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Abstract

Couple distress has strong implications for individual, couple, and family functioning. 

Research has found couple relationship education to be an effective tool in alleviating couple 

distress, thus improving the quality of couple communication and problem-solving skills. Couple 

relationship education has been shown to be more cost-effective and less likely to provoke the 

typical fears couples face when considering couple therapy, increasing the likelihood of 

receiving needed help. This study used a brief, highly structured behavioral intervention to teach 

partners to identify and code effective and ineffective ways of communicating. The primary 

research question sought to determine whether learning a structured coding process would lead 

to observable behavior changes through increased use of validating communication behaviors 

and decreased use of invalidating communication behaviors during a conflict-based discussion 

with a partner. Secondary questions pertaining to effective communication, relationship 

satisfaction, and training satisfaction were also explored.

Participants were 16 couples who identified as being in a committed (nonmarried), 

heterosexual relationship, ages 18-40 (M = 26.00, SD = 6.61), and who were interested in 

improving their communication skills. The study used a quasi-experimental, three-level 

multilevel model to assess for dependence and change in the dependent variable (communication 

behaviors) over time. Hypothesis testing using the multilevel model found a significant 

difference between intervention and control groups pre to post workshop. However, inconsistent 

with the hypothesis the control condition increased validations significantly while the 

intervention condition showed no significant change over time. No other significant difference 

between groups were found. Other areas of interest emerged from the data. Couples self-reported 

a benefit from engaging in the study; over 85% of couples reported feeling satisfied with their 
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experiences in the workshop and gave positive feedback about their experience. Future studies 

may explore the mechanisms of change and the possibility of additional clinically relevant 

changes which are not measured in this study.

Keywords: relationship education, couples, validation, invalidation
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Chapter 1: Introduction

Intimate relationships have been shown to have profound effects on an individual's 

psychological and physical well-being. When relationships are going well, they can be a source 

of great support and fulfillment, but when the relationship is conflicted, it can be a key source of 

suffering. Partners who experience distress are often reluctant to or hindered from pursuing 

outside professional assistance. For example, one study found that couples wait an average of 6 

years after the onset of difficulties before consulting a practitioner (Gottman & Gottman, 1999). 

Relationship help for couples has evolved over time and includes a number of intervention types, 

including couple therapy, couple and relationship education, and various lower-level 

interventions (e.g., relationship-oriented publications). In these modalities, there has been an 

increasing focus on validation as a component of effective communication.

Effective communication is an important skill in successful relationships and may be 

enhanced through the explicit practice of validation skills, part of the core interpersonal 

effectiveness skills in dialectical behavior therapy (Linehan, 2013). Validation refers to the 

communication of understanding and acceptance (Fruzzetti & Iverson, 2004) and is well known 

within the literature for regulating emotions. Learning this skill, within the context of a brief 

training, was a central point in the present study. The overall aim of this study was to evaluate 

the effects of learning a structured coding process based on identifying validation and 

invalidation. This study evaluated behavior changes in couple-based communications as 

observed in increased use of validating communication behaviors and decreased use of 

invalidating communication behaviors during a conflict-based discussion between partners.

As the background for this study, Chapter 1 defines couple distress and reviews the 

literature on couple distress and its effects. This section also discusses theoretical understandings 
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of the causes of and treatment for couple distress; it also addresses the theoretical model for 

understanding couple distress used in this study. Treatments for couple distress are then 

discussed, including couple therapy and couple relationship education (CRE), and the evidence 

base for these treatments. This section then discusses foci in effective treatments and learning 

theory as it relates to the treatment of couple distress. Finally, this chapter presents the scope of 

the current study.

Couple Distress

Couple distress, or “partner relational problems,” as defined by the Diagnostic and 

Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association 

[APA], 2013), involves communication or related interactional difficulties associated with 

clinically significant impairment in individual or relationship functioning or the development of 

symptoms in one or both partners. Couple distress is among the most frequently encountered 

difficulties, resulting in divorce rates of approximately 50%, half of which occur in the first 7 

years of marriage (Bradbury, Fincham, & Beach, 2000; Lebow, Chambers, Christensen, & 

Johnson, 2012). Couple distress is frequently characterized by conflict (Bradbury, Rogge, & 

Lawrence, 2001), attachment issues (Whiffen, 2003), high-intensity negative affect (Fruzzetti, 

2006; Gottman, 1999), negative reciprocity (Klein, Izquierdo, & Bradbury, 2007), and hostility 

(Rogge, Bradbury, Hahlweg, Engl, & Thurmaier, 2006). Foundational theories and research have 

focused on the role of communication quality in couple distress. Research has shown that 

indicators of negative communication (e.g., escalation, withdrawal, and invalidation) precede the 

development of couple distress and dissolution/divorce (Markman, Rhoades, Stanley, Ragan, & 

Whitton, 2010).
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Impacts of Couple Distress

In a national survey, the most frequently cited causes of acute emotional distress among 

individuals were relationship problems, including divorce, separation, and other marital strains 

(Swindle, Heller, Pescosolido, & Kikuzawa, 2000). High rates of couple distress and dissolution 

are pervasive for both married and cohabitating couples (Hayes, Weston, Lixia, & Gray, 2010; 

Kreider & Fields, 2002). Research literature suggests that many, if not most, married individuals 

experience periods of significant distress that place them at risk for symptom development at 

some point in their lives (Snyder, Castellani, & Whisman, 2006).

Couple distress is related to impairments in social role and employment functioning, 

general distress, health problems, and increased likelihood of suicidal ideation (Whisman, 2013). 

Snyder and Whisman (2004) found that individuals with moderate to higher levels of couple 

distress were 5-6 times more likely than nondistressed persons to report specific problems in the 

areas of physical aggression, the sexual relationship, finances, and child rearing. Couple distress 

is the most frequent primary or secondary concern reported by individuals seeking assistance 

from mental health professionals (Snyder et al., 2006). Research evaluating the association 

between couple distress and psychiatric disorders has shown that persons experiencing couple 

distress were 2-3 times more likely than nondistressed persons to experience disorders involving 

mood, anxiety, or substance abuse (Whisman & Uebelacker, 2006) and that this may also lead to 

poorer outcomes in the treatment of depression, anxiety, and substance use disorders (O'Farrell, 

Hooley, Fals-Stewart, & Cutter, 1998; Whisman, 2001). Furthermore, couple distress has been 

shown to have direct adverse effects on cardiovascular, endocrine, immune, neurosensory, and 

other physiological systems that lead to physical health problems (Kiecolt-Glaser & Newton, 

2001).
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Research studies have provided increasing evidence that couple distress is associated 

with the course of many psychiatric disorders (Segrin, 2001; Whisman & Uebelacker, 2006) and 

other issues that impact the individual, the couple, and family members. Further, there is 

evidence that psychiatric illness and couple distress create cyclic patterns that mutually and 

continually reinforce each other (Goldfarb, Gilles, Boyer, & Preville, 2007). There is also an 

increased risk of marital violence when individual psychopathology is present (Holtzworth- 

Munroe & Meehan, 2004). Couple distress also appears to impact the family. Research has 

shown that when the couple is experiencing distress, children are at increased risk for behavioral 

problems (Gordis, Margolin, & John, 2001), poor coping responses (Laumakis, Margolin, & 

John, 1998), and increased difficulties with social role functioning (Whisman & Uebelacker, 

2006). Overall, the incidence of couple distress is high and has major implications for problems 

associated with psychological, physiological, and psychosocial functioning for individuals, 

couples, and their children. Given these concerns, it is important to understand the theories on 

how couple distress develops.

Theories for Understanding Couple Distress

A review of the various psychological, physical, and social-emotional impacts of couple 

distress makes clear that while these processes are linked, the manner in which they are linked is 

currently unknown. Various theories explain how couple distress develops. Ineffective 

communication, poor distress tolerance, physical abuse, negative affect, and poor problem

solving skills have all been shown to be associated with individual distress, but the actual 

mechanisms that link individual and couple distress have not been identified (e.g., Fruzzetti & 

Iverson, 2006). Yet it is known that relationship concerns tend to be the impetus for an individual 

to seek out therapy. The following leading theories of intimate relationships are widely accepted 
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as theories for understanding the development of couple distress and have been influential in 

guiding research and interventions. This section covers the evolutionary perspective on intimate 

relationships, followed by how various theories describe the development of couple distress and 

the models for treatment based on these theories.

The evolutionary perspective. The evolutionary perspective on intimate relationships 

assumes that human beings, like any other species, must reproduce in order to pass their genes to 

the next generation and that humans have therefore evolved to attract and select mates. The 

fundamental assumptions of the evolutionary perspective are based on Darwin's theory of natural 

selection, which holds that any feature of an organism can be adaptive for an increased ability to 

survive or for sexual selection (Bradbury & Karney, 2014). In this theory, people's preferences 

are subject to the mechanisms of natural selection and the desire for survival, but this theory is 

not deterministic. Evolutionary psychologists have posited that these mechanisms are responsive 

to the environment and that humans have developed receptivity to environmental cues, thus 

developing strategies for different contexts (Bradbury & Karney, 2014). Although these 

mechanisms are thought to have evolved, not all of them are likely to be helpful in the current 

societal context. For example, through sexual selection, traits that are most desirable to the 

opposite sex are most likely to be passed on. The evolutionary perspective is focused on how 

men and women attract and choose mates more so than the development of the relationship itself 

(Buss, 1994). However, to preserve relationships, the individuals in the couple must be faithful, 

produce offspring, engage sexually with their partner, and have personality characteristics which 

include friendliness, generosity, and understanding (Buss, 2007). Current models for treating 
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couple distress are not solely based on the evolutionary perspective, but may use a combination 

of theoretical perspectives, as will be described in the following sections.

Attachment theory. Attachment theory suggests that adult intimate relationships are 

shaped largely by the bonds developed in early childhood with attachment figures. People are 

understood to have an attachment behavior system that develops based on their perception of 

their attachment figure and as a way to control intimacy with or distance from others (Bradbury 

& Karney, 2014). When people feel secure that the attachment figure is present and responsive, 

their attachment behavior system relaxes. When they are uncertain whether the attachment figure 

is present and responsive, their attachment behavior system is activated: they become upset and 

strive to restore closeness to their attachment figure. Over time, people develop internal working 

models of attachment (Wallin, 2007) shaped by their expectations regarding the degree to which 

their attachment figure will be responsive to their needs. The theory posits four internal working 

models of attachment, which develop during infancy: (a) secure, in which the attachment figure 

is seen as reliable and expected to be responsive to the infant's needs; (b) avoidant, in which the 

attachment figure is seen as unavailable and the infant defensively avoids close contact with 

others; (c) anxious/ambivalent, in which the attachment figure is not consistently available or 

responsive and the infant becomes preoccupied with monitoring the attachment figure's 

availability; and (d) disorganized, in which the attachment figure is experienced simultaneously 

as a safe haven and as a source of danger (Wallin, 2007). Attachment theory suggests that people 

apply these internal working models of attachment to their adult romantic relationships. This 
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theory is the basis of (a) psychodynamic models of couple therapy and (b) emotion models of 

couple therapy.

Psychodynamic models of couple therapy. Psychodynamic models of couple therapy 

generally assume that relationship distress is rooted in early childhood difficulties with 

connection (Wallin, 2007). These models assume that current interpersonal interactions are 

connected with early development. The psychodynamic model understands the process of 

separation and individuation from parent-child interactions during childhood as the basis for all 

relationships, and it assumes that issues related to that process are recreated in current couple 

functioning (Wallin, 2007).

The most prominent psychodynamic model describing couple distress is the object 

relations model. This model proposes that dysfunctional couple behaviors result from the 

distortions and intrapsychic conflicts contributed by each individual, whose characteristics as a 

partner are shaped by early experiences with caregivers. This model assumes that a 

complementary personality fit between couples is unconscious and fulfills certain needs. 

Choosing a parental-type figure induces further repression of underdeveloped aspects of 

personality. This repression causes relationship difficulties (Bradbury & Karney, 2014). 

Projection, an unconscious tendency to deny one's own flaws and project them on to a partner, is 

a common issue in couple distress, and how the partner responds to these projections is pivotal to 

the well-being of the relationship (Scharff & Bagnini, 2002). One objective of the object 

relations model in alleviating couple distress is to assist partners in identifying with, containing, 

and reclaiming each other's needs and feelings.

Emotion models of couple therapy. Emotionally focused couple therapy views emotion 

and cognition as mutually dependent and posits that interpersonal expression is based on 
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emotional experiences (Johnson, 2004). According to this model, couple distress arises from 

unspoken and unacknowledged emotional needs. Dysfunction arises from negative interactions 

associated with emotions that the partners have not disclosed to each other. In emotionally 

focused couple therapy, it is believed that individuals need, and seek out, secure connections 

with others. This model is based on attachment theory and assumes that when the basic need for 

connection is unmet in a relationship, an individual experiences distress through feelings of 

abandonment, rejection, and helplessness (Bradbury & Karney, 2014).

The models based on attachment theory conceptualize the development of couple 

distress as stemming from childhood attachment issues and develop interventions based on 

this conceptualization. Although the interventions of psychodynamic and emotion models of 

treating couple distress differ from those use in attachment models, they are similarly based on 

a belief in the importance of early development. Interventions based on attachment theory 

focuses on how previous relationships affect current relationships, but the theory itself focuses 

specifically on the past. By contrast, the interventions from the different treatment models may 

also focus on present experiences. The following theories on couple distress focus more 

specifically on current interactions rather than early development.

Social ecological theory. Social ecological models focus on the external circumstances 

of relationships and the interactions between these circumstances within a specific context. A 

number of social ecological models describe the development of human relationships. One of 

these is Bronfenbrenner's ecological systems theory (1979), which focuses on the 

interrelationship of different processes and their context rather than on the couple in distress. 

This theory divides the person's environment into five levels: the microsystem, the mesosystem, 

the exosystem, the macrosystem, and the chronosystem. These levels are most commonly 
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examined and described as (a) the microsystem, which includes the couple and their family, 

friends, and living condition; (b) the mesosystem, which includes the couple's culture, religion, 

and neighborhood; and (c) the macrosystem, which includes national or global conditions and the 

history of their world. Another social ecological model is the ABC-X model (Hill, 1949). It 

focuses on the effects of external challenges to relationships: the interaction of stressors (A), 

resources to deal with the stressors (B), the individual's perception of the stressors (C), and the 

individual's experience of and reaction to the stressors (X).

Both of these models explain how the stresses, supports, and constraints in the 

environment may affect how individuals within a relationship feel, think, or act about their 

partner. When important external influences are identified, a couple's ongoing experiences in 

their relationship can be linked to these outside factors. Social ecological theories are more 

important for conceptualizing the problem in treating couple distress and guiding the focus of 

intervention in systems models of couple therapy.

Systems models of couple therapy. Systems models emphasize the importance of 

repetitive patterns in partner interactions and the rules and beliefs that frequently govern these 

patterns (Bradbury & Karney, 2014). The systems perspective suggests that couple distress arises 

because of recurring behavior patterns in the relationship that are ineffective for meeting the 

dyad's demands and needs. In this approach, it is believed that couples fall into patterns of 

interaction when managing various stressors, and interventions may include interrupting the 

ineffective pattern, helping partners see the systems of influence, and introducing new rules that 

use available but unused strengths or resources (Lederer & Jackson, 1968). With their broader 

focus, social ecological theory and systems models allow for conceptualizing couple distress in a 

way that recognizes more than the individual's impact by emphasizing the community and larger 
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systems in which the individual is situated. This also provides a basis for community-based or 

larger-scale interventions that go beyond the individual or couple. While many treatment models 

may take this larger perspective into account, they do not focus on this for intervention.

Social exchange theory. Social exchange theory suggests that individuals make 

decisions and evaluate their relationship in the present moment. Relationship partners focus on 

the positive and negative outcomes of their relationships by rationalizing rewards and costs. 

Outcomes consist of rewards and costs, such as social and material rewards and opportunity 

costs (Cook, Cheshire, Rice, & Nakagawa, 2013). According to this theory, people evaluate 

their relationships in terms of both actual and anticipated rewards and costs. They calculate their 

relationship outcomes based on the outcomes they think they deserve, or can expect to get, in a 

relationship. In this theory, individuals weigh the consequences of being, or not being, in their 

relationship, including social disapproval or loss of investments, such as their relationship. 

Recent research also focuses on emotions and their role in social exchange (Cook et al., 2013), 

but this theory is used more broadly in research and economics rather than for treatment 

models. Components of social exchange theory are used in cognitive and behavioral models for 

couple therapy. The basis for these models is explained next.

Social learning theory. Social learning theory is based on the exchange of behaviors in 

relationships. The theory is based on the idea that partners affect each other's lives through the 

behaviors they exchange. When adaptive interpersonal behaviors are reinforced and 

dysfunctional behaviors are punished, relationship quality improves; conversely, relationship 

quality deteriorates when dysfunctional interpersonal behaviors are reinforced and adaptive 

behaviors are punished (Stuart, 1969; Weiss, Hops, & Patterson, 1973). Each time partners 

engage in positive behaviors, they learn they can trust each other and view the relationship 
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positively. On the other hand, each time partners engage in negative behaviors, trust deteriorates 

and they begin to view the relationship negatively. These interactions and past behaviors are then 

used to determine future interactions with their partner (Bradbury & Karney, 2014). Social 

learning theory is the basis for (a) behavioral models of couple therapy and (b) the transactional 

model for understanding couple distress.

