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ABSTRACT


There is a strong association between alcohol and relationship problems, with 

each problem exacerbating the other. In this program of research two studies were 

conducted. The first study was to investigate the variables that put couples at risk for 

developing a combination of relationship and alcohol problems.  The second study 

was an evaluation of the effects of an integrated education program that promoted 

safe drinking and positive relationship interaction.  

Previous research shows that deficits in negative affect regulation and poor 

communication predict the onset of both relationship and alcohol problems. Based on 

these findings, it was hypothesized that deficits in communication exist in couples in 

which one or both partners drink at hazardous levels. In Study 1 communication of 

85 couples (53 couples with no high-risk drinker and 32 couples with at least one at-

risk drinker) in early stage committed relationships was assessed by observation of 

their interaction. Couples in which the man was drinking at hazardous levels had 

significantly more negative communication than couples without an at-risk drinker.  

In Study 2, 37 couples with at least one at-risk drinker were randomly 

assigned to either Controlling Alcohol and Relationship Enhancement (CARE) or a 

control condition. Couple communication, alcohol consumption, relationship 

satisfaction and relationship stability were assessed at pre- and post-intervention. 

Alcohol consumption, relationship satisfaction and relationship stability were also 

assessed at 6-month follow-up. Couples receiving CARE improved their 

communication significantly relative to the control couples. Couples in both 

conditions showed significant reductions in hazardous drinking, but there was no 

significant difference in the effects of the interventions on alcohol consumption.  
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The program of research demonstrates that deficits in couple communication 

are evident in couples with hazardous male drinking, even in the early stage of the 

relationship when the couples report high relationship satisfaction. The 

communication deficits are remedied with brief, skill-training relationship education. 

Furthermore, there was evidence for the effects of CARE on reduction of steps 

towards relationship dissolution at 6-month follow-up. The brief alcohol component 

of the intervention showed little benefit beyond the control condition in terms of 

impact upon the alcohol problems.  

This research is the first to demonstrate that a combined program of skill-

based relationship education and strategies for alcohol reduction is effective in 

remediating communication skills deficits in the early stage relationships of couples 

with hazardous alcohol consumption. Future research can extend this work to enable 

the development of programs which match the content of relationship education to 

the specific needs of other high-risk couples. 
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Chapter 1: Relationship Problems 

There are many positive experiences for couples associated with alcohol 

consumption. For example, drinking a nice wine with dinner, sharing drinks at a 

nightclub, and sharing drinks over a conversation are often positive experiences. 

However, there is also a dark side to the impact of alcohol on relationships. Heavy 

drinkers often are verbally and physically aggressive to their partner and household 

chores, and family responsibilities are ignored. Furthermore, arguments over alcohol 

misuse can be very stressful. Alcohol and relationship problems frequently coexist, 

and often exacerbate each other. For example, stress associated with relationship 

conflict can precipitate heavy drinking in problem drinkers (Annis & Graham, 1988; 

Davis, Berenson, Steinglass, & Davis, 1974; Maisto, O’Farrell, Connors, McKay, & 

Pelcovits, 1988), and heavy drinking often leads to further conflict (Halford & 

Osgarby, 1993). 

While it is well established that alcohol and relationship problems often 

coexist, relatively little is known about how this combination of problems develop. 

In this thesis it is argued that deficits in interpersonal communication predispose 

people to both alcohol and relationship problems, and that improving couples 

communication can reduce the risk of relationship problems in couples’ in which one 

partner is drinking at hazardous levels. 

Two studies were conducted, which are described in chapters three and four. 

The first study was an observational investigation of the communication of couples in 

the early stages of a committed relationship. Comparisons were made of the 

communication of couples that did, and did not, include a partner who drank at 

hazardous levels. The second study was a randomised controlled trial of a brief 

relationship education program that incorporated communication skills training and a 

controlled drinking intervention. In developing a rationale for the program of 
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research, two literature review chapters are presented. The first chapter examines the 

nature of relationship problems. The second chapter looks at the nature of alcohol 

problems, which is followed by an examination of the association between 

relationship difficulties and alcohol misuse. 

The aim in the current chapter is to provide an overview of the research into 

couple relationships, and to develop the rationale for the prevention of relationship 

distress in couples identified as being at-risk of developing future relationship 

problems. The nature and significance of couple relationships is examined first, then 

the trajectory of relationship satisfaction in the early years of a committed 

relationship, and finally the evidence about the effects of interventions to prevent 

relationship distress is summarised. 

The Nature and Significance of Relationship Problems 

Defining Relationship Distress, Dissatisfaction, and Problems 

Relationship distress is essentially defined by the experience of the person 

(Halford, 1999), and is conceptualised as being at one end of a continuum of 

relationship satisfaction, ranging from extremely unhappy to extremely happy. 

Specifically, it has been operationalised as “the report of significant, ongoing 

dissatisfaction with the relationship by at least one partner (Halford & Behrens, 

1996, p. 25).” The term ‘significant’ refers to a level of dissatisfaction that has 

compromised the well-being and functioning of that partner. While the term 

‘ongoing’ refers to a persistent state of dissatisfaction, rather than transient distress 

resulting from a disagreement (Halford, 1999). 

Only one partner needs to be dissatisfied for a relationship to be distressed. 

As the effects of distress are reflected in what one feels, thinks, or does, the negative 

effects from a partner’s dissatisfaction are likely to be manifest even if the other 

partner is not currently distressed. Furthermore, in most Western cultures, the choice 
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to terminate a relationship need only be made by one partner. Thus, if one partner is 

distressed, the couple has a relationship problem. The term “relationship problems” 

therefore, refers to a relationship in which at least one partner is dissatisfied. 

In couples research, relationship satisfaction and distress are usually 

operationalised in terms of scores on global self-report measures. For example, 

Locke and Wallace’s (1959) Marital Adjustment Test (MAT) and Spanier’s (1976) 

Dyadic Adjustment Scale (DAS) are the most widely used measures of relationship 

satisfaction. Essentially, each consists of items requiring evaluative judgements 

about the quality of the relationship, or to report on the occurrence of particular 

behaviours. For example, in the DAS respondents rate both their overall happiness in 

the relationship and rate how often they “kiss their mate” or have conflict over 

various topics. A recurrent criticism of the MAT, DAS, and similar measures is that 

they confound the final outcome of relationship satisfaction, with the processes 

alleged to cause that outcome (e.g., conflict) (Eddy, Heyman, & Weiss 1991). 

Although repeatedly subject to such criticism, the DAS has become a widely 

accepted measure and it discriminates reliably between distressed and non-distressed 

couples, and is sensitive to changes resulting from couple interventions (Weiss & 

Heyman, 1997). 

Two important developments in the conceptualisation and measurement of 

relationship satisfaction have been described in the literature (see Bradbury, 

Fincham, & Beach, 2000, for a review). First, relationship satisfaction has 

traditionally been operationalised as a single dimension, with positive and negative 

evaluations of the relationship being two poles of the one dimension. However, it has 

been suggested that positive and negative evaluations may represent two separate, 

though related, dimensions, each with their own set of correlates (Fincham, Beach, & 

Kemp-Fincham, 1997; Fincham & Linfield, 1997). Thus, some partners’ rate their 
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relationship as being both high in negativity and positivity, and others rate their 

relationship as low in negativity and positivity (Fincham et al., 1997). On a 

unidimensional view of relationship satisfaction, such couples all would be classified 

as in a middle range of relationship satisfaction yet their relationships would be quite 

different. Therefore, it is important to assess relationship satisfaction on at least two 

dimensions: positive and negative. 

Secondly, there is an important distinction between relationship satisfaction 

and relationship stability. Relationship satisfaction, as described above, refers to the 

quality of the relationship. Relationship stability refers to whether the couple 

separates, divorces, or remains together. While low relationship satisfaction is often 

associated with relationship “break up”, a stable relationship does not necessarily 

mean a satisfying relationship. Many couples report significant relationship 

dissatisfaction, but choose to remain together for a variety of reasons (Gottman, 

1993). Moreover, some couples separate despite reporting moderate or high 

relationship satisfaction (Gottman, 1993). 

Given that relationship satisfaction and relationship stability are not identical 

constructs, comprehensive assessment of relationship outcomes should include 

assessment of relationship stability. One option is to dichotomise couples as 

“together” or “separated”. However, separation often follows a period of prolonged 

contemplation and enactment of steps toward separation (Gottman, 1993). The 

Marital Status Inventory (MSI) (Weiss & Cerrento, 1980) is a widely used 14-item 

true or false measure of steps taken toward relationship separation. The more steps a 

partner has taken toward separation, the greater the presumed likelihood of 

separation and divorce. Combining a measure of stability like the MSI with a 

validated measure of relationship satisfaction gives a broad assessment of 

relationship quality. 
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Epidemiology of Relationship Problems 

Most people at some point during their adult lives will form an intimate, long-

term relationship with another adult. In 1999 for example, an estimated 61 % of the 

Australian population over 15 years of age (nine million people), were living in 

either a registered (55%) or de-facto (6 %) marriage (Australian Bureau of Statistics 

(ABS), 1999). Other reports have estimated that up to 90 % of adults marry before 

the age of 50 years (McDonald, 1995). The number of de-facto and other “marriage

like” relationships is increasing with most Australian couples cohabiting either prior 

to, or as an alternative to, marriage. In 1999 for example, 69 % of all registered 

marriages were preceded by cohabitation (ABS, 1999).   

Regardless of the type of relationship chosen, societal expectations of 

intimate relationships are extremely high (Halford, 1999). Mass media in particular 

feeds expectations of couple relationships as providing a lifelong source of passion, 

romance, support, and emotional well-being. It is not surprising that many couples’ 

relationships fail to meet these high expectations. Relationship dissatisfaction and 

divorce are common problems in Western society. Estimates of divorce rates for 

first-time marriages range from 37 % in Germany, to 42% in Britain, to 55 % in the 

United States, and from 40 to 46% in Australia (ABS, 1999; DeGuibert-Lantoine & 

Monnier, 1992; McDonald, 1995). Furthermore, about half of these divorces occur 

within the first seven to ten years of marriage (ABS, 1999; McDonald, 1995). 

Despite the pain of divorce, the majority of these individuals subsequently remarry, 

and in most Western countries at least half of these remarriages also end in divorce 

(McDonald, 1995). 

As previously noted, many couples experience significant relationship 

distress but choose to remain together for a variety of reasons including, religious 

and cultural beliefs regarding divorce, perceived attractiveness of alternative options, 
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and economic implications of divorce (Gottman, 1994). Divorce rates alone 

underestimate the total number of couples experiencing relationship distress. Surveys 

conducted in the United States suggest approximately 20% of married people to be 

experiencing significant relationship distress at any given time (Beach, Arias, & 

O’Leary, 1986), 40% to be considering separation, and 28% to have already been 

divorced at least once (Gallop Poll, 1989). Similar rates have been reported in 

Australia, with approximately 20% of Australian couples describing their 

relationship as being “not good” or “only fair” (Reynolds, Rizzo, Gallagher, & 

Speedy, 1979). Clearly, relationship distress is a common problem in contemporary 

Western society. 

Consequences of Relationship Distress 

The quality of a relationship is an important influence on both psychological 

and physical well-being. Marital happiness is one of the most important contributors 

to global ratings of happiness, contributing significantly more than satisfaction with 

work or friendships (Glenn & Weaver, 1981). When working well, a healthy 

marriage can also provide a buffer against the adverse effects of life stress (Halford, 

Kelly, & Markman, 1997; Behrens & Sanders, 1994). On the other hand, a 

dysfunctional relationship can be a significant source of distress, with studies 

reporting associations between marital distress and psychological problems (e.g., 

Halford, Bouma, Kelly, & Young, 1999; Hintikka, Koskela, Kontula, Koskela, & 

Viinamaeki, 1999). Consistent with the strong association between relationship 

functioning and mental health, marital distress is one of the most common presenting 

problems in those seeking psychological assistance (Overall, Henry, & Woodward, 

1974). 
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Psychological Disorder 

Relationship dissatisfaction is associated with an increased risk for the 

development of depression, particularly in women (Bebbington, 1987; Hooley, 

Orleay, & Teasdale, 1986), and alcohol abuse, particularly in men (Halford & 

Bouma, 1997; O’Farrell, 1989). It also is associated with high rates of anxiety 

disorder (Halford et al., 1999) and sexual dysfunction (Zimmer, 1983) in both sexes. 

The association between individual psychopathology and relationship distress is 

complex. The development of relationship problems can result from psychological 

disorder. For example, individuals with schizophrenia and severe personality 

disorders are less likely to marry, and more likely to divorce if they do marry, than 

the rest of the population (Mulder, 1991; Reich & Thompson, 1985). Conversely, 

relationship problems may precipitate or exacerbate psychological disorder. For 

example, a study of 165 married patients with chronic pain found frequent, negative 

partner responses to pain to be associated with increased pain severity and decreased 

marital satisfaction, which in turn, were associated with increased depressive 

symptoms (Cano, Weisberg, & Gallagher, 2000). Relationship distress also predicts 

exacerbation of problem drinking (Maisto et al., 1988). Furthermore, a particular 

vulnerability may lead to both individual and relationship problems. For example, 

deficits in interpersonal communication and negative affect regulation are risk 

factors involved in the onset of both alcohol abuse (Block, Block, & Keys, 1988) and 

relationship problems (Markman & Hahlweg, 1993). Once both psychological 

disorder and relationship distress develop they are likely to reciprocally influence 

each other (Halford & Bouma, 1997; Halford et al., 1999).   

Physical Health 

Not only is relationship distress associated with psychological disorder, it is 

also associated with poor physical health and high health care utilisation (Burman & 
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Margolin, 1992). Marital distress has been cited as the single most powerful socio

demographic predictor of stress-related physical illness (Somers, 1979; Kiecolt-

Glaser, Fisher, Ogrocki, Stout, Speicher, & Glaser, 1987). Separated and divorced 

individuals have higher rates of both acute and chronic medical conditions 

(Schmaling & Sher, 2000), and have lower life expectancy (Kiecolt-Gleser, 2001 for 

a review) than people in a satisfied marriage. Cross-sectional studies have found 

married women in satisfying relationships to report fewer medical symptoms and 

better health than women in less satisfying relationships (Barnett, Davidson, & 

Marshall, 1991; Thomas, 1995). Furthermore, visits to medical practitioners by 

people separated from their spouse are estimated to be 30 % higher than that for 

maritally satisfied individuals (Somers, 1979). Conversely, a longitudinal study of 

married women showed marital satisfaction to be associated with better sleep and 

fewer visits to medical practitioners (Prigerson, Maciejewski, & Rosenheck, 1999). 

There are a number of mechanisms by which relationship distress can erode 

health. Relationship satisfaction can effect physical health indirectly through its 

influence on health-related behaviours. Specifically, marital distress is associated 

with behaviours that increase the chance of illness, such as smoking and alcohol 

consumption (Hallberg & Mattsson, 1992). Once people develop health problems 

relationship distress can exacerbate the existing condition via low treatment 

adherence, avoidance of medical care, and poor adjustment to the illness (Schmaling 

and Sher, 1997). Marital distress also has direct effects on physiological processes. 

For example, relationship conflict is associated with immunosuppression  (Kiecolt-

Glaser et al., 1987), elevated blood pressure in people with essential hypertension 

(Ewart, Taylor, Kraemer, & Agras, 1991), and arteriosclerosis (Gottman, 1990). 

Health problems have an impact on relationship quality. Some illnesses exert 

indirect influences on the relationship through a deteriorating ability to work, erosion 
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in personal well-being, and changes in family roles and responsibilities (Burman & 

Margolin, 1992; Helgeson, 1993; Schmaling & Sher, 1997). The impact a physical 

illness has on a relationship depends on the type of illness, the functional impairment 

associated with that illness, as well as the duration of suffering from the illness 

(Burman & Margolin, 1992). 

Violence 

Physical violence is associated with relationship distress. In the United States 

it is estimated that physical aggression between partners occurs in about 30% of 

married couples (Beach & O’Leary, 1986; Straus, Gelles, & Steinmetz, 1980). 

Similar rates have been reported in Australia, with 12-month prevalence estimates of 

spouse abuse reaching up to 28% (see Hegarty & Roberts, 1998 for a review). 

Moreover, aggression often occurs early in relationships, with about 30% of men and 

women reporting they were victims of violence perpetrated by their partner during 

the first year of marriage (Leonard & Roberts, 1998a). Aggression occurs 

particularly often in distressed couples, with three-quarters of maritally distressed 

couples presenting for therapy reported experiencing violence by their partner in the 

previous year (O’Leary & Vivian, 1990). Aggression severe enough to cause 

significant physical injury occurs in about 10% of couples (Straus & Gelles, 1986; 

Straus et al., 1980). 

