommendations in a rich and ecologically valid manner. (p. 373)
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TAC, as a program of psychological assessment, facilitates processes through which
clinicians continually invite coupled individuals to reflect on why and how they
experience themselves, others, and the larger world as they do. Such process-rich
assessment allows both partners to engage in “phenomenological knowing,” an
opportunity to come to terms with the “various dimensions, inner tensions,
contradictions, and potentialities” (p. 130) that are operative for both themselves and their
significant other (Bradford, 2010). This methodology encourages the sharing of
meaningful reactions to and feedback about assessment results (both positive and
negative). It also conforms to the principles underlying informed consent, requiring
clients to be more active participants throughout the evaluation of their relationship
(Levak, Siegel, & Nichols, 2011; Pawlowski, 2002).
Psychological Assessment as a Therapeutic Intervention

Both Fischer’s Collaborative Assessment (CA; 2000) and Finn’s Therapeutic
Assessment (TA; 2007) are models that promote client introspection. Though C/ TA
models differ in their degree of procedural flexibility, each approach is dedicated to
working with clients in better understanding life meanings and facilitating transformative
change through the assessment process (Fischer, 2000; Finn, 1996; Finn & Tonsager,
1992, 1997; Smith, Handler, & Nash, 2010; Tharinger et al., 2008). More specifically and
by design, clinicians who in engage in Therapeutic Assessment of Couples (TAC) as
described in more detail below — like those who employ C / TA in general — are mindful
of their professional roles and obligations, but also strive to approach their clients with an
attitude of mutuality and respect, adopt a relational and process-based stance vis-a-vis

psychological assessment, emphasize compassion and curiosity over judgment and
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classification, and seek to engage clients flexibly and openly (Finn, Fischer, & Handler,
2012). Such models of “assessment as intervention” serve as seminal guides in the
conceptualization of the TAC program’s approach to relationship evaluation.

More specifically, the methodologies and philosophies of C / TA models (and
others) might be best captured under the aegis of Psychological Assessment as a
Therapeutic Intervention (PATI; Coates et al., 2016). The efficacy of PATI models
continues to be demonstrated via improvements in mental health and treatment
accessibility, alterations in attitudes essential for client change, increased desired change
within the therapeutic context, and the generation of a more contextual view of the client,
relationships, and presenting concerns (Finn & Tonsager, 2002; Hanson & Poston, 2011;
Poston & Hanson, 2010; Tharinger et al., 2008). Though much of the literature with
PATI themes demonstrates success with children, adolescents, adults, and families, the
use of PATI models with couples has increased over the last decade (Aschieri, Chinaglia,
& Kiss, 2018; Cordova, et al., 2014; Finn, 2015; Miller, Cano, & Wurm, 2013; Miller-
Matero & Cano, 2015).
Motivational Interviewing

The TAC program also relies heavily on the use of motivational interviewing
(M), as developed by Miller and Rollnick (2002). This directive and client-centered
therapeutic technigque seeks to motivate clients to alter their behavior by exploring and
resolving their ambivalence to change, and then prompting and reinforcing statements of
self-change intent (Miller & Rose, 2009; Halford, Chen, Wilson, Larson, Bushy, &
Holman, 2013). As Cordova (2014) observes, Ml invites couples to “lean forward

together” in a gesture that joins partners “in relation to the issue at hand with a greater
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sense of collaborative cohesion” (p. 43).

Miller and Rollnick (2002) proposed that a person’s motivation to change may
increase through their engagement in a psychoeducational therapeutic interview designed
to clarify the nature of the problem and their emotional relationship with it along with
attendant interpersonal implications and applications. This approach is believed to help
an individual see an issue about which they might feel ambivalent from a perspective that
both validates their ambivalence and clearly connects the person with the undeniable
consequences of not changing. MI organically draws a person’s attention to the
problematic nature of an issue, thus increasing intrinsic motivation to adjust their
thoughts, emotions, and / or behaviors accordingly (Cordova, 2014). For several reasons,
then, MI helps identity and enhance individual and relational strengths, and is thus a key
component of the TAC program, specifically during the single and conjoined intake
interviews and the co-construction of integrative summaries and recommendations for the
TAC report that emerges from this process.

Assessment Battery: Therapeutic Assessment With Couples

Just as the TAC intervention is multifaceted in its target population and duration
of treatment, the assessment battery itself is one created with multidimensionality in
mind. No single method provides a complete picture of relational functioning. As such, a
more comprehensive evaluation of presenting partnerships should be obtained through
the utilization of a more expansive battery (Cromwell, Olson, & Fourinier, 1976;
Cromwell & Peterson, 1983; Olson, 2000). Lavee and Avisar (2006) write, “Several
assessment methods are used in couple and family therapy, including interviews,

gualitative assessment methods, behavioral observations, clinical rating scales, and self-
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report instruments” (p. 234). TAC capitalizes on the range of types of measurements
found in relational therapy by including the following in its core battery of assessments:
Couples Questionnaire (CQ; Kenny, Shealy, & Henriques, 2018), Marital Satisfaction
Inventory-Revised (MSI-R; Snyder, 1997), Beliefs, Events, and Values Inventory (BEVI,;
Shealy, 2016a), and the Sentence Completion Series: Marriage (SCS:M; Brown, &
Unger, 1992; adapted as Sentence Completion Series: Romantic Relationship (SCS:RR)).
Couples Questionnaire

The Couples Questionnaire is an extended life information survey that queries
about the dyad’s relationship, current concerns, and strengths, as well as individual
histories, symptoms, strengths, and current functioning (see Appendix A). The structure
and content of the CQ is informed by extensive clinical usage and was modified for this
project to facilitate PATI-type couples collaboration. The majority of questions are posed
open-endedly as to engage client participation and self-reflection, allowing clients to be
“experts” on themselves. The therapist actively reviews the questionnaire with partners
during the first session’s single and conjoined interviews. As mentioned, motivational
interviewing is a technique used to explore the contents of this intake.