Behavioral models of couple therapy. Behavioral and cognitive behavioral models focus 

on current experiences and dysfunctions within the couple and assume that distress manifests as 

a result of continual negative interactions (Epstein & Baucom, 2002). According to the cognitive 

model, a couple's emotional and behavioral dysfunction is related to inappropriate information 

processing and negative cognitive appraisals. This model attempts to discover the types of 

negative thinking that drive negative behaviors and cause couple distress. The behavioral model 

focuses on the behavior exchange between partners, which is continuous and influenced by prior 

relationships, thoughts, and emotions. It shares many of the same principles and goals with the 

cognitive model, which includes cognitive processes as an additional important factor in 

determining behaviors (Epstein & Baucom, 2002). The transactional model for understanding 

couple distress provides an in-depth view in the following section. This model is the basis for the 

current project's understanding of couple distress.

Transactional model for understanding couple distress. The transactional model for 

understanding couple distress further illuminates key factors in couple distress. This model 

explores the linkages between individual and couple distress within specific interactions and 

describes, through communication patterns, how individual and couple distress are linked. The 

transactional model explains how invalidation can lead to disruptions in communication and how 

validation can enhance communication. Communication is enhanced when a person's 
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experiences are validated, negative emotion decreases, and accurate expression becomes more 

likely. According to Linehan (1993), individuals are likely to develop difficulties in 

psychological functioning when they have (a) frequent, considerable, and extended reactions to 

emotions; (b) inadequate skills for regulating these reactions; and (c) interpersonal processes that 

exacerbate emotional dysregulation. Terms including accurate expression, emotion 

dysregulation, validation, and invalidation, defined below, all refer to key components of the 

transactional model, which is based on psychological functioning (Fruzzetti & Worrall, 2010).

Accurate expression is defined as a “description of a person's emotions, thoughts, and 

wants/desires, without interpretation or judgment” (Fruzzetti & Worrall, 2010, p. 124). For 

example, if a person is feeling sad because of a partner's absence, accurate expression might 

involve the person noticing and communicating this sadness and communicating to the partner 

(Fruzzetti, 2006). On the other hand, inaccurate expression may involve the person expressing 

anger toward the partner rather than sadness or disappointment.

Emotion dysregulation is defined as a level of emotional arousal that is high enough to 

interrupt effective self-management. The individual focuses increasingly on reducing painful 

emotional arousal. Thus, emotion dysregulation interferes with a person's ability to pursue 

longer-term goals and maintain self-control (Fruzzetti, Crook, Lee, Murphy, & Worrall, 2009). 

Individuals with poor emotional regulation skills are more likely to experience greater emotional 

reactivity (Gross & Levenson, 1997; Hayes et al., 1999; Shenk & Fruzzetti, 2011) and have a 

higher likelihood of psychopathology (Aldao, Nolen-Hoeksema, & Schweizer, 2010; Southam- 

Gerow & Kendall, 2002).

Validating responses communicate understanding and acceptance of another's feelings, 

thoughts, desires, actions, or experience (Fruzzetti & Fantozzi, 2008). In contrast, invalidating 
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responses communicate a failure to understand another person's experience or actions and to 

accept them as legitimate. In other words, invalidating responses convey that another person's 

experiences or actions are illegitimate, invalid, incomprehensible, or otherwise wrong. 

Invalidating responses typically maintain or increase negative emotional arousal in the other 

person, whereas validating responses facilitate reductions in negative arousal (Shenk & Fruzzetti, 

2011). Validation helps keep arousal low, thus helping individuals to continue making accurate 

expressions and to stay focused on their own experience and goal when communicating. This in 

turn makes accurate expression (as well as the partner's ability to listen, understand, and 

validate) more likely to occur and be accepted. Validation occurs, for example, when an 

individual's expression of a subjective experience in an interpersonal situation is met with 

understanding, legitimacy, and acceptance (Linehan, 1997). Validation is an acceptance strategy 

and “functions as both acceptance and verification of clients' views of themselves and their own 

world” (Linehan, 1997, p. 387). Validation seeks to highlight the emotional experience in order 

to facilitate an individual's acceptance and experience of the emotion.

Validation is a skill that can be used at a number of levels to help with emotion 

regulation. Validation skills can also be used to nondefensively and noncritically think through 

one's own opinions, emotions, or actions to arrive at a conclusion about the validity of words and 

actions (Linehan, 1997). Seven levels of validation and invalidation are recognized: (a) basic 

attention, (b) active participation, (c) empathetic reflection, (d) contextualizing another's 

behavior, (e) normalizing, (f) acceptance, and (g) reciprocity. Validation, either by oneself or by 

others, helps with emotion regulation (Shenk & Fruzzetti, 2011). Individuals who are able to 

effectively regulate their emotions tend to have better physical health (Carrere, Mittmann, 

Woodin, Tabares, & Yoshimoto, 2005; Kubzansky & Thurston, 2007), experience more positive 
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affect (Gross & John, 2003), and report higher levels of relationship quality (Meeks, Hendrick, & 

Hendrick, 1998; Wachs & Cordova, 2007). Emotional regulation occurs from validation in a 

couple of ways. First, validating responses are believed to minimize the “frequency, intensity, 

and duration of an emotional reaction, especially those involving negative affect” (Fruzzetti & 

Shenk, 2008, p. 165), thus increasing the likelihood that an individual is able to regulate the 

emotion. Second, validation promotes emotion-focused experiences and disclosures as people 

develop skills for emotion regulation.

Validation and accurate expression, when continued over time, help to mitigate high 

emotional arousal. Figure 1 shows the transactional process of accurate expression and validation 

between two partners (Fruzzetti & Worrall, 2010).

Figure 1. Transactional process of validation and accurate expression between partners. From “Accurate expression 
and validating responses: A transactional model for understanding couple distress,” by A. E. Fruzzetti & J. M.
Worrall, in K. T. Sullivan and J. Davila (Eds.), Support Processes in Intimate Relationships (p. 125), 2010, Oxford, 
UK: Oxford University Press. Copyright 2010 by Oxford University Press. Reprinted with permission.

Studies have shown that individuals who effectively communicate and engage in emotion 

regulation tend to report higher levels of relationship satisfaction (Levenson, Carstensen, &

14



Gottman, 1994; Meeks et al., 1998), avoid interpersonal violence with their partners (McNulty & 

Hellmuth, 2008), and remain in their relationship over time (Gottman & Levenson, 2002). As the 

present study shows, utilizing validation skills helps with emotion regulation and effective 

communication.

In contrast to accurate expression, inaccurate expression can be understood as the 

communication of secondary emotions (generally anger) in an emotionally aroused state. 

Inaccurate expression is further heightened because it is generally easier to invalidate, leading to 

increased emotional arousal, confusion, and a continued focus away from the primary concern. 

This transaction is depicted in Figure 2.

Figure 2. Transaction of emotional arousal, inaccurate expression, and invalidation. From “Accurate expression and 
validating responses: A transactional model for understanding couple distress,” by A. E. Fruzzetti & J. M. Worrall, 
in K. T. Sullivan and J. Davila (Eds.), Support Processes in Intimate Relationships (p. 126), 2010, Oxford, UK: 
Oxford University Press. Copyright 2010 by Oxford University Press. Reprinted with permission.
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Unhealthy transactions lead to escalating cycles of inaccurate expression and 

invalidation, co-occurring with high negative emotional arousal or dysregulation (Fruzzetti & 

Worrall, 2010). High negative emotional arousal is a common link in both individual and couple

based distress. When individuals are emotionally aroused, they express themselves and their 

emotions inaccurately, tend to be less responsive to their partner, tend to be less able to respond 

to their partner in a validating way, and may be unable to experience trust for their own and their 

partner's responses (Linehan, 1993). The transaction of expression and response occurs between 

partners over time and develops into a communication pattern.

Healthy transactions are characterized by both partners' regulated emotion and 

nonjudgmental awareness (mindfulness) of their own and the partner's emotions, thoughts, 

wants, and desires. This transaction not only promotes satisfaction across a variety of 

relationship domains, it also promotes individual well-being for both partners. Unhealthy couple 

interactions are often characterized by emotion dysregulation, inaccurate expression, and a lack 

of mindfulness, acceptance, and validation that together result in an escalating cycle of conflict 

and misunderstanding (Fruzzetti & Worrall, 2010). The negative and positive cycles of 

communication is shown in Figure 3.
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Figure 3. The process of negative and positive communication cycles. Adapted from “Accurate expression and 
validating responses: A transactional model for understanding couple distress,” by A. E. Fruzzetti & J. M. Worrall, 
in K. T. Sullivan and J. Davila (Eds.), Support Processes in Intimate Relationships (pp. 121-150), 2010, Oxford, 
UK: Oxford University Press. Copyright 2010 by Oxford University Press. Adapted with permission.

Effective communication through the use of accurate expression and validation is integral 

to couple functioning. Inaccurate expression, invalidation, and emotion dysregulation lead to 

dysfunctional cycles of ineffective communication and couple distress. Furthermore, because 

these emotional responses are transactional, intervening on any component of the transaction can 

change the functioning of the entire system (Fruzzetti et al., 2009). Continual invalidation cycles 

can lead to the development of severe relationship distress, individual distress, and psychological 

disorder(s) in one or both partners (Fruzzetti & Worrall, 2010). Emotion regulation, validation, 

and effective communication are thus clearly important within the context of couple distress.

This section presented theories for the development of couple distress and treatment 

models based on these theories. These models adopt various foci for intervention and 
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conceptualization. The present study used the transactional model of couple distress for the basis 

of understanding the importance of validation and invalidation in communication cycles. 

Fruzzetti et al. (2009) posited acceptance and change strategies as two intervention approaches 

for transactions of emotion dysregulation. This study focuses on identifying and labeling 

emotions, an acceptance strategy. The methods of this strategy are described in the following 

sections. These approaches have typically been used for couple therapy interventions, but 

specific skill development has also been used in CRE workshops, which are brief and focused on 

a specific area. The following section discusses the treatments for couple distress including both 

couple therapy and CRE.

Treating Couple Distress

Couple therapy. Numerous studies have demonstrated the efficacy of couple-based 

interventions in treating couple distress (e.g., Lebow et al., 2012). Couple-based interventions 

have importantly been shown to be effective in the treatment of a variety of psychological 

dysfunctions, including alcohol and other substance-use disorders (O'Farrell & Fals-Stewart, 

2003), mood disorders (Leff et al., 2000), and chronic pain and mental health problems with 

physiological effects (Keefe, Porter, & Labban, 2006) that often co-occur with couple distress. A 

large international study of psychotherapists found that up to 70% had treated couples in their 

career (Orlinsky & Ronnestad, 2005). Studies have shown that most couple therapies provide 

relief for couple distress, with positive change observed in about 70% of cases (e.g., Lebow et 

al., 2012). However, only about 50% of treated couples show significant improvements in 
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relationship satisfaction in both partners, and approximately 30%-60% of couples show 

significant deterioration 2 years or more after completion of treatment (Snyder et al., 2006).

A consistent treatment approach is lacking in community settings among marriage and 

family therapists (Morris, 2007; Northey, 2005), and there is likely much variability in 

consistency and skill level. Survey research has found that common approaches to couple 

therapy include cognitive-behavioral, multisystemic, eclectic, solution-focused, behavioral, 

psychodynamic, and supportive therapies (Anker, Duncan, & Sparks, 2009; Boughner, Hayes, 

Bubenzer, & West, 1994; Northey, 2005). Unfortunately, training and supervision in couple 

therapy is deficient in most psychology graduate programs, with the exception of programs 

focused on marriage and family therapy and on family psychology (Orlinsky & Ronnestad, 

2005).

Throughout the development of couple-based interventions, couple therapy researchers 

have developed treatment protocols across a wide variety of modalities, including behavioral, 

insight oriented, systemic, and emotionally focused (Gurman, 2008). Further, the research on 

couple therapy has grown exponentially, with a number of evidence-based therapy studies 

showing promising results (Lebow et al., 2012). However, no reliable differences in the efficacy 

of these treatments have been identified (Shadish & Baldwin, 2003; Snyder et al., 2006). 

Traditional behavioral couple therapy (TBCT), cognitive behavioral couple therapy, and 

emotionally focused therapy (EFT) have been acknowledged as among the most rigorously 

tested and empirically supported methods of couple therapy (e.g., Baucom, Shoham, Mueser, 

Daiuto, & Stickle, 1998; Gurman & Kniskern, 1981; Hahlweg, Markman, Thurmaier, Engl, & 

Eckert, 1998; Johnson, Hunsley, Greenberg, & Schindler, 1999; Johnson & Lebow, 2000; Lebow 

& Gurman, 1995; Snyder et al., 2006). Most therapists in community practice, however, do not
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report these as their primary therapeutic mode in treating couples and tend instead to report an 

eclectic approach (Anker et al., 2009; Boughner et al., 1994; Lavee & Avisar, 2006). The 

following section reviews (a) behavioral couple therapies and (b) EFT, which have the most 

empirical support.

Behavioral couple therapies. TBCT focuses on components of therapy including 

communication training, problem-solving training, contingency contracting, behavior exchange, 

desensitization, cognitive restructuring, or emotional expressiveness training (Jacobson & 

Margolin, 1979). Shadish and Baldwin (2005) reported that behavioral marital therapy (BMT) is 

the most highly researched form of marital therapy. They summarized the results of 30 

randomized experiments, comparing BMT to no-treatment controls. They determined that BMT 

produced clinically significant results when compared with no treatment, but not when compared 

with other treatment approaches (Shadish & Baldwin, 2003; Shadish, Montgomery, et al., 1993; 

Shadish, Ragsdale, Glaser, & Montgomery, 1995). The researchers found a mean effect size of 

Cohen's d = 0.59 relative to no treatment. Shadish and Baldwin (2005) also concluded that 

communication and problem-solving strategies contributed to most of the treatment effects. The 

number and length of sessions, the measures used, and the consistency and rigor of treatment 

approach had less impact on treatment effects.

Integrative behavioral couple therapy (IBCT; Christensen & Jacobson, 2000) is a 

behavioral approach that includes aspects of private experience, such as emotions, while also 

emphasizing concepts such as acceptance and mindfulness. IBCT emphasizes acceptance and 

behavioral change while creating awareness of difficult dyadic patterns. Couples are encouraged 

to find emotional distance from their patterns in order to examine them more objectively. A large 

clinical trial comparing IBCT and TBCT in 134 chronically and seriously distressed couples
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(Christensen, Atkins, Baucom, & Yi, 2010; Christensen, Atkins, Berns, et al., 2004; Christensen, 

Atkins, Yi, Baucom, & George, 2006) examined the long-term effects of couple therapy as well 

as the trajectory of change and outcomes including in marital status and satisfaction. Measures of 

marital status and satisfaction were taken repeatedly, with follow-up with over 90% of couples 

and with at least one partner at the 5-year follow-up.

During the clinical trial, couples in both TBCT and IBCT experienced improvements in 

relationship satisfaction. TBCT couples reported fast, early improvements. The initially observed 

differences with IBCT quickly diminished, however, as IBCT couples reported gradual and 

consistent improvement throughout the course of treatment. There was also a difference between 

husbands and wives in the rate of change in relationship satisfaction, with husbands improving 

more quickly than wives. Follow-up occurred approximately every 6 months post-termination for 

5 years. Following termination, researchers found that IBCT was superior at 2-year follow-up 

but found no significant difference at 5-year follow-up, particularly for those couples who stayed 

together (Christensen et al., 2010). Self-reports of communication showed significant 

improvement during treatment (Sevier, Eldridge, Jones, Doss, & Christensen, 2008) and 

maintenance over the first 2 years of follow-up (Baucom, Sevier, Eldridge, Doss, & Christensen, 

2011). Observational measures of communication showed significant improvement during 

treatment, with TBCT showing greater improvement than IBCT (Sevier et al., 2008). Baucom et 

al. (2011) suggest that IBCT couples maintain gains better than TBCT couples based on 

observational assessments of communication made at 2-year follow-up. According to the study's 

self-report measures, improvements in marital satisfaction were associated with improvements in 

measures of psychological symptoms and mental health (Sevier et al., 2008).
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Emotion-focused therapy. EFT (Johnson, 2004) is based on a humanistic, experiential 

perspective that values emotion as an agent of change and on an attachment orientation to adult 

love relationships. EFT has been evaluated in multiple trials. A meta-analysis of the four most 

rigorous studies (Johnson et al., 1999) found EFT was superior to a wait-list control with a 70%- 

73% recovery rate for relationship distress and a large effect size of 1.31. In 2-year post

treatment follow-up, results were found to be stable, even with couples at high risk for relapse 

(Clothier, Manion, Walker, & Johnson, 2002).

EFT has also been used in studies focusing on couples dealing with trauma. Dalton, 

Greenman, Classen, and Johnson (2013) conducted a randomized controlled trial examining the 

efficacy of EFT for women with a history of childhood abuse. Twenty-four distressed couples 

were randomly assigned to either 20 sessions of EFT or a wait-list control group. Couples in the 

treatment group reported a statistically and clinically significant reduction in relationship 

distress, with 70% of couples scoring as nondistressed or recovered at termination. Women in 

the treatment group also reported a reduction in symptoms associated with PTSD. MacIntosh and 

Johnson (2008) also examined EFT's effectiveness with couples having one partner identifying 

as a survivor of severe, chronic childhood sexual abuse. Half of the couples in this study reported 

clinically significant improvements on measures of relationship satisfaction and a significant 

reduction in trauma symptoms.

Denton, Wittenborn, and Golden (2012) explored the impact of EFT on depressive 

symptoms that co-occur with relationship distress. Twenty-four couples were randomly assigned 

to 6 months (15 sessions) of EFT combined with medication (antidepressant) management or to 

medication management alone. Both groups showed improvement in relationship quality and 

depressive symptoms over the 6 months of treatment, with women in the EFT treatment group 
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experiencing significantly more improvement in relationship quality compared with those 

receiving medication management alone. Another outcome study by Makinen and Johnson 

(2006) used EFT with 24 moderately distressed couples who had experienced an event that 

altered the quality of their relationship and wished to resolve the impact on their relationship. 