The prevalence of male-to-female versus female-to-male violence is 

approximately equal (Straus & Gelles, 1986). Furthermore, in the majority of couples 

in which there is physical aggression, both the man and the woman report being 

violent toward each other (Langhinrichsen-Rohling & Vivian, 1994; O’Leary, 

Malone & Tyree, 1994; Straus & Gelles, 1986). However, relative to female-to-male 

physical aggression, male-to-female physical aggression typically is more severe, 

more likely to lead to physical injury, and more often associated with the victim 
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feeling fearful of their partner (Cascardi, Langhinrichsen & Vivian, 1992). 

Relationship violence toward women can be very severe; female homicide 

victims are murdered more often by their partners than by any other class of assailant 

(Browne & Williams, 1993). In Australia, an estimated 25 % of all homicides and 

20% of all reported violent offences against person’s result from inter-spousal 

violence (National Committee on Violence, 1990). In addition to the physical injuries 

associated with relationship violence, repeated assaults by their partner can place 

women at increased risk for depression, psychosomatic disorders and alcohol abuse 

(Cascardi et al., 1992). Clearly, relationship violence is one of the more disturbing 

correlates of relationship distress. 

The Psychosocial Development of Children 

There is a well-established association between relationship distress and 

adjustment problems in children (e.g., Emery, 1982; Grych & Fincham, 1990). 

Children exposed to more frequent, intense and overt parental conflict tend to display 

more adjustment problems than children exposed to conflict which is less frequent, 

intense and covert (Emery, 1982; Grych & Fincham, 1990). The poor adjustment of 

children of parental relationship distress and divorce appears to be partly accounted 

for by exposure to conflict. The family environments of children whose parents 

divorce is often characterised by severe conflict between parents both before and 

after separation (Amato, 1996). For both children and adolescents, severe inter-

parental conflict is associated with increases in both internalising (i.e., anxiety, 

depression, somatic complaints) and externalising (i.e., oppositionalism, aggression) 

types of problems (Grych & Fincham, 1990). Furthermore, improved adjustment can 

result from reductions in the level of conflict that children are exposed to. Children 

have been found to do better in situations where parental separation has led to 

reduced exposure to conflict, compared to children who remain in intact, high
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conflict homes (Emery, 1982; Hetherington, Cox & Cox, 1982).  

There is also evidence that severe inter-parental conflict and divorce has 

serious delayed effects, particularly on the intimate adult relationships of offspring. 

For example, the adult offspring of divorce have higher rates of divorce themselves, 

compared to those with no family history of divorce (Glenn & Kramer, 1987). 

Furthermore, these rates are particularly high for women (Glenn & Shelton, 1983), 

suggesting the impact of parental divorce to be particularly strong for girls. For boys, 

exposure to inter-parental aggression is associated with increased aggressiveness and 

risk of being in a violent relationship as adults (Stith & Farley, 1993; Strauss, 1990; 

Widom, 1989). 

In summary, while couples in satisfying relationships experience many 

benefits, being in a distressed relationship is associated with a wide range of serious 

consequences. Specifically, relationship distress is associated with poorer 

psychological and physical health for spouses, as well as risk for relationship 

aggression. Furthermore, there is an extensive body of research documenting serious 

consequences in children. Understanding the characteristics associated with 

distressed relationships is important for the development of programs aiming to 

prevent or ameliorate relationship distress. 

Characteristics of Distressed Relationships 

There are three broad areas of interaction that characterise distressed from 

nondistressed couples: communication and affect, day-to day behaviour, and 

cognition. 

Communication and Affect 

A major characteristic of relationship distress is ineffective communication 

and conflict management (Weiss & Heyman, 1997). Problems in communication are 

the most frequently cited complaint by couples seeking couple therapy, with up to 90% 
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of distressed couples citing these difficulties as a major issue in the relationship 

(Bornstein & Bornstein, 1986). 

Behavioural observation of couple interactions has provided a rich source of 

data in the study of couple communication. The standard couples observational 

paradigm typically focuses on videotaping a couple discussing a current relationship 

problem for a short period of time (e.g., 10 minutes) (Weiss & Heyman, 1997). 

Verbal and nonverbal communication is then classified into categories using 

standardised coding systems such as the Marital Interaction Coding System (MICS) 

(Weiss & Summers, 1983), the Couples Interaction Scoring System (CISS) (Gottman, 

1979), or the Katagoriensystem fur Partnershaftliche Interacktion (KPI;  Hahlweg, 

Reisner, Kohli, Vollmer, Schindler, & Revernstorf, 1984). In each of these systems, 

known as microanalytic coding systems, verbal utterances are classified into a series 

of mutually exclusive categories, where the categories are believed to reflect 

important elements of effective and ineffective communication. For example, in the 

KPI there are categories of response believed to be effective ways of listening to your 

partner, such as acceptance of their viewpoint, or agreement. Other categories relate 

to hypothesised ineffective modes of listening, such as disagreement or justification 

of one’s negative behaviour. 

Observed nonverbal behaviour is also coded, typically according to the 

primary affect being expressed. In the KPI affect is classified as positive, negative or 

neutral. In other coding systems more specific classification of affect is undertaken. 

For example, in the Specific Affect Coding System (SPAFF: Gottman, McCoy, Coan, 

& Collier, 1996) affect is coded into a large number of specific categories, including 

five positive codes, 10 negative codes, and a neutral affect code. 

For well over two decades, microanalytic coding systems have provided 

researchers with a method for describing and analysing couple communication. Other 
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popular coding systems include global coding systems, including the Interactional 

Dimensions Coding System (IDCS) (Julien, Markman, & Lindahl, 1989) and the 

Rapid Couples Interaction Scoring System (RCISS) (Krokoff, Gottman, & Hass, 

1989) which emerged in the late 1980’s. In contrast to microanalytic systems, global 

coding systems are characterised by larger coding units and the use of rating scales to 

assess interactional dimensions (such as dominance, denial or withdrawal). While less 

time-consuming and more cost-effective than microanalytic systems, global coding 

systems have been criticised as being less able to provide a comprehensive and 

detailed study of couple interaction than microanalytic systems (Notarius & 

Markman, 1989). 

Studies in which problem-solving has been coded consistently have reported 

that, compared to satisfied couples, distressed couples show higher rates of negative 

verbal and non-verbal behaviours (Heyman, 2001; Weiss & Heyman, 1997).  

Specifically, distressed couples have high rates of criticism, emotional invalidation 

(Halford, Hahlweg & Dunne, 1990; Jacobson, McDonald, Follette, & Berley, 1985; 

Weiss & Heyman, 1997), withdrawal from each other (Christensen & Shenk, 1991), 

negation, justification, interruptions (Schaap, 1984), and negative solutions to 

problems (Weiss & Tolman, 1990). 

Positive communication occurs at lower rates in distressed than satisfied 

couples. Relative to satisfied couples, distressed couples make fewer self-disclosures 

and positive suggestions for solving problems (Birchler, Clopton, & Adams, 1984; 

Margolin, Burman, & John, 1989), show less acceptance (Jacobson & Christensen, 

1996), agreement (Margolin & Wampold, 1981), and empathy (Birchler et al., 1984) 

toward their partners. In the nonverbal domain, distressed couples have lower rates of 

positive behaviours such as smiling and eye-contact, than satisfied couples (Weiss & 

Heyman, 1997). Distressed couples also exhibit a range of negative affects including 
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disgust, contempt and defensiveness, at higher rates than satisfied couples (Gottman, 

1994; Gottman & Levenson, 1992). 

In addition to the frequency of occurrence of specific behaviours, there are 

also sequences of behaviour that distinguish distressed from satisfied couples. 

Distressed couples are more likely than satisfied couples to reciprocate negative 

behaviour (Gottman, 1979; Halford et al., 1990). Negative reciprocity occurs when 

partners engage in a sequence of negative behaviours, where the negative response of 

one partner has a high conditional probability of being followed by another negative 

response by the spouse. The effect is that the couple engages in a pattern of mutual 

negativity that they find difficult to de-escalate. This state has also been referred to as 

the coercive escalation trap (Gottman, 1993). Negative affect reciprocity reliably 

discriminates between satisfied and distressed marriages (Gottman, 1994).  

Another pattern commonly observed in distressed couples is the demand-

withdraw pattern (Gottman, 1994; Gottman & Levenson, 1988; Heavey, Christensen, 

& Malamuth, 1995). The demand-withdraw pattern is characterised by one partner 

approaching the spouse with demands for change, while the spouse seeks to withdraw 

from the discussion. Often the “demander” feels frustrated by the lack of engagement 

by the withdrawing spouse, and responds by making further demands. The 

“withdrawer” often experiences the demands as aversive, critical and feels the need to 

escape. It is believed that the demand-withdraw pattern prevents conflicts from being 

resolved effectively (Christensen, 1988). In distressed couples the woman usually is 

the person who demands, and the man withdraws in the demand-withdraw pattern 

(Heavey et al., 1993, Heavey, Christensen, & Malamuth, 1995). However, when the 

man seeks change from his partner he is more likely to become the demander, and she 

is more likely to withdraw. (Christensen & Heavey, 1990; Heavey et al., 1993).   
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 Available data suggest that these observations capture important aspects of 

couple communication and are generalisable to interactions or settings outside of the 

laboratory. Most couples report that they feel low levels of self-consciousness during 

observed interactions (Christensen & Hazzard, 1983; Jacob, Tennenbaum, Seilhamer, 

Bargiel & Sharon, 1994), and that their partners are talking in ways typical of their 

usual communication (Foster, Caplan, & Howe, 1997). Couples report their partners 

as being more supportive than usual (Foster et al., 1997). However, even if the 

communication is actually less negative than normal, observers can still discern 

greater levels of positive communication in satisfied than distressed couples.   

Further evidence of the validity of observed couple communication is 

provided by the work of Vincent, Friedman, Nugent and Messerly (1979). They 

found unhappy couples instructed to “act as if they were a happy couple” used more 

positive verbal behaviours, but still showed high rates of negative nonverbal affect. 

Thus, at least at the level of nonverbal communication, couples were unable to 

change their communication suggesting that in the laboratory setting typical 

behavioural patterns were evident. 

A potential problem with problem-solving as a context for observation of 

couple communication is that it limits detection of other important communication 

behaviours that distinguish between distressed and nondistressed couples. For 

example, couples who report higher levels of support from their spouse are more 

maritally satisfied than those reporting lower levels of support (e.g., Julien & 

Markman, 1991). In an observational study of support provision in married couples, 

Cutrona and Suhr (1994) recorded the number of supportive statements made by the 

support provider. Those who reported higher levels of marital satisfaction showed a 

greater number of supportive behaviours. 

Given the importance of positive communication behaviours, communication 
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tasks have been employed to investigate couple communication in contexts other 

than problem solving. As part of a longitudinal study on the development of marital 

dysfunction, Pasch and Bradbury (1998) found higher levels of marital satisfaction to 

be associated concurrently with higher rates of self and spouse positive behaviours 

and lower rates of self and spouse negative behaviours during a social support task. 

Osgarby (1998) developed a task in which couples identify and then discuss a 

positive event in their relationship (Positive Reminiscence Task), and found 

distressed couples responded less positively and with more negative, sad affect than 

non-distressed couples. Overall, these findings suggest that there are positive 

communication behaviours exhibited in situations other than problem solving that are 

potentially important in characterising distressed from nondistressed couples. 

Day-to-Day Behaviour 

In addition to negative communication, distressed couples also are negative in 

their day-to-day interactions with their partner. Specifically, when using behavioural 

checklists to monitor their partners’ behaviour, relative to that of satisfied couples, 

distressed couples report more frequent displeasing negative behaviours by their 

partner (e.g., Halford & Sanders, 1988; Jacobson, Follette, & McDonald, 1982). 

Distressed partners also report low frequencies of positive behaviours including few 

acts of intimacy, caring, and support, low rates of shared mutually enjoyable 

activities, and low rates of positive, supportive communication (Halford & Sanders, 

1988). Compared to non-distressed couples, distressed couples also report large 

amounts of desired change in their partner’s behaviour, and perceive their partners as 

wanting more change from them (Halford & Sanders, 1988). 

Relative to distressed couples, satisfied couples spend more time together, 

behave more positively toward one another and are more often engaged in mutually 

enjoyable activities (Weiss, Hops, & Patterson, 1973). Furthermore, recent research 
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has demonstrated that the pursuit of exciting activities together serves to enhance 

relationship satisfaction (Aron, Norman, Aron, McKenna, & Heyman, 2000).  

Satisfied couples are also less likely than distressed couples to reciprocate 

behaviours in a “quid pro quo” fashion. While in a distressed relationship a spouse’s 

negative behaviour is more likely to be met with a negative response, the behaviours 

of satisfied couples are less contingent on the partners’ preceding behaviour 

(Jacobson et al., 1982). Individuals in a satisfied relationship are therefore more 

likely to be positive even when their partner’s prior action was negative. 

Cognitive Variables 

While communication and day-to-day behaviour are clearly different in 

distressed and satisfied couples, these observable behaviours only account for a 

modest percentage of the variance in relationship satisfaction (Weiss & Heyman, 

1997). Many writers have suggested that cognitive variables mediate the association 

between observable behaviour and relationship distress (e.g. Bradbury, Fincham, & 

Beach, 2000; Weiss, 1984). The types of cognition suggested to be associated with 

relationship distress include: relationship beliefs, expectations, perceptual biases, and 

attributions. 

The classification of relationship beliefs is derived from classic cognitive 

therapy (Ellis, 1962; Beck, 1976). Epstein and Eidelsen proposed that the beliefs 

partners hold about how relationships should be, mediate their responses to their 

partner and the relationship. Distressed couples tend to hold rigid and unrealistic 

beliefs about relationships and partners, which Epstein and Eidelson (1981) have 

termed “irrational” relationship beliefs. Irrational relationship beliefs believed to 

mediate relationship distress include a rigid adherence to traditional gender roles, a 

belief that partners cannot change, that sexual interactions will always be completely 



18 

satisfying, and that any form of disagreement between the partners is destructive to 

the relationship (Epstein & Eidelson, 1981). 

Distressed couples have negative expectations about their ability to resolve 

conflict when discussing important relationship issues with their partner (Vanzetti, 

Notarius, & NeeSmith, 1992). Distressed couples also show high physiological 

arousal, when anticipating a problem solving discussion with their spouse (Gottman, 

1994). This has been interpreted as distress resulting from the anticipated negative 

interaction. Bradbury and Fincham (1987) suggest that the combination of negative 

affect arousal and negative expectation lead partners to selectively attend to, and 

respond to, negative aspects of their partner’s behaviour.  

Distressed partners have a systematic negative bias in their perception of their 

spouse (Notarius, Benson, Sloane, Vanzetti, & Horyak, 1989). Distressed partners 

also tend to overlook, or minimise, positive behaviours by their spouse (Jacobson & 

Moore, 1981; Murray & Holmes, 1999; Notarius & Markman, 1995), and to 

selectively recall negative events in the relationship (Osgarby, 1998). In contrast, 

satisfied partners have an unrealistically positive view of their partners (Fowers, 

Applegate, Olson, & Pomerantz, 1994). 

Distressed and satisfied couples also differ in the attributions they make for 

their partner’s behaviour. Attribution is the process whereby people make 

explanations about the causes or responsibility for behaviour or events. It is widely 

assumed that the attributions people make mediate how they respond to others 

(Weiner, 1985). Certain patterns of attribution also relate to relationship distress 

(Bradbury & Fincham, 1990). For example, causal and responsibility attributions are 

commonly investigated in the marital attribution literature. Causal attributions 

pertain to explanations one makes for the occurrence of an event and responsibility 

attributions concern one’s accountability for an event. Research indicates that 
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distressed couples tend to make distress-maintaining attributions, in that a distressed 

spouse will attribute cause and responsibility for their partner’s negative behaviour to 

that partner, but will excuse their own negative behaviour (Bradbury & Fincham, 

1990). Distressed couples also tend to attribute partners’ negative behaviour to 

stable, internal, negative characteristics of that partner. While the same negative 

partner behaviour in a satisfied couple may be attributed to something transient and 

external. For example, being late home from work in a distressed couple might be 

attributed to the spouse “being selfish, uncaring, and irresponsible.” Whereas in a 

satisfied couple the same behaviour might be attributed to “a temporary lapse due to 

pressure from work.” 