While parts of the CQ are dedicated to evaluating relational issues, the bulk of the
survey is purposefully geared toward evaluating individual partners. Representative
surveys of the U.S. population show a moderate-to-strong association between
relationship distress and common psychological disorders in partners — notably
depression, anxiety disorders, and drug and alcohol abuse (Whisman, 2007). Thus, it
should not be a surprise that there exists a high rate of individual disorders in those who

present for couples therapy. Baucom, Whisman, and Paprocki’s (2012) review
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demonstrates that adapting couples therapy to address psychopathology in one partner
can enhance outcomes in terms of both relationship distress and individual
symptomology. Such literature illustrates the importance of fully assessing partner-
specific developmental histories, interpersonal landscapes, and self-concepts.

Since some of the strongest data indicate that relational conflict may be both a
precursor and a consequence of alcohol and drug abuse (O'Farrell, Hooley, Fals-Stewart,
& Cutter, 1998), the CQ includes questions related to individual and familial substance
use. Studies of intimate partner violence in couples seeking couple therapy show that 36—
58% of couples report male-to-female violence in the past 12 months, and 37-57% report
female-to-male violence in the past 12 months (Jose & O’Leary, 2009). Given these
statistics, it is recommended that screening and assessment guidelines for intimate partner
violence be available in the forms of both self-report and partner report as to allow
individuals to self-disclose in safety (Stith, Penn, Ward, & Tritt, 2003). Thus, the CQ
(and along with the Marital Satisfaction Inventory-Revised) includes several questions
concerning the presence of intimate partner violence.

Lastly, the CQ provides space for individuals to write about their strengths, a
practice that has been shown to decrease stress, and increase self-esteem, vitality, and
positive affect (Seligman, Steen, Park, & Peterson, 2005; Wood, Linley, Maltby,
Kashdan, & Hurling, 2011). Including these positive traits within the written report offers
a multitude of benefits, including helping clients to recognize “positive aspects to [their]
ongoing life issues, recalling some previous coping successes (i.e., benefit reminding;
Tennen & Affleck, 2002), and reclaiming some of the personal worth that may have been

depleted” (Snyder, Ritschel, Rand, & Berg, 2006, p. 42) Lastly, conducting and writing a
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balanced report is likely to facilitate the cultivation of clients” hopes, a process which has
been shown to have a clear relationship with having a stronger therapeutic alliance
(Horvath & Greenberg, 1989; Magyar-Moe, Edwards, & Lopez, 2001; Snyder et al.,
1991).

Marital Satisfaction Inventory-Revised

Bagarozzi and Sperry (2012) suggest that couples assessment should begin
“...with the therapist selecting some tried and true, empirically tested measure of
relationship quality to get a fairly accurate appraisal of the couple’s level of distress and
dissatisfaction” (p. 152). The Marital Satisfaction Inventory-Revised serves the purpose
of broadly assessing a couple’s romantic relationship, married or otherwise. Each partner
responds to 150 true—false items (or 129 true—false items if they have no children) written
at a 61 grade reading level. This evaluation takes between 20 and 25 minutes to complete.
Each partner’s results are displayed on a single, comparative profile that provides a cutoff
frame in which there is no distress, moderate distress, and / or severe distress concerning
each of the 13 subscales: global distress, affective communication, problem-solving
communication, aggression, time together, disagreement about finances, sexual
dissatisfaction, role orientation, family history of distress, dissatisfaction with children,
and conflict over child rearing.

There exist many relationship assessments, with some of the more popular ones
being the Revised Dyadic Adjustment Scale-Revised, Couple Satisfaction Index, and
Locke-Wallace Marital Adjustment Test. We chose to select the MSI-R for a variety of
reasons. The MSI-R was standardized on 1,020 couples stratified across age, geographic

location, education, and ethnicity with reliability coefficients that suggest its scales are
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relatively stable over time. Excluding the inconsistency scale, the test-retest reliability
coefficients range between .74 and .88 with a mean of .79 (Snyder, 1997). This self-
report inventory can be used to assess the nature and extent of conflict and distress within
both traditional and nontraditional couples (Means-Christensen, Snyder, & Negy, C,
2003; Snyder et al., 2004). The MSI-R is also available in Spanish, several studies of
which have validated its intra-lingual validity and reliability (Negy & Snyder, 2000;
Negy, Snyder, & Didz-Loving, 2004; Reig-Ferrer, Cepeda-Benito, & Snyder, 2004;
Valenzuela & Caamano, 2011). The visual profiles assist with client comprehension as
they clearly indicate any differences in each partner’s perceptions of the nature and extent
of conflict within the relationship. Lastly, the MSI-R serves as a secondary means of
screening for intimate partner violence due to the risk that undetected violence has on
individual partners.
Beliefs, Events, and Values Inventory

As will become clear from the below results, the Beliefs, Events, and Values
Inventory (BEV1), as the second measure in this battery, emerged as a particularly salient
and facilitative test in the context of the TAC intervention. Many assessment-based,
couples interventions at primary, secondary, and tertiary levels, focus on surveying and
addressing shared, relational domains. However, since couples are comprised of and
created by single persons, psychological factors affecting individuals are important in
assessment. Successfully changing a dyad requires that you understand each partner
within the system (Williams et al., 2011). TAC is unique in that it responds to this notion
by comprehensively assessing both persons within the dyad, the results of which are then

presented via a comparative couple profile.
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The BEVI is a web-based, analytic tool that examines, from a mixed methods
approach, how and why individuals come to see themselves, others, and the larger world
as they do (e.g., how life experiences, culture, and context affect beliefs, values, and
worldviews). This measure also considers the influence of such processes across multiple
aspects of human functioning (e.g., transformational learning, being in relationships,
personal growth, emotional / attributional processes, pursuit of life goals, etc.). The BEVI
consists of 185 items with a four-point scale (Strongly Agree, Agree, Disagree, and
Strongly Disagree), and takes approximately 30 minutes to complete. Formal evaluations
of the BEVI suggest it is not face valid (Shealy, 2004, 2015), meaning that it is has the
ability to “...tap into psychological phenomena and emotional dynamics that are readily
susceptible to cognitive screening and impression management processes” (Shealy,
20164, p. 144).