Couples received, on average, 13 sessions of EFT, and data were collected at baseline, during 

treatment, and after treatment. At the end of treatment, 15 of the 24 couples (63%) were 

identified as resolved: they moved out of distress and were able to forgive the injury and 

complete key bonding events that predict success in EFT. The study results were found to be 

stable at 3-year follow-up (Halchuk, Makinen, & Johnson, 2010).

In a randomized trial of EFT, Denton, Burleson, Clark, Rodriguez, and Hobbs (2000) 

compared eight weekly sessions of EFT to a wait-list control. The study included 40 distressed 

married couples who completed measures at baseline, during treatment, and at 1-week post

treatment. Participants in the treatment group had significantly higher levels of satisfaction than 

those on the wait list. Wait-list controls received treatment after their 8-week wait-list was 

completed. EFT was shown to be effective in increasing marital satisfaction.

Based on the preceding review of studies assessing evidence-based practices, it can be 

concluded that couple therapy has positive effects on couple distress and relationship 

satisfaction. Of particular note is the focus on communication in behavioral therapies and EFT. It 

appears that focusing on communication factors within distressed couples is particularly 

important for improving outcomes. However, couple therapy has some drawbacks, including the 

fact that relatively few couples seek help when they need it (Halford, Kelly, & Markman, 1997). 

The following section examines another level of intervention in the treatment of couple distress 

and focuses on skills development.
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Couple relationship education. CRE, which is conducted with any couple whether 

married or unmarried, and marriage relationship education (MRE), conducted solely with 

married couples, are effective ways to reach a wider audience of couples by educating multiple 

couples in a class or workshop-type format. The research distinguishes between these two types 

of interventions, but for the purposes of this literature review, the terms are used interchangeably 

as typically occurs in meta-analytic reviews of this intervention type (Markman & Rhoades, 

2012). Stanley (2001) argued that CRE is more cost-effective and less likely to provoke the 

typical fears couples face when considering couple therapy and thus increases the likelihood of a 

couple seeking needed help. Furthermore, many MRE interventions are focused on skills specific 

to relationship enhancement, communication, or specific prevention. CRE has taken a primarily 

preventative approach: couples participating in CRE are understood to be proactive in reducing 

the likelihood of problems but not necessarily to be experiencing significant problems 

(Markman, Myrick, & Pregulman, 2006). By contrast, couple therapy is typically used after 

problems have already developed. Previous CRE and MRE research has mainly studied higher- 

functioning couples (Halford, O'Donnell, Lizzio, & Wilson, 2006), although distressed 

(DeMaria, 2005) and high-risk (Dion & Hawkins, 2008) couples have also been discussed in the 

research.

More couples tend to receive relationship education than couple therapy. One survey 

indicated that among couples married since 1990, 44% had received some form of premarital 

relationship education, typically provided in a religious organization (Stanley, Amato, Johnson, 

& Markman, 2006). Markman, Rienks, and Stanley (2009) concluded that relationship education 

provides the best way to reach diverse couples, including those who are high-risk, with evidence

based services. Relationship education is typically manualized, whereas therapy, as delivered in 
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the community, is typically not manualized. Relationship education's manualized approach may 

make delivering research-based interventions more accessible to practitioners (especially those 

with little prior experience working with couples).

Research and practice clearly indicate that even after participating in relationship 

education programs, couples sometimes report distress and may require therapy (Hawkins, 

Blanchard, Baldwin, & Fawcett, 2008). Further, several long-term studies following couples 

before marriage indicate that future marital problems often present themselves in early 

interactions (e.g., Markman et al., 2010; Wadsworth & Markman, 2012). Thus, evidence-based 

relationship education programs focus on modifying interactions associated with future 

relationship outcomes (Halford, Markman, & Stanley, 2008). Drawing from behavioral exchange 

and social learning theories, CRE presumes that the quality of communication and conflict 

management early in a relationship is associated with the relationship's quality and health over 

time.

Research has found CRE and MRE to be effective tools in alleviating couple distress. A 

2006 study found that couples who attended premarital education experienced improvements in 

marital satisfaction and a 30% reduction in the risk of divorce (Stanley et al., 2006). Meta- 

analytic studies of CRE have found improvements in the quality of couple communication and 

problem-solving skills (Blanchard, Hawkins, Baldwin, & Fawcett, 2009; Hawkins et al., 2008). 

In some cases, CRE prevent couple distress and dissolution (Markman & Rhoades, 2012). 

Cummings, Faircloth, Mitchell, Cummings, and Schermerhorn (2008) evaluated the effects of an 

MRE program on a sample in which nearly half of couples were distressed and found short- and 

long-term reductions in marital conflict and improvements in marital quality. A randomized trial 

has suggested that MRE can produce positive relationship outcomes for lower-income, ethnically 
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diverse couples in California (Cowan, Cowan, Pruett, & Pruett, 2007). However, it remains 

unclear how CRE produces its effects and whether increased communication skills, in particular, 

are linked to successful outcomes. Despite the fact that its precise mechanism of change is 

unknown, CRE is nonetheless an effective tool in alleviating various forms of couple distress and 

in developing skills.

As this review has shown, CRE and MRE are effective forms of intervention for 

alleviating couple distress. Their application of manualized interventions focusing on 

communication is similar to the focus on communication in effective couple therapy approaches. 

Overall, the treatment of couple distress is shown to be effective through the use of couple 

therapy and CRE, although both interventions have their drawbacks. The next section focuses on 

components of effective treatments in both couple therapy and CRE.

Foci in effective treatments: Emotion regulation, validation, and communication. As 

discussed in the Transactional Model for Understanding Couple Distress section, emotion 

regulation is an important aspect of understanding couple distress (Fruzzetti & Worrall, 2010). 

Each individual's ability to regulate emotions effectively, particularly in the context of dyadic 

interactions, is integral to couple functioning. Poor emotion regulation in interpersonal and 

intrapersonal experiences may be a major contributing factor in relationship dissatisfaction 

(Shenk & Fruzzetti, 2011). Research has shown an increased focus on the role of emotion 

regulation processes and interventions in couple therapy (Snyder et al., 2006) and CRE (Halford, 

2011). Many forms of CRE focus on self-regulation during interactions between partners and on 

increasing effective communication through self-regulation (Halford, 2011).

As also discussed above, validation of self, either by oneself or by others, helps with 

emotion regulation. Studies have shown that individuals who (a) effectively communicate and 
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(b) engage in emotion regulation tend to report higher levels of relationship satisfaction 

(Levenson et al., 1994; Meeks et al., 1998). CRE explores communication in multiple ways. For 

example, a CRE workshop might focus on helping couples to identify how to disagree without 

being disagreeable. All forms of CRE are focused on education and skill development and 

generally enhance the quality of marital relationships and, in some cases, prevent distress and 

dissolution. There is even stronger evidence that CRE programs are effective in teaching couples 

communication and problem-solving skills (Blanchard et al., 2009). Most CRE programs focus 

on helping couples learn communication and conflict management skills, including positive 

communication designed to counteract negative communication patterns. Lowering negative 

communication and increasing positive communication are primary goals of most CRE 

programs. In addition, there has recently been a focus on increasing positive communications 

beyond counteracting negative communication. Couple therapy and CRE have traditionally 

focused on the importance of communication in alleviating couple distress; but now with an 

increased focus on emotion regulation and on validation, specifically, couples may experience 

increased effectiveness with these interventions.

Learning theory in the treatment of couple distress. Learning is a dynamic process 

that involves the ongoing development of reactions. These reactions are conditioned and can also 

be weakened and replaced. Many of the treatments for couple distress are based on the principles 

of learning theory and can directly, or indirectly, target the components of individual and couple

based dysfunctions. Emotional reactions and their regulation greatly affect the individual 

experience. In the current study, a behavior or response was understood as anything that involved 
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actions, thinking, feeling, or emotions. This point is important in understanding the basic 

components involved in learning, change, and treatment.

Observational learning occurs by watching others and then imitating or modeling their 

behavior. This complex process involves observing a behavior performed by another person (i.e., 

a “model”), retaining what you've observed, and then independently reproducing the behavior. 

Research has found that modeling can be a valuable tool in observing and implementing emotion 

regulation skills, which can improve facilitative responses (Baum & Gray, 1992). Didactic 

teaching provides the learner with the ability to understand and learn basic concepts, develop 

skills and abilities, and achieve learning. Once the learner has acquired information and the basis 

for a skill, the skill can be reinforced through experiential practice (active engagement in the 

skill). One study found that didactic and experiential forms of learning—modeling and teaching, 

on the one hand, and role plays and practice, on the other—were most helpful for individuals 

attempting to learn emotion regulation skills and develop empathy without prior knowledge of 

emotion regulation skills (Payne, Weiss, & Kapp, 1972). The aspects of observational and 

experiential learning as learned and taught through modeling and didactic teaching are integral 

components of social learning theory and are utilized in the current study.

A unique skill frequently taught in educational environments, particularly in research 

settings, is the skill of coding. Coding is the process of identifying and assigning a symbolic 

word or phrase that represents and captures the content and essence of a piece of visual or 

language-based data (Saldana, 2008). Coding is an experiential skill often used in psychology 

research settings in order to recognize and label behaviors. Coding skills can be taught and 

effectively utilized by nonprofessionals (Raddon, Raby, & Sharpe, 2009). This indicates that 

untrained individuals can effectively learn to identify and code behavior in others. They may be 
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able to do so even when it may be difficult to identify those behaviors in themselves, which 

frequently occurs in couple-based conflicts. Individuals may thus be able to learn to identify and 

code a specific behavior in others and identify this behavior as a specific contributor to couple 

distress and emotion dysregulation. One study has shown that brief, direct training through 

modeling and rehearsal can be an effective way to increase emotion regulation skills, similar to 

those developed in therapy (Sterling-Turner, Watson, Wildmon, Watkins, & Little, 2001). 

According to behavioral theories, modeling, didactic teaching, and experiential learning help 

facilitate fast learning and reinforcement.

Scope of the Study: Couple Validation Training

As the preceding literature review has shown, couple distress is a problem that does not 

generally or spontaneously remit without intervention (Baucom, Hahlweg, & Kuschel, 2003). 

Couple distress is directly related to communication quality between the partners. Indicators of 

negative communication (such as invalidation) precede the development of couple distress 

(Markman et al., 2010) and may be mitigated through increased use of positive communication 

(such as validation). The objectives of this study project were to explore the effects of a 

behavioral validation intervention on outcomes for distressed couples in comparison with a 

control. The intervention was a couple validation training (CVT) using acceptance strategies (as 

described in the Transactional Model for Understanding Couple Distress section) and a highly 

structured approach to teach participants the process of identifying and coding their own 

invalidating and validating behaviors. As this review has shown, validating and invalidating 

behaviors are extremely important in emotion regulation, which is integral to couple 

communication and functioning. The premise of this study was to evaluate whether the CVT 

29



intervention would lead to improved use of validating responses, decreased use of invalidating 

responses, improved couple communication patterns, and improved relationship satisfaction.

The CVT trained distressed couples in specific communication skills by having them 

watch and code videotape vignettes of couples demonstrating validating and invalidating 

behaviors. The goal of the CVT was to facilitate more effective communication between partners 

by using an experiential learning method that involved participants identifying validation and 

invalidation in other couples. In this study, participants learned through didactic teaching of 

concepts, viewing modeled couple interactions, observational skill development, experiential 

practice of the skill, and experiential practice of identifying and coding validation and 

invalidation, all of which directly relate to emotion regulation skills.

In this way, these concepts were introduced through examples and experiential practice 

that were accessible and less personal (that is, did not involve direct discussion of a couple's 

specific issues). The CVT was highly structured, which helped the workshop leader present the 

material consistently. The CVT was a computer-based training with on-screen prompts to guide 

the training group through viewing and giving feedback on prerecorded couple interactions. The 

training leader controlled the advancement the various screens of the program. It helped the 

training leader work with the group to learn to recognize more effective and less effective 

patterns of couple interaction by displaying on-screen prompts. The CVT is described in more 

detail in the corresponding section and at this point, it is important to note the basis for the CVT 

as an intervention presented in a structured CRE format and based on the foci of effective 

treatments.

Research question. The primary question of the present study was as follows: Does 

learning a structured coding process lead to observable behavior changes through increased use 
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of validating communication behaviors and decreased use of invalidating communication 

behaviors during a conflict-based discussion with a partner?

Hypotheses. The following section details the five hypotheses tested in this study. 

Hypothesis 1 addressed the primary question; a number of secondary questions explored in this 

study were addressed by Hypotheses 2-5.

Hypothesis 1. Participants who learn how to code will exhibit significantly greater 

improvements in the use of communication behaviors as observed during pre-post conflict-based 

discussions with their partner compared to a control group. Significant improvements will be 

evidenced by increased use of validating responses and decreased use of invalidating responses.

Hypothesis 2. Increased use of validation skills will be correlated with improved couple 

communication effectiveness as measured through communication behaviors.

Hypothesis 3. Decreased use of invalidation will be correlated with improved couple 

communication effectiveness as measured through communication behaviors.

Hypothesis 4. Participants who learn how to code, as compared to a control group, will 

exhibit significantly improved scores in relationship satisfaction.

Hypothesis 5. Participants who learn how to code, as compared to a control group, will 

exhibit significantly higher scores in training satisfaction.
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Chapter 2: Methods

Research Design

The study used a quasi-experimental, three-level multilevel model to assess for 

dependence and change over time in the dependent variable (scores on the measure that assesses 

communication behaviors). This design for the primary question assessed for change in the 

dependent variable as affected by learning how to code (taught within the CVT condition) and 

compared with the control condition. The Data Analysis chapter describes in detail the multilevel 

model as well as the variables and covariates used in this study.

The study was approved by the University of Alaska Fairbanks Institutional Review

Board (Appendices A and B). All relevant written forms and workshop materials were created as 

to be available to an 8th-grade reading level. The intervention workshop was first piloted with 

volunteers who provided minimal feedback. The workshop was updated by integrating all 

pertinent feedback which included putting page number on the slides contained in the participant 

handouts and ensuring consistent use of names in the example couples. Participants were 

randomly assigned to the control or CVT (intervention) condition. Participants completed pre

intervention self-report measures and a pre-intervention conflict discussion task, in which they 

were asked to discuss a common couple conflict topic together. Participants then completed one 

group-based workshop, in which they were exposed to the CVT or control. Shortly (but no more 

than 1 week) after the workshop, participants completed a second conflict discussion task as well 

as a measure of satisfaction with the workshop. One-month post-intervention, participants were 

emailed a link to an online relationship satisfaction measure and a measure of satisfaction with 

the workshop. In order to meet participants' schedules, the research team offered workshops at 
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various times for the two study conditions, with a total of four workshops offered. The study 

design is presented in Table 1.

Table 1- Study Design

Step Procedures

1. Recruitment - Fliers and radio and newspaper ads posted
- Clinic number provided in all ads

2. Screening (phone) - Phone screening for study inclusion/exclusion

3. Condition assignment - Random assignment to Couple Validation Training (CVT) or 
control condition

CVT Control condition

4. Pre-intervention 
assessment (in person)

- Informed consent
- Demographics form
- Relationship satisfaction measure
- Conflict discussion

- Informed consent
- Demographics form
- Relationship satisfaction measure
- Conflict discussion

5. Intervention (in person) - 90-minute training following the 
CVT procedures

- 90-minute training following the 
control condition procedures

6. Post-intervention 
assessment (in person)

- Satisfaction with training measure
- Conflict discussion

- Satisfaction with training measure
- Conflict discussion

7. 1-month follow-up
(e-mail)

- Relationship satisfaction measure
- Satisfaction with training measure

- Relationship satisfaction measure
- Satisfaction with training measure

Note. Couple Validation Training = CVT.

Participants. Careful consideration was given to the number of couples recruited for this 

study. A power analysis was conducted in order to determine an appropriate number of 

participants needed for the study to have the potential to show statistically significant changes. 

G*Power (Faul, Erdfelder, Lang, & Buchner, 2007) was used to calculate an N of 26 with a 

small-medium effect size (.4), common in CRE outcome studies (Blanchard et al., 2009; Halford 

& Bodenmann, 2013). MRE produces modest but reliable effects (Cohen's d = .23 for quasi- 
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experimental studies, Cohen's d = .44 for experimental studies) on couples' communication, and 

these effects are maintained for short-term follow-up assessments (Blanchard, 2008). In studies 

where attrition is reported, typical retention rates tend to average around 80% (Reardon- 

Anderson, Stagner, Macomber, & Murray, 2005). For this study, 32 participants were recruited, 

with the expectation of 26 completers. All interested parties were screened prior to inclusion in 

the study. All potential participants with clinically significant symptoms (as determined through 

the screening) were not included and instead were referred back to their primary therapist. 

Procedures

Recruitment. Participants were recruited through newspaper advertisements in the 

Cornerstone, the University of Alaska Fairbanks newsletter; local radio advertisements; and 

personal invitations extended to students during visits to classrooms at the University of Alaska 

Fairbanks. Flyers were posted on the University of Alaska Fairbanks campus in all common 

posting areas. Flyers and information about the study were also posted on social media 

platforms, including Facebook. Recruitment procedures attempted to reach a variety of couples, 

between the ages of 18 and 40, who identified as being in a committed (nonmarried), 

heterosexual relationship and were interested in improving their communication skills. 