The negative attributions by distressed partners for their spouse’s negative 

behaviour are believed to mediate an increased likelihood of negative affect and a 

negative response to that behaviour (Fincham & Bradbury, 1987, 1988). Consistent 

with this, negative attribution is associated with both negative affect and a high rate 

of negative behaviour during problem-solving (Bradbury, Beach, Fincham, & 

Nelson, 1996; Miller & Bradbury, 1995). There is now a strong body of evidence 

that negative attribution is associated with relationship distress (Bradbury & 

Fincham, 1990; Fincham, Harold, & Gano-Phillips, 2000). 

Overall, the research reviewed in this section shows distressed and satisfied 

couples differ in their communication and affect, day-to-day behaviour, and in a 

range of types of cognition. However, much of this research is cross-sectional. The 

following section examines the development of relationship problems over time. 

Development of Relationship Problems 

The Trajectory of Relationship Satisfaction 

Leonard and Mudar (2000) have described the transition into a committed 

relationship as a developmental process often characterised by a shift away from 
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individualistic values toward more interdependent values, consistent with ones’ new 

role as a spouse and with the establishment of a mutually satisfying relationship. It is 

therefore associated with major change and adaptation by the partners (Bradbury, 

1998). For example, couples need to negotiate how they will share household chores, 

arrange their finances, and develop a shared lifestyle. Given the many changes and 

challenges faced by couples, the early years in a couples’ relationship is a critical 

phase in the developmental course of marriage (Leonard & Roberts, 1998a). The 

need for adaptation and change is particularly difficult for couples who lack the 

communication and conflict management skills to negotiate the required changes 

(Halford et al., 1997). As will be discussed below, this may be why couples lacking 

in communication skills are at particularly high risk of developing relationship 

problems (Lindahl, Clements, & Markman, 1998; Markman & Hahlweg, 1993). 

Almost all couples at the beginning of a committed relationship report high 

levels of relationship satisfaction (Markman & Hahlweg, 1993; Karney & Bradbury, 

1995). Declines in average relationship satisfaction then typically occur over the 

early years of marriage (Hill & Peplau, 1998; Huston & Vangelisti, 1991; Kurdeck, 

1998; Markman, 1981; Noller, Feeney, Bonnell, & Callan, 1994; Veroff, Douvan, 

Orbuch, & Acitelli, 1998). Kurdek (1998) found relationship satisfaction in both 

partners decreased over the first six years of marriage, with the steepest decline 

occurring between the first and second year of marriage. Reporting on the first nine 

years of a longitudinal study, known as the Denver Family Development Project (see 

Markman, 1981; Markman & Hahlweg, 1993; Lindahl et al., 1998), Lindahl et al., 

(1998) also found marital satisfaction, as measured by the MAT, to decline 

significantly over the first three years of marriage, after which time it stabilised with 

no further significant declines noted at subsequent follow-ups. Despite these initial 

declines, it should be noted that most couples remained well within the non
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distressed range on the MAT. Overall, the research shows that couples are at their 

happiest during the premarital and newlywed phases of the relationship, with some 

declines in satisfaction occurring over the next few years (Lindahl, Malik, & 

Bradbury, 1997). Understanding how relationships change over time, and why some 

relationships that began with promise end in despair, has become an increasingly 

popular and sophisticated research area. 

Variables Influencing Relationship Trajectory 

With well over 100 longitudinal studies of marriage published (Karney & 

Bradbury, 1995), a range of variables have been linked to the development of 

relationships over time. Risk factors and indicators have provided a useful way of 

conceptualising the development of relationship problems (see Dyer & Halford, 

1998). Risk factors refer to modifiable variables associated with a high probability of 

problem onset, greater severity and longer duration. Individual psychopathology such 

as depression and alcohol abuse, and deficits in communication skills are examples 

of risk factors. As risk factors are modifiable, they are frequently targeted for change 

in prevention programs. Risk indicators are identifiable markers that indicate 

increased risk for a particular problem, but which are not modifiable. Examples of 

risk indicators include demographic variables and family of origin experiences, such 

as exposure to divorce or interparental violence. Risk indicators can be used for 

identification of target populations for intervention. 

The range of risk factors and risk indicators linked to the development of 

relationship distress can also be understood within the vulnerability-stress-adaptation 

framework (Karney & Bradbury, 1995). This model summarises and integrates the 

available research on the longitudinal course of marriage. In this model relationship 

problems result from the interaction of three broad classes of variables; the couples’ 

adaptive processes, enduring vulnerabilities of the partners, and stressful events 
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impinging upon the couple.  

A couple’s adaptive processes are composed of behavioural, cognitive and 

affective elements that occur during couple interaction. Deficits in communication 

and conflict management predict later relationship distress and divorce (Markman & 

Hahlweg, 1993). For example, high levels of negative emotional arousal, male 

withdrawal, and a female demand-male withdraw conflict style all predict deterioration 

in marital satisfaction in established relationships (Gottman, 1993; Gottman & Krokoff, 

1989; Heavey et al., 1995; Heavey et al., 1993). Deficits in communication skills also 

predict future relationship distress and divorce in engaged couples (Markman & 

Hahlweg, 1993), independent of the couples reported relationship satisfaction at the 

time of marriage. Markman and Hahlweg (1993) found that premaritally, male 

withdrawal from conflict, negative affect escalation and conflict are significant 

predictors of divorce. Dysfunctional communication in engaged and newlywed couples 

also predicts the development of verbal and physical aggression in the first few years of 

marriage (Murphy & O'Leary, 1989; O'Leary, Barling, Arias, Rosenbaum, Malone & 

Tyree, 1989, O’Leary & Cascardi, 1998), and physical aggression in newlyweds 

predicts separation in the early years of marriage (Rogge & Bradbury, 1999). 

In their review of 115 longitudinal studies of marriage, Karney and Bradbury 

(1995) grouped over 50 behavioural variables that have been studied into five broad 

categories: positive behaviour, negative behaviour, avoidance, positive reciprocity, 

and negative reciprocity. In general, they found that positive behaviour predicts 

positive relationship outcomes. The findings for the effects of negativity on 

relationships are less clear. While the overall effects of negative behaviours on both 

marital stability and satisfaction are detrimental, a few studies of couples in 

established relationships, have found evidence for negativity during interaction to 

predict increases in marital satisfaction over time. Gottman and Krokoff (1989) for 
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example, found husbands’ and wives’ negativity during a problem discussion to be 

positively associated with marital satisfaction a year later. Similarly, Heavey et al., 

(1993) found husbands’ negativity and demandingness predicted wives’ later 

satisfaction. A later study by Karney and Bradbury (1997) also found the negativity 

of wives’ behaviour during problem solving to be positively associated with both 

partners’ marital satisfaction over time. Overall, while debate exists on how 

negativity affects relationships, it has been suggested that the expression of 

negativity, when occurring within a positive context, allows for the “airing” and 

resolution of difficulties in such a way that increases relationship satisfaction (e.g., 

Gottman & Krokoff, 1989; Lindahl et al., 1997). 

Recent research has investigated adaptive processes which distinguish early 

from later divorcing couples. Gottman and Levenson (2000) found an absence of 

positive affect, during both conflict and events-of-the-day discussions, to be an 

important distinguishing feature of couples who divorce later (i.e., approximately 14 

years later), rather than earlier in marriage. While Huston, Caughlin, Houts, Smith, 

and George (2001) found that couples that divorced early (before two years) behaved 

negatively toward one another and demonstrated a weak, ambivalent union as 

newlyweds. In contrast, couples that divorced later (after seven years), displayed 

very high levels of affection as newlyweds, but over time experienced a dramatic 

drop in their levels of affection and in their views of each other’s responsiveness. It 

was also found that, compared to happily married couples, unhappily married 

couples at 13 years into marriage were less in love, perceived each other as less 

responsive, reported more ambivalence and expressed more negativity as newlyweds. 

This finding is consistent with an ‘enduring dynamics’ model, which asserts that 

relationship patterns surface during courtship and shape the union’s eventual fate 

(Huston et al., 2001). It is also consistent with the notion that patterns of negative 
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interaction, when present premaritally, actively erode feelings of intimacy and 

closeness and thereby influence long-term relationship outcomes (Markman & 

Hahlweg, 1993; Markman & Kraft, 1989). 

There are also a number of studies finding marital satisfaction and marital 

stability to be predicted by separate variables. In a four-year prospective study, 

Rogge and Bradbury (1999) found aggression and communication assessed shortly 

after marriage to discriminate between three marital outcomes. Aggression predicted 

marital dissolution and communication predicted marital satisfaction. Similarly, 

Gottman, Coan, Carrere, and Swanson (1998) found different marital interaction 

processes differentially predicted marital stability and marital satisfaction at seven 

year follow-up. The interaction processes during problem solving discussions 

predictive of divorce included negative initiation of interactions by the wife, husband 

refusal to accept influence from his wife, wife’s reciprocation of low intensity 

negativity, and an escalation of low intensity negativity by the husband. Overall, both 

husband’s and wife’s high intensity negative affect (the sum of belligerence, 

defensiveness, and contempt) predicted divorce. Low intensity negative affect (the 

sum of whining, anger, sadness, domineering, disgust, fear, and stonewalling) by the 

wife also predicted divorce. However, neither of these constructs discriminated 

between happy and unhappy stable marriages. Positive affect was the only predictor 

of marital satisfaction among stable couples. 

Certain cognitive processes also predict relationship distress. For example, an 

attribution style in which relationship difficulties are attributed to stable, negative 

characteristics of a partner prospectively predicts relationship distress (Bradbury & 

Fincham, 1990). In a study of dating couples, Murray and Holmes (1999) found the 

ability of couples to find redeeming features in their partners’ faults to predict 

relationship satisfaction one year later. Couples with unrealistic expectations and 
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beliefs in areas such as appropriate methods of conflict management, and importance 

of gender roles, communication, and family and friends also experience higher rates 

of erosion in relationship satisfaction compared to couples without such beliefs 

(Olsen & Fowers, 1986; Olsen & Larsen, 1989). 

Taken together, these studies strongly support the notion that signs of future 

distress are frequently evident in the interactions of couples early in their 

relationship. It should also be noted that communication difficulties are unrelated to 

relationship satisfaction or stated commitment early in the relationship (Markman, 

1981; Markman & Hahlweg, 1993). Clearly, deficits in adaptive processes do not 

prevent couples’ from forming relationships. However, as will be discussed below, 

these deficits do make a couple especially vulnerable to the negative effects of 

enduring vulnerabilities and stressful events, thereby placing couples’ at risk of 

further difficulties, later dissatisfaction and separation, or divorce. 

Enduring vulnerabilities (sometimes referred to as individual vulnerabilities) 

refer to the stable background, experiential, and personality traits one brings to a 

relationship. The link between personality variables and development of relationship 

problems has been investigated widely. In particular, high neuroticism, or low ability 

to regulate negative affect, consistently has been associated with poorer marital 

satisfaction and greater rates of marital dissolution (Karney & Bradbury, 1995).  

Past or present history of psychological disorder is also an enduring 

vulnerability associated with increased risk of relationship problems, as previously 

described (e.g., Mulder, 1991; Reich & Thompson, 1985; Emmelkamp, De Haan & 

Hoogduin, 1990; Halford et al., 1999; Halford & Osgarby, 1993; O’Farrell & 

Birchler, 1987). Other important examples of enduring vulnerabilities include 

exposure to divorce or interparental violence in ones’ family of origin. The adult 

offspring of divorce are more likely to divorce than the rest of the population (Glenn 



26 

& Kramer, 1987). The divorce rates of women experiencing parental divorce are 60 

% higher than for women without such a history. Men with a history of parental 

divorce have divorce rates 35 % higher than that for men without such a history 

(Glenn & Shelton, 1983). Thus, the impact of parental divorce is particularly strong 

for women. Adults who were exposed to inter-parental aggression as children, are at 

increased risk of being in an aggressive relationship (Stith & Farley, 1993; Straus, 

1990; Widom, 1989). For men in particular, exposure to inter-parental aggression has 

been associated with an increased risk of being in a violent relationship themselves 

(Stith & Farley, 1993; Straus, 1990; Widom, 1989). 

The possibility that family-of-origin experience and subsequent relationship 

distress is mediated by communication processes has found recent support in the 

work of Halford and Sanders (e.g., Halford, Sanders, & Behrens, 2000; Sanders, 

Halford, & Behrens, 1999). Specifically, Sanders et al., (1999) found couples in 

which the woman’s parents had divorced demonstrated more negative 

communication during conflict discussions than other couples. In another study, 

couples in which the male partner had exposure to inter-parental violence were also 

found to be more negative than other couples in their communication during problem 

solving (Halford et al., 2000). These findings suggest that the negative impact of 

enduring vulnerabilities may exert an influence on relationships through a couple’s 

communication. 

Stressful events refer to the potentially stressful normative (such as the 

transition to parenthood, or entry into a step-family), or non-normative (such as onset 

of a life-threatening illness) events faced by the couple. The presence of stress 

predicts reductions in marital stability and satisfaction over time (Karney & 

Bradbury, 1995). For example, in what Bradbury et al., (2000) describe as the most 

comprehensive study of economic stress and marital functioning to date, Conger, 
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Rueter, and Elder (1999) found economic stress in a sample of rural families at Time 

1 to predict observed marital conflict and individual emotional distress at Time 2 (2 

years later), which in turn, predicted marital distress at Time 3 (3 years later). 

The transition to parenthood is another event frequently associated with 

declines in relationship satisfaction (Belsky, 1985; Belsky & Pensky, 1988; Cowan 

& Cowan, 1992). However, in contrast with other stressors, this transition can be 

associated with increased relationship stability (Heaton, 1990). Entry into a 

subsequent marriage, in which there are dependent children from a previous 

relationship (step-family), is also associated with high risk of relationship break

down (Booth & Edwards, 1992). A common source of stress in such relationships 

involves the negotiation of parenting roles, and unresolved conflict over differences 

in this area is a common stated reason for relationship dissolution in step-families 

(Lawton & Sanders, 1994). 

Not all couple relationships are adversely affected by the occurrence of 

stressful events. For example, Schwab (1998) challenged the notion that the death of 

a child necessarily increases risk of divorce. Gritz, Wellisch, Siau, and Wang (1990) 

commented on how marital ties for many couples were strengthened in the face of 

testicular cancer. While chronic illness in a partner increases risk for relationship 

problems (Schmaling & Sher, 1997), this may depend in part, on the type of illness 

and illness severity, chronicity, and intensity. Research investigating the effects of 

illness on both patients’ and spouses’ relationship satisfaction has not identified 

consistent patterns (Burman & Margolin, 1992). It is possible that couples with good 

adaptive processes become more resilient to stressful life events (Cohan & Bradbury, 

1997). Conversely, couples with poor adaptive processes may be especially 

vulnerable to the negative effects of stressful events. Cohan and Bradbury (1997) for 

example, in an 18-month longitudinal study of 60 newlywed couples, found couple 
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problem-solving behaviour moderated the effects of life events on spouses’ 

depressive symptoms and marital adjustment. Specifically, they found wives 

expression of anger during problem-solving predicted declines in depressive 

symptoms and increases in marital satisfaction when they reported more major and 

interpersonal life events. Husbands’ expression of humour during problem-solving, 

predicted marital instability when both spouses reported more major life events. 

Overall, the results support the notion that spouses’ problem-solving behaviour is 

particularly important in assisting adjustment to life events. 

Figure 1 provides a schematic representation of Karney and Bradbury’s 

(1995) model showing how enduring vulnerabilities, stressful events and adaptive 

processes might interact to influence relationship outcomes. As can be seen from 

Figure 1, enduring vulnerabilities can contribute to the stressful events that a couple 

must adapt to. They can also have a more direct impact on a couple’s adaptive 

processes. Couples with poor adaptive processes may be particularly vulnerable to 

the negative effects of stressful events and enduring vulnerabilities. For example, the 

individual vulnerability of alcohol abuse in a partner can influence the likelihood of 

experiencing stressful events such as embarrassing incidents, unemployment, chronic 

illness, legal and financial difficulties. How well a couple responds and adapts to 

these stressful events can either exacerbate or alleviate them. The way the couple 

responds to the individual vulnerability of alcohol abuse can also influence further 

alcohol consumption. Over time, a spouse’s marital quality will change as a function 

of how well the couple has been able to adapt to the effects of these individual 

vulnerabilities and stressful events. In turn, judgements of marital quality will effect 

both spouse’s adaptive processes. 



 enduring 

adaptive marital marital 
processes quality stability 

Stressful 

  vulnerabilities 

  Events  

Figure 1.  Vulnerability-stress-adaptation model of marriage.  From Karney and Bradbury (1995). 
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The Importance of Positive Communication 

Communication and conflict management appear to be core influences on the 

course of relationship satisfaction, moderating the effects of enduring vulnerabilities 

and stressful events on marital satisfaction and stability. Much of what has been learnt 

about couple communication is based on observation of problem-solving discussions. 