This standardized and mixed methods measure has two validity scales, three
experiential reflection items, and 17 construct scales, the latter of which are grouped into
the following domains: formative variables, fulfillment of core needs, tolerance of
disequilibrium, critical thinking, self access, other access, and world access. Assessment
results can be translated into multiple types of scale scores and / or written reports for
individuals, couples, families, groups, communities, organizations, and institutions
(About the BEVI, 2020). The TAC program has a couple review a visual report in which
scale scores of each partner are set alongside one another in a comparative format. The
scale scores are presented via a series of colored bars along with a number within each
bar, the number of which corresponds to the percentile score, a number between 1 and

100, for each individual respondent (Shealy, 2016b).
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The goal with BEVI assessment is to understand the why’s behind the what s,
which are illuminated through one comprehensive, integrative, and depth-based measure.
For example, why is there such a discrepancy concerning XX and XX’s capacities to
communicate affectively? As Halford and colleagues (2015) write:

A common challenge in couple therapy is that distressed couples tend to attribute

relationship problems to stable, negative characteristics of their partner (Bradbury

& Fincham, 1990; [Blanchard-Fields, Hertzog, & Horhota, 2011; Brody, Arias, &

Fincham, 1996; Manusov & Harvey, 2001; Moskowitz, 2005]). Furthermore,

holding these partner blaming attributions is associated with couples being unable

to identify specific things they can do to enhance their relationship (Halford,

Lizzio, Wilson, & Occhipinti, 2007). Benson, McGinn, and Christensen (2012)

argue that a common element to evidence-based couple therapy is altering the

couple’s view of the presenting problem to be less partner blaming and to become
more objective, contextualized, and dyadic. It is argued that such a change in
attributions assists partners to commit to making individual efforts to enhance the

relationship (Halford, 2001). (p. 38)

In this regard, the BEVI served as both an important source of assessment information as
well as a facilitative intervention by illuminating a dyadically focused and shared
conceptualization of the couple relationship and its associated problematic and
ameliorative patterns. It does so by helping all involved to understand better how each
partner’s beliefs and values are acquired as well as the intra- and interpersonal
implications of their maintenance. In this way, this BEVI is highly congruent with, and

facilitative of, PATI’s emphases on the activation of deep and sustained self / other
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reflection (Finn, 2007; Hanson, Claiborn, & Kerr, 1997).
Sentence Completion Series: Marriage / Romantic Relationship

The final measurement for the TAC battery is the Sentence Completion Series:
Marriage / Romantic Relationship. The Sentence Completion Series is a semi-projective
method of gathering information associated with current client concerns and specific
areas of distress. The test has 50 sentence stems and eight different content areas — the
marriage content area is used in the TAC battery (the language of which has been slightly
modified for same-gender partnerships). Rogers, Bishop, and Lane (2003) posit that,
“The indirect means of sentence completion measures may permit a more emotionally
engaged and less guarded production of information, which may be useful in initial
assessment for the formulation of treatment goals and direction in psychotherapy” (p.
241). The popularity of sentence completion measures is due to ease and speed of
administration, acceptability to clients (Aiken, 1989; Katz, 1985), and flexibility and
adaptability to a wide range of psychological concerns, theories, and settings (Aiken,
1989). According to Holaday, Smith, and Sherry (2000), the open-ended nature of the
items on these tests permit the production of a wider range of responses pertinent to
diagnosis, treatment planning, and report writing compared to other projective or
personality tests.

Because there exists variability concerning the scoring and use of sentence
completions in general (Aiken, 1989; Holaday et al., 2000; Lah, 1989), we briefly explain
the TAC program approach to scoring the SCS:M / RR. The primary therapist utilized an
inferential approach, using client responses, information gathered from other resources,

and expertise regarding relevant psychological process to generate the most salient
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themes (referencing the Topic Groups offered by the test developers) and response styles
or patterns. Striking responses, often highlighting “situational, historical, or
psychological difficulties” (p. 4), were discussed with the couple during the informing
session (Brown, & Unger, 1992).
Additional Measures
The TAC program followed guidelines offered by Bagarozzi and Sperry (2012)
concerning concluding operations of the assessment process:
The fourth and final step in this procedure is refinement. Specific instruments are
selected that can be used for in-depth analysis and exploration of the problems,
conflicts, and concerns included in a particular category. Depending on the
breadth and scope of a given category, more than one measure may be required if
coverage is to be adequate, if not comprehensive. (p. 153)
Fortunately, there is no shortage of empirically validated measures that assess nearly
every component of intimate relationships, including their functional aspects (Odell,
2003). The following are just a sampling of what types of measures exist concerning
romantic partnerships: Areas of Change Questionnaire, Intimacy Needs Survey, Sexual
Desire Inventory, Justification for Extramarital Involvement Questionnaire, Trust Scale,
Emotional Sensitivity Scale, Substance Abuse Subtle Screening Inventory-3, Revised
Conflict Tactics Scale, Meaning of Sexual Behavior Inventory, and Marital Instability
Index.
We view this step as an additional, and at times, necessary, part of the TAC
program. For example, the primary therapist in this study administered the Gay and