Recruitment emphasized inclusivity, based on, for example, race and socioeconomic status. The 

characteristics of the sample (e.g., nonmarried, heterosexual individuals between the ages of 18 

and 40) did not constitute inclusion/exclusion criteria but were assessed to adequately describe 

the sample and assess for moderation of treatment effects (Christensen, Baucom, Vu, & Stanton, 

2005; Epstein & Baucom, 2002). Research has shown that the quality of communication and 

conflict management is determined in early interactions (Markman et al., 2010) and that couples 

who cohabit pre-maritally are more prone to negative marital communication (Cohan &
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Kleinbaum, 2002; Stanley, Whitton, & Markman, 2004), especially if they lived together before 

becoming engaged (Kline et al., 2004). Research has shown that compared with nonmarried 

couples, married couples have more variation in and report distress related to both 

communication patterns (Heyman, Chaudhry, et al., 2001) and relationship satisfaction 

(Markman & Rhoades, 2012). Initial intervention trials and the majority of randomized 

controlled trials of CRE are typically delivered within a university setting with White couples 

ages 18-40 who have higher levels of education (Halford et al., 2008). Thus, the present study's 

participant recruitment followed procedures typical for initial trials, attempted to control for 

variability in married versus non-married couples, and reflected available research in randomized 

control trials.

Screening. Recruitment advertisements and flyers instructed interested couples to call a 

provided contact number. During this initial contact, participants were screened for 

inclusion/exclusion criteria. Informed consent for screening was obtained verbally. Couples were 

given a short screening (DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure further 

described in the Instrumentation section; see Appendix C) over the phone for the presence of any 

clinically significant symptoms. Couples with one or both partners reporting or evidencing 

clinically significant symptomology, domestic violence, substance abuse, psychosis, or severe, 

persistent mental illness were not included in the study; they were instead provided with a list of 

providers in the community who offer individual and couple therapies. Partners who were 

participating in psychotherapy or planning to participate in psychotherapy during the course of 

the study were also excluded. Once screened into the study, eligible couples were polled for their 

general availability (i.e., nights and weekends) and contacted within the week with a workshop 

time fitting their schedule. If participants were unavailable during the proposed time, they had 
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the option to wait for a future workshop. Upon arriving for the workshop, participants were 

instructed on the workshop procedures. They also completed an informed consent process in 

which a researcher reviewed the informed consent form and all pre-intervention workshop 

surveys. If both partners wished to proceed, they each signed an informed consent form (see 

Appendix D). Participants then completed demographics forms (described in detail in the 

Instrumentation section; see Appendix E) and a pre-intervention relationship satisfaction 

measure (described in detail in the Instrumentation section; see Appendix F) and then engaged in 

a recorded conflict discussion task (outlined in the Conflict Discussion Task subsection).

Conflict discussion task (CVT and control). Conflict discussion tasks occurred prior to 

each couple engaging in a workshop as well as within a week of completing the workshop. The 

conflict discussion task used the same procedures for each condition and was only conducted 

twice in order to attempt to control for habituation. These pre-post measurements were obtained 

in order to provide a baseline measure of couple communication and to assess change as a result 

of engaging in the workshop. A structured couples' conflict discussion was used, based on 

procedures for coding the couple interaction (Heyman, 2004). Couples engaged in two conflict 

discussions lasting approximately 10 minutes before and after participation in the workshop. To 

generate topics for the two 10-minute conflict discussions, each participant completed a 

questionnaire (described in the Instrumentation section) to identify aspects of their relationship 

with which they were dissatisfied. If more than one topic was rated as highly important, the top 

two topics were chosen based on the couple's preference.

Prior to the conflict discussion, the following instructions were given to the couple:

You had indicated that you are dissatisfied with (topic). For this first conversation, we'd 

like you to talk with each other about this topic for 10 minutes and try to get somewhere 
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with it. We'd like you to deal with the issue the way you typically would at home. In 

other words, what we're interested in is seeing how this kind of conversation usually 

unfolds between the two of you, so we'd like you to bring up the topic and talk about it as 

you typically would. When I leave the room, you should start discussing it. After 10 

minutes, I'll knock and let you know that it's time to stop. Any questions?

The researcher positioned the couple appropriately for the cameras and microphones. The 

researcher left the room for 10 minutes, during which the couple was left to converse 

uninterrupted (Science of Behavior Change, n.d.). Couples with concerns about how to discuss 

the topic were redirected to the identified topic from the questionnaire and encouraged to discuss 

as they usually would, while trying to resolve their dissatisfaction or conflict. Couples were not 

encouraged to discuss further after completing the task in order to ensure consistency in 

procedures. Directly following the conflict discussion, participants engaged in either the CVT 

workshop (described in CVT Procedures) or the control condition training workshop (described 

in Control Condition Procedures).

Couple validation training. Participants in the CVT condition engaged in a 90-minute 

training where they received the CVT. A PowerPoint presentation was used to provide 

information and education and to play the video vignettes, which were guided by the training 

leader. Participants were taught the following: (a) the importance of emotions and emotion 

regulation; (b) the concepts of validation and invalidation and the levels associated with 

validation/invalidation; (c) the importance of increasing validating communication behaviors and 

decreasing invalidating communication behaviors; and (d) how to recognize validating and 

invalidating behaviors in video vignettes of couples interacting and label those behaviors using a 

structured coding process. Participants in the CVT condition learned a structured coding process 
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to identify levels of validation and invalidation by watching and coding nine video-based 

vignettes of couples interacting. Participants were given session sheets (described in Training 

Session Sheets) to assist in learning the coding process. The CVT provides the structure to learn 

how to identify and code levels of validation and invalidation. The CVT protocol is outlined in 

Table 2.

Table 2- Couple Validation Training Protocol

Training Sections

1. Understanding emotions

2. Emotion regulation
3. Emotion regulation; validation and invalidation
4. Identifying validation and invalidation
5. Validation/invalidation levels introduced/explained

6. Practice videos
a. Background information on modeled interaction is displayed

on screen with voiceover (see Figure 4)

b. Video played (see Figure 5)
c. Video paused
d. Levels of validation and invalidation displayed (see Figure 6)
e. Participants asked for a response
f. Correct answer revealed (see Figure 7)

7. Summary of what was learned
8. Questions addressed

The participants were provided education about emotions, emotion regulation, the 

concepts of validation and invalidation, how validation and invalidation are related to emotion 

regulation, how to identify validation and invalidation, and the key points associated with 

validation and invalidation use in couple interactions. Next, participants were shown a slide with 

background information about the video clip they were about to view (see Figure 4). The slide,
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with voiceover reading of pertinent information, informed participants about the background of 

the couple in the video and the specific context of their interaction.

Figure 4. Example background information slide for CVT video vignette.

Once participants were familiarized with the background information, they viewed a 

short clip of the couple interacting (see Figure 5). Couples were prompted to watch one 

individual's behavior toward the other. At the end of the clip, the trainer proceeded to the next 

screen.

Figure 5. Example video screen of CVT video vignette.
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On the following slide, participants were provided with the various levels of validation 

and invalidation and were asked to determine which level(s) best represent one individual's 

behaviors toward the other. Once participants had independently chosen their response and 

marked it on their session sheet, the trainer then encouraged the group to discuss the levels 

observed in the video. Once the discussion ended, the trainer advanced to the slide, which 

indicated the levels of validation and invalidation that were used (see Figure 6).

Figure 6. Example slide prompting for validation-invalidation levels observed in CVT video vignette and showing 
correct option.

The process of viewing background information, viewing a video clip, and identifying 

and discussing appropriate responses was repeated 15 times during the training before 

proceeding to the slide providing an overview of the information learned (see Figure 7). While 

on this slide, participants had the opportunity to further discuss concepts. The final slide was a 

review of the important concepts learned during the training (see Figure 8).
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Figure 7. Example CVT overview slide.

Figure 8. Example CVT final slide.

Training session sheets (handouts): Couple validation training group. Training sheets 

were provided for the CVT session (see Appendix G). These sheets included a list of validating 

and invalidating behaviors (Linehan, 1997) for easy reference, thumbnails of the slides used in 

the CVT (see slides in Couple Validation Training section), and space for participants to mark 

their answers and make any notes. The list of validating and invalidating behaviors was provided 

to participants and used to help the trainer efficiently teach participants to recognize validation 

and invalidation through learning the structured coding process. The participants used this scale 

to identify validating and invalidating responses during the vignette portion of the workshop.
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Session sheets were copied and provided to the couple at the end of the workshop. The 

participants' answers on these sheets were intended to be used to score their ability to correctly 

identify invalidating-validating behaviors. Most participants declined to provide answers or were 

inconsistent in doing so, despite repeated encouragement. Participants were told not to share the 

session sheets with any other individuals they knew to be participating in a workshop. At 1

month follow-up, participants reported (yes or no) if they had used the session sheets after the 

intervention for referencing information about validation-invalidation.

Control condition training. The control condition participants engaged in a 90-minute 

training that did not include learning the process of coding validating-invalidating responses. A 

PowerPoint presentation was used to provide information and education and to show the video 

vignettes, which were guided by the training leader. Participants were (a) taught the importance 

of emotions and emotion regulation; (b) taught the importance of increasing validating 

communication behaviors and decreasing invalidating communication behaviors; and 

(c) engaged in a facilitated discussion around effective and less effective couple communication 

based on video vignettes of couples interacting. Participants in both the control and CVT 

conditions viewed the same video vignettes and in the same order, but the control group was not 

taught the structured coding process. Participants in the control condition watched the 15 video 

vignettes of couples interacting and then engaged in a facilitated discussion about 

communication based on each video. Participants were prompted to discuss what they observed 

in the video vignettes. Participants were provided with session sheets (described in Training 
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session sheets (handouts): Control condition) which were printouts of the PowerPoint slides used 

in the workshop. The protocol for the control condition is outlined in Table 3.

Table 3- Control Condition Protocol

Training Sections

1. Understanding emotions
2. Emotion regulation
3. Concepts of validation and invalidation
4. Videos

a. Background information on modeled interaction is displayed
on slide with voiceover (see Figure 9)

b. Video played (see Figure 10)
c. Participants prompted to discuss “what they noticed in the

interaction”

Participants were introduced to education on emotions, emotion regulation, the concepts 

of validation and invalidation, and the key points associated with their use in couple interactions. 

Next, participants were shown a slide with background information about the video clip they 

were about to view (see Figure 9). The information was the same as that provided to participants 

in the CVT condition. This slide provided participants with the background of the couple and the 

specific context of their interaction.
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Figure 9. Example background information slide for video vignette in control condition training.

Once participants were familiarized with the background information, they viewed a 

short clip of the couple interacting (see Figure 10). Couples were prompted to watch one 

individual's behavior toward the other. This was the same video as the one presented in the CVT 

condition. At the end of the clip, the trainer proceeded to the next slide.

Figure 10. Example video screen of video vignette in control condition training.

On the following slide, participants were prompted to discuss what they noticed in the

interactions between the couple in the video vignette (see Figure 11). The trainer guided 
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participants in discussing, for example, verbal and nonverbal emotions, negative or positive 

feelings during the interaction, and the effect this had on the partner. The workshop leader used 

summaries and reflective statements with participants who identified validation or invalidation as 

part of the discussion. The workshop leader used the participants' own terms rather than terms 

relating to coding the levels and types of validation and invalidation. Once participants finished 

the discussion, the trainer advanced to the next slides, which repeated the process of viewing a 

video and discussion.

Figure 11. Example screen from control condition training prompting discussion of what participants noticed in the 
video vignette of couple interaction.

The process of viewing background information, viewing a video clip, and discussing 

responses was repeated 15 times during the training before proceeding to a slide that reviewed 

the information learned during the training (see Figure 12). Participants had the opportunity to 

further discuss concepts, and the workshop leader again used summary and reflective statements.
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Figure 12. Example review slide from control condition training.

Training session sheets (handouts): Control condition. Session sheets were provided for 

the control training session. These sheets included the slides presented in the training and space 

to write notes (see Figures 4-12 in Control Condition Training section). The slides provided 

information on validation and invalidation, an overview of the video vignettes, and the 

discussion questions used as prompts. Each scenario had space for the participant to write 

information or answers if they so choose. Session sheets were copied and provided to the couple 

at the end of the training session. Most participants declined to provide answers or were 

inconsistent in doing so, despite repeated encouragement. Participants were told not to share the 

session sheets with any other individuals they knew to be participating in a workshop. At 1

month follow-up, participants reported (yes or no) if they had used the session sheets after the 

intervention.

Video vignettes. According to research, the most common topics of disagreement 

between couples include leisure activities, intimacy, and finances (Henry, Miller, & Giarrusso, 

2005) as well as chores, spousal attentiveness, loneliness, and emotional support (Gierveld, van 

Groenou, Hoogendoorn, & Smit, 2009). For this study, storyboards were created that represented 
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scenarios of couple disagreement involving a representative sample of these common topics of 

disagreement. The storyboards were used to develop a set of videos of a couple's validating and 

invalidating interactions. Storyboards were based on case examples from The High-Conflict 

Couple (Fruzzetti, 2006), a well-regarded self-help book for distressed couples based on 

dialectical behavior therapy (Linehan, 1993). The videos were created using volunteer actors 

from the psychology and drama departments at the University of Alaska Fairbanks. Fifteen 

representative videos and their corresponding background scenarios were selected from a pool of 

videos created. Each video was approximately one minute long and showed one to two levels of 

validation-invalidation occurring between the actors. The scenarios were recorded and edited for 

professional presentation. The same videos were used for both the CVT and control conditions 

and were presented in the same order.

One-month follow-up. After couples completed a training, each individual was sent a 1

month follow-up email which included questionnaires (described in the Instrumentation section) 

and a form to provide their mailing address in the event that they wanted to receive the $25 

incentive. The incentive was offered to couples who were screened in to the study and filled out 

initial paperwork on the day of the training. Couples received their incentive after completion of 

the 1-month follow-up regardless of their completion of the 1-month follow-up questionnaires. 

The incentive was sent to the address that the participants provided. This study did not track 

whether couples ended their relationship after completion of the study; each couple received one 

incentive, the $25 gift card. In other words, if a couple did end their relationship after completion 

of the trainings, the incentive was sent to the address provided at the end of 1-month follow-up. 

Couples would have been eligible to receive the incentive whether or not they completed the full 
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training protocols. However, all couples in this study successfully completed all aspects of the 

trainings.

Instrumentation

Instruments used in this study collected data on participants including screening, pre- and 

post-intervention, and at 1-month follow-up. Table 4 lists when each of the measures are used 

throughout the study.

Table 4- Instrument Usage

Step Instrument(s)

Screening - DSM-5 Self-Rated Level 1 Cross-Cutting Symptom 
Measure

Pre-intervention assessment - Demographics
- Dyadic Adjustment Scale (DAS)

- Problem Areas Questionnaire (PAQ)
- Behavioral observation (RMICS/VICBS)

Post-intervention assessment - Training Satisfaction Questionnaire
- Behavioral observation (RMICS/VICBS)

One-month follow-up - DAS

- Training Satisfaction Questionnaire
Note. Dyadic Adjustment Scale = DAS; Problem Areas Questionnaire = PAQ; RMICS = Rapid Marital Interaction 
Coding System; VICBS = Validating and Invalidating Behavior Coding Scale.

Screening. Interested couples were screened via phone using the DSM-5 Self-Rated 

Level 1 Cross-Cutting Symptom Measure—Adult (APA, 2013; see Appendix C). This measure 

was used to assess psychiatric domains that would indicate disqualification from the study and 

the need for referral. No potential participant indicated currently experiencing clinically 

significant symptoms. The DSM-5 Level 1 Cross-Cutting Symptom Measure is a self- or 

informant-rated measure that evaluates a number of domains that may be indicative of a 
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psychiatric diagnosis. The adult version of the measure consists of 23 questions that assess 13 

psychiatric domains, such as depression, anger, mania, anxiety, somatic complaints, suicidal 

ideation, psychosis, sleep problems, memory, repetitive thoughts and behaviors, dissociation, 

personality functioning, and substance use. Each item assesses how much and how often the 

individual has been bothered by a specific complaint over the preceding 2 weeks.

Items on the measure are rated on a 5-point Likert scale ranging from 0 (none or not at 

all) to 4 (severe or nearly every day). Scores over a 2 in any area were assessed for severity and 

impact to determine the need for referral. The measure has been found to have good test-retest 

reliability and some evidence of convergent validity in the DSM-5 Field Trials (Narrow et al., 

2013).

Demographics. Upon being screened into the study, participants completed a 

demographic questionnaire (see Appendix E), providing information on gender identity, 

ethnicity, age, duration of current relationship (less than 6 months, less than 12 months, more 

than 1 year and less than 2 years, more than 2 years and less than 5 years, more than 5 years), 

number of children, current relationship history (never married or divorced), duration of 

problems in the relationship (less than 6 months, less than 12 months, more than 1 year and less 

than 2 years, more than 2 years and less than 5 years, more than 5 years), living situation 

(cohabitating or noncohabitating), highest level of education, income, and mental health 

treatment history.

Dyadic Adjustment Scale (Spanier, 1976). This study measured relationship 

satisfaction through the degree of personal happiness, fulfillment, closeness, harmony, and 

affection experienced by partners in an intimate relationship. The degree of change in 

relationship satisfaction was tracked using the Dyadic Adjustment Scale (DAS; Spanier, 1976; 
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see Appendix F) in relation to couples' participation in the training. The DAS was collected pre

intervention as well as at 1-month follow-up. Licensed copies were purchased for use in this 

study.

The DAS is a self-report, 32-item measure of relationship quality divided into four 

subscales: Dyadic Cohesion, Consensus, Affectional Expression, and Satisfaction. The DAS 

scores have acceptable internal consistency and reliability that do not differ by the sexual 

orientation, gender, marital status, or ethnicity of the sample (Spanier, 1976). Total DAS scores 

have been shown to differentiate distressed and nondistressed couples (Crane, Busby, & Larson, 

1991; Graham, Liu, & Jeziorski, 2006), with cutoff scores between 92 and 107 used to 

differentiate between these couples (Sabourin, Valois, & Lussier, 2005). Total scores range from 

0 to 151, with higher values representing better adjustment. The DAS has been reported to have a 

high internal consistency of .96 (Heyman, Chaudhry, et al., 2001; Spanier, 1976) as well as 

evidence for both content and criterion-related validity. The DAS has high convergent validity 

with other measures of marital adjustment and satisfaction (e.g., Heyman, Sayers, & Bellack, 

1994). Over 1,000 published studies have used the DAS.