Exclusive reliance on problem-solving as a context for observation of couple 

communication may not allow for the identification of all important communication 

behaviours that contribute to the longitudinal course of marriage (Bradbury, Cohan, 

& Karney, 1998). For example, problem solving often elicits negativity and allows 

for very little positivity to be displayed, by even the happiest of couples. As discussed 

earlier, communication tasks designed to elicit positive, supportive couple behaviours 

(e.g., Osgarby, 1998; Pasch & Bradbury, 1998) have been developed to provide 

information about positive communication processes. Using both a problem-solving 

and social support task, Pasch and Bradbury (1998) showed that positive social 

support displayed by newlyweds predicted marital outcomes two years later. Couples 

showing poor skills in both problem-solving and social support interactions were found 

to be at particular risk of relationship distress (Pasch & Bradbury, 1998). As with the 

correlates of relationship satisfaction, findings such as those of Pasch and Bradbury 

(1998) suggest that there are positive communication behaviours exhibited in 

situations other than problem solving that are potentially important in the longitudinal 

course of relationship satisfaction. 

In summary, the early years of a committed relationship is a crucial period in 

the developmental course of a relationship. There are many variables which impact 

in a significant manner on couple relationships, but communication problems are 

central to the risk for later relationship problems. Longitudinal research consistently 

links premarital communication to later relationship distress and divorce. Couple 
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communication also holds a central place in Karney and Bradbury’s (1995) 

vulnerability-stress-adaptation model of marriage in that couple communication 

processes (adaptive processes) are hypothesised to influence how well the couple 

reacts to the effects of enduring vulnerabilities and stressful events that influence 

marital quality. Communication skills can be changed (Silliman, Stanley, Coffin, 

Markman & Jordan, 2000) and have been the major focus of most empirically 

evaluated relationship education programs designed to prevent the onset of 

relationship problems. The following section examines the effectiveness of these 

programs. 

Relationship Education to Prevent Relationship Problems 

The transition into a relationship is a time when there is likely to be 

receptivity to learning through relationship education (e.g., Bradbury, 1998; Halford, 

1999). Since almost all couples at the time of marriage or cohabitation are highly 

satisfied with the relationship, this is a time when couples may be most motivated to 

ensure the relationship maintains a high quality. Consistent with the view that 

couples are open to change when entering relationships, relationship education in 

couples at or around the time of marriage produces much larger change than is 

typically achieved when attempting to help distressed couples to change longer-

established relationships (Hahlweg & Markman, 1988). Furthermore, couple 

evaluations of relationship education programs have been found to be highest during 

the first few years of marriage, with clear declines in their perceived value occurring 

with the length of marriage (Williams, Riley, Risch, & Van Dyke, 1999). 

Approaches to Relationship Education 

Relationship education has developed relatively brief interventions designed 

to prepare couples for marriage (e.g., Markman, 1981). Broad goals of these 

programs include enhancement of relationship satisfaction and stability, and 
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prevention of distress and divorce. Although relationship education programs are 

widely available to couples across the Western world (Simons, Harris, & Wills, 

1994; vanWidenfelt, Markman, Guerney, Behrens, & Hosman, 1997), most are 

offered by church or community groups, and their effects have seldom been 

evaluated empirically (Halford & Behrens, 1996; vanWidenfelt et al., 1997).  

The relationship education programs that have been evaluated empirically 

have a major focus on training couple communication skills (Halford, 1999). For 

example, the content of programs such as the Minnesota Couples Communication 

Project (Miller, Nunnally, & Wackman, 1975; Wampler & Sprenkle, 1980), the 

Guerney Relationship Enhancement Program (Avery, Ridley, Leslie, & Milhalland, 

1980; Ridley, Jorgensen, Morgan, & Avery, 1982), and the Prevention and 

Relationship Enhancement Program (PREP) (Markman, Stanley, & Blumberg, 1994) 

all emphasize the training of couples in communication skills. Such heavy emphasis 

on communication and conflict management seems appropriate, given that deficits in 

these skills prospectively predict relationship distress in newly married couples 

(Karney & Bradbury, 1995; Markman, 1981; Markman & Hahlweg, 1993; Pasch & 

Bradbury, 1998). 

Effects of Relationship Education 

The gains in communication skills due to behavioural prevention programs 

have been demonstrated in numerous studies. Reviewing research between 1971 and 

1988, a meta-analysis of controlled trials of behavioural prevention interventions 

found an impressive effect size of 1.51 for gains in communication skills (Hahlweg 

& Markman, 1988). Hahlweg and Markman (1988) also found a mean effect size of 

.51 for the programs’ on marital satisfaction, which is still a substantial effect given 

that marital satisfaction is often high in these couples to begin with. While such 

findings are promising, few studies reported follow-up data, and program length and 
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content varied widely. Furthermore, these reviews are over a decade old. The 

following review focuses on controlled trials of relatively brief skills-based 

relationship education programs (i.e., no more than six weekly sessions) for newly 

committed couples, with follow-up results. Six of these ten studies have been 

published since the Hahlweg and Markman review. 

Table 1 provides a brief summary of ten studies of skill-based relationship 

education programs. Studies for review were searched from 1975 to 2001, and were 

obtained from the following sources: 1) the psycINFO, and Current Contents (CC) 

Search data bases using search terms including ‘relationship enhancement’, 

‘relationship preparation, education’ and ‘evaluation’, ‘premarital education’, 

‘premarital counselling’, and ‘prevention (of) relationship problems’ ; 2) the contents 

pages of three major journals, Family Relations, Journal of Consulting and Clinical 

Psychology, and the Journal of Marriage and the Family; and 3) the contents of other 

reviews and discussions of relationship education (Dyer & Halford, 1998; Hahlweg 

& Markman, 1988; Halford & Behrens, 1996). The references cited in the articles 

found were also used to search for reports published in earlier years. 

All studies reviewed targeted dating, engaged, or recently married couples, 

and assessed relationship satisfaction and communication or conflict management. 

Although there are some variations from program to program, all are skills-based in 

their approach and target communication and conflict management, positive 

behaviour exchanges, as well as positive and realistic relationship beliefs. The 

programs all used a brief delivery format, the number of sessions of most programs 

ranged from between four and eight face-to-face or group sessions of two to three 

hours. One study (Hahlweg, Markman, Thurmaier, Engl, & Eckert, 1998) 

investigated the efficacy of their program in a compact, weekend format.  



 Table 1  Studies of Relationship Education and Prevention of Distress Programs 

Authors Participants (Couples) Key Measures Follow-up Key Findings 

Avery, Ridley, Leslie, 

and Milholland (1980) 

Ridley, Jorgensen, 

Morgan, and Avery 

(1982) 

Wampler and 

Sprenkle (1980) 

54 couples randomly 

assigned to either Guerney 

Relationship Enhancement 

Program (RE), or attention 

only. 

Relationship quality. 

Relationship satisfaction 

Communication (via 

audiotape of ‘request for 

change’ session). 

6 months RE couples improved in communication skills at post-test compared to attention 

only. 

Communication improvements maintained at 6-month follow-up. 

RE couples also improved in perceived relationship adjustment from pre to post 

compared to attention only. 

No follow-up data on perceived relationship adjustment. 

43 couples randomly 

assigned to either MCCP 

(Minnesota Couple 

Communication Program), 

or attention-placebo 

9 no-treatment control 

Relationship quality. 

Communication (via 

audiotape of problem 

solving session). 

6 months MCCP couple improved in their communication skills at post-test compared to 

attention-placebo & control couples.  However, these improvements were lost at 6

month follow-up. 

MCCP couples increased in perceived relationship quality at post. These increases 

remained at 6 months. 

MCCP superior to lecture-discussion group (& no treatment) in improving 

communication & perceptions of relationship quality. 

While MCCP improves communication skills in couples, these are short lived. 

Booster sessions may help.  
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Table 1 (cont’) 

Authors Participants (Couples) Key Measures Follow-up Key Findings 

Renick, Blumberg, 24 couples randomly Relationship satisfaction 2 months 

and Markman (1992)* assigned to either PREP, Conflict (violence) post problem solving & support-validation. 

or EE (Engaged Communication (via program Trend for PREP couples to be happier than EE. 

Encounter) conditions 
problem solving tasks) 

Relationship 

commitment. 

Markman, Floyd, 25 PREP Relationship satisfaction 4 & 5 

Small sample size. 

Stanley, and Stooralsi 42 Decliners Conflict (violence) years 

(1988) 47 Controls Communication (via 

Markman, Renick, 
problem solving tasks) years, but by year 5 most of these differences had disappeared. 

Floyd, Stanley, and 
Relationship 

commitment. controls. 
Clements (1993) 

Compared to EE, PREP couples showed increases in positive communication, 

Males more dedicated than females, but no differences between programs.  

Suggests PREP superior to standard religious premarital program in terms of 

acquisition of communication skills, however follow-up very short i.e., 2 months. 

More controls & decliners broke up before marriage than PREP couples. 

Control husbands Lower relationship satisfaction than PREP husbands (5 yr). 

PREP couples used more positive & less negative communication than controls at 4 

At yrs 4 & 5 PREP couples reported fewer instances of physical violence than 

60% of couples offered PREP declined involvement, therefore leading to the 

confound of self-selection into the program. 
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Table 1 (cont’) 

Authors 
Markman and 

Participants (Couples) Key Measures Follow-up Key Findings 
53 EPL (German PREP) Relationship satisfaction. 6 to 8 No differences in marital satisfaction. 

Hahlweg, (1993) 28 Control Communication (via 

problem solving task). 

weeks 

post controls at post. 

Van Widenfelt, 24 Dutch PREP & family (self-report measures) 9 months 

Hosman, Schaap, and  of origin session Relationship 2 years 

van der Staak (1996) 27 Controls & 14 decline satisfaction. These differences had disappeared by 2-year follow-up. 

her follow-up.  
(included couples in Problem solving . 

No positive effects found for PREP couples at eit

which one partner Relational efficacy. 

experienced parental Psychological 
experienced parental divorce. 

divorce i.e., Par. Div.) symptoms. 

EPL couples displayed more positive & less negative verbal communication than 

EPL couples showed more positive nonverbal communication than controls. 

Par.Div. couples had increase in problem intensity, & a trend for decreased 


problem solving ability & relational efficacy than non Par.Div. couples. 


First study to evaluate effectiveness of a prevention program with high-risk 


couples-although high-risk group ‘diluted’ by inclusion of male partners who


No observational measures at follow-up limits identification of possible important


differences. 


 2 yrs too short to capture differences in trajectory of relationship satisfaction 
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Table 1 (cont’) 

Authors Participants (Couples) Key Measures Follow-up Key Findings 
Hahlweg, Markman, 

Thurmaier, Engl, and 

Eckert (1998) 

Halford, Sanders, and 

Behrens (2001) 

55 EPL (German PREP) Relationship satisfaction. 3 years Dissolution rates of EPL couples lower than controls. 

17 Controls Communication (via EPL couples reported higher satisfaction than controls at 3 years. 

follow-up study of Markman problem solving task). EPL couples displayed more positive & less negative communication than controls at 

and Hahlweg (1993) Dissolution rates. post, 1.5 years & 3 years. 

Control group comprised of two different groups & not a randomised trial. 

Comparison of different delivery formats (weekend vs. 6 weeks, equally effective). 

36 Self-PREP Relationship satisfaction. 1, 3, & 4 High-risk couples reduced negative communication behaviours from pre to post in 

32 Controls 

(included couples in which 

Conflict/aggression. 

Communication (via 

years BOTH conditions, but those in Self-PREP better off at follow-up. 

No effects of condition for positive communication behaviours. 

either the woman problem solving task). Low-risk couples reduced negative communication behaviours from pre to post only in 

experienced parental divorce Self-PREP. 

&/or man witnessed parental No observational measures at years 3 & 4 follow-up limits identification of possible 

violence – high risk) important differences. 

Relationship education was especially effective for high-risk couples. 

High-risk Self-PREP couples less decline in relationship satisfaction than high-risk 

controls. 
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Table 1 (cont’) 

Authors Participants (Couples) Key Measures Follow-up Key Findings 

Low-risk Self-PREP couples showed more decline in relationship satisfaction 

than low-risk controls. 

* not from original source - original source Blumberg (1991) not published. 
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Follow-up of participating couples ranged from approximately two months 

post-program (Markman & Hahlweg, 1993: Renick, Blumberg, & Markman, 1992) 

to four and five years (Halford, Sanders, & Behrens, 2001; Markman, Renick, Floyd, 

Stanley, & Clements, 1993). Of those studies surveyed, 50% had a follow-up period 

of six months or less (Markman & Hahlweg, 1993; Renick et al., 1992; Ridley, 

Jorgensen, Morgan, & Avery, 1982; Wampler & Sprenkle, 1980). 

It is clear from Table 1 that skills-based relationship education programs help 

couples improve communication, at least in the short-term. All of the studies that 

assessed communication found that couples receiving the skills-based program 

significantly improved in their communication at post-test, compared to either no 

treatment control or attention-placebo conditions (Avery et al., 1980; Hahlweg et al., 

1998; Halford et al., 2001; Markman et al., 1993; Markman & Hahlweg, 1993; 

Renick et al., 1992; Wampler & Sprenkle, 1980). In four of these studies, couples 

displayed both significant increases in positive communication, and significant 

decreases in negative communication (Hahlweg et al., 1998; Markman et al., 1993; 

Markman & Hahlweg, 1993; Renick et al., 1992). One of the studies found 

significant decreases in negative communication, but no significant changes in the 

use of positive communication behaviours (Halford et al., 2001). VanWidenfelt et 

al., (1996) was the only study reviewed not to use any observational measure of 

communication, thus limiting the identification of possible communication gains to 

self-report measures. 

Most longer follow-up (six-months - four years) studies show maintenance of 

acquired communication skills (Hahlweg et al., 1998; Halford et al., 2001; Markman 

et al., 1993; Ridley et al., 1982), though one study reported poor maintenance of 

acquired skills (e.g., Wampler & Sprenkle, 1980). It is possible that attenuation of 

skills occurs after a five-year period (Markman et al., 1993). 
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Most studies in Table 1 found no increases in relationship satisfaction in the 

short-term (e.g., Avery et al., 1980; Renick et al., 1992; Wampler & Sprenkle, 1980).  

Given that relationship satisfaction in engaged and newly wed couples is nearly 

always high (Markman & Hahlweg, 1993), the lack of significant increases in the 

short-term is likely to be a ceiling effect. The more meaningful indicator of success is 

whether relationship satisfaction is maintained over time. Four follow-up studies 

have reported maintenance of relationship satisfaction in couples that received a 

skills-based relationship education program (Hahlweg et al., 1998; Halford et al., 

2001; Markman et al., 1993; Wampler & Sprenkle, 1980). Wampler & Sprenkle 

(1980) reported an increase in perceived relationship quality in their MCCP couples 

at post-program and at 6-month follow-up. In contrast, Markman et al., (1988; 1993) 

found no effects of PREP on relationship satisfaction in the short-term. However, 

PREP couples at the 3-year follow-up maintained higher levels of relationship 

satisfaction than control couples, and the PREP males were found to maintain higher 

levels of relationship satisfaction at the 4 and 5 year follow-ups despite attenuation of 

skills (Markman et al., 1993). Similar findings were reported by Hahlweg et al., 

(1998) where no effects of the EPL program on relationship satisfaction of couples 

were evident in the short-term but relationship satisfaction was higher in EPL than 

control couples at 3-year follow-up. One study in Table 1 investigated the program 

effects on physical violence (Markman et al., 1993), as measured by the Conflict 

Tactics Scale (CTS; Straus, 1979). Markman et al., (1993) found PREP couples 

reported significantly fewer instances of physical aggression than controls, 

suggesting that the skills taught in PREP prior to marriage may prevent later physical 

violence. 

Perhaps one of the more surprising findings in Table 1 comes from Halford et 

al., (2001). In addition to a control group of engaged couples, Halford’s group 
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targeted couples at high-risk of relationship problems, which was operationalised as 

couples in which either the woman had experienced parental divorce or the man had 

witnessed parental violence in their families of origin. In terms of variables 

associated with high risk of relationship distress and divorce, these family of origin 

experiences are important risk indicators (De Graaf, 1991). Halford et al. (2001) 

found that high-risk couples receiving Self-PREP showed less decline in relationship 

satisfaction than the high-risk controls, but low-risk couples receiving Self-PREP 

showed greater decline than low-risk controls. These findings are the first to suggest 

that skills-based relationship education may work better with couples at high-risk, 

than couples at low-risk, of developing problems. 