Lesbian Relationship Satisfaction Scale (Belous & Wampler, 2016) to two participating
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dyads as to account for the stigma and lack of social support that same-gender couples
often experience compared to those in opposite-gender partnerships (Frost, 2011; Otis,
Rostosky, Riggle, & Hamrin, 2006). While quaternary evaluations may be included in the
initial packet sent to clients prior to the first session, more often than not, specialized
measures are administered in subsequent sessions for dyads utilizing the TAC program
for secondary and tertiary levels of relational care (i.e., couples therapy). In short, the
gestalt represented by TAC measures (i.e., semi-structured intake, domain-specific self-
report, quantitative and qualitative evaluation, and a semi-projective method) affords both
clients and therapists the opportunity to enter into this intensive and reflective process at
multiple and synergistic levels of analysis and engagement.
Participant Demographics

Five couples (i.e., 10 individual partners) participated in this exploratory study.
Two of the five were same-gender pairs while the remaining three were opposite-gender
dyads. Couples were recruited via informational emailing through several local
institutions (i.e., university, church, and hospital). The TAC intervention was advertised
as a program to help couples better understand how each of their constellations of values
and vulnerabilities interacted within a romantic, relational context. It was proposed that
such an understanding would work to facilitate more hopeful and effective relational,
marital, and / or familial processes and outcomes over the short- and long-term. We
purposefully did not use the words “treatment” or “therapy” in our recruitment materials
as “...many people, particularly men, have poor treatment-seeking attitudes and...the
concern is that it is difficult enough to get many men to attend to their [relational and]

marital health without the added burden of potentially threatening words like treatment”
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(Cordova, 2014, p. 100). Moreover, we wanted to encourage couple participation from
across a range of relational functioning. We posited that even relatively stress-free dyads
could benefit from viewing and engaging with TAC as a transformative learning
experience.

Inclusion criteria for the study were that couples (both distressed and non-
distressed) were in committed relationship. For those who self-identified as distressed,
the TAC intervention was offered as a means of starting couples therapy in an informed
and thorough manner. For couples who did not endorse relational distress, the program
was framed as a means of relationship / marriage enhancement. Participants needed to be
able to read and write in English, have a functional mailing address, and access to the
Internet. Participants also needed to be available to meet for a minimum of four, face-to-
face sessions at a local community clinic, and able to pay $10.00 per session (excluding
the intake) for therapeutic services ($30.00 total). The men’s mean age was 41 years,
with a range from 25 to 57. The women’s mean age was 35.7 years with a range from 20
to 52. The mean duration of the relationship was 11.4 years with a range from 19 months
to 29 years. Three (60%) couples were married and two couples (40%) were in
committed relationships. Lastly, of the ten individuals, two identified as African
American, one identified as biracial (African American, Puerto Rican, and Native
American), and seven identified as Caucasian.

Intervention Procedure
Pre-Intervention
This study was conducted in compliance with appropriate guidelines and

procedures (e.g., IRB, HIPAA). Once initial contact was made with a dyad, including the
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scheduling of a first session meeting, we mailed out or arranged a pick-up of the
assessment battery. Research has shown, at an elemental level, that immediate previous
experience (generally defined as previous test items) influences the various stages of the
response process, including the final response itself (Knowles, 1988; Steinberg, 1994;
Tourangeau & Rasinski, 1988). In following this line of research, we designed this study
to gather information (via our selected assessments) as “cleanly” as possible, meaning,
that we opted to have clients take the TAC measurements prior to any “contact” with the
intervention itself.

We put together two packets in separate envelopes with a welcoming introductory
letter, instructing partners to complete the measures separately, without consulting one
another. We emphasized that it would be most helpful if individuals completed the
assessments on their own as it would be likely that they would both have different
perspectives on their relational concerns and strengths, differences that we would want to
be able to address and process. Most couples requested a week to complete all the
measurements, estimating that it took two hours to take all four evaluations.

Session #1

One day prior to the first session, participants were emailed a reminder to bring in
all of their completed assessments to their scheduled appointment. The initial session
consisted of three parts: 1) a 15-minute introduction to the TAC process and the filling
out of required community clinic forms; 2) two, individual semi-structured, therapeutic
intake interviews as guided by the Couples Questionnaire that each took 40 minutes; and
3) a conjoined semi-structured, therapeutic interview that took about 25 minutes. On

average, this first session lasted two hours, and included a strong emphasis on
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motivational interviewing techniques.

Prior to reviewing the CQ, we asked each partner to comment on their experience
of the TAC battery and reflect on any interesting or surprising features (Finn, 2015). This
extended inquiry TA strategy was also used after reviewing scored measures and
associated data (Finn, 2007). As with many individual intake interviews, the clinician
worked with each partner to identify and explore primary concerns and associated
therapy goals, obtain data related to the patient’s interpersonal style, social skills, and
psychosocial history, and assess current life situation and functioning (Sommers-
Flanagan & Sommers-Flanagan, 2014). In reflecting on questions from the CQ that were
especially useful for the lead therapist, the following have been identified:

e In your own words, please describe any issues of concern or ways in which you
would like to enhance your relationship. If you are citing a relational issue,
please provide information about when the problem(s) began, and what (in
your opinion) is causing the problem(s). Try and be specific in your answer.

e What areas or topics are most difficult to be open about with your partner?
Why?

e What are your biggest strengths as a couple?

e Describe who your biological father is / was like as a person (separate
questions existed for “biological mother” and “primary caregiver”).