Since the present study recruited couples who did not report individual clinically 

significant distress, all participants' answers indicated that they are nondistressed. In fact, most 

available literature on CRE that has evaluated relationship satisfaction using the DAS has 

excluded couples who self-identified as distressed (Markman & Rhoades, 2012). Rather than 

excluding couples based on their identified level of distress, this study assessed for statistically 

significant change in pre-post DAS scores.

Behavioral observations (conflict discussion tasks). Conflict discussion tasks were 

recorded observations of the couple engaging in a 10-minute discussion of a topic identified by
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the couple as a common source of disagreement. The topic was identified using the Problem 

Areas Questionnaire (PAQ; see Appendix H). The procedure for the discussion task is outlined 

in the Conflict Discussion Task section. The discussion task recording was coded using two 

systems. One was used to assess change in effective communication. The other was used to 

determine changes in the use of invalidating and validating behaviors. Studies on brief, direct 

training have shown that effect sizes for observational measures of communication (post Cohen's 

d = .95, follow-up Cohen's d = .69) are significantly larger than for self-report measures (post 

Cohen's d = .21, follow-up Cohen's d = .08; Butler & Wampler, 1999; Hahlweg & Markman, 

1988). The use of observational measures when evaluating MRE programs is recommended 

because the proximal goals of the programs are to modify couples' communication patterns, and 

ceiling effects may limit the changes that can be demonstrated by self-report measures such as 

the DAS (Wadsworth & Markman, 2012).

Problem Areas Questionnaire (Heavey, Christensen, & Malamuth, 1995). The 

Problem Areas Questionnaire (PAQ; Heavey et al., 1995; see Appendix H) assesses common 

problem areas or areas of disagreement in couples. This measure was used to identify topics of 

discussion for the conflict discussion task. The 7-point scale, ranging from completely satisfied 

to completely dissatisfied, was used to measure areas of dissatisfaction related to the following 

topics: children; finances; affection; sex; career; household tasks; trust or jealousy; issues with 

in-laws, parents, or relatives, leisure time; drugs or alcohol; religion; temperament; priorities; 

appropriate behavior/appearance; and other. The top problem area for each individual was 
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identified and discussed, with a total of two topics identified for two conflict discussion tasks 

overall.

Rapid Marital Interaction Coding System (Heyman, 2004). Degrees of change in 

effective communication were examined before and after intervention using the Rapid Marital 

Interaction Coding System (RMICS; Heyman, 2004). The RMICS is an event-based system 

designed to code observed dyadic behavior (e.g., affective-motoric, paralinguistic-linguistic). 

The RMICS was designed to measure frequencies of behavior and behavioral patterns (e.g., 

sequences) between intimate partners during conflicts. The RMICS's basic coding unit is the 

speaker turn. If a participant emits more than one code during a speaker turn, the participant 

receives the code highest on the hierarchy. With long monologues, speaker turns lasting more 

than 30 seconds are interval coded in 30-second segments (i.e., coded as if a new speaker turn 

occurs every 30 seconds). In declining hierarchical importance, the RMICS codes consist of 

psychological abuse (e.g., demeaning statements), distress-maintaining attributions (negative 

causal explanations), hostility (e.g., angry affect, criticism, combativeness), dysphoric affect 

(e.g., sad affect), withdrawal (e.g., stonewalling), relationship-enhancing attributions (positive 

causal explanations), acceptance (e.g., paraphrasing, expressions of caring), self-disclosure 

(statements that express the speaker's feelings, wishes, or beliefs; acceptance of responsibility), 

humor (e.g., joking, laughing), constructive problem discussion (e.g., description of the problem, 

constructive solutions, questions and agreement), and other (statements on something other than 

a personal or relationship topic; e.g., “Is that the camera?”).

The RMICS codes have been shown to discriminate between distressed and nondistressed 

couples (Vivian & Heyman, 1994), be sensitive to experimental manipulations in an 

interpersonal closeness study in a theoretically predicted way (Aron, Norman, Aron, McKenna, 
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& Heyman, 2000), and have adequate interrater reliability (M = .57, SD = .16). The scale has 

also shown adequate content validity, good construct validity, and construct generalization 

(Hunsley & Mash, 2008). Because couples engaged to be married, compared with the full range 

of married couples, emit a narrower range of behaviors during conflict interactions, kappa is 

considered an extremely conservative measure with one study showing a mean percentage 

agreement between raters of .80 (SD = .07; Heyman, Chaudhry, et al., 2001). Participants in the 

present study were nonmarried couples, thus kappas were expected to be similar. Raters on the 

research team were trained in the scale and practiced until interrater reliability was acceptable. 

Once the raters reached appropriate reliability (approximately .70), discussion tasks were coded 

by one rater, with at least 20% of discussion tasks checked by a second rater.

Validating and Invalidating Behavior Coding Scale (Fruzzetti, 2001). The Validating 

and Invalidating Behavior Coding Scale (VIBCS) Version 3.1 (Fruzzetti, 2001) was used as an 

internal validity check for both conditions to determine if participants increased their use of 

validation and decreased their use of invalidation in the conflict discussion task after 

intervention. This measure was used as an indicator of whether the participants were able to learn 

and generalize the coding identification skills. The VIBCS is an observational rating scale used 

to measure validating and invalidating responses between dyads. The VIBCS scale ranges from 1 

to 7, with higher ratings indicating higher levels of validating or invalidating responses. The 

VIBCS was used to determine the change in use of validating and invalidating responses.

The scale has shown to have good interrater reliability with an intraclass correlation 

coefficient (ICC) of .74 (Shenk & Fruzzetti, 2011). Concurrent validity has also been examined 

with couples where validation was associated with greater relationship satisfaction (r = .37, 

p < .001), and invalidation was associated with aggression (r = .39, p < .001; Lowry, Mosco,
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Shenk, & Fruzzetti, 2002). All conflict discussion tasks were viewed and coded by the research 

team. Raters were trained using the protocol specific to the VICBS and practiced until ICC was 

determined to be at an appropriate level (at least .70). Once the raters reached appropriate 

reliability, discussion tasks were coded by one rater, with at least 20% of discussion tasks 

checked by a second rater.

Post-training satisfaction. Immediately following the intervention, participants were 

asked to rate their perception of the training's helpfulness, identify the most and least helpful 

aspects, and rate their overall satisfaction with the training (see Appendix I). This measure was 

used as an internal validity check to determine the association between satisfaction with the 

session and the effectiveness of the intervention. The satisfaction questionnaire was broken down 

by item asking participants to rate how helpful they felt the workshop was and how satisfied they 

were with the workshop. Ratings indicated those identifying a 5 or more on the Likert scale (1-7) 

as satisfied, those with a 4 as neutral, and those with a 3 or less as dissatisfied. The open-ended 

questions (e.g., What did you find to be most and least helpful?) were used to gain information 

for next steps in research. At 1-month follow-up (by email invitation), participants again rated 

their satisfaction with the training, reported whether or not they used either or both the training 

information or session sheets after the intervention, and if they had participated in any therapies 

since the workshop. Upon completion of the follow-up measures, participants were provided a 

$25 gift card (mailed to a provided address) as compensation for their participation.

Fidelity protocols for workshops. In order to ensure fidelity for the CVT and control 

conditions, all workshops were video recorded and reviewed for fidelity. Researchers used 
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fidelity protocol coding sheets (see Appendix J) to determine fidelity. The fidelity protocols are 

given in Table 5. No concerns with fidelity were noted. Note.

Table 5- Essential Components of Fidelity in Workshops

Component

Target

Couple Validation Training 
(CVT)

Control

Terms: “coding/codes,” 
“identification,” and 
“levels”

Used in workshop Not used in workshop

Presentations/videos Versions specific to CVT 
condition used

Versions specific to control 
condition used

Handouts Versions specific to CVT 
condition used

Versions specific to control 
condition used

Codebook Used in workshop; references 
made to the codebook and 
codes therein

Not used in workshop; no 
reference made to the 
codebook and codes therein

Note. Couple Validation Training = CVT.
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Chapter 3: Data Analysis

Preliminary data analysis included examination of score distributions by identifying the 

following: the range, minimum, and maximum scores for all continuous variables; non-normal 

distributions of variables; potential outliers. Box plots and stem and leaf plots were used to show 

distributions and outliers. Missing data did not exclude an individual from overall analyses, but 

removed the missing data from the analyses specific to the instrument. All other data for 

individuals and couples were used in the analyses. Descriptive statistics, including means, 

ranges, and percentages, were computed for relevant data for each participant and dyad, and 

within each condition.

A multilevel modeling (MLM) structure (recommended by Kenny, Kashy, & Cook, 

2006) was used to analyze the dyadic data. MLM was chosen because of the dependent nature of 

the data. This dependency occurred because although the data were collected on the individual 

level, these scores were dependent on the individuals' existence as a part of a dyad and that 

dyad's presence in one of two conditions. Figure 13 shows the hierarchy of levels within the 

data.
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Figure 13. Hierarchy of data levels.

MLM accounts for non-independence of the dyadic data by estimating and controlling for 

the degree of shared variance (Barnett, Marshall, Raudenbush, & Brennan, 1993; Sayer & Klute, 

2005). MLM allowed for the study of individual outcomes, such as relationship satisfaction and 

behavioral change within the context of the dyadic relationship, while controlling for the 

interdependency of scores among the members of the dyad (Lyons & Sayer, 2005). In addition, 

MLM enabled the assessment of the effects of dyadic characteristics (e.g., marital satisfaction or 

communication-based behavioral change), measured in this study through individual self-report 

and third-party observations, on individual outcomes (i.e., individual scores on the measures of 

interest). By focusing on the dyad as the unit of analysis, the study examined the relational 

characteristics of change within dyads, with the goal of increasing understanding of the dynamic 

interactions that constitute the relationship (Thompson & Walker, 1982).

MLM analysis has several advantages over alternatives, especially repeated measures 

ANOVA: (a) time is accounted for as a continuous variable thus accounting for different periods 
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of time; (b) cases need not be dropped because of missing data; (c) it can handle continuous as 

well as categorical predictor variables; and (d) it can accommodate unbalanced designs (Kenny 

et al., 2006). These points were important to the current study for several reasons: (a) it used 

repeated measures over time (i.e., pre-post design); (b) the study utilized individual and couple 

data even when some time-point measures were missing, rather than removing the whole case; 

(c) the study utilized both continuous and categorical variables; and (d) the design was slightly 

unbalanced because of different numbers of couples in the control and intervention groups. The 

data were nested within the groups to accurately reflect the data's dependence on its existence 

within a group. Table 6 shows the three levels of nested data: (a) the individual within the dyad, 

(b) the dyad itself, and (c) the training condition (CVT or control). The scores obtained on the 

pre-post measures are dependent on the individual, the individual's part in a couple, and that 

couple's participation in a condition.

Table 6- Levels of Nested Data
Level nNumber Name

3 Condition 2
2 Couple 16
1 Individual 32

The multilevel model was run using the statistical analysis software Statistical Package 

for the Social Sciences, Version 24. The primary question in the current study asked: Does 

learning a structured coding process lead to observable behavior changes through increased use 

of validating communication behaviors and decreased use of invalidating communication 

behaviors during a conflict-based discussion with a partner in comparison to those in the control 

condition? Hypothesis 1 addressed the primary question. Hypotheses 2-5 addressed the 

secondary questions explored in this study. Table 7 outlines each of the hypotheses, the variables 

relevant to each hypothesis, and the model for the hypotheses.
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Variable

Table 7- Hypotheses and Variables

Hypothesis Dependent Independent

1. Participants who learn how to code will exhibit 
significantly greater improvements in the use of 
communication behaviors as observed during pre
post conflict-based discussions with their partner 
compared to control. Significant improvements will 
be evidenced by increased use of validating 
responses and decreased use of invalidating 
responses.

Validating
invalidating 
responses 
(VIBCS)

Participation in 
coding training

2. Increased use of validation skills will be correlated 
with improved couple communication effectiveness 
as measured through communication behaviors.

Communication 
effectiveness 

(RMICS)

Validating 
responses 
(VIBCS)

3. Decreased use of invalidation will be correlated 
with improved couple communication effectiveness 
as measured through communication behaviors.

Communication 
effectiveness 

(RMICS)

Invalidating 
responses
(VIBCS)

4. Participants who learn how to code, as compared 
to control, will exhibit significantly improved scores 
in relationship satisfaction.

Relationship 
satisfaction

(DAS)

Participation in 
coding training

5. Participants who learn how to code, as compared 
to control, will exhibit significantly higher scores in

Training 
satisfaction

Participation in 
coding training

training satisfaction.

Note. VIBCS = Validating and Invalidating Behavior Coding Scale; RMICS = Rapid Marital. Interaction Coding 
System; DAS = Dyadic Adjustment Scale. In Hypotheses 2 and 3, the variables are not dependent or independent, 
but simply variables since the analyses are correlations.

The following model was used to analyze the study's main effects pertaining to the 

primary question. The posttest scores for validation and invalidation (VIBCS) produced two 

scores, one for validation and one for invalidation. These scores rated an individual's behaviors 

toward the partner during pre- and post-intervention behavioral observation. The scores (i.e., the 

number of validations or invalidations) were given for 32 individuals from 16 couples in one of 

two conditions. The covariate used for individual i from couple c in condition d is a pre-test 

score (average validation-invalidation VIBCS score, eicd). To assess change, a sequence of 
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models was developed from simplest to most complex by starting with (a) a base model (i.e., a 

completely unconditional or intercept-only model); (b) an unconditional three-level growth 

model while controlling for pre-scores; and finally (c) a conditional three-level growth model 

while controlling for pre-scores. Using base models allowed estimates of within and between- 

person variance. The following equations are mathematical representations which highlight the 

nested nature of the data, where there is central tendency and variability at the individual, couple, 

and condition levels:

Level 1: yicd βocd + eicd

Level 2: βocd = δ00d + Uocd

Level 3: δ00d = Y000 + V00d

At Level 1, yicd is the dependent variable score (VIBCS invalidation score) repeatedly 

measured at time t (pre-test and posttest) for individual i nested within the couple c, βocd is the 

individual mean score across all time points, and eicd is the residual or error term indicating the 

deviation of each individual score from their mean score. At Level 2, each individual's intercept 

(i.e., individual mean VIBCS invalidation score pre-post), β0cd, is modeled as the couple mean 

of individual invalidation scores, δ00d, plus each individual's deviation from their respective 

couple mean, U0cd. At Level 3, the condition invalidation mean score, δ00d, is a function of the 

grand mean across both conditions, Y000, and each condition mean's deviation from that grand 

mean, V00d. In other words, each individual, couple, and finally condition is measured for use of 

invalidation change scores respective to the level of nesting.

Next, the primary question explored the individuals' use of validation in relation to 

learning the structured coding protocol. At Level 1, yicd is the dependent variable score (VIBCS 

validation score) repeatedly measured at time t (pre- and posttest) for individual i nested within 
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the couple c, βocd is the individual mean validation score across all time points, and eied is the 

residual or error term indicating the deviation of each individual score from their mean score. At 

Level 2, each individual's intercept (i.e., individual mean validation score pre-post), β0cd, is 

modeled as the couple mean of individual scores, δ00d, plus each individual's deviation from the 

respective couple mean, U0cd. At Level 3, the condition mean score, δ00d, is a function of the 

grand mean across both conditions, Y000, and each condition mean's deviation from that grand 

mean, V00d. This question is similar to the previous question in that the individual, couple, and 

condition levels are explored, but this question pertains to validation change scores.

This researcher intended to use an internal validity check to determine if individuals in 

the experimental condition learned the coding skills taught in the CVT. She intended to use the 

answers obtained on the participant scoring sheets to determine if participants had been able to 

answer the questions correctly. This information would then have been analyzed to determine if 

correct answers on the scoring sheets were associated with behavioral improvements. 

Unfortunately, most participants declined to consistently record their answers on the session 

sheets, despite continual urging and reminders from the workshop leader. Therefore, this data 

could not be used for internal validity purposes.

The secondary questions, proposed in Hypotheses 2 through 5, were explored through the 

additions to the primary model. Hypotheses 2 and 3 explored the relationship between the 

couple's use of validating and invalidating behaviors and communication effectiveness as 

measured during the conflict discussion tasks. It was hypothesized that couples who increase 

validating behaviors and decrease invalidating behaviors (measured using the VIBCS) will result 

in improved communication effectiveness (measured using the RMICS). Hypotheses 2 and 3 

utilized the VIBCS scores for validation and invalidation and compared the relationship to
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RMICS positivity and hostility scales. Chi-squared tests were used to compare the relationship 

between validation score and positivity score for Hypothesis 2 and invalidation score and 

positivity score for Hypothesis 3.

Hypothesis 4 presumed a relationship between participation in a condition and 

relationship satisfaction. It was hypothesized that participants in the CVT condition, as compared 

to the control condition, would exhibit significantly improved scores in relationship satisfaction. 

This hypothesis held the condition as a fixed effect in the following model: At Level 1 is the 

dependent variable score, which is the individual relationship satisfaction scores (DAS scores). 

These scores are repeatedly measured at time t (pre- and posttest) for individual nested within the 

couple, and is the individual mean score across all time points. At Level 2, each individual's 

intercept (i.e., individual mean score pre-post) is modeled as the couple mean of individual 

scores, plus each individual's deviation from the respective couple mean. At Level 3, the 

condition mean score is a function of the grand mean across both conditions and each condition 

mean's deviation from that grand mean. For this hypothesis, individual, couple, and condition 

levels are nested and explored for improvements in relationship satisfaction.