Taken together, these studies support the efficacy of skills-based relationship 

education programs in the acquisition of good couple communication, and 

maintenance of relationship satisfaction. Nevertheless, there are a number of 

limitations to the existing research. A limitation of some of the existing studies is a 

confound of self-selection into relationship education with the effects of the program. 

In the Markman et al., (1993) study couples were originally assessed as part of a 

study of relationship development (Markman, Duncan, Storaasli, & Howes, 1987), 

and subsequently were randomly assigned to matched groups to be offered, or not 

offered, the PREP intervention. Forty-three (50%) of the 85 couples offered PREP 

declined involvement. Thus, the two conditions consisted of those who accepted 

involvement in PREP, and their matched controls who were not offered the program, 

and there is a confound of self-selection between the two conditions. The Hahlweg et 

al., (1998) study is also limited by a similar confound. In recruiting couples from the 

Catholic Church, the authors were unable to randomise them to the experimental or 

control condition. Couples choose among a range of courses offered in an annual 

church publication, and those attending EPL (a German adaptation of PREP) were 
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self-selected. 

Another limitation of existing research is the lack of focus on selective 

prevention, that is prevention for couples presenting with high risk for development 

of future relationship problems (high-risk couples). Focusing prevention efforts on 

high-risk couples seems particularly promising given the recent findings of Halford 

et al., (2001) (see Table 1) suggesting relationship education to be especially 

effective for high-risk couples. Apart from the Halford et al., (2001) study, only one 

other study has been published focussing specifically on high-risk couples. 

VanWidenfelt et al., (1996) evaluated a PREP program for Dutch couples with 

divorce in the family-of-origin of at least one partner. At post-program VanWidenfelt 

et al., (1996) found few significant differences between couples with and without a 

history of divorce in their family-of-origin on self-report measures of problem 

solving, apart from an increase in problem intensity and a trend for decreased 

problem solving ability. Both of these differences had disappeared by two-year 

follow-up. Furthermore, no positive effects on problem solving or relationship 

satisfaction were found for either high or low-risk PREP couples at either the nine-

month or two-year follow-up. This was in contrast to the findings of Halford et al., 

(2001) described above, who found relationship education (i.e., Self-PREP) to be 

especially effective for the high-risk couples. 

Given that both the VanWidenfelt and Halford studies used the experience of 

parental divorce in their operationalisation of high-risk couples, the discrepant results 

between the two studies is surprising. However, the high-risk couples targeted in the 

VanWidenfelt study differed from those in the Halford study as the high-risk couples 

in the VanWidenfelt study included those in which either partner experienced 

parental divorce. Apart from the inclusion of males who had witnessed parental 

violence, the high-risk couples in the Halford study also included couples in which 
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only the woman had experienced parental divorce. This was done on the basis of 

previous research suggesting parental divorce of the women, but not the men, was 

associated with negative couple communication (Sanders et al., 1999). Thus, 

including couples in which either men or women experienced parental divorce may 

have resulted in a somewhat “diluted” high-risk group in the VanWidenfelt et al., 

(1996) study. Furthermore, couples in the VanWidenfelt study had been together for 

an average of eight years. Those with problematic relationships may be more likely 

to separate prior to eight years and thus would not be eligible for study. 

What is Needed? 

An estimated 20 % of Australian engaged couples are already attending a 

marital preparation program (Simons, Harris, & Willis, 1994). While this may attest 

to their popularity, few couples currently have access to skills-based, relationship 

distress prevention programs. Almost all programs currently available to couples in 

Australia are counselling or educational programs (Keys-Young, 1998) run by church 

or community groups, and there is no evidence that these programs change crucial 

couple behaviours or impact upon long-term relationship satisfaction. However, there 

is a firm empirical basis to guide future efforts in the prevention of relationship 

problems. 

Despite the high rate of divorce, in most Western countries more than 50 % of 

married couples remain together for life. Relationship education provided to low-risk 

couples may make little difference to those who would have had mutually satisfying 

and stable relationships without relationship education. The results of Halford et al. 

(2001) who targeted high-risk couples on the basis of exposure to negative family-of-

origin experiences, support the notion that the long-term benefits of relationship 

education may be limited to high-risk couples, who initially have poorer 

communication skills. Apart from the research of Halford et al. (2001) and Van 
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Widenfelt et al. (1996), little is known about selective interventions targeting couples 

at high-risk for future relationship difficulties. As discussed in this chapter, the 

extensive research on predictors of relationship satisfaction and stability (Karney & 

Bradbury, 1995) indicates there are many variables, in addition to communication 

skills deficits, that are associated with increased risk of relationship problems. Further 

research is needed to determine whether the benefits of relationship education found 

for the high-risk couples targeted by Halford et al., (2001) are applicable to other 

high-risk groups. 

Thus, despite much progress in the prevention of relationship distress, little is 

known about the efficacy of skills-based relationship education programs with 

couples at high-risk of relationship problems. As will be discussed in Chapter 2, 

alcohol use, with its links to both relationship violence and relationship distress, 

represents a risk factor worthy of attention. Deficits in communication are clearly 

evident in those abusing alcohol in distressed relationships, although it is not clear 

whether communication skills deficits are evident at the time of entry to relationships, 

when relationship satisfaction is high. Given the role of deficits in communication 

and conflict management in the development of relationship problems, research 

focussing on alcohol as the high-risk variable, should first determine whether specific 

deficits in communication can be identified in the early stage relationships of couples 

in which alcohol is consumed at problem levels. Such a study should also use 

observational methods to assess communication skills in both a problem-solving and 

positive interaction context. If communication deficits are identified, an alcohol-

focussed relationship education program, with emphasis on communication and 

conflict management, could be effective for prevention of problems in these high-risk 

couples. 

The major aim of such research is to evaluate if there are benefits of 
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relationship preparation programs for couples with heavy alcohol use. It is anticipated 

that this, in turn, will lead to greater refinement of current programs to increase the 

chances of a successful relationship in a variety of different target groups. 

Summary and Conclusions 

Relationship problems are common in most western societies, and they have 

serious consequences for both partners and their children. There are identifiable risk 

factors for the development of relationship distress. Skills-based relationship 

education can enhance communication and conflict management, with brief, cost-

effective interventions. However, this body of research is not sufficient to conclude 

that changing communication patterns has a major impact on long-term relationship 

satisfaction. 

Tailoring the content of programs targeted at high-risk groups should also 

maximise the effectiveness of these programs in strengthening couples relationships, 

and enhance their resources for coping successfully with particular sources of risk. 

Relationship preparation and education programs targeted at specific high-risk groups 

potentially may play a crucial role in the reduction of relationship problems. Couples 

in which one or both partners engage in regular alcohol use represents one of these 

high-risk groups. Chapter 2 will explore this issue by discussing the association 

between relationship problems and alcohol use, and presenting a rationale for the 

development of a brief relationship education program that incorporates a controlled 

drinking intervention. 
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Chapter 2: Couple Functioning  

And Alcohol Use 

Alcohol has the potential to be one of the most destructive influences on 

relationships. Problem drinking is associated with high rates of relationship conflict 

(e.g., O’Farrell & Birchler, 1987), aggression (Leonard & Senchak, 1996) and 

separation (McCrady, 1982). High rates of depression, anxiety, and somatic 

complaints occur in the spouses of problem drinkers (Brennan, Moos, & Kelly, 1994; 

Moos & Moos, 1984). Chapter 1 highlighted how crucial the early years of a 

relationship are in the development and maintenance of a mutually satisfying and 

stable long-term relationship. This developmental period is also a crucial time in the 

development of alcohol problems. The majority of men and women reduce alcohol 

consumption in the years prior to and following marriage (Miller-Tutzauer, Leonard 

& Windle, 1991). Those people who maintain high levels of drinking across this 

period are at high risk of ongoing problems with alcohol abuse (Miller et al., 1991).  

Furthermore, a continuing pattern of alcohol abuse predicts onset of relationship 

problems and aggression (Leonard & Roberts, 1998b; Leonard & Senchak, 1996). 

Thus, individuals who enter a committed relationship drinking alcohol at hazardous 

levels are at high risk for development of both relationship and alcohol problems. 

The major goal in this chapter is to analyse the interaction of alcohol and 

relationship problems in the early stages of committed relationships, and to present a 

rationale for combining the prevention of alcohol and relationship problems in some 

couples. The first part of this chapter is an examination of the nature and significance 

of alcohol problems. In particular, the characteristics and epidemiology of alcohol 

problems are reviewed, as are the negative effects of alcohol problems on couple 

relationships. Next there is an analysis of the research into the association of alcohol 

and couple problems, and the trajectory of alcohol use in relationships. The efficacy 
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of brief interventions in the treatment of alcohol problems is reviewed, and the 

possibility of combining relationship education and brief alcohol intervention is 

discussed. 

Significance of Alcohol Problems 

Definitions of Low Risk, Hazardous and Harmful Drinking 

The last 20 years have witnessed a significant shift in how alcohol misuse is 

viewed. The concept of a spectrum of disorders has replaced the dichotomous model 

of “alcoholism” and “normal drinking” (Saunders & Lee, 2000). The notions of low-

risk, hazardous and harmful drinking have also appeared within this 

reconceptualisation. Low risk drinking is defined as drinking at levels that have not 

been associated with long-term negative health consequences, and may actually be 

associated with some health benefits relative to no alcohol consumption (e.g., 

Jackson, 1994; Marmot & Brunner, 1991; Poikolainen, 1994; National Health and 

Medical Research Council, 2001). Hazardous drinking is defined as a pattern of 

alcohol consumption that places the person at elevated risk for adverse physical or 

psychological consequences, while harmful drinking is alcohol consumption that 

usually results in adverse consequences (Reid, Fiellin, & O’Connor, 1999; Saunders 

& Lee, 2000; NH & MRC, 1992; 2001). 

Based on epidemiological research on the association of alcohol intake and 

physical health consequences, the National Health and Medical Research Council of 

Australia (NH & MRC) made recommendations regarding levels of alcohol 

consumption for men and women (National Health and Medical Research Council, 

1992). An update of these guidelines was published in 2001(NH & MRC, 2001). 

However the research described in this thesis was conducted using the 1992 

guidelines. The updated guidelines are essentially the same as those published in 

1992, except that the terms hazardous and harmful alcohol consumption are replaced 
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by the terms risky and high risk drinking levels. Other changes are referred to below. 

In order to make the guidelines easy to understand the recommended levels 

are expressed in terms of standard drinks. A standard drink is equal to 10 grams of 

pure ethanol (NH & MRC, 1992; 2001), which is approximately equal to a 285 ml 

glass of full-strength beer, a 120 ml glass of wine, or a 30 ml nip of spirits (NH & 

MRC, 1992; 2001). 

For men, it was recommended that maximum mean daily alcohol 

consumption should not exceed four standard drinks per day, with at least two 

alcohol-free days per week. Drinking less than these guidelines was defined as low 

risk drinking. Regular consumption of between four and six standard drinks per day 

constitutes hazardous drinking, and consumption of over six drinks per day 

constitutes harmful drinking. The level of daily consumption recommended for 

women is half of that recommended for men. That is, the average maximum daily 

alcohol consumption for women should not exceed two standard drinks per day, with 

two alcohol free days per week. Hazardous drinking for women involves 

consumption of an average of between two and four standard drinks per day, and 

harmful drinking was defined as consumption of over four drinks per day. 

Binge drinking consists of short periods of heavy alcohol consumption. Binge 

drinking is in itself a hazard to health (NH&MRC, 1992; 2001), and the guidelines 

for low risk drinking include avoidance of binge consumption. For men, the 

consumption of seven or more standard drinks in one day is considered to be a binge 

(NH & MRC, 2001). While consumption of five or more standard drinks in a day is 

defined as a binge for women (NH & MRC, 2001). It should be noted that the new 

guidelines avoid the use of the term “binge” drinking, referring instead to short-term 

risk, defined as “the risk of harm (particularly injury or death) in the short-term that 

is associated with given levels of drinking on a single day” (p. 11). The updated 
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guidelines also elaborate on the risks associated with any alcohol use by certain 

individuals. For example, no alcohol should be consumed by individuals about to 

drive or operate machinery, on medication, with a condition that is exacerbated by 

drinking, or who are pregnant or breast feeding (NH & MRC, 2001).  

A number of self-report measures have been developed to detect hazardous 

drinking. For example, the Alcohol Use Disorder Identification Test (AUDIT; 

Saunders, Aasland, Amundsen, Babor, de la Fuente, & Grant, 1993) is a widely used 

measure developed and used by the World Health Organisation for screening 

hazardous drinking. The AUDIT is a 12-item measure that includes questions on the 

quantity and frequency of alcohol consumption, and on psychosocial consequences 

of drinking (e.g., “How often during the last year have you failed to do what was 

normally expected from you because of drinking.” Saunders et al., 1993).  

Epidemiology 

In Australia, hazardous levels of alcohol consumption have existed since the 

first settlement, more than two hundred years ago (Lewis, 1992). Despite a slight 

decline since 1980, Australia today has the highest per capita consumption of 

absolute ethanol in the English speaking world and ranks 20th amongst all countries 

in overall consumption (Higgins, Cooper-Stanbury, & Williams, 2000). Of all 

Australians aged 14 years and older, 59% of males and 39% of females consume 

alcohol at least once a week (Higgins et al., 2000).  Furthermore, of those who had 

consumed alcohol in the past year, 14% of males and 6% of females reported being 

daily drinkers (Higgins et al., 2000). There is a substantially higher rate of problem 

drinking among men than women. For example, Hilton (1991) reported males 

between the ages of 18 and 24 years, to be four times as likely as females to be 

hazardous drinkers (Hilton, 1991). According to the Australian National Drug 

Strategy Household Survey (Higgins et al., 2000) it is estimated that at least 8% of 
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current drinking males and 4% of female drinkers are consuming alcohol at 

hazardous or harmful levels. 

Alcohol problems and frequent heavy drinking reach their peak among both 

men and women in their late teens and early 20’s (Hilton, 1991). Rates of problem 

drinking begin to decline in the late 20’s and decline markedly between the ages of 

30 and 40 (Hilton, 1991; Leonard & Roberts, 1998b).  Therefore, a substantial 

number of adolescents who drink heavily moderate their use in later life, often during 

the transition from single to married life (Miller-Tutzauer et al., 1991). Those who 

have not initiated the use of alcohol by age 21 are unlikely to do so (Fillmore & 

Midanik, 1984; Kandel & Logan, 1998). 

Consequences of Alcohol Abuse 

The harmful use of alcohol is a serious public health concern. Second only to 

tobacco, alcohol is a major cause of drug-related mortality in Australia and has been 

estimated to account for between 2.2 % (Higgins et al., 2000) and 4.9 % (Mathers, 

Vos, & Stevenson, 1999) of the total burden of disease. In 1997 for example, 

approximately 3700 deaths were attributable to excessive use of alcohol (Higgins et 

al., 2000). Across the 15 to 34 year old age group, alcohol misuse was responsible 

for 50 % of drug-related deaths. Furthermore, it has been estimated that 

approximately 20 % of all Australian general hospital admissions are for an alcohol-

related problem (Wodak, 1994). 

The physical consequences of harmful alcohol use are numerous and can 

involve nearly every organ and function of the body. Alcohol-related physical effects 

include, traumatic injuries, impaired immune system responses, nutritional 

deficiencies, cardiac muscle and rhythm abnormalities, cancers of the mouth, 

pharynx, larynx, oesophagus, liver and breast, reproductive malfunction, and various 

neurological, gastrointestinal, respiratory, endocrine-metabolic, or musculoskeletal 



51 

disorders (Rehm, Ashley, & Dubois, 1997).  

Many of the health risks associated with alcohol increase as a function of 

dose. For example, risk for alcohol-related cancers, increases proportionately with 

increasing alcohol consumption (Edwards, Anderson, & Babor et al., 1994). For 

cirrhosis of the liver, the risk is exponential, with the risk increasing as alcohol intake 

increases, but disproportionately increasing at higher levels (Edwards et al., 1994). 

Some consequences of alcohol consumption occur only once a heavy volume of 

alcohol consumption is present, such as symptoms indicative of dependence (for 

example, tremor upon awakening, withdrawal relief drinking) (Wyllie, Zhang, & 

Casswell, 2000). However, even in moderate doses alcohol use may have significant 

aversive physical consequences. For example, little increase in risk of hypertension is 

found for alcohol consumption of up to 20 to 30 mls per day. Beyond these levels, 

blood pressure increases markedly (see Rehm et al., 1997). In fact, mortality risk 

from all causes is reported to increase sharply once alcohol consumption rises above 

20 grams of pure alcohol per day (approximately two standard drinks) for women 

and 40 grams of pure alcohol per day (approximately four standard drinks) for men 

(English, Holman, & Milne et al., 1995). Overall, while there may be some variations 

in the relationship between alcohol use and specific negative health consequences, 

research has consistently found average numbers of alcohol-related problems to be 

lowest in light drinkers and highest for heavy drinkers.  