¢ Describe both your past and present relationship with your biological father
(separate questions for “biological mother” and “primary caregiver”).

e Please list members who are a part of your family of procreation / romantic

relationship (including yourself), write their approximate age, role within the
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system from your perspective (i.e., husband, partner, daughter, stepson, etc.),
occupation, and two to three words you would use to describe that person.

e What are some of the words important people in your life might use to describe
you?

e |s there any relevant information you wish to provide concerning personal and
important social demographics (i.e., age / generation, developmental disability,
diability (acquired), religion, ethnicity and race, socioeconomic status, sexual
orientation, national origin and language, and gender; [Hays (1996)])?

¢ \What expectations do you have concerning this assessment process?

During the conjoined interview, the primary assessor utilized intimacy-promoting
techniques adapted from several sources. For example, at the start of the couples
interview, the therapist asked each partner to summarize what was shared during their
individual sessions. Such summations assisted clients in exercising self-reflective
practices and enhanced communication styles, as the therapist was readily available to
help with the articulation of difficult topics. As a secondary example, we asked partners
about the earliest part of their relationship, including how they met, what attracted them
to one another, and, if applicable, stories related to their decision to marry and any
associated ceremony. All of these inquiries were adapted from Gottman’s (1994) Oral
History Interview. Cordova (2014) engages in a similar process and writes that such
questions:

...have a surprisingly therapeutic effect in that answering them can be an

affirming and validating experience for partners, even partners in distressed

relationships who have become narrowly focused on their problems. These
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questions also have an important assessment dimension in that there is good
evidence in the research literature (Buehlman, Gottman, & Katz, 1992; Carrere,
Buehlman, Gottman, Coan, & Ruckstuhl, 2000) that how couples tell the story of
their early history is predictive of their marital health trajectory. (p. 98)
In addition to such questions, we also asked each partner to name and tell stories about
the strengths of both their significant other and their partnership. The therapeutic goal of
this technique is to give couples the opportunity to reconnect with their assets, and to
spend some time seeing each other through the lens of what they value most, both
personally and relationally. In this regard, an essential feature of this first TAC session is
to spend some time deliberately considering, acknowledging, and celebrating the
individual strengths of each partner and their unique, relational strengths as a dyad.
Toward the end of the session, most often, the therapist would assist both
individuals in identifying one or two actions that they would like to take to enhance their
relationship over the next two weeks. Again, motivational interviewing strategies were
used, including prompting and reinforcing change talk, and helping build each partner’s
efficacy to make the self-identified changes (Halford et al., 2013). Consistent with an
overarching focus on the value of assessment, this first session concluded with the
administration of a short feedback form to each partner that evaluated the satisfaction of
the session experience while also soliciting suggestions for how processes might be
improved going forward (see Appendix B). Such feedback is important because client
monitoring has not been routinely incorporated in couples therapy efficacy trials. As
such, the TAC approach deliberately integrated “assessment about assessment” into the

process. Literature shows that the monitoring of each partner’s experience of couples
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interventions is an important aspect of preventing attrition and enhancing the therapeutic
outcome (Anker, Duncan, & Sparks, 2009; Reece, Toland, Sloane, & Norsworthy, 2010).
More specifically, it has been found that when improvement occurs in couples therapy,
such improvement tends to occur most strongly in the early sessions (Behrens, Sanders,
& Halford, 1990; Doss, Thum, Sevier, Atkins, & Christensen, 2005). We, therefore, were
especially committed to closely monitoring the beginning phases of the TAC program.
Session #2

During the two-week span between the first and second sessions, the lead
therapist scored both the MSI-R and the SCS:M / RR; the BEVI automatically generates
its scores and reports. During this timeframe, the clinician also is responsible for writing
up several pieces of the TAC report. As a quick breakdown, the TAC report consists of

the following sections:

o Reason for referral
o A list of evaluation procedures and tests administered
. Background Information

o Initial Presentation — Partner #1

o Life History — Partner #1
o Initial Presentation — Partner #2

o) Life History — Partner #2

o Test Results
o Marital Satisfaction Inventory-Revised
o Beliefs, Events, and Values Inventory

o Sentence Completion Series: Marriage / Romantic
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Relationship
o Additional measures administered
. Integrative Summary
o Recommendations

Each TAC report consists of five written sections (excluding the list of procedures and
assessments). The first provides a client demographic summary and succinct outline of
key concerns as expressed by both partners. The second section presents each partner’s
perspectives of both dyadic and individual issues and strengths as well as brief life
histories. The third reports out each person’s scores on the assessment measures. The
fourth section offers a comprehensive and cohesive synopsis of the primary issues
identified in this process, narratives of explanation concerning such issues, and how both
personal and relational strengths can be harnessed to cultivate greater awareness,
understanding, and intimacy. The final section includes an extensive and co-created list
of recommendations (e.g., literature, media, exercises, referral sources) based on what
needs to be enhanced within the partnership.

In returning to the assessment / intervention approach, we found it helpful to write
up all report sections except the final two during the two-week scoring break. While
paper copies of these reports are not given to dyads during the second session, the
primary clinician noted that the process of report writing increased their familiarity and
confidence in presenting the material. Information gathered from the intake interviews
and assessment results can provide both a broad and detailed map concerning clinical
diagnoses of existing relational problems, such as commitment to the relationship,

emotional expressiveness, attributional tendencies, sexual functioning, shared goals and
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aspirations, gender roles and / or role functioning, communication skills and styles,
perception of intimacy, conflict management, and so on (Duffy and Chenail, 2012). This
written map has been shown to be invaluable to the therapist, clients, and other relevant
stakeholders (see also Intervention Procedure: Session #4 and Discussion below).