Hypothesis 5 presumed a relationship between participation in a condition and 

satisfaction with the training. It was hypothesized that participants in the CVT condition, as 

compared to the control condition, would exhibit significantly higher scores in training 

satisfaction. This hypothesis held the condition as a fixed effect in the following model: The 

covariate that was used for individuals from each couple in each condition is the training 

satisfaction score. At Level 1, the dependent variable score (training satisfaction) measured for 

the individual nested within the couple is the individual score, while condition is held as a fixed 

effect. At Level 2, each individual's intercept (i.e., individual score) is modeled as the couple 
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mean of individual scores, plus each individual's deviation from the respective couple mean. At 

Level 3, the condition mean score is a function of the grand mean across both conditions and 

each condition mean's deviation from that grand mean. For this final hypothesis, the individual, 

couple, and condition nesting was used to explore and compare improvements in training 

satisfaction.
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Chapter 4: Results

Preliminary Data Analyses

All data received from 32 individuals were cleaned and coded according to the analysis 

plan. Scores obtained on the DAS were assigned according to the manual and were all found to 

be in the non-distressed range. DAS scores were analyzed for significant differences in change 

after intervention and are described in detail in this chapter. The internal consistency of the DAS 

used in the analysis was examined and found to be appropriate (DAS1 = .86, DAS2 = .83) and 

commensurate with other studies (Graham et al., 2006).

Behavioral observations were coded by the research team using the Rapid Marital 

Interaction Coding Scale (RMICS) and the Validation/Invalidation Behavior Coding Scale 

(VIBCS). The research team consisted of three raters with varying degrees of experience in 

qualitative analysis. Raters on the research team were trained in the RMICS and practiced 

watching various video interactions until interrater reliability was acceptable, with intraclass 

correlation of at least .80 (Graham et al., 2006). Once the raters reached appropriate reliability 

(intraclass correlation = .95), discussion tasks were coded by one rater, with at least 20% of 

discussion tasks checked by a second rater. Data associated with the RMICS were coded using 

the positivity and hostility codes. These codes were the most useful in the present study since 

most participants tended to have a narrower range of emotional expression. Using the RMICS's 

basic codes allowed the team to specify a participant's behaviors into two categories (positivity 

and hostility), which matched the two categories in the VIBCS. All participants received scores 

on the pre and post RMICS showing the frequency of these two behavior types in their 

discussion task before and after intervention. After the RMICS ratings were completed, raters on 

the research team were trained using the protocol specific to the VIBCS and practiced until 
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interrater reliability (intraclass correlation) was determined to be at an appropriate level 

(ICC = .90). Once the raters reached appropriate reliability, discussion tasks were coded by one 

rater, with at least 20% of discussion tasks checked by a second rater. Data associated with the 

VIBCS were coded utilizing the validation and invalidation codes. All participants received 

scores on the pre- and post-intervention VIBCS showing the frequency of these two types of 

communication.

Descriptive analyses. There were 32 individuals comprising the 16 couples in this study. 

Nine couples participated in the control condition, and seven couples participated in the CVT 

condition. Participants were mostly White, ranging in age from 18 to 38, with a mean age of 26 

and a standard deviation of 6.61. Twenty-seven of the individuals reported they had never been 

married, three were divorced, and two participants reported as “other.” Nine of the couples were 

living together at the time of the workshop, and 50% of all couples had been in their relationship 

for 2-5 years. The average household income was less than $24,000, with all but one of the 

participants having attended at least some college. These descriptive findings for participants are 

shown in Table 8.
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Table 8- Participant Characteristics

Characteristic n % M (SD)

Race
American Indian/Alaska Native 1 3.1
Black/African American 1 3.1
White 25 78.1
Mixed 4 12.5
Missing 1 3.1

Age 26 (6.61)

Marital status
Never married 27 84.4
Divorced 3 9.4
Other 2 6.3

Living situation
Living together 18 56.3
Not living together 14 43.8

Duration of current relationship
Less than 6 months 4 12.5
Less than 12 months 4 12.5
1-2 years 6 18.8
2-5 years 16 50.0
More than 5 years 2 6.3

Household income
0 - 24,000 11 34.4
25,000 - 49,000 5 15.6
50,000 - 74,000 4 12.5
75,000 - 99,000 4 12.5
100,000 - 124,000 6 18.8
Missing 2 6.3

Education level
High school 1 3.1
Some college 16 50.0
Associate's 1 3.1
Bachelor's 5 15.6
Master's 8 25.0
Doctorate 1 3.1

67



Seventeen individuals reported having participated in mental health treatment in the past, 

with nine individuals reporting having participated in couple therapy but not necessarily with 

their current partner. Participant experiences with individual, couple, or seminar interventions are 

shown in Table 9.

Table 9- Participants' Experiences with Interventions

Intervention

Yes No No answer

n % n % n %

Mental health treatment 17 53.1 13 40.6 1 3.1

Couple therapy 9 28.1 21 65.6 1 3.1

Relationship seminar 3 9.4 28 87.5 1 3.1

All individuals completed the DAS before and after intervention. They also completed a 

pre- and post-intervention discussion task in which their behaviors were coded using the RMICS 

and the VIBCS. Descriptive data for the participants' scores according to gender is presented in 

Table 10. This table is divided into sections indicating the total score means for all individuals in 

all conditions, within the CVT condition only, and within the control condition only. Differences 

between conditions are explored more in depth in the following section.
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Table 10- Mean Scores in All Measures

Pre Post
Scale Men Women SD Total Men Women SD Total

Total sample

DAS 117.67 117.20 11.83 121.57 123.5 11.09
Validation 1.25 1.38 1.67 1.56 1.63 1.24
Invalidation .69 .56 .94 .38 .75 .94
Hostility 2.38 2.00 2.19 1.44 1.31 1.38
Positivity 3.63 4.00 3.81 4.13 3.50 3.81

Couple validation training group

Control group

DAS 119.43 114.86 13.75 120.83 123.60 15.45
Validation 1.86 2.29 2.20 1.57 1.71 1.60
Invalidation 1.00 .43 1.07 .57 1.29 1.21
Hostility 1.14 1.57 1.36 .71 1.43 1.07
Positivity 4.43 5.71 1.73 5.43 4.14 2.72

Note. Dyadic Adjustment Scale = DAS.

DAS 116.12 119.25 10.33 112.13 123.44 7.63
Validation .78 .67 .75 1.56 1.56 .92
Invalidation .44 .67 .86 .22 .33 .58
Hostility 3.33 2.33 3.99 2.00 1.22 2.23
Positivity 3.00 2.67 1.86 3.11 3.00 1.47

The DAS was used to determine relationship satisfaction within the dyad. All couples 

reported on the DAS as non-distressed in pre- and post-intervention measures with overall 

improvements in 16 of the 26 individuals who completed all questions on the DAS before and 

after intervention. The maximum change score was an improvement of 24 points; the maximum 

decrease was 10 points with a mean change score of 3.6. Table 11 shows the means scores by 

gender.
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Table 11- Dyadic Adjustment Scale Means for All Couples

Time Men Women SD Total

Pre 117.67 117.20 11.83
Post 121.57 123.50 11.09

The RMICS was used in order to determine general communication functioning (i.e., 

positive and hostile emissions) during couples' discussion tasks before and after intervention. 

For all participants, the minimum number of positive responses was 0 and the maximum was 10, 

with a standard deviation of 3.81 both before and after intervention. The minimum number of 

hostile responses was 0 and a maximum of 12, with a pre-intervention standard deviation of 2.19 

and a post-intervention standard deviation of 1.38. Change scores in positive and hostile 

responses were measured, and it was found that the minimum change was 0 and the maximum 

change was 2, with a standard deviation of 1.22 in positive emissions and .44 in hostile 

emissions. Table 12 shows the RMICS means for all couples in all conditions.

Table 12- Rapid Marital Interaction Coding System Means for All Couples

Scale and Time Men Women SD Total

Hostility
Pre 2.38 2.00 2.19
Post 1.44 1.31 1.38

Positivity
Pre 3.63 4.00 3.81
Post 4.13 3.50 3.81

The VIBCS was used in order to determine change in validating and invalidating 

behaviors during their discussion tasks before and after intervention. For all participants, the 

minimum number of validations was 0 and the maximum was 7, with a standard deviation of 

1.67 before intervention and 1.24 after intervention. The minimum number of invalidations was 

0 and the maximum was 4, with a standard deviation of .94 before intervention and .95 after 
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intervention. Change scores for validation and invalidation were measured, and it was found that 

the minimum change was 0 and the maximum change was 2, with a standard deviation of .76 in 

invalidations and .72 in validations. In viewing the pre-intervention scores for control and CVT 

conditions, the pre-intervention scores for validation were significantly higher in the control 

group (M = 2.07) than the CVT group (M = .72). Possible reasons for this discrepancy are 

explored in Chapter 5, Discussion. Table 13 shows the VIBCS means for all couples in all 

conditions.

Table 13- Validation/Invalidation Behavior Coding Scale Means for All Couples

Scale and Time Men Women SD Total

Validation
Pre 1.25 1.38 1.67
Post 1.56 1.63 1.24

Invalidation
Pre .69 .56 .94
Post .38 .75 .94

Workshop satisfaction was measured immediately following the intervention and at 1

month follow-up. Regarding the workshop's helpfulness, 31 participants reported on their 

perception of helpfulness with rating on a seven-point scale ranging from extremely unhelpful to 

extremely helpful: two participants reported it was unhelpful, four participants reported feeling 

neutral, and 25 participants reported it was helpful. Similarly, 31 participants reported on their 

satisfaction with the workshop: 1 participant reported feeling dissatisfied and 30 reported feeling 

satisfied. At the 1-month follow-up, 28 participants reported on their perception of the 

workshop's helpfulness, with one participant reporting it was unhelpful, one participant reporting 

feeling neutral, and 26 participants reporting it was helpful. Similarly, 28 participants reported on 

their satisfaction with the workshop with one participant reporting feeling dissatisfied, one 

participant reporting feeling neutral, and 26 reporting feeling satisfied. At the 1-month follow
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up, 28 participants reported on their use of materials from the workshop, with 20 reporting that 

they had used them and eight reporting that they had not used the handouts since the workshop. 

Similarly, 28 participants responded to the question regarding whether they had participated in 

any counseling since the workshop, with three participants reporting they had attended 

counseling and 25 reporting that they had not attended counseling after the workshop.

In order to examine whether demographic variables differed significantly between the 

intervention and control groups, t tests were utilized for continuous variables (e.g., age) and chi

square tests for categorical variables (e.g., race). There were no significant differences in age 

between the CVT (M = 28.14, SD = 5.921) and control groups (M = 25.00, SD = 6.96), 

t(30) = 1.35, p = .238; marital status X2 (2, N = 32) = .77, p = .680; relationship duration X2 (2, 

N = 32) = 6.27, p = .180; or previous experience with interventions X2 (2, N = 31) = .97, 

p = .616. Socioeconomic status was significant X 2 (2, N = 32) = 10.65, p = .031, showing that 

socioeconomic status was not equally distributed in the control and CVT conditions. Next, pre

intervention scores for the DAS, VIBCS, and RMICS were evaluated for any significant 

difference between conditions. No difference was found in DAS pre-intervention scores between 

the CVT (M = 117.14, SD = 13.75) and control groups (M = 117.69, SD = 10.33), t(28) = -.12, 

p = .902; VIBCS invalidation scores between the CVT (M = .71, SD = 1.07) and control groups 

(M = .56, SD = .86), t(30) = .47, p = .644; or RMICS hostility scores between the CVT 

(M = 1.36, SD = 2.62) and control groups (M = 2.83, SD = 3.99), t(30) = -1.20, p = .181. There 

was a significant difference in VIBCS validation scores between the CVT (M = 2.07, SD = 2.20) 

and control groups (M = .72, SD = .75), t(30) = 2.44, p = .003; that is, the CVT condition had 

significantly higher pre-intervention occurrences of validation than the control condition. There 

was also a significant difference in RMICS positivity scores between the CVT (M = 5.07,
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SD = 1.73) and control groups (M = 2.83, SD = 1.86), t(30) = 3.49, p = .002; that is, the CVT 

condition had significantly higher pre-intervention occurrences of positivity than the control 

condition.

In order to determine any significant differences in gender for pre-intervention scores, t 

tests were also conducted. There were no significant differences in pre-intervention DAS scores 

between men (M = 117.67, SD = 12.26) and women (M = 117.20, SD = 11.81), t(28) = .11, 

p = .836. Similarly, there were no significant differences between men (M = .69, SD = 1.01) and 

women (M = .56, SD = .89), t(30) = .37, p = .590, for the VIBCS invalidation scale, and no 

significant differences between men (M = 1.25, SD = 1.84) and women (M = 1.38, SD = 1.54), 

t(30) = -.21, p = .663, for the VIBCS validation scale. There were no significant differences 

between men (M = 3.63, SD = 1.78) and women (M = 4.00, SD = 2.42), t(30) = -.50, p = .591, 

for the RMICS positivity scale, and no significant differences between men (M = 2.38, 

SD = 4.03) and women (M = 2.00, SD = 2.97), t(30) = .30, p = .489, for the RMICS hostility 

scale.

Hypotheses testing. All models used the three-level multilevel model outlined in Chapter 

3, Methods. The data were organized in “stack” form, where each individual had four lines of 

associated data, with two lines each of pre-intervention and post-intervention data points in order 

to show the association of data within the couple. Analyses found that all outcome variables were 

normally distributed and that variance components were homoscedastic, multivariate normal, and 

independent across levels. Any data found to have outliers are described in the hypothesis 

specific to that data set.

Hypothesis 1. “Participants who learn how to code will exhibit significantly greater 

improvements in the use of communication behaviors as observed during pre-post conflict-based 
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discussions with their partner compared to a control group. Significant improvements will be 

evidenced by increased use of validating responses and decreased use of invalidating responses.”

First, I will look at use of validating responses. Hypothesis testing using the multilevel 

model found a significant difference between CVT and control groups pre to post workshop, 

F(30, 1) = 11.78, p = .002. The control condition increased validations significantly, 

F(30, 1) = 11.75, p = .002 and the CVT condition was not significant for validation use, 

F(30, 1) = .24, p = .131. It was discovered that one couple had scores in invalidation that were an 

outlier to the normal data distribution. When the data for this couple were removed from the 

model, the findings were not significantly impacted; regardless, the data for this couple were not 

included in the model. Next, we will look at the use of invalidating responses. Hypothesis testing 

using the multilevel model found no significant difference in changes in invalidation levels pre

post between the control condition and the CVT condition, F(28, 1) = 2.95, p = .097.

Hypothesis 2. “Increased use of validation skills will be correlated with improved couple 

communication effectiveness as measured through communication behaviors.”

Hypothesis testing using the multilevel model found no significant correlation between 

validation use and positive communication behaviors, r = -.11, n = 32, p = .537. We failed to 

reject the null hypothesis. This result indicates that these two behaviors were not significantly 

correlated.

Hypothesis 3. “Decreased use of invalidation will be correlated with improved couple 

communication effectiveness as measured through communication behaviors.”

Hypothesis testing using the multilevel model found no significant correlation between 

invalidation use and ineffective communication behaviors, r = .13, n = 32, p = .490. We failed to 

reject the null hypothesis.
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Hypothesis 4. “Participants who learn how to code, as compared to control, will exhibit 

significantly improved scores in relationship satisfaction.”

Hypothesis testing using the multilevel model found no significant difference in 

relationship satisfaction between conditions across time F(25.38, 1) = .42, p = .521. There was 

no significant change across time in the CVT F(25.43, 1) = 1.74, p = .200 and a significant 

positive change in satisfaction in the control condition F(25.31, 1) = 6.43, p = .018. This finding 

indicates that the control condition was significant for change in satisfaction, whereas the CVT 

condition was not.

Hypothesis 5. “Participants who learn how to code, as compared to control, will exhibit 

significantly higher scores in training satisfaction.”

Hypothesis testing using the multilevel model found no significant difference in training 

satisfaction between CVT and control conditions, F(31.60, 1) = 2.61, p = .116. These findings 

indicate that there was no difference between the groups in workshop satisfaction. Additionally, 

since satisfaction was measured directly following the training and at 1-month follow-up, scores 

were compared. There was no significant change at 1-month follow-up in the scores for either 

the control F(29.20, 1) = 1.83 p = .186 condition or the CVT F(33.33, 1) = .95, p = .337 

condition.
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Chapter 5: Discussion

Interpretation of Results

In the following section, we will present an overview of the findings associated with each 

hypothesis. Possible reasons for our findings are discussed in the Implications of Results section. 

In terms of the first hypothesis, the researcher found a significant difference between the CVT 

and control conditions in levels of validation, but not in the hypothesized direction. We found no 

significant changes in the levels of invalidation. Thus, our main hypothesis was not found to be 

supported. In terms of the secondary hypotheses, two through five, data analyses yielded no 

significant differences between CVT and control groups on most measures of interest in this 

study except in relationship satisfaction tested in hypothesis four. Furthermore, there were other 

unexpected findings which will be discussed.

For hypothesis one, researchers using the multilevel model found a significant difference 

in changes in the levels of validation when comparing the CVT and control groups pre to post 

workshop. Researchers found a significant increase in the level of validation use pre to post 

workshop in the control condition, while no significant change was found in the level of 

validation use in the CVT condition pre to post workshop. Interestingly, the pre-intervention 

measures indicated that the CVT condition started with a substantially higher occurrence of 

validation when compared to the control condition, although there was no definitive explanation 

for these differences. In hypothesis two, no significant correlation was found between validation 

use and positive communication behaviors. In hypothesis three, we found significant correlation 

between invalidation use and ineffective communication behaviors. Using the multilevel model, 

researchers found no significant difference in relationship satisfaction between CVT and control 

conditions in hypothesis four. Post-intervention testing showed a significant improvement in 
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couples' relationship satisfaction, as measured through the DAS. This finding indicates that 

couples self-reported a benefit from engaging in the study, regardless of the condition to which 

they were randomly assigned. In hypothesis five, researchers using the multilevel model found 

no significant difference in training satisfaction between CVT and control conditions. However, 

over 85% of all couples in the study reported feeling satisfied with the workshop and provided 

positive feedback regarding their experience. The next section will explore implications, 

challenges in measuring change, and possible clinical utility of our results.