A notable exception to the negative health consequences of alcohol use is 

Coronary Heart Disease (CHD). Very light (less than 10 grams per day) to 

moderately high levels (50 to 60 grams per day) of alcohol consumption is associated 

with a substantial decrease in risk of CHD in middle-aged and older people, 

compared to no alcohol (Edwards et al., 1994; Jackson, 1994). Nevertheless, despite 

the potential effects of low-risk alcohol consumption on risk of CHD, there is no 
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evidence that hazardous and harmful drinking offers any additional benefit in relation 

to heart disease (NH & MRC, 2001). 

The health implications of alcohol abuse are not confined to the drinker. 

Foetal Alcohol Syndrome, domestic violence, and traffic accidents include some of 

the more dramatic examples of how heavy alcohol use can impact on the health and 

well-being of offspring, family and others in the community (Rehm et al., 1997). The 

impact of alcohol misuse can also impact on others in less dramatic ways. For 

example, the physical effects of alcohol can have a negative impact on a spouse and 

the relationship. Frequent hangovers may contribute to unemployment and financial 

difficulties due to recurrent absenteeism from work, or poor work performance. 

Memory blackouts may lead to an accumulation of tension and resentment, when 

abusive or embarrassing behaviour while intoxicated cannot be recalled. 

Embarrassment over a partner’s intoxication, sexual difficulties, aggression, and 

withdrawal from family activities have all been reported as major sources of stress 

for the female spouses of problem drinking men (e.g., Zweben, 1986). Overall, social 

problems are far more common than physiological complications of alcohol, such as 

cirrhosis or delirium tremens (Edwards, 1997).  

The Association between Relationship Distress and Alcohol Use 

The association between relationship distress and alcohol abuse is well 

established. People abusing alcohol are just as likely to get married as the rest of the 

population, but are significantly more likely to be separated or divorced (Brennan & 

Moos, 1990; Nace, 1982; Reich & Thompson, 1985). In fact, separation and divorce 

rates for both male and female problem drinkers, are up to eight times greater than 

rates within the general population (McCrady, 1982). Furthermore, couples seeking 

therapy for distressed relationships have a much higher incidence of alcohol abuse 

than the rest of the population (Halford & Osgarby, 1993). In approximately one 
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third of Australian presentations for couple therapy, hazardous or harmful drinking is 

reported in the male partners (Halford & Osgarby, 1993) and 85 % of the distressed 

couples seeking therapy reported disagreements about alcohol consumption to occur 

at least “frequently” (Halford & Osgarby, 1993). In Halford and Osgarby (1993) 

alcohol consumption was reported to be a more common source of disagreement than 

other areas of frequent relationship conflict such as household chores, 

communication, finances, sex, and parenting. 

Just as alcohol problems are common in people presenting with marital 

problems, so too are marital problems common in those presenting for treatment of 

alcohol problems. The marriages of people abusing alcohol are characterised by low 

levels of relationship satisfaction (Brennan & Moos, 1990; Zweben, 1986), frequent 

and intense arguments (Blankfield & Maritz, 1990), marked deficits in problem 

solving and communication skills (e.g., Haber & Jacob, 1997; Jacob, Ritchey, 

Cvitkovic, & Blane, 1981; Jacob & Leonard, 1992). As previously noted, a high 

prevalence of physical aggression (Kaufman-Kantor & Straus, 1990; Pan, Neidig, & 

O’Leary, 1994) is also evident. 

Many of the characteristics of problem drinking couples are similar to those 

of maritally distressed couples without a problem-drinking spouse, as described in 

Chapter 1. However, there are some relationship problems that are more likely to be 

found in couples with a problem drinker. The non-drinking wives of alcoholic men 

report significantly lower levels of relationship satisfaction than their husbands, 

which is in contrast to the low but approximately equal levels of marital distress 

reported by both partners of non-drinking, distressed relationships (O’Farrell & 

Birchler, 1987). Furthermore, while spouse abuse is common in distressed 

relationships (Cascardi et al., 1992), the risk of abuse is even greater in couples 

where alcohol abuse is present in one or both partners (Leonard & Senchak, 1996; 
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Pan et al., 1994). Further evidence for the association between drinking and domestic 

violence comes from a study of newlywed couples, in which Leonard and Quigley 

(1999) investigated the role of husband and wife drinking in the severity of marital 

aggression. They found male drinking to be more likely to be associated with 

physical than verbal abuse. This finding remained significant for both husband and 

wife reports, and for two different methodological approaches (Leonard & Quigley, 

1999). 

Trajectory of Alcohol Consumption in Relationships 

The transition to marriage brings with it numerous challenges and changes. 

As discussed in Chapter 1, it is characterised by a shift away from individualistic 

values toward more socially positive, interdependent values, as each partner comes to 

terms with their new role as spouse, and as the couple strives to establish a shared 

household (Leonard & Mudar, 2000). 

The transition to ones’ new role as spouse generally requires different 

behaviours from those associated with being single, including behaviours necessary 

to maintain steady employment and meet financial obligations, as well as develop 

and maintain a mutually satisfying relationship. Excessive use of alcohol may erode 

such role function, and as Miller-Tutzauer et al., (1991) point out, may interfere with 

the demands implicit in that role. Thus, it is not surprising that the transition from 

being single to married often is associated with moderation of alcohol use (Curran, 

Muthen, & Harford, 1998; Harford, Hanna, & Faden, 1994;  Miller-Tutzauer et al., 

1991). Miller-Tutzauer et al., (1991) found both heavy and light drinkers moderated 

their drinking during the first year of marriage. The decline in drinking continued 

throughout the first year of marriage and had levelled out by the second year. 

Evidence for an anticipatory effect was also found, in that becoming married in one 

year was associated with a decrease in alcohol consumption in the preceding year. 
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The results also suggested that those who had not moderated their drinking by the 

second year of marriage were unlikely to do so in later years. Differences between 

those who did and did not moderate their patterns of alcohol consumption as a result 

of marriage could not be attributed to amounts consumed. Heavier drinkers were just 

as likely as light drinkers to moderate their use (Miller-Tutzauer et al., 1991). Using 

data from the Buffalo Newlywed Study (BNS) Roberts, Leonard, and Senchak 

(1992) also found significant declines in the frequency of alcohol use and in the 

number of alcohol problems experienced by each spouse, both before marriage and 

during the first year of marriage. Curren et al., (1998) also found changes in marital 

status (i.e., becoming married) to be associated with acceleration in the downward 

trend of alcohol use over time. However, they found that the decline in drinking did 

not stabilise after the first year of marriage, but continued over the first four years of 

marriage. 

Those individuals who do not moderate their drinking during the transition to 

marriage may be at greater risk for marital problems and divorce. For example, data 

from the Buffalo Newlywed Study found heavy average daily alcohol consumption 

in males following marriage to be uniquely predictive of marital instability one year 

later, after controlling for sociodemographic variables, personality factors and 

perceived conflict behaviours (Leonard & Roberts, 1998a). Declines in marital 

quality were also predicted by husband’s average daily alcohol  consumption, as well 

as husband’s and wife’s problem drinking, although only wife’s problem drinking 

remained significant after controlling for the above variables. Overall, these results 

support the notion that those who maintain heavy drinking patterns following the 

transition to marriage have less stable and poorer quality marriages.  

There is also evidence suggesting alcohol use may play a role in how 

individuals select their partners (Leonard & Roberts, 1996). Both men and women 
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with alcohol dependence are significantly more likely than other people to marry 

individuals with an alcohol use disorder (Jacob & Bremer, 1986). Such similarities in 

alcohol intake between husbands and wives, particularly during the early marital 

years, have been suggested to be due to assortive mating, partner influence, and 

shared external influences (stressful events) (Leonard & Eiden, 1999). Thus, whether 

people reduce alcohol consumption around the time of marriage may, in part, be 

explained by similar influences across partners.  

Not all relationships characterised by high levels of alcohol consumption 

have poor marital adjustment. Evidence suggests that the nature of ‘drinking 

partnerships’ in newly married couples have different relationships to measures of 

relationship functioning and adverse drinking consequences (Roberts & Leonard, 

1998). Drinking partnerships refer to both the match between spousal drinking levels, 

and to the pattern and context of their drinking (Roberts & Leonard, 1998). Drinking 

partnerships can vary widely. For example, the pattern may be one in which the 

couple consumes one or two drinks alone together each night, or a pattern in which 

each partner drinks separately, once a week at a hotel with friends. Couples identified 

as having a frequent, intimate drinking partnership (i.e., both husband and wife 

frequently consume similar levels of alcohol together in their own home) have been 

found to have high levels of marital adjustment and intimacy, whereas couples with a 

heavy out-of-home drinking partnership (i.e., heavy alcohol consumption for both 

husband and wife outside the home), or discrepant drinking partnerships (i.e., 

husband drinking more than the wife in both frequency and quantity) have low levels 

of marital functioning and more adverse drinking consequences (Leonard & Roberts, 

1996; Roberts & Leonard, 1998). Whether the associations found between drinking 

partnerships and marital adjustment remain stable over time has yet to be determined. 

The findings described above suggest that in addition to a partner’s individual 
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drinking patterns, the pattern of the couples’ drinking influences the couple 

relationship, at least in the short term. However, the link between drinking 

partnerships and marital adjustment is based on correlational data, and therefore does 

not address the issue of the direction of effects or other possible mediating variables. 

For example, the association between drinking partnerships and marital adjustment 

may be mediated by couple communication. That is, couples with good 

communication may be more likely to develop, and maintain, a mutually agreed 

upon drinking partnership associated with higher levels of relationship functioning. 

Conversely, couples with communication deficits may develop discrepant drinking 

partnerships, or out-of-home drinking patterns, both of which are associated with 

lower relationship functioning. 

In summary, alcohol use in both men and women declines for a period of time 

prior to and immediately following marriage. Those who have not reduced their 

alcohol use by the second year following marriage are less likely to do so, and at 

high-risk of developing both alcohol and relationship problems. 

Connections between Alcohol and Relationship Problems 

The causal connections between alcohol and relationship problems are only 

partially understood, but are likely to be complex, bi-directional processes. Some 

evidence of the reciprocal influence between alcohol use and relationship problems is 

provided in the work of FeCaces, Harford, Williams, and Hanna (1999). They 

examined the relationship between per capita alcohol consumption and divorce rates 

for the years 1934 to 1987, and found that increasing rates of drinking predicted 

increasing divorce rates and vice versa. 

Alcohol abuse predicts the development of relationship problems in newly 

married couples (Leonard & Roberts, 1998a). The consequences of alcohol abuse, 

such as financial and employment problems, embarrassing incidents, verbal and 
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physical abuse, and poor parenting, all are associated with relationship distress 

(O’Farrell & Rotunda, 1997; Thomas & Ager, 1993; Zweben, 1986). These stressors, 

along with repeated broken promises to change, contribute to high levels of anger 

and mistrust in the non-drinking spouse and fewer positive activities shared with the 

drinker (Thomas & Ager, 1993). On the other hand, relationship distress often 

exacerbates hazardous drinking, and may contribute to the development and 

maintenance of alcohol abuse. Stressful couple interactions exacerbate problem 

drinking (Davis et al., 1974), precipitate relapse from abstinence (Maisto, O’Farrell, 

Connors, McKay, & Pelcovits, 1988; O’Farrell, 1986), and predict poor prognosis in 

alcohol treatment programs (Billings & Moos, 1983; Vannicelli, Gingerich & 

Ryback, 1983). The problem drinking often becomes the focus of the couple’s 

interactions. Any positive non-drinking behaviour may go virtually unnoticed, as the 

non-drinking spouse attempts to reduce the partner’s drinking through episodic use 

of aversive means such as criticising, nagging and threatening (Thomas & Ager, 

1993). Such aversive techniques are largely ineffective, produce negative reactions in 

the problem drinker (including further alcohol abuse) and perpetuating existing 

patterns of relationship conflict (Thomas & Ager, 1993; O’Farrell, 1986).   

There are a wide range of variables influencing the development of both 

alcohol and relationship problems. An increased risk of separation and divorce has 

been found in the adult children of alcoholic parents, even after controlling for 

alcohol abuse among the offspring (Parker & Harford, 1988). FeCaces et al., (1999) 

point out the relationship from parental alcohol abuse to marital disruption in the 

offspring, may be mediated by many factors. Children of alcohol dependent parents 

have a greater likelihood of early marriage (Dawson, Grant, & Harford, 1992), and 

the modelling of ineffective communication, both of which increase risk of 

relationship distress and divorce. 
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Personal vulnerabilities may predispose people to both alcohol and marital 

problems. As previously noted, deficits in interpersonal communication skills and 

problems with affect regulation are risk factors for both alcohol abuse (Block et al., 

1988), and relationship problems (Karney & Bradbury, 1995: Markman, Halford, & 

Cordova, 1997). With regards to alcohol abuse, there is evidence suggesting 

adolescents and young adults who are anxious and possibly unskilled in social 

interactions are at risk for alcohol abuse. Gaffney, Thorpe, Young, Collett, & 

Occipinti (1998) for example, found adolescent alcohol involvement to be associated 

with social skills deficits and positive alcohol expectancies. In terms of social skills, 

antisocial behaviour and lack of assertion were associated with high alcohol 

involvement for boys. Problems expressing anger also discriminated between boys 

with high and low alcohol involvement. While for girls, only antisocial behaviour 

was associated with problem drinking. 

Furthermore, longitudinal studies have found social skills deficits in 

childhood to be associated with substance abuse in adolescence (Block et al., 1988). 

More specifically, Block, et al. (1988) found evidence of social skills deficits in 

preschoolers who went on to abuse drugs at adolescence. These children were 

described in middle childhood as poorly integrated with their peers, who displayed a 

wide range of adaptive social skills, and instead were beginning to associate with 

more deviant peers, who showed deficits in adaptive skills. By mid-adolescence, the 

gap between abusers and non-abusers had widened further in terms of social skill 

development, and it is possible that the substance abuse itself may have limited 

further opportunities for acquisition of appropriate social skills. Another longitudinal 

study classified three-year-old children into five groups based on examiner 

observations of their behaviour and reassessed them for psychopathologic 

functioning at age 21 years (Caspi, Moffitt, Newman, & Silva, 1996). Boys described 
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as undercontrolled at three years were significantly more likely to be diagnosed with 

alcohol dependence at 21 years, and although not statistically significant, inhibited 

children also had elevated rates of alcohol problems. Taken together, these studies 

provide evidence suggesting communication problems in childhood to be risk factors 

for problematic alcohol use in early adulthood. 

There is clear evidence of communication deficits in those abusing alcohol in 

established distressed relationships. Using the problem-solving paradigm described in 

Chapter 1, a number of studies have examined the communication characteristics of 

couples where one or both partners are alcohol dependent. Such studies find the marital 

interactions of couples where the male is alcohol dependent to be characterised by 

significantly higher rates of negative affect expression, disagreement and hostility than 

nondistressed, non-alcoholic controls. These couples also report fewer rational problem-

solving statements and fewer expressions of positive affect than controls (Billings, 

Kessler, Gomberg, & Weiner, 1979; Jacob et al., 1981). Moreover, Jacob et al., (1981) 

found that, unlike the control couples, the alcohol dependent couples expressed more 

negative affect and disagreement when drinking compared with when not drinking. 

High rates of aversive-defensive behaviours and negative reciprocity also 

characterise the communication patterns of couples with maritally aggressive males 

with alcohol dependence (Murphy & O’Farrell, 1997).  

Jacob and colleagues have conducted a substantial body of research comparing 

the interactions of alcohol dependent, depressed, and nondistressed couples. For 

example, Jacob and Krahn (1988) found the interactions of both husband-alcohol 

dependent and husband-depressed couples to be characterised by less conviviality 

and good-natured communication, as reflected by differences in rates of smiling, 

laughing, humour, and talk, compared to nondistressed controls. Alcohol dependent 
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couples were also more negative (more critical and disagreeable) than the depressed 

and nondistressed couples, particularly when drinking. 

While many studies have found the interactions of alcohol dependent couples 

to become more negative when drinking (e.g., Billings et al., 1979; Jacob et al., 

1981; Jacob & Krahn, 1988), not all report negative effects of alcohol consumption 

on couple communication. Frankenstein, Hay, and Nathan (1985) for example, found 

alcohol dependent couples to exhibit greater positivity and problem solving in a 

drinking versus nondrinking session. Nevertheless, while these results suggest that 

there are couples that will function better as a consequence of drinking, a number of 

methodological weakness limit their interpretabilty. For example, the findings of 

Frankenstein, et al., (1985) were based on a sample size of only eight couples and 

there was no nonalcohol dependent control group. Furthermore, the fixed dose 

administration of alcohol prior to communication may have reduced the naturalness 

of the context in which the couples interacted. 