Though not commonly addressed in the C / TA literature, we purposefully
selected measures that had visual aids to help communicate data results. Garcia-Retamero
and Cokely (2017) conducted a systematic review of the benefits of visual aids in risk
communication for persons with different levels of numeracy and graph literacy. They
found that transparent visual aids greatly improved risk understanding in diverse
individuals by “encouraging thorough deliberation, enhancing cognitive self-assessment,
and reducing conceptual biases in memory” (p. 582). From a more general health
outcomes perspective, improvements in risk understanding consistently produced
beneficial changes in attitudes, behavioral intentions, trust, and healthy habits. Moreover,
visual aids were found to be particularly beneficial for vulnerable populations (Garcia-
Retamero & Cokely, 2017). We view our inclusion of visual aids within the TAC
assessment battery as adhering to PATI techniques.

The visual profiles offered by both the MSI-R and the BEVI were helpful on two
levels: data comprehension and comparative practice. Several clients noted the positive
impact that these assessments’ visual profiles had concerning the interpretation of test
scores. For example, one study participant noted, “It was helpful to see the results
mapped out along with the written and verbal explanations of the findings. Having it in

picture form combined with explanation and discussion created a deep level of
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understanding” (TAC1-M)*. Furthermore, a few individuals shared that comparing their
scores with their partner’s scores was much easier to do when test results were presented
in a visual format. For example, one individual (TAC1-F) shared:

The graphs were extremely helpful in showing the comparison between our

scores. They provided a quick visual method to see where there were common

points and where there were areas that may need to be addressed. It was more
meaningful to see data points that are close together or far apart versus simply
seeing numbers listed.
While readability is a commonly noted factor regarding client accessibility, visual
profiles may increase the effectiveness of assessment-based interventions as they make
findings more accessible by complementing or illuminating feedback that is presented in
written or oral form.

While all TAC sessions may be considered interventive, the feedback session
most closely aligns with the TA conceptualization of an intervention session (Provenzi,
Menichetti, Coin, & Aschieri, 2017):

Intervention sessions consist of using assessment results to plan and conduct a

brief therapeutic intervention with clients, actively engaging them in applying

testing data to real-life challenges (Michel, 2002). The aim of the intervention
session is to provide clients with the opportunity to play with testing results and to
co-create new meanings around their life problems (Finn, 1996; Tharinger, et al.,

2008). (p. 91)

This session can run from one hour and thirty minutes to two full hours. The clinician

L For purposes of this study, client observations are identified through their assigned TAC number as well
as self-reported gender (e.g., TAC1-M refers to the first TAC case as well as the fact that this specific
observation was provided by a self-identified male).
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verbally reviews test results from both the MSI-R and BEVI as clients view their visual
profiles. The therapist then asks both partners about their experience taking these
measures, their opinions regarding the accuracy of the assessment results, and any lived
experienced narratives (past or present) that relate to testing data (Finn, 2007, 2015).
Studies have shown that when an assessor provides the opportunity for their clients to
collaboratively discuss their assessments results, symptom reduction is more likely
(Aschieri & Smith, 2012; Poston & Hanson, 2010) as is higher satisfaction with the
evaluative procedure overall (Luzzo & Day, 1999; Poston & Hanson, 2010).

In reviewing the SCS: M / RR, the clinician identified a completed stem that
captures each of the themes generated for both individuals. As an example, the following
completed stem was chosen for the theme of “tension concerning individual needs and
relational responsibilities” (TAC2-F1): | want my partner to understand 7 don 't want to
feel trapped / crowded/boxed in — | need space for myself, for my mind. The therapist then
asked the “writing” partner to read their completed stem out loud. Both individuals are
then asked to share “what’s going on for them” as they either read or hear each statement.
Such a practice may be evocative as individuals often complete the SCS:M / RR in an
uncensored fashion. Therefore, the stem that represents the identified theme should be
strategically selected.

That being said, using the SCS:M / RR in this way provides a number of
therapeutic potentials. First, some of the identified themes may be related to a couple’s
perpetual problem(s), which may invite partners to engage in problem-solving
communication. Second, as discussion about completed stems emerges, the therapist can

intervene and assist partners in practicing healthy communication (e.g., not speaking on
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behalf of one’s partner, eliminating the “four horseman of the apocalypse,” learning how
to actively listen, etc.; Gottman, Gottman, Greendorfer, & Whabe, 2014). Third, the
presentation of SCS:M / RR completed stems invites partners to make themselves
vulnerable. If the therapist effectively manages such invitations, the act of becoming
vulnerable may become facilitative of intimacy. Indeed, a number of clients found this
interactive process of reviewing assessment results to be memorable. As one participant
(TAC1-M) noted:

It made me think about some about my, maybe, gut reactions, and kind of, like,

what was | thinking at the time, and do | still agree with things. It was more than

just a number...it felt more meaningful to me. | kind of like that we did it in front

of each other, to gauge reactions and see responses, and to hear her responses. |

had no clue what XX was going to say.
A short transcript of therapy during a feedback session captures a similar perspective of
another participant, “With the sentence completion, it was good hearing the things you
wrote. The way I worded things in there isn’t necessarily how I would have said them
face-to-face to you, but it’s helpful to get it out” (TACL1-F). Yet another stated. “We went
through the sentence completion and it touched on some really heavy topics like family
and trust issues, but the emotional piece was good” (TAC3-F2). In short, purposefully
chosen sentence stems can help activate communication and reflection processes that are
integral to the facilitation of awareness, connection, and intimacy.