Implications of Results

This section will consider possible explanations for the unexpected outcomes in analyses 

and the lack of significance in relevant areas. Many topics discussed in this section overlap with 

the methods, overall analyses, and findings from the hypotheses. First, we will focus on CREs 

and mechanisms of change and challenges in finding significance in this study. Second, we will 

explore the lack of research on a couple's risk of dissolution (i.e., couple risk) and the role this 

risk may play in the current study. Third, we will discuss how communication skills, measuring 

increased communication, and challenges in finding significance intersect. Fourth, we will 

explore how qualitative study findings helped us discover alternative meanings to our 

quantitative findings. Lastly, we will highlight common factors that may have impacted the 

study's results.

Mechanisms of change. Most CRE interventions are universal prevention efforts 

consisting of well-functioning couples without current relationship problems, making it 

challenging to test mechanisms of change. Furthermore, measuring for change in CRE is 

particularly challenging when those mechanisms are associated with couple therapy (Wadsworth 

& Markman, 2012). Teaching high-functioning couples communication skills is the overall goal 
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of CRE, but it can be challenging to demonstrate that these skills are associated with positive 

future outcomes (Blanchard et al., 2009). Thus, issues regarding mechanisms of change in CRE 

contrast those mechanisms in couple therapy (Wadsworth & Markman, 2012). Furthermore, 

prevention effects often occur later than treatment effects, in some cases appearing years or even 

decades after an intervention (Coie et al., 1993). The lack of significant results could be 

attributed to the timing of measurements since we conducted a prevention-based study and took 

time-point measures directly after the intervention. Given the potential long-term nature of the 

processes and outcomes, the measurement of skill acquisition immediately after the intervention 

may not be the most accurate measure of change (Wadsworth & Markman, 2012).

Couple risk. Another consideration in measuring change is couple risk, which was not 

measured in the present study outside of exclusion criteria and demographic information. Some 

couples in CRE may be at high risk for relationship dissolution and adverse outcomes, while 

others may be at low risk. For low-risk couples, the goal is to prevent deterioration over time. 

There are some challenges in measuring change in low-risk couples including follow-up over 

time and ceiling effects. Comparatively, high-risk couples tend to show immediate change which 

is more easily detectable (Halford et al., 2008). Not screening for risk levels is common in 

therapy and CRE research because participants typically receive the same intervention. Most 

researchers do not screen or select couples for studies explicitly based on risk. Thus, the sample's 

risk level may impact the expected findings of research. Even when showing positive changes, 

high-risk couples may not reach the high functioning levels evident in low-risk couples. For 

couples with low risk, their functioning is likely to improve, even without intervention (Halford 

et al., 2008). Since we did not measure risk and instead screened all participants for exclusion 

criteria, it is unknown how couple risk may have impacted the findings. It is also possible that 
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the participants in this study were primarily lower-risk couples, thus creating additional 

complexities in assessing for skill-based change.

Challenges in communication. Based on the analyses in this study, we determined 

significant effects in validation and invalidation between conditions. According to the results 

from the pre-intervention measure, there was a higher rate of validation among participants in the 

CVT condition than the control condition. We designed procedures to ensure that couples were 

randomly assigned to a condition and that they did not experience any differences in workshop 

presentation beyond condition-specific differences. The researcher found that participants in the 

CVT condition demonstrated a high validation pre-intervention rate, leaving little room for 

improvement. Thus, an increase in validating behaviors is less likely to be attained. Second, in 

terms of increased positive communication, those individuals with unrealistically positive 

communication may be at risk for lack of depth in their communication. Similarly, individuals 

who demonstrate negative communication increases may have learned specific affect regulation 

skills that help them express negative emotions appropriately (Wadsworth & Markman, 2012). 

These possible explanations for changes in behaviors and skills were not accounted for in the 

current study. The researcher believes this information could inform future studies.

Qualitative themes informing results. From the qualitative data, themes emerged 

indicating that some individuals felt more comfortable expressing their thoughts during the 

second conflict task compared to the first. While participants may have learned skills in 

identifying invalidation, it is possible that they were more focused on discussing the identified 

conflict than displaying skill development. Research has shown that learning how to safely and 

respectfully express negative emotions is likely helpful for a relationship (Markman & Rhoades, 

2012). Couples in this study may also have been positively impacted from learning the terms 

80



needed to describe their experiences. In essence, parts of the workshop may have been helpful to 

participants due to implementing a common language. Participants in the control condition may 

have benefited from the opportunity to identify and create their common language to describe 

conflictual discussions. Although participants in the control condition were not taught the 

structured coding process, they may have experienced an effect similar to coding through 

identifying behaviors and using their own words to describe those behaviors. In this study, 

participants were presented with the opportunity to discuss conflict-based topics. In the 

qualitative feedback, the researcher found that participants reported they might have benefited 

from a structured opportunity to communicate. In the qualitative data, some subjects noted that 

the opportunity to explore and discuss conflictual topics was helpful. Subjectively, participants 

reported having gained feelings of closeness with their partner from engaging in the study. 

Numerous studies have shown that CRE is often more successful in decreasing negative 

communication (e.g., hostility) than increasing positive communication (Markman et al., 2010). 

While this study did not find a significant decrease in negative communication, participants 

reported having benefited from the structure provided to discuss conflictual topics.

Common factors. Several other possible mechanisms of change may be common to all 

interventions (i.e., common factors). Common factors are regularly addressed in therapy research 

(Wampold, 2015). They are also addressed in CRE studies some of which have used a control 

group that does not involve skill training (e.g., Halford, Sanders, & Behrens, 2002). Some 

common factors specific to CRE include positive expectations for change, group process, and 

alliance with the leader (Halford. & Snyder, 2012). Based on hypothesis testing using the 

multilevel model, the researcher determined that relationship satisfaction was significant in the 

control condition. The change in the control group may have been due, in part, to common 
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factors. Lastly, it is important to note that completing measures about the couple relationship 

may in part explain observed changes (e.g., Bradbury, 1994), consistent with the themes that 

emerged in this study's qualitative data.

Conclusions for implications of results. Researchers have found evidence that couple 

therapy yields change through the development of cognitive, behavioral, and affective skills 

(Doss, Thum, Sevier, Atkins, & Christensen, 2005). Furthermore, skills presented in CRE (or 

even therapy) that target a specific area of functioning may lead to broad-based changes. Thus, 

when changes in communication occur, it is not uncommon for improvements in satisfaction and 

relative closeness to occur as well (e.g., Heatherington, Friedlander, & Greenberg, 2005). 

Strengths of the Study

Although we did not find support for using the coding process specific to the CVT, there 

are many strengths to the study and future research possibilities. In this study, we focused on 

clearly observable behavioral and emotional displays in couple interactions. There were many 

benefits inherent in this research, including the utility of a newly developed training. 

Participants' results from this training showed improvements in outcomes involving relationship 

satisfaction and overall satisfaction with training. Moreover, the workshop developed and used in 

this study can be presented in an online format, which will be discussed further in Future 

Studies.

Given that this new tool incorporates components of an empirically supported treatment 

(i.e., validation as an acceptance skill from dialectical behavior therapy), further research may 

lead to a variety of beneficial outcomes in community-based samples. Workshop leaders can 

receive behavioral intervention exposure and learn the intervention without extensive training. 

The workshop's ease of use is a major asset for generalizability and ease of training. With simple 
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modifications, this workshop can be adapted and accessible to any individual with access to the 

Internet. Furthermore, the workshop included a focus on emotion regulation, which helps both 

relationship and individual distress; the importance of this is covered in the literature review.

Another strength of this study is the use of multiple metrics. In particular, we utilized a 

combination of observational and standardized, valid, reliable self-report measures to explore 

change. The DAS, for example, is one of the most highly used measures of relationship 

satisfaction and is sensitive to change and distress. Data was collected over multiple time points, 

allowing for change measures pre- and post-intervention and at 1-month follow-up. A further 

strength is that the workshop was based on couple interactions, which are generalizable to a 

community sample and feature common relationship issues evident in the literature. Couples in 

the CVT and control conditions received active training, targeting relationship distress and 

communication. The preliminary data about the CVT skill addition to CRE may be able to add to 

the literature base. Further research may explore specific mechanisms of change.

The use of specific statistical techniques and multilevel models represented additional 

strengths of this study. By utilizing MLM, we were able to study individual outcomes, such as 

relationship satisfaction and behavioral change within the context of the dyadic relationship, 

while controlling for the interdependency of scores among the members of the dyad (Lyons & 

Sayer, 2005). We were also able to assess the effects of dyadic characteristics, including marital 

satisfaction or communication-based behavioral change—measured through individual self

report and third-party observations—on individual outcomes (i.e., individual scores on the 

measures of interest). Lastly, by focusing on the dyad as the unit of analysis, we examined the 

relational characteristics of change within dyads while also assessing individual change.
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Limitations of the Study

As with any research, there are several challenges inherent in this study. The sample 

consisted of a nonclinical population of couples who self-identified as being in a committed 

relationship, self-reported dyadic distress, and were interested in improving their communication 

skills. Thus, the results primarily apply to couples who voluntarily submit to training and are 

likely to be low risk and high functioning. Additionally, the findings cannot be generalized to 

clinically distressed couples; couples with diverse sexual orientations; couples outside the ages 

of 18-40; persons with less than a college education; married couples; as well as couples 

reporting domestic violence, substance abuse, psychosis, or severe, persistent mental illness. 

In addition, there are challenges related to internal validity. First, only those couples who self

selected could participate in this study. The present study falls under the domain of prevention, 

which is ideally suited to non-distressed couples, including at-risk couples before they show 

significant relationship problems. Overall, CRE targets the prevention effects, which is often 

conceptualized as happy couples staying happy over time.

Other possible issues could have arisen from how the conditions were conducted, as the 

same individual led all workshops in both the control and CVT conditions. While this allowed 

for consistency in presentation, there may have also been unspoken bias. This individual was 

familiar with both the control and CVT condition materials and was also the researcher in this 

study. Protocols were developed to track and prevent any issues which may have arisen with bias 

or crossover in material presentation between the CVT and control conditions. This researcher 

believes that any bias issues were controlled through strict protocols.
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Future Studies

Study findings may help inform both clinical practice and future research. Future 

research could explore the dissemination of the CVT in community-based CRE workshops. 

Community-based workshops could lead to improved diversity in study participants, thus 

increasing the data available on various participant backgrounds. In the present study, we 

focused primarily on students' recruitment and ease of access to this population. As the study 

progressed, it became apparent that most partners were students, thus reducing the variability of 

a population more representative of the community. Since this workshop mainly consisted of 

highly educated individuals, it might be beneficial to pilot this workshop with individuals from 

various educational and financial backgrounds to determine its applicability to the general 

population. The workshop materials were designed to be approachable and understood by 

various individuals, but there may be differences in comprehension for people with lower levels 

of education.

This training and information material may also be used to create online workshops. A 

self-paced, individual, Internet-based training may measure and compare the effects to 

workshops with group processes and group leaders. In addition, online and in-person studies 

could be compared for differences in outcomes and may be used in various contexts. Internet

based dissemination may also be more accessible to a range of individuals and backgrounds, thus 

increasing participants' diversity. Data collection would not be limited to a certain demographic 

area, but rather anyone with access to the Internet.

Future studies may explore the effects of dosage, including the number of (a) videos, (b) 

stimulus materials, and (c) days in the training. Some participants reported wanting more in

depth information or additional time to explore topics based on qualitative data. Other 
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participants also wanted to be able to discuss their personal experiences with validation

invalidation. These aspects were outside the scope of this study, but more in-depth workshops 

may create a personalized approach and education regarding concepts. Leaders may also lead the 

workshops with varying degrees of educational background. This means that individuals without 

highly specialized training may lead this workshop with an appropriate introduction to materials.

Qualitative data from the Brief Satisfaction Survey were used to guide the next steps in 

research. Many participants found the workshop's group nature helpful, including the 

information and the workshop's specificity related to the concepts of validation and invalidation. 

Based on this feedback, the workshop's educational portion seemed to include appropriate 

information that all participants found helpful. Of the 32 participants, 4 reported a desire for 

more subtle examples of invalidation communication, while 9 wanted to see a video vignette for 

invalidation where the couple interaction ended in resolution. Future studies could include 

titrating the apparent versus subtle types of invalidation with these recommendations, perhaps 

leading to a more nuanced understanding of the different types and styles of invalidation. Future 

studies could also include alternate scenarios in which discussions are resolved through reduced 

use of invalidation and increased validation use.

Research on alternate measures of change may help identify and quantify mechanisms of 

change. Future research could assess couples for risk level, the importance of which was outlined 

in the Implications of Results and track how this may impact outcomes. These studies might also 

benefit from measures designed to assess multiple change mechanisms, including self-report and 

behavioral measures, as in the current study. Future studies may also benefit from repeated 

measures over longer time points, potentially increasing participants' exposure to conflict-based 

discussions and allowing researchers to assess for change based on skill acquisition rather than 
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simple exposure, as may have been the case in the current study. Furthermore, habituation to the 

conflict tasks may be of interest in future studies, which was a potential internal validity issue in 

the current study. Lastly, a long-term follow-up of a given prevention measure would be 

invaluable in understanding the effects of intervention and prevention work.

In addition, a third control group, in which participants engage in all conflict discussion 

tasks and fill out all measures, but do not receive an active intervention or workshop, could lead 

to invaluable information on the effects in various areas. In particular, this group could control 

participants' reactions to group processes, psychoeducation effects, and the specific coding 

effects we aimed to test in this study.

Conclusions

Overall, couple therapy and CRE are effective intervention methods in treating 

relationship distress. While there are numerous treatment approaches to couple distress, 

effectiveness research is often sparse in couple therapy and CRE, especially concerning longer- 

term outcomes. Access to high-quality therapy or training is often limited due to cost, time, and 

stigma. Unfortunately, there is little consistency in couple therapy approaches among community 

therapists; moreover, access to CRE or MRE training may be inconsistent based on income or 

place of residence. The information and workshop format used in this study has the potential to 

help improve couple outcomes. The main area of interest in the present study was the assessment 

of couple-based change. Although we did not find statistically significant differences in the 

hypothesized areas, there were significant findings in other areas. In particular, we found a 

significant difference between CVT and control groups pre to post workshop, with the control 

condition increasing validations significantly. Post-intervention testing showed a significant 

improvement in couples' relationship satisfaction, as measured through the DAS. Couples self
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reported a benefit from engaging in the study regardless of the condition in which they 

participated. Over 85% of couples in the study reported feeling satisfied with their experiences in 

the workshop and provided positive feedback regarding their experience. Future studies may 

explore the mechanisms of change and the possibility that relevant changes may occur, that were 

not measured in the current study. The researcher hopes that this study's findings will add to the 

literature on couple-based interventions, highlighting the importance of using evidence-based 

components of treatment for community-based couples.
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Appendix B

Institutional Review Board Amendment Letter

(907) 474-7800 

(907) 474-5444 fax 

uaf-irb@alaska.edu 

www.uaf.edu/irb

Institutional Review Board
909 N Koyukuk Dr. Suite 212, P.O. Box 757270, Fairbanks, Alaska 99775-7270

May 7, 2019

To: J. Michael Worrall, PhD
Principal Investigator

From: University of Alaska Fairbanks IRB

Re: [917556-8] I Hear What You're Saying: Evaluating the CoupIe VaIidation Training (CVT), 
A Brief Behavioral Intervention

Thank you for submitting the Amendment/Modification referenced below. The submission was handled by 
Expedited Review under the requirements of 45 CFR 46.110, which Identifies the categories Of research 
eligible for expedited review.

Title: I Hear What You’re Saying: Evaluating the Couple Validation 
Training (CVT), A Brief Behavioral Intervention

Received: April 11, 2019

Expedited Category:

Action:
Effective Date:
Expiration Date:

6 and 7

APPROVED
May 7, 2019
November 27, 2019

This action is included on the June 5, 2019 IRB Agenda.

No changes may be made to this project without the prior review and approval of the IRB. This includes, 
but is not limited to, changes in research scope, research tools, consent documents, personnel, or record 
storage location.

America's Arctic University
UAF is an AA/EO employer and educational institution and prohibits illegal discrimination against any individual: 

www.alaska.edu/titlelXcompliance/nondicrimination.
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Appendix C

DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure—Adult

Name:___________________________Age:____ Sex: □Male □Female Date:________
If this questionnaire is completed by an informant, what is your relationship with the individual?

In a typical week, approximately how much time do you spend with the individual? 
____________________ hours/week

Instructions: The questions below ask about things that might have bothered you. For each 
question, circle the number that best describes how much (or how often) you have been bothered 
by each problem during the past TWO (2) WEEKS.

During the past TWO (2)
WEEKS, how much (or how 
often) have you been bothered 
by the following problems?

None
Not at 
all

Slight
Rare, less 
than a day 
or two

Mild
Several 
days

Moderate 
More than 
half the 
days

Severe 
Nearly 
every 
day

Highest 
Domain 
Score 
(clinician)

I. 1. Little interest or pleasure in 
doing things?

0 1 2 3 4

2. Feeling down, depressed, or 
hopeless?

0 1 2 3 4

II. 3. Feeling more irritated, 
grouchy, or angry than usual?

0 1 2 3 4

III. 4. Sleeping less than usual, but 
still have a lot of energy?

0 1 2 3 4

5. Starting lots more projects 
than usual or doing more risky 
things than usual?

0 1 2 3 4

IV. 6. Feeling nervous, anxious, 
frightened, worried, or on 
edge?

0 1 2 3 4

7. Feeling panic or being 
frightened?

0 1 2 3 4

8. Avoiding situations that 
make you anxious?

0 1 2 3 4

V. 9. Unexplained aches and pains 
(e.g., head, back, joints, 
abdomen, legs)?

0 1 2 3 4

10. Feeling that your illnesses 
are not being taken seriously 
enough?

0 1 2 3 4
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VI. 11. Thoughts of actually 
hurting yourself?