There is also a body of research suggesting marital interactions of alcohol 

dependent couples to differ according to the pattern of drinking (e.g., Jacob & 

Leonard, 1988; Leonard & Jacob, 1997), with the interactions of couples with an 

episodic (binge) drinker being characterised by greater negativity and coercion 

compared to those of steady alcohol dependent and control couples.  

 Marital interaction patterns also vary according to the gender of the drinker. 

Noel, McCrady, Stout and Fisher-Nelson (1991) found female alcohol dependent 

couples to exhibit more positive verbal behaviour toward their spouses than male 

alcohol dependent couples. Female alcohol dependent couples were also found to 

desire less change in their partners and report a more “harmonious” relationship 

compared to their male counterparts (Noel et al., 1991). Haber and Jacob (1997) 

investigated the interactions of couples in which either the male or female was 
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alcohol dependent, couples in which both partners were alcohol dependent 

(concordant couples), and couples with neither partner alcohol dependent, in both 

drink and no-drink conditions. Greater negativity, lower positivity and lower 

congeniality were demonstrated by all alcohol dependent groups. However, in 

contrast to Noel et al., Haber and Jacob (1997) found couples with a female alcohol 

dependent partner to exhibit greater negativity and less positivity than both male 

alcohol dependent couples and nonalcohol dependent controls. Greater levels of 

negativity than male alcohol dependent couples and controls were particularly 

evident during the nondrinking condition, and decreased to normal levels during the 

drinking condition. Concordant couples were also higher in negativity compared to 

male alcohol dependents and controls, during the no-drink condition, but these levels 

increased further during the drinking session. 

Overall, while the communication patterns of alcohol dependent relationships 

varies according to gender and pattern of drinking, deficits in communication are 

found in the marital interactions of alcohol dependent couples. Specifically, observed 

communication of alcohol dependent couples is typically characterised by higher 

rates of negativity (including negative affect and disagreement) and lower rates of 

positivity compared to nondistressed, nonalcohol dependent controls (e.g., Billings et 

al., 1979; Haber & Jacob, 1997; Jacob et al., 1981; Jacob & Krahn, 1988). 

It is clear that the link between alcohol abuse and relationship functioning is 

complex. Alcohol and relationship problems seem likely to exacerbate each other. 

Moreover, the individual vulnerability of poor negative affect regulation and lack of 

communication skills may predispose people to both relationship and alcohol 

problems. While there is some evidence for positive effects of alcohol consumption 

on interpersonal behaviour, communication deficits are evident in people abusing 

alcohol in distressed relationships. A limitation of the existing literature is that 
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deficits in communication of couples in which at least one partner is drinking heavily 

have only been demonstrated in couples with long established drinking and 

relationship problems. It therefore is possible that these communication problems did 

not exist at the start of the relationship. Communication problems in these couples 

could develop in response to the drinking. However, communication deficits are also 

evident early in relationships that become distressed but the influence on further 

consumption of alcohol by hazardous (risky) drinking partners is unknown. 

Assessing the communication behaviours of heavy alcohol-using couples in the early 

stages of their relationship, might identify an important risk factor for the further 

development and exacerbation of alcohol abuse and relationship distress. 

Assessing the Early Stages of the Relationships of Hazardous Drinkers 

As discussed in Chapter One, deficits in negative affect regulation and 

communication are established predictors of the development of relationship 

problems in newly married couples (Noller et al., 1994; Karney & Bradbury, 1995; 

Markman, 1981; Markman & Hahlweg, 1993; Pasch & Bradbury, 1998). It is 

noteworthy that such deficits are not associated with relationship satisfaction or 

stated commitment to the relationship at the time of marriage (Halford et al., 2000a; 

Markman, 1981). Thus, it seems that these deficits do not stop couples entering 

committed relationships, nor do the deficits prevent couples having high initial levels 

of relationship satisfaction. Rather, the deficits in affect regulation and 

communication predict erosion of relationship satisfaction over time. 

Any deficits in negative affect regulation and communication in couples with 

an alcohol-abusing spouse are likely to be evident in the early stage of the couples’ 

relationships. A number of researchers suggest that people learn the basic social 

competency of intimate communication primarily through modelling in the family of 

origin (e.g., Gottman, 1994; Halford et al., 2001; Markman, 1991; O’Leary, 1988). 
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While later learning may modify the competencies developed in the family of origin, 

the effects of negative family of origin experiences seem to be long lasting. For 

example, exposure to parental divorce and parental violence in the family of origin 

both are correlated with deficits in negative affect regulation and intimate 

communication in engaged couples (Halford et al., 2000a; Sanders et al., 1999).   

If even subtle communication problems are evident in the relationships of 

people drinking at hazardous or harmful levels, then the combination of alcohol 

abuse and deficits in couple communication might interact to produce severe alcohol 

and relationship problems. As described earlier, spouses can be stressed by the 

negative consequences of alcohol abuse, and this can be associated with depression 

and reduced relationship satisfaction (Zweben, 1986). Spouses often seek to persuade 

their alcohol abusing partners to reduce drinking (Thomas & Ager, 1993: Yoshioka, 

Thomas & Ager, 1992), but such influence attempts are typically ineffective 

(Yoshioka et al., 1992). It is easy to imagine in the context of poor communication 

how alcohol misuse can lead to conflict and relationship distress.  Moreover, 

relationship conflict is often reported to exacerbate alcohol abuse (Annis & Graham, 

1988; Davis et al., 1974; Maisto, McKay, & O’Farrell, 1995). Thus, a combination of 

alcohol abuse and deficits in communication seem likely to lead to a cycle of mutual 

exacerbation of alcohol and relationship problems. 

If deficits in communication are evident in couples early in their 

relationships, then early intervention to develop these social competencies may 

reduce the risk of subsequent relationship and alcohol problems. Most skills-based 

relationship education programs target these social competencies (e.g., Markman et 

al., 1994). As outlined in Chapter One, such programs have been shown to help 

couples sustain high levels of relationship satisfaction (e.g., Avery et al., 1980; 
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Hahlweg et al., 1998; Markman et al., 1993; Stanley, Markman, St.Peters, & Leber, 

1995). 

Gender differences in the association of problem drinking and relationship 

problems are likely to be evident. As discussed earlier, the relationships of couples in 

which the man is abusing alcohol are characterised by severe deficits in 

communication (Haber & Jacob, 1997; Jacob & Leonard, 1992; O'Farrell & Birchler, 

1987). While many of these deficits are similar to the communication deficits shown 

by distressed couples without alcohol abuse, alcohol-abusing men show particularly 

high rates of negative affect, withdrawal from interactions, and marital violence 

(Jacob & Leonard, 1992; Leonard & Jacob, 1988; Leonard & Senchak, 1996; 

O’Farrell & Rotunda, 1997). In contrast, couples in which the woman is abusing 

alcohol show only modest elevations in negativity in their communication (Kelly, 

Halford, & Young, 2000). The level of negativity of couples in which the woman is 

abusing alcohol is lower than in couples in which the man is abusing alcohol (Noel et 

al., 1991), and also is lower than in distressed couples without an alcohol-abusing 

partner (Kelly et al., 2000). 

Women with alcohol problems are more likely than men with alcohol 

problems to experience blame, guilt and depression (Haber & Jacob, 1997;  

Hinchcliffe, Vaughn, Hopper & Roberts, 1978; Johnson & Jacob, 1997), to use 

alcohol in response to relationship problems (Olenick & Chalmers, 1991), and to 

acknowledge the impact of their drinking (Perodeau & Kohn, 1989). Furthermore, 

women entering treatment for alcohol abuse are more likely than their male 

counterparts to have experienced recent physical violence from their partners, and 

less likely to have received support for getting help (Thom, 1987). Given these 

observed gender differences in the correlates of long-standing alcohol abuse, it is 
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possible that men’s and women’s drinking are associated with different problems in 

intimate communication in early stage couple relationships. 

Interventions for Problem Drinking 

Brief Interventions 

Brief interventions have been reported in the literature for at least 20 years, 

and are now considered as a viable alternative option to more intensive, expensive 

and prolonged types of traditional treatment (Osborn, 2001). There is more empirical 

evidence to support the use of brief interventions in the treatment of alcohol 

problems than any other intervention type (Miller & Wilbourne, 2002). Brief 

interventions developed alongside the growing recognition of the need to target the 

large numbers of individuals manifesting mild or moderate alcohol problems for 

screening and intervention. Brief interventions are a time-limited, selective 

prevention that targets alcohol use in the drinker who is abusing alcohol or is 

manifesting signs of mild dependence. These interventions aim to minimise the risks 

associated with drinking (Roberts & Linney, 2000). Procedures include assessment 

and feedback, contracting and goal setting, and self-help directed readings. Brief 

behavioural interventions also include skills training in self-monitoring and alcohol 

moderation strategies. 

The effectiveness of brief interventions in reducing alcohol consumption has 

been substantiated in numerous trials (Fleming, Barry, Manwell, Johnson, & London, 

1997; World Health Organisation, 1996) and meta-analyses (e.g., Bien, Miller, & 

Tonigan, 1993; Miller & Wilbourne, 2002; Poikolainen, 1999). They are effective 

across a range of participant groups, including consumers of alcohol in primary 

health care settings (e.g., World Health Organisation, 1996), police officers (e.g., 

Richmond, Kehoe, Hailstone, Wodak, & Uebel, 1999), and college students (e.g., 

Borsari & Carey, 2000; Larimer, Turner, Anderson, Fader, & Kilmer et al., 2000). 
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Definitions regarding the length of brief intervention are not entirely clear. 

However, brief interventions have been distinguished from minimal or very brief 

interventions, usually provided in one contact, and brief therapy, which takes place 

over eight or more sessions (Babor, 1994). The term ‘brief interventions’ will be 

used in the following review to refer to interventions of between three and seven 

sessions, and is distinguished from very brief, single or two session interventions. 

Table 2 provides a brief summary of six studies of brief interventions for 

alcohol use. Studies for review were searched from 1980 to 2001 from the following 

sources: 1) the MEDLINE, psycINFO, and Current Contents Search data bases using 

search terms including ‘brief interventions’ and ‘alcohol’, ‘brief, behavioral 

intervention’ and ‘alcohol’, ‘short-term, behavioral’ and ‘intervention’, and ‘short

term, alcohol-focused’ and ‘intervention’; 2) the contents pages of two major alcohol 

journals, Addiction (formerly the British Journal of Addiction) and Journal of 

Studies on Alcohol; and 3) the contents of earlier reviews (Bien, Miller, & Tonigan, 

1993; Poikolainen, 1999). References cited in the studies found were also used to 

search for reports published in earlier years. 

Studies were included for review if there was random allocation to group, the 

interventions compared included a brief intervention of between three and seven 

sessions, alcohol intake was included as the outcome variable, and follow-up of 

drinking behaviour was at least six months or over. Studies focusing on very brief 

single or two session interventions in general practitioner settings where feedback 

included results of medical tests were excluded from the current review. These very 

brief interventions may not be generalisable to early intervention for problem 

drinking when presented within a relationship-focus delivered by psychologists 

because psychologists cannot provide the medical tests. Furthermore, presenting an 

alcohol intervention within a relationship-focus may require discussion and follow
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up of issues (e.g., heavy alcohol consumption following an argument) that would be 

difficult to manage in a single or two-session intervention. Studies focussing on 

adolescents, or only health utilisation, biological variables or economic parameters 

for follow up rather than alcohol were also excluded, given they were not the 

variables of interest in the current program of research. 

All studies reviewed targeted alcohol using men and women, with the 

exception of one (Kelly et al., 2000), which targeted problem-drinking women only. 

The identified studies varied considerably in terms of their length, ranging from three 

to four sessions of information and advice (Robertson, Heather, Dzialdowski, 

Crawford, & Winton, 1986; Sanchez-Craig, Spivak, & Davilla, 1991), to seven one 

hour sessions of individual therapy (Duckert, Amundsen, & Johnsen, 1992). The 

content of brief intervention also varied across studies, although all included a 

clinical interview and assessment of drinking patterns, together with some 

combination of feedback of results, motivational interviewing, goal setting, problem-

solving and coping with high risk settings, and behaviourally-based self-help 

booklets. The method of delivery involved face-to-face contact with a psychologist 

in all but one of the studies, (Kavanagh, Sitharthan, Spilsbuty, & Vignaendra, 1999) 

which evaluated a brief behavioural correspondence program. Finally, the longest 

follow-up of participants was 15.5 months by Robertson et al., (1986) and 21 months 

by Duckert et al., (1992), with the other three studies reporting data on 12 month 

follow-up (Kavanagh et al.,1999; Kelly et al., 2000; Sanchez-Craig et al., 1991). 

It can be seen from Table 2 that two out of the five studies reviewed included 

a no-treatment, or wait-list control group. Both of these studies found that individuals 

receiving a brief intervention showed significant reductions in problem drinking 

compared to those in either no treatment or wait-list control conditions (Kavanagh et 

al., 1999; Kelly et al., 2000). Brief interventions can be equivalent in effectiveness 



Table 2 

Studies of Alcohol-focused Brief Behavioural Interventions 

Authors 

Robertson, Heather, 

Dzialdowski, 

Crawford, and 

Winton (1986) 

Participants 

37 low to moderate severity 

drinkers (30 men, 7 women) 

Recruitment: mostly G.P.’s 

and Psychiatrists. 

Treatments 

**Minimal Treatment (included 3 

to 4 sessions of assessment and 

advice-including identification of 

risky times for excessive drinking, 

development of drinking goals 

and a drinking advice sheet). 

Intensive Treatment (included 

CBT approach with skills training 

in variety of areas over an average 

of 9.1 sessions). 

Immediate treatment effects 

At 3-months, no difference between groups 

in percentage of problem free drinkers. 

Trend for more women to be problem free 

than men. 

Long-term treatment effects 

Average length of follow-up was 15.5 

months. 

Compared to the minimal intervention, the 

intensive group showed significant increases 

in the number of days abstinent. 

Women (N=7) showed a significantly 

greater increase in the number of days 

abstinent, and a greater reduction in number 

of days drinking between 10 and 20 alcohol 

units. 

** corresponds to this reviews 

definition of “brief” intervention. 
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Table 2 (cont’) 

Authors Participants Treatments Immediate treatment effects Long-term treatment effects 

Sanchez-Craig, 

Spivak, and Davilla 

(1991) 

96 (61 men, 35 women) Manual (3 sessions of instructions 

in use of 30 page workbook with 

steps for achieving abstinence or 

sensible drinking). 

Guidelines (3 sessions of advice 

At 3-months follow-up, there were no 

significant differences in the number of 

problem-free drinkers across groups. 

Trend for more women to be problem free 

than men. 

Changes in alcohol consumption at 3 months 

maintained at 12-month follow-up. 

More women than men were moderate 

drinkers in all conditions. 

Recruitment: Media using pamphlet summarising the 

manual). 

Therapist (CBT/application of 

Duckert, Amundsen, 

and Johnsen (1992) 

145 (84 men, 51 women) 

Recruitment:  Media i.e., 

newspaper advertisement. 

step-by-step method as in manual, 

indefinite number of sessions). 

Group Therapy (12 x 1.5 hr 

sessions. 

Individual Therapy (7 x 1 hr 

sessions) 

N.B.   Both treatments consisted 

of goal setting, problem solving 

At 3-month follow-up, both groups had 

significantly reduced alcohol consumption. 

No significant difference between groups for 

men. 

However, more women were abstinent in the 

individual therapy condition compared 

At 21-month follow-up both groups 

maintained their reduced consumption. 

No significant differences between groups in 

consumption, SGGT levels, and number of 

alcohol-related hospitalisations. 

Sex differences apparent at 3 months no 
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Table 2 (cont’) 

Authors Participants Treatments Immediate treatment effects Long-term treatment effects 

and control training. the group therapy condition. longer present at 21 months. 

SGGT = serum gamma

glutamyltranspeptidase. 

Kavanagh, Total = 148 Immediate cognitive behaviour Initial treatment response (first 2 months); Treatment gains from CBT were maintained 

Sitharthan, 38 ICBT (18 men, 20 therapy by correspondence Greater reduction in alcohol intake for those at 4 months and at 12 months, whether CBT 

Spilsbury, and women) (ICBT; 3 mailings over 6 weeks) receiving treatment than those in WL2-CBT. was received immediately or after 2 to 6 

Vignaendra (1999) 36 SM2-CBT (20 men, 16 Brief self-monitoring then CBT ICBT had a greater impact on consumption months of self-monitoring. 

women) after 2 months (SM2-CBT) than SM alone. By 12 months participants had reduced 

37 SM6-CBT (17 men, 20 Extended self-monitoring then No further gains from SM were seen after 2 intake from 36.0 alcohol units per week to 

women) CBT after 6 months (SM6-CBT) months. an average of 18.6 (48% reduction). 