This second session is replete with content. One individual shared, “I enjoy
hearing what’s going on inside of her because she doesn’t share that often. I mean, we’ve

been together seven years and | just learned so many new things about her in the last
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hour” (TAC2-F2). Couples are inundated with new and sensitive pieces of information.
The fullness of this experience is designed to be significantly informative. As the depth
and breadth of content within the assessment setting increases, the more likely clients are
to consider factors and forces that affect who their partners are and why (Cummings,
Davies, & Campbell, 2002). That being said, because information overload is possible,
the TAC clinician should strive to bring this session to a close in a way that generates
continuity and hope. At a metacognitive level, simply noting the amount of data shared
can be helpful as can offering a frame of what future sessions will entail. For example,
the primary assessor found it fruitful to ask each partner a final, open-ended question
about what was most “interesting” or “surprising” about their in-session experience and
then to link their observations to potential future steps or recommendations. At the
conclusion, clients were given the same feedback form as administered in the first session
to complete prior to the end of this meeting.

It should be noted that couples who began the TAC process utilizing the couples
therapy track, or for couples who emerged from this session (or the next) as dyads
needing further support, the feedback timeline may be different. For example, in
reviewing just the MSI-R with one of the couples in this study during the second session,
we came to an agreement that their TAC experience was going to be longer than the
relationship enhancement route. With this new timeframe in mind, the following three to
four sessions were dedicated to working on some of the areas of concern made clear from
the MSI-R test results. Once this dyad felt more secure in their understanding of one
another, we reviewed data from the SCS:M / RR. For this couple, this pattern of actively

engaging test results — and then attending to the emergent issues — continued for six
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months until a mutually agreed upon termination with the primary therapist occurred.
Session #3

The third session of the TAC program consists of three components: 1) reviewing
any remaining data results from the previous meeting; 2) engaging partners in self-
reflective awareness as a means of increasing their understanding of one another; and 3)
co-creating the final two sections of the TAC report (integrative summary and
recommendations). While most test scores are reviewed during the second session, there
were several couples with whom processing such results was time-consuming (often an
indicator of needing additional support in the form of couples therapy). If that happens
with a dyad who wants to stay on the four-session track, finishing up the feedback portion
of this intervention occurs during session three. Oftentimes, individuals come to the third
session with a desire to share new reactions to and reflections of the scores presented
during the last meeting. It proved most beneficial for the clinician to, again, utilize
motivational interviewing techniques to encourage continued contemplation and
meaningful actions of change. With this momentum, clients and therapist join together in
co-creating certain aspects of the TAC’s report integrative summary and recommendation
sections.

In terms of proposed best practices, it seems helpful for TAC clinicians to have a
written draft of the TAC integrative summary going into the third session. While the
therapist does not need to have a hard copy of the report draft in-hand, having the content
of this section (i.e., individual case conceptualizations, mutually constructed couple
patterns, individual and relational strengths, etc.) accessible makes this session flow more

smoothly. Case formulation is a core competency within the field of psychology and
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greatly contributes to a clinician’s understanding of the development and maintenance of
mental health problems (Benjamin, 2018; Hill, 2014; Kinderman, 2005; Tarrier, 2006).
Relatedly, strong conceptualizations of etiology, functioning, and recommendations have
been found to lower clients’ anxiety and encourage more adaptive ways of coping with
distress (Horowitz, 1997; Persons & Tompkins, 1997), increase client motivation, and
instill hopefulness and improve therapeutic alliance (Needleman, 1999; Pain, Chadwick,
& Abba, 2008)

Moreover, in the context of couples therapy, a clinician must be able to formulate
clear case conceptualizations of each partner so that conscious and unconscious
motivations (Henrigques, 2016) driving problematic intrapersonal patterning may be
accurately identified. This identification, often associated with self and other-awareness,
was usually followed by an increase in behavioral demonstrations of intimacy within the
dyadic system. In short, the clinician’s cognitive understanding of each partner’s case
conceptualization (including an idea of what happens when these two formulations
interact) is integral to the TAC intervention. More on the importance of the written case
formulation from the client perspective is presented below (e.g., see Intervention
Procedure: Session #4 and Discussion).

Although pieces of the integrative summary are co-created by the couple and
therapist, the recommendations section is where much of the collaborative construction
takes place. The clinician is encouraged to have a drafted outline of the couple’s
categories of conflict. Bagarozzi and Sperry (2012) offer the following perspective,

which informed our development of the TAC recommendations section:
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Once all areas of conflict, issues of disagreement, problems, and so on, in the
marriage or relationship have been identified, they are categorized so that they
can be dealt with more effectively...One way to categorize issues of concern,
problems, and conflicts is to assign them to theoretically meaningful categories,
for example, couple cohesion, communication patterns, relationship structure,
power, rules, hierarchies, and boundaries. Once categories have been determined,
they are hierarchically ordered and ranked according to their importance, severity,
urgency, and so on, depending on the needs of a given couple and the nature of
the presenting problem. The couple, in conjunction with the therapist, then agrees
on a sequence in which these categories will be addressed in therapy. (pp. 152-
153)
Once this categorization has been derived, the therapist will derive several working
suggestions regarding observed dynamics and conflicts. That is because it is helpful to
offer a menu of strategies from which couples can choose, which may increase the
likelihood that each individual will follow-through with one or more recommendations
(Cordova, 2014). The processes by which both partners creatively address areas of
concern together can be a positive and intimate experience, generating feelings of
efficacy and hope. Studies have noted that clients change for the better during the
assessment phases of therapy, and most of the changes have seemed to occur in instances
in which clients were included and an active part of the assessment process (Allen, 1981,
Butcher, 1990; Des Groseilliers et al., 2013; Finn, 1996, 2007). Our experience indicates

that partners appreciated the opportunity to work conjointly in generating a list of
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recommendations. Per usual, this session concludes with the administration of the short
feedback survey.
Session #4

The fourth and final meeting of the relational enhancement track of the TAC
program (as opposed to continuing on in therapy) is a summary session. Froma C / TA
perspective, summary sessions are dedicated to assisting clients with the integration of
information that they already know about themselves, information that is only partially
available to them, and new insights about aspects of their lives that are not accessible via
conscious awareness (Provenzi et al., 2017). The TAC summary session functions to
enhance self and other-awareness, while catalyzing momentum from the entire process in
order to facilitate healthier and most sustainable relational / marital practices over the
short- and long-term. This overarching goal is actualized through several methods: 1)
distribution of hard copies of the TAC report; 2) reading report sections aloud; 3) inviting
individual and dyadic feedback; and 4) encouraging final reflections.