0 1 2 3 4

VII. 12. Hearing things other people 
couldn't hear, such as voices 
even when no one was around?

0 1 2 3 4

13. Feeling that someone could 
hear your thoughts, or that you 
could hear what another person 
was thinking?

0 1 2 3 4

VIII. 14. Problems with sleep that 
affected your sleep quality over 
all?

0 1 2 3 4

IX. 15. Problems with memory 
(e.g., learning new information) 
or with location (e.g., finding 
your way home)?

0 1 2 3 4

X. 16. Unpleasant thoughts, urges, 
or images that repeatedly enter 
your mind?

0 1 2 3 4

17. Feeling driven to perform 
certain behaviors or mental acts 
over and over again?

0 1 2 3 4

XI. 18. Feeling detached or distant 
from yourself, your body, your 
physical surroundings, or your 
memories?

0 1 2 3 4

XII. 19. Not knowing who you 
really are or what you want out 
of life?

0 1 2 3 4

20. Not feeling close to other 
people or enjoying your 
relationships with them?

0 1 2 3 4

XIII. 21. Drinking at least 4 drinks of 
any kind of alcohol in a single 
day?

0 1 2 3 4

22. Smoking any cigarettes, a 
cigar, or pipe, or using snuff or 
chewing tobacco?

0 1 2 3 4
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23. Using any of the following 
medicines ON YOUR OWN, 
that is, without a doctor's 
prescription, in greater amounts 
or longer than prescribed [e.g., 
painkillers (like Vicodin), 
stimulants (like Ritalin or 
Adderall), sedatives or 
tranquilizers (like sleeping pills 
or Valium), or drugs like 
marijuana, cocaine or crack, 
club drugs (like ecstasy), 
hallucinogens (like LSD), 
heroin, inhalants or solvents 
(like glue), or 
methamphetamine (like 
speed)]?

0 1 2 3 4

117



118



Appendix D

Client Informed Consent

I Hear What You're Saying: Evaluating the Couple Validation Training (CVT), A Brief 
Behavioral Intervention

PLEASE READ THIS DOCUMENT CAREFULLY. YOUR SIGNATURE IS REQUIRED FOR 
PARTICIPATION. YOU MUST BE AT LEAST 18 YEARS OF AGE TO GIVE YOUR CONSENT TO 
PARTICIPATE IN RESEARCH.

INVITATION
You are being asked to take part in a research study on the effects of brief couple training on relationship 
satisfaction. We are looking at the usefulness of a new treatment on how couples feel about each other.

WHAT WILL HAPPEN
This is a single training study in which you will take part in a one-session training lasting about 90 
minutes on improving communication skills. You will be randomly assigned to a group of people who 
either complete a helpful couple training or are taught about a new behavioral intervention for couples. 
Both groups are likely to benefit from training. You will also be asked to complete a number of measures 
looking at your relationship satisfaction and your satisfaction with treatment prior to receiving your 
assigned training. Four weeks after the training, you will be contacted to provide information on your 
outcomes.

TIME COMMITMENT
The study will take approximately 90 minutes for the training.
You will also be asked to fill out questionnaires on your experiences and satisfaction before and after the 
training. These will take about five to ten minutes. Before and after the training, you will be asked to 
discuss a conflictual topic with your partner. This will be recorded and it will take approximately 15 
minutes. Four weeks after you complete treatment, you will be contacted to provide information on your 
experiences and satisfaction which will take about five to ten minutes. It is your right to decline at any 
time.

PARTICIPANTS' RIGHTS
You may decide to stop being a part of the research study at any time without explanation. You have the 
right to ask that any data you have supplied to that point be withdrawn and destroyed. You will still be 
paid for your contribution and without penalty. You have the right to omit or refuse to answer or respond 
to any question that is asked of you and without penalty.

You have the right to have your questions about the procedures answered. If you have any questions as a 
result of reading this information sheet, you should ask the researcher before the study begins.

All research participation is voluntary, and you have the right to withdraw at any time, for any reason, 
without prejudice. You are entitled to ask questions and to receive an explanation after your participation. 
BENEFITS AND RISKS 
Participation in this study involves engaging in training for improving couple communication. Research 
has shown that couple education training is effective in reducing relationship distress. You may find it 
difficult to discuss painful topics related to relationship distress.

COST, REIMBURSEMENT AND COMPENSATION
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Your participation in this study is voluntary. The training is free. You will receive a $25 gift card upon 
full completion of this study. You are free to withdraw your participation at any time.

CONFIDENTIALITY/ANONYMITY
All measures you fill out and recordings you complete will be used only for the purposes of this study. 
There is a chance that the results from this study will be published in a scientific journal, which would be 
available in many libraries. In such an article, all participants would be de-identified.

FOR FURTHER INFORMATION
The investigator, Jessica McKay will be glad to answer your questions about this study at any time. You 
may contact her at jcmckay@alaska.edu or with the Psychology Department Clinic at (907) 474-1999. 
You may also contact her dissertation chair, Dr. Michael J. Worrall at jmworrall@alaska.edu or (907) 
474-6132.
If you have questions or concerns about your rights as a research participant, you can contact the UAF 
Office of Research Integrity at 474-7800 (Fairbanks area) or 1-866-876-7800 (toll-free outside the Fairbanks 
area) or uaf-irb@alaska.edu.

By signing below, you are agreeing that: (1) you have read and understood the Informed Consent (2) 
questions about your participation in this study have been answered satisfactorily, (3) you are aware of 
the potential risks (if any), and (4) you are taking part in this research study voluntarily (without 
coercion).

Participant's Name (Printed) Participant's signature

Date
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Appendix E

Demographic Information

Gender (please circle one): Male Female
Age:
Please check one: Never married Divorced
Living situation: Cohabitating (living together) Non-cohabitating (not living together)
Duration of current relationship (please circle one):
< 6 months < 12 months 1 - < 2 years 2 - 5 years > 5
years
Do you have children? Yes no

Number of children:
Does your partner have children? Yes no

Number of children:
Do any of these children live with you? If so, how many?

Have you ever had mental health treatment before?
If so, describe the circumstances:

Have you ever had couple therapy before?
If so, describe the circumstances:

Have you ever been to a relationship-based seminar or training before?
If so, describe the circumstances:

Duration of problems in the relationship (please circle one):
< 6 months < 12 months 1 - < 2 years 2 - 5 years > 5 years

What is your highest level of education?
K-12
High school graduate
GED
Trade school
Associates degree

Some college 
Bachelor's degree 
Master's degree 
Doctorate degree

Household Income (please circle one):
0-24,999
25,000-49,999
50,000-74,999
75,000-99,999
100,000-124,999
125,000 or more

Race (please circle one):
American Indian or Alaska Native
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Asian
Black or African American
Native Hawaiian or Other Pacific Islander
White

Ethnicity: Hispanic or Latino Not Hispanic or Latino
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Appendix F

Dyadic Adjustment Scale (Spanier, 1976)

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

Always 
Agree

Almost 
Always 
Agree

Occasionally
Disagree

Frequently
Disagree

Almost 
Always 
Disagree

Always
Disagree

1. Handling family 
finances
2. Matters of recreation
3. Religious matters
4. Demonstrations of 
affection
5. Friends
6. Sex relations
7. Conventionality 
(correct or proper 
behavior)
8. Philosophy of life
9. Ways of dealing with 
parents or in-laws
10. Aims, goals, and 
things believed 
important
11. Amount of time 
spent together
12. Making major 
decisions
13. Household tasks
14. Leisure time 
interests and activities
15. Career decisions

More
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Always
Agree

Almost
Always
Agree

Occasionally
Disagree

Frequently
Disagree

Almost
Always
Disagree

Always
Disagree

16. How often do you 
discuss or have you 
considered divorce, 
separation, or 
terminating your 
relationship?
17. How often do you or 
your mate leave the 
house after a fight?
18. In general, how 
often do you think that 
things between you and 
your partner are going 
well?
19. Do you confide in 
your mate?
20. Do you ever regret 
that you married? (or 
lived together)
21. How often do you 
and your partner 
quarrel?
22. How often do you 
and your mate “get on 
each other's nerves?”

Every
Day

Almost
Every Day

Occasionally Rarely Never

23. Do you kiss your mate?

All 
Of Them

Most
Of Them

Some of
Them

Very Few 
of Them

None of
Them

24. Do you and your mate 
engage in outside interests 
together?
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How often would you say the following events occur between you and your mate?

Never Less Than
Once a
Month

Once or 
Twice a
Month

Once or
Twice a
Week

Once 
a Day

More
Often

24. Do you and your mate 
engage in outside interests 
together?
25. Have a stimulating 
exchange of ideas
26. Laugh together
27. Calmly discuss 
something
28. Work together on a 
project

These are some things about which couples sometimes agree and sometime disagree. Indicate if 
either item below caused differences of opinions or were problems in your relationship during 
the past few weeks. (Check yes or no)

Yes No

29. Being too tired for sex.
30. Not showing love.

31. The circles on the following line represent different degrees of happiness in your 
relationship. The middle point, “happy,” represents the degree of happiness of most 
relationships. Please fill in the circle which best describes the degree of happiness, all things 
considered, of your relationship.

O O O O O O O
Extremely 
Unhappy

Fairly
Unhappy

A Little 
Unhappy

Happy Very 
Happy

Extremely
Happy

Perfect

32. Which of the following statements best describes how you feel about the future of your 
relationship?
O I want desperately for my relationship to succeed, and would go to almost any length to see 
that it does.
O I want very much for my relationship to succeed, and will do all I can to see that it does.
O I want very much for my relationship to succeed, and will do my fair share to see that it does.
O It would be nice if my relationship succeeded, but I can't do much more than I am doing now 
to help it succeed.
O It would be nice if it succeeded, but I refuse to do any more than I am doing now to keep the 
relationship going.
O My relationship can never succeed, and there is no more that I can do to keep the relationship 
going.
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Appendix G

Example Couple Validation Training Sheet

Summary of Validating/Invalidating Behaviors (Fruzzetti, 2001; Linehan, 1997)

Validation Invalidation

1. “Attentive”
Basic attention, listening, ordinary non-verbals

1. “Inattentive”
Not paying attention, distracted, changes subject, 
anxious to leave or to end the conversation

2. “Reflective”
Reflecting or recognizing the other's disclosures; 
what s/he is thinking/feeling/wanting; or 
responding to her/him by answering or problem
solving

2. “Unresponsive”
Not participating actively, missing opportunities to 
validate, not tracking the other person; unresponsive

3. “Curiosity”
Offering ideas about what the other might 
want/feel/think, etc., in an empathic (not insistent) 
way; helping the other to clarify; asking questions 
to help clarify

3. “'Shoulding'”
Telling the other person what s/he DOES feel/think/ 
want, etc. (or insisting) even when the other 
provides differing statements; or telling what s/he 
SHOULD feel/etc.

4. “'Of course', in light of past experience” 
Putting more positive spin on it; acceptance b/c of 
history; reducing the negativity

4. “Criticize, ignoring past experience” 
Agreeing with other person's self-invalidation when 
behavior makes sense in terms of history (almost 
always) & could be spun differently; increasing its 
negativity

5. “Of course”
Normalizing other's behavior (any type) given 
present circumstances; e.g., “anyone (or I) would 
feel the same way in this situation”

5. “Criticize what's reasonable” 
Criticizing other's behavior when it is reasonable or 
normal in present circumstances (remember: self
descriptions of private behaviors are assumed to be 
accurate unless evidenced otherwise)

6. “Treat as equal” 
Empathy, acceptance of the person in general; 
acting from balance about the relationship; not 
treating the other as fragile or unable, but rather as 
equal and able

6. “Look down upon” 
Patronizing, condescending, and/or disrespectful 
behavior toward the other; treating the other as not 
equal (less than) or incompetent; character 
assaults/over generalizing negatives

7. “Me too”
Equal (or matched) vulnerability/ self-disclosure 
in context of the other's vulnerability, and the 
focus stays on the other person

7. “Leave them hanging” 
Leaving the other person hanging out to dry: not 
responding to (validating) her or his vulnerable self
disclosures, thereby assuming a more powerful 
position
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Video 1: Sarah and Kevin

Please mark your answer.

Video 2: Anna and Carl

Please mark your answer.
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Video 3: Karen and Rob

Please mark your answer.
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Appendix H

Problem Areas Questionnaire (Heavey, Christensen, & Malamuth, 1995)

Name ____________________ Date: ___________

The following is a list of areas in which couples are often dissatisfied or have 
disagreements about each other's behavior. Please fill in the bubble which represents how 
dissatisfied you are with how each of the following areas is handled in your relationship.

Satisfied/happy

Completely
Completely

Dissatisfied/unhappy

alcohol...........................................................

1. Handling family
finances...........................................

O O O O O O O

2. Children or
parenting.................................................

O O O O O O O

3. Demonstrations of
affection........................................

O O O O O O O

4. Sex
relations..................................................

O O O O O O O

5. Career/job
decisions.................................................

O O O O O O O

6. Household
tasks........................................................

O O O O O O O

7. Trust or
jealousy..................................................

O O O O O O O

8. Dealing with in- 
laws/parents/relatives.........................

O O O O O O O

9. Recreation-leisure time 
together..................................

O O O O O O O

10. Drugs or O O O O O O O
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11.
Religion.................................................................

O O O O O O O

12.
Moodiness/temper/emotionality............................

O O O O O O O

13. Aims, goals, priorities, major decisions in 
life...........

O O O O O O O

14. Appropriate behavior or 
appearance...........................

O O O O O O O

15. Other O O O O O O O

Now circle the numbers of the two most important areas that you would like to discuss 
today.
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Appendix I

Brief Workshop Satisfaction Survey

Date:
ID Code:

Please rate how helpful you felt this workshop was (check one box):
O O O O O O O

Extremely
Unhelpful

Fairly
Unhelpful

A Little
Unhelpful

Neither
Unhelpful 
or
Helpful

A Little 
Helpful

Fairly
Helpful

Extremely
Helpful

Describe what you found to be most helpful:

Describe what you found to be least

are with this (check one box):Please rate how satisfied
O O O O O O O

Extremely
Unsatisfied

Fairly
Unsatisfied

A Little 
Unsatisfied

Neutral A Little 
Satisfied

Fairly
Satisfied

Extremely
Satisfied
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Appendix J

Fidelity Coding Sheet

Section Subcomponents Target Target 
Cmplt 
Yes/No

Time Comments

Introduction Overview of: 
Information that will 
be covered 
Time in workshop 
Consent
Questions

Workshop leader 
will cover this 
information in 
CVT and control

Understanding
Emotions

Differences between 
verbal and nonverbal 
communication

Workshop leader 
will cover this 
information in 
CVT and control

Emotion
Regulation

Define emotion 
regulation
Define why emotion 
regulation is important

Workshop leader 
will cover this 
information in 
CVT and control

Emotion
Regulation and
Validation

Explain connection 
between emotion 
regulation and 
validation 
Describe how 
validation may lead to 
increased regulation

Workshop leader 
will cover this 
information in 
CVT and control

What is
Validation?

Describe how 
validation is 
connection to 
emotions
Describe how 
validation is important 
in connecting with 
your partner

Workshop leader 
will cover this 
information in 
CVT and control

Types of
Validation/
Validation
Levels

Label and give 
examples of types of 
validation

Workshop leader 
will cover this 
information in 
CVT and control

Terms:
Coding/Codes 
Identification 
Levels

Workshop leader 
will use these 
terms only in the 
CVT condition
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What is
Invalidation?

Explain connection 
between emotion 
dysregulation and 
invalidation 
Describe how 
invalidation may lead 
to increased 
dysregulation

Workshop leader 
will cover this 
information in 
CVT and control

Types of
Invalidation/ 
Invalidation
Levels

Label and give 
examples of types of 
invalidation
Terms:
Coding/Codes 
Identification
Levels

Workshop leader 
will use these 
terms only in the 
CVT condition

Videos Presentations/Videos Workshop leader 
will use 
presentations/vid 
eos specific to 
CVT or control 
condition only

Handouts Workshop leader 
will use 
handouts 
specific to CVT 
or control 
condition only

Codebook Workshop leader 
will use the 
codebook, and 
refer to the 
codebook and 
codes therein, 
only in the CVT 
condition

Answer questions and 
encourage discussion 
around identifying 
behaviors

Workshop leader 
will use terms 
specific to CVT 
only in the CVT
Workshop leader 
will not use 
terms specific to 
the codebook or 
encourage
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participants to 
identify specific 
types of 
validation or 
invalidation

What Did We 
Learn?

Provide an overview 
of the identified 
behaviors using terms 
specific to CVT or 
control

Workshop leader 
will use terms 
specific to CVT 
only in the CVT
Workshop leader 
will not use 
terms specific to 
the codebook or 
encourage 
participants to 
identify specific 
types of 
validation or 
invalidation 
Workshop leader 
will use terms 
participants 
identify during 
discussion

Questions/Disc 
ussion

Answer questions and 
encourage discussion 
around identified 
behaviors

Workshop leader 
will use terms 
specific to CVT 
only in the CVT
Workshop leader 
will not use 
terms specific to 
the codebook or 
encourage 
participants to 
identify specific 
types of 
validation or 
invalidation 
Workshop leader 
will use terms 
participants 
identify during 
discussion
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