As with previous session descriptions, it may be helpful to outline the process of
this final meeting. The clinician brings a hard copy of the TAC report for each partner
and one for him or herself. The therapist may begin by reading or summarizing the
“Reason for Referral” section to the couple. This step re-orients all parties to original and
primary concerns, which, over the course of couples therapy, is especially useful. Initial
presentation and life history sections are simply acknowledged as their inclusion is
primarily for the clients and any future mental health professionals. Since individuals
have already processed the data, the middle section of the report — consisting of the

assessment scores and related information — can be quickly referenced (or, if needed,
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briefly reviewed).

As previously written, the integrative summary section of the TAC report contains
information regarding individual case conceptualizations, mutually constructed couple
patterns, and individual and relational strengths. Clients are asked to read their individual
case conceptualizations aloud — to themselves, their partner, and the therapist. That is
because substantial literature attests to the fact that the production effect (i.e., saying
words aloud) has been shown to increase one’s ability to recognize and recall information
(Bodner & MacLeod, 2016). Not only does this experiential technique assist with
memory-enhancing functioning, but the emotional impact of reading accurate and
meaningful case conceptualizations can serve as a significant part of one’s process of
self-understanding (Butler, 1998; Ryle, 1990). For these reasons, we have incorporated
this strategy within the summary session. As both clients and therapist move through the
integrative report, the clinician routinely asks about the accuracy of the report as well as
each partner’s experience of hearing such information presented.

The final section, “Recommendations,” is clinician-led, and also functions as a
collaborative discussion. The therapist explains the couple’s categorization of conflict
based on the entire TAC process, highlighting consensus-based areas from previous
sessions and the report itself, while emphasizing ways in which both individuals can
work towards managing concerns, hopes, and possibilities for them as individuals and as
a couple. Again, each partner is consulted about the accuracy of the classification of both
past and current issues. To be clear, report recommendations are derived from various
mediums of information processing, including written exercises, experiential activities,

articles, books, YouTube videos, podcasts, movies, meet-up groups, and so on. L’Abate
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(2012) suggests that the inclusion of such materials is a way to augment both assessment
and talk-based therapy in an actionable, accessible, and efficient manner. Hard copies of
all materials associated with the TAC report are brought to this final session and
organized in folders created for each partner. A couples therapy referral may be part of
the recommendations section, the possibility of which is reviewed thoroughly. After all
categories of concern are addressed, the couple is invited to reflect on the entire TAC
process in verbal and written form.

In particular, a long version of the feedback survey is then administered to both
individuals (see Appendix C). This form queries about participant satisfaction concerning
the intervention as a whole, the TAC report, increased awareness and understanding, and
ability to pursue positive relationship potentials. It also invites commentary concerning
the most useful components of the program, lessons learned, summative impressions, and
ways to improve the approach. Partners are also asked to rate their satisfaction regarding
their romantic / marital relationship. Oftentimes, minor adjustments need to be made to
the integrative summary and recommendations sections based upon client feedback in
this last session. As such, two confidential copies of the final TAC report are either
mailed to the couple or a pick-up at the location for their reports is arranged. If dyads
decide to pursue couples therapy, the TAC report can also be sent to the selected clinician
after appropriate release of information forms have been signed. As a follow-up, a final
longitudinal feedback survey also was administered both five months and one year after
each dyad’s conclusion of the TAC program (see Appendix D). Similar to the long
version of the feedback survey, this form re-assessed what was learned from engaging in

the TAC process, ways to improve the intervention, summative impressions, and



THERAPEUTIC ASSESSMENT WITH COUPLES 49

relationship satisfaction.
Results

Constant comparison analysis and word count were employed to examine
feedback data from a quantitative perspective. Using multiple, qualitative data analyses
enhanced the strengths of each qualitative data analysis tool involved, and offered us a
better understanding of the constructs at hand in a way that increased both the rigor and
trustworthiness of our findings (Leech & Onwuegbuzie, 2007). The primary researcher
conducted a constant comparison analysis in an abductive fashion — codes were identified
prior to analysis and emergent from the data — with all forms of programmatic feedback
(i.e., short, long, and longitudinal survey forms) constituting the dataset. Table 1, below,

presents the findings of the constant comparative data analysis.

Table 1
Constant Comparative Analysis Findings
Rank *Coded Theme Code *Representative Comments
Count
1 Intimacy 85 . We were both vulnerable and
(self-disclosure, honest (TAC4-F).
intrapersonal o I think we have both gotten better
interactions, at pointing out, in a gentle, way when the
feelings) other is not so clear (TAC1-F).
o I learned that XX and | really
love each other...(TAC2-F2)
o I have room also to be more
available for intimacy (TAC2-F2).
o ...I feel like this program helped
us to better understand one
another...(TAC4-F)
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General 75 o This was a rewarding session
Satisfaction (TAC2-F1).
(sessions, o | am very pleased with the way
program impact, this program is done (TAC5-F).
ove_rall o Thanks to the couples program
experience) we are developing beyond what we could
have done on our own (TAC2-F2).
o This program has been invaluable
in our g