37 WL2-CBT (20 men, 17 Wait-list for 2 months then CBT Reductions in drinking reported by 86% of 

women) (WL2-CBT) 4 months all groups both men and women at 12 months. 

Recruitment: media had received CBT except WL2. 
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Table 2  (cont’) 

Authors 

Kelly, Halford, 

Participants 

32 women with alcohol 

Treatments 

Individual CBT (6 x 1 hour 

Immediate treatment effects 

Compared to the WLC, the CBT group 

Long-term treatment effects 

Reductions in alcohol consumption 

and Young (2000) and marital problems sessions) showed reductions in drinking at post- from pre to post were maintained at 6 

Waiting-list control WLC treatment and 1-month follow-up. and 12-month follow-up. 

Recruitment: media i.e., (given CBT upon experimental CBT group showed an increase in Short-term increases in marital 

local newspaper groups completion of the 1 marital satisfaction & relational efficacy satisfaction and relational efficacy were 

advertisements and month follow-up) at post-treatment & 1-month follow-up not maintained over time. 

articles. compared to the WLC. Reductions in BDI depression scores 

Depression decreased over time for both from pre to post were maintained at 6 

groups trend for the CBT group to be and 12-month follow-up. 

lower on depression 
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to more intensive intervention. For example, two studies (Duckert et al., 1992; 

Sanchez-Craig et al., 1991) found brief interventions to be at least as effective as 

long-term treatments. Duckert et al., (1992) found brief, individual treatment to be as 

effective as 12 one-and-a-half hour sessions of group therapy with reduced alcohol 

consumption maintained in both treatment groups at 21 month follow-up (Duckert et 

al., 1992). Sanchez-Craig et al., (1991) also found no difference between two, three-

session brief interventions (i.e., instructions in use of a CBT based manual, and 

advice based on a pamphlet summarising the manual) and a therapist directed, CBT 

application of the manual over approximately six sessions. 

Not all studies supported the equivalence of brief and intensive treatments. 

For example, Robertson et al., (1986) also found no difference between the brief and 

intensive interventions at three-months follow-up. However by 12-month follow-up, 

participants in the intensive intervention were showing significant decreases in mean 

monthly alcohol consumption and increases in the number of days abstinent 

compared to those in the brief intervention. Nevertheless, the greater decrease in 

mean monthly alcohol consumption by the intensive group was found to be 

explained by the large increases in alcohol consumption of three individuals in the 

brief intervention group. Furthermore, superiority of intensive intervention over the 

brief intervention was not found for the other six out of eight outcome measures 

(including drinking symptoms score, number of days engaged in controlled drinking, 

and number of days drinking more than 20 units in the last month). 

Women are more successful than men at moderating their drinking in 

response to brief interventions. Three of the studies reviewed in Table 2 found 

women to have a better outcome than men (Duckert et al., 1992; Sanchez-Craig et 

al., 1991; Robertson et al., 1986), although this sex difference was not maintained in 

the Duckert et al., (1992) study at 21-month follow-up. However, given that problem 
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drinking women are much less likely than men to attend traditional longer-term 

treatment facilities (Beckman & Amaro, 1986), it is possible that brief interventions 

particularly suits the needs of women, thereby influencing their responsiveness to 

treatment. 

The effect of a brief alcohol-focused intervention on marital adjustment was 

investigated in a recent controlled trial by Kelly et al., (2000). Overall, six one-hour 

sessions of individual CBT produced significant reductions in drinking, and a trend 

for a decrease in depression compared to the wait-list controls. Reductions in 

drinking were maintained at 6- and 12-month follow-up. Furthermore Kelly et al., 

(2000) found their treatment  produced immediate improvements in marital 

satisfaction, despite the intervention having no specific focus on relationship 

enhancement, though the improvements in marital satisfaction were not sustained at 

the 6-month follow-up. Sustained relationship enhancement may require intervention 

to enhance relationship satisfaction, (e.g. communication skills training) in addition 

to targeting reduced drinking. 

Overall, brief interventions reliably reduce alcohol consumption in many 

people drinking at hazardous or harmful levels (Duckert et al., 1992; Kavanagh et al., 

1999; Kelly et al., 2000; Sanchez-Craig et al., 1991). In fact, brief interventions of 

three to four sessions seem to be just as effective as much longer interventions of 12 

or more sessions in reducing excessive alcohol consumption (e.g., Duckert et al., 

1992). The crucial ingredients of effective brief interventions for alcohol 

consumption reduction are not clear, it should be noted that all studies reviewed 

included assessment and feedback of alcohol consumption with some combination of  

motivational interviewing, goal setting, and identifying and teaching coping with 

high-risk settings for alcohol abuse. 

Alcohol-focussed Couple Interventions 
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Considerable research has examined the efficacy of various forms of couple 

therapy in alcohol treatment. Behavioural marital therapy (BMT) for example, has 

been used with problem drinkers and their spouses. Goals of BMT include the 

improvement of problem drinking and relationship functioning by increasing positive 

couple activities, decreasing conflict, as well as improving problem solving and 

communication skills (McCrady & Epstein, 1995; O’Farrell & Rotunda, 1997). 

These treatments have been found by some studies to reduce alcohol consumption in 

the problem drinking partner (e.g., Sisson & Azrin, 1986), improve relationship 

satisfaction (O’Farrell, Cutter, & Floyd, 1985), and reduce the incidence of 

relationship violence (O’Farrell & Murphy, 1995). When combined with relapse 

prevention training there is even better maintenance of drinking reduction (O’Farrell, 

Choquette, Cutter, Brown & McCourt, 1993). 

Unfortunately, the body of work examining alcohol-focused couple therapy 

in the treatment of alcohol problems is tempered by several limitations. To begin 

with, while many studies of conjoint approaches demonstrate how reduced drinking 

or abstinence can be achieved (e.g., Bowers & Alredha, 1990), cases seen are often 

very complex (McCrady & Epstein, 1995), and long-term maintenance of effects can 

require intensive, lengthy relapse prevention (O’Farrell et al., 1993). Furthermore, 

conjoint treatment trials in the United States often use Antabuse ® (Disulfiram) 

contracting (e.g., Sisson & Azrin, 1986). Part of the reason for these limitations may 

be to do with the length of time it takes to seek help, making it impossible to tease 

out the active ingredients of treatment when on presentation, both alcohol and 

relationship problems have become well entrenched. Furthermore, like traditional 

intensive treatments (e.g., individual or group counselling, inpatient/residential 

programs), conjoint approaches are resource intensive, time consuming and costly. 

Brief interventions, delivered to couples before both alcohol and relationship 
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problems have become entrenched, represent a potentially effective different 

approach. 

The effectiveness of brief alcohol interventions with couples at risk of future 

relationship and alcohol problems is unclear. It is known that, despite the established 

efficacy of brief alcohol interventions, between 30 and 40% of people with alcohol 

abuse show little or no response to treatment (Duckert et al., 1992; Sanchez-Craig et 

al., 1996). High relationship conflict and low levels of cohesion, agreement, and 

partner support increase the likelihood of relapse in those receiving intensive 

treatment for alcohol problems (e.g., Moos & Moos, 1984; Schutte, Brennan, & 

Moos, 1994). Moreover, reductions in alcohol consumption are associated with 

modest but statistically reliable improvements in relationship satisfaction (Kelly et 

al., 2000; Zweben, Pearlman, & Li, 1988). In Kelly, et al., (2000), where alcohol 

alone was targeted, initial changes in relationship satisfaction were not maintained. 

The likelihood of sustained relationship satisfaction in hazardous drinking couples at 

risk of future problems, may be improved by combining interventions to enhance 

relationship satisfaction with brief alcohol interventions. 

Combining Relationship Education and Reduction of Hazardous Drinking 

If deficits in negative affect regulation and communication are evident in 

hazardous drinking couples early in their relationships, they may be at high-risk for 

subsequent development of both alcohol and relationship problems. As indicated, the 

presence of communication skills deficits have been identified in the early stages of 

relationships that become distressed, as well as in those who develop alcohol 

problems. Combining relationship education with brief alcohol interventions could 

increase the likelihood of producing both enhanced relationship satisfaction and low-

risk drinking. Effective relationship education programs target those variables that 

prospectively predict future relationship distress, such as deficits in communication 
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and conflict management (Halford, 1999; Markman et al., 1994). Brief interventions 

reliably reduce alcohol consumption, particularly in those people with mild to 

moderate alcohol abuse (e.g., Bien et al., 1993; Miller & Wilbourne, 2002). 

Examining the impact of brief intervention for alcohol consumption in the context of 

early stage relationships remains an important research priority. If an alcohol-focused 

relationship education program could achieve a reduction in both alcohol abuse and 

relationship communication problems in the early stage relationships of hazardous 

drinking couples, then the escalation and mutual exacerbation of these problems could 

be prevented. 

The transition into a committed relationship seems the most appropriate stage 

in a couple’s life to target a combined relationship education and reduction of 

hazardous drinking program. As discussed in Chapter 1, this transition point is 

widely recognised as a time when both partners need to change and adapt to create 

their shared lifestyle (Bradbury, 1998). Furthermore, relationship preparation 

programs are widely accepted and attended (Simon, Harris, & Willis, 1994). While 

such programs have yet to be trialed specifically on those abusing alcohol, their 

acceptance within the general community may increase their chances of attendance by 

hazardous drinking couples. 

Summary and Conclusions 

There is strong evidence for an association between relationship quality and 

alcohol problems. The association is complex but it seems likely that alcohol and 

relationship problems exacerbate each other. Furthermore, communication deficits have 

been identified as risk factors for both alcohol misuse and relationship problems.  

Communication deficits in those misusing alcohol in established distressed 

relationships are well documented. However, it is not known whether these deficits are 

evident in hazardous drinkers at the time of entry into a relationship. Identifying the 
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presence and nature of communication deficits in the early relationships of hazardous 

drinkers could help identify specific targets for early intervention. Intervening at the 

point of entry into a committed relationship may reduce the risk of both relationship 

and alcohol problems, thereby preventing mutual exacerbation. 

 Brief intervention decreases problem drinking. Skills-based relationship 

education programs are effective in increasing functional couple communication, 

sustaining relationship satisfaction and reducing marital separation (as reviewed in 

chapter 1). Furthermore, there is evidence that relationship education may be of most 

benefit to couples at high-risk for relationship problems (Halford et al., 2001). 

This thesis describes a program of research in which the communication of 

couples with a hazardous drinker was assessed, and an early intervention for reducing 

alcohol abuse and relationship education was evaluated. The rationale for this research 

program was threefold. First, since alcohol and marital problems appear to exacerbate 

each other, targeting a reduction in each problem may enhance the chance of attaining 

both the goals of alcohol abuse reduction and relationship enhancement. Second, 

relationship preparation programs provide a viable access to young couples entering 

marriage (Simons, Harris, & Willis, 1994), where issues such as alcohol abuse may be 

addressed. Third, combining alcohol reduction and relationship enhancement goals may 

enhance the family environment into which the next generation will be born and raised. 

The combination of relationship distress and alcohol abuse produces very high risk of 

family violence both between the marital partner, and between parents and children 

(Leonard & Jacob, 1988). In turn, this family conflict and violence is associated with 

child psychological disorder, and risk of the later development of a range of adult 

problems, including alcohol abuse (Grych & Fincham, 1990; Widom, 1989).   



79 

Chapter 3:  Study 1 - Hazardous Drinking and Couple Communication 

It is likely that the development of significant difficulties may emerge from 

the mutual exacerbation of lower level alcohol and relationship problems. The study 

described in this chapter is an assessment study, designed to investigate whether 

deficits in communication skills can be identified in couples in which alcohol is 

consumed at hazardous levels by at least one of the partners. 

In the two previous chapters, the transition into a committed relationship was 

highlighted as an important phase in the development of both relationship and 

alcohol problems. Coinciding with the erosion of relationship satisfaction, the onset 

of relationship problems occurs most often in the early years of committed 

relationships. Decreased satisfaction is associated with high risk of separation 

(Gottman, 1993), particularly if there is physical aggression between the partners 

(Rogge & Bradbury, 1999). Furthermore, about half of all divorces occur in the first 

seven years of marriage (McDonald, 1995). 

With respect to alcohol abuse, there are typically substantial declines in 

alcohol use by both men and women in the year prior to marriage, and the year after 

marriage (Bachman, Wadsworth, O’Malley, Schulenberg & Johnston, 1997; Hilton, 

1991; Miller-Tutzauer et al., 1991; Power & Estaugh, 1990). Individuals who sustain 

high levels of drinking across this period may be at high risk of ongoing problems 

with alcohol abuse (Hilton, 1991; Power & Estaugh, 1990; Miller-Tutzauer et al., 

1991). Moreover, a continuing pattern of alcohol abuse predicts onset of relationship 

problems and aggression (Leonard & Roberts, 1996). Thus, those people who 

continue to drink high levels of alcohol once in a committed relationship are a high-

risk group for developing a combination of alcohol and relationship problems.  

Previous chapters also highlighted couple communication as an important risk 

factor for the development of relationship distress and alcohol problems. In 
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particular, longitudinal research linking premarital communication to later marital 

distress and divorce (e.g., Markman & Hahlweg, 1993), indicates that it is possible to 

identify couples at high risk for relationship problems at an early stage in the 

relationship. Communication deficits may make a couple especially vulnerable to the 

negative effects of problematic alcohol use, thereby placing couples’ at risk of 

further difficulties, later dissatisfaction and separation, or divorce. 

Deficits in interpersonal skills in childhood are risk factors for problematic 

alcohol use in adolescence (Block et al., 1988) and early adulthood (Capsi et al., 

1996). Clear evidence of deficits in communication skills has been found in couples 

with long established drinking and relationship problems (e.g., Billings et al., 1979; 

Haber & Jacob, 1997; Jacob & Leonard, 1992; Murphy & O’Farrell, 1997). There is 

also evidence that communication patterns vary according to the drinkers’ gender 

(e.g., Haber & Jacob, 1997; Noel et al., 1991). However, little is known about the 

communication behaviours of hazardous drinking couples early in their relationships. 

Poor communication in the context of continued hazardous drinking, could lead to a 

cycle of mutual exacerbation of alcohol and relationship problems. Assessing the 

communication behaviours of alcohol-using couples in the early stages of their 

relationship, may identify an important risk factor for the further development and 

exacerbation of alcohol abuse and relationship distress.  

Couple communication usually is assessed within a problem-solving 

discussion. However, as noted in Chapter 1, problem solving often elicits negativity 

and does not adequately assess positive intimate communication. There is research 

suggesting positive communication behaviours exhibited in situations other than 

problem solving are potentially important in marital communication. For example, 

positive affect and a form of conjoint talking labeled meshing were observed only in 

satisfied couples during a positive reminiscence discussion developed by Osgarby  
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(1998). Pasch and Bradbury (1998) found communication of social support to predict 

the trajectory of relationship satisfaction in newlyweds beyond the variance 

accounted for by problem solving. Based on this and the Osgarby (1998) research, 

couple communication was assessed in both a problem-solving discussion to assess 

conflict-based communication, and in a positive reminiscence discussion to assess 

positive intimate communication. 

Overall, while research has identified clear communication deficits in those 

abusing alcohol in established relationships, further research is needed to clarify the 

extent to which moderate alcohol consumption impacts on couple communication 

behaviours during the early stages of a committed relationship. Such research is an 

important step for understanding how problems may develop over time, as well as 

for identifying specific targets to change at a time when the couple is most motivated 

to maintain a satisfying relationship. 

Research Aims and Hypotheses 

In summary, it is well established that there is an association of alcohol and 

relationship problems. It also is well known that couples with both alcohol and 

relationship problems have deficits in negative affect regulation and communication.  

However, it is not clear if these deficits are evident in the early stages of the 

relationships of couples in which one partner is abusing alcohol. Based on the 

assumption that such deficits often reflect early learning experiences, it was 

predicted there would be deficits in negative affect regulation and communication in 

couples in which one partner was abusing alcohol. Given the possibility of gender 

differences, the following study separately tested the hypotheses that there are 

deficits in negative affect regulation and communication during conflict discussions 

in couples in which the male partner is using alcohol at hazardous levels (Hypothesis 

1), and in couples in which the female partner is using alcohol at hazardous levels 
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(Hypothesis 2). Based on the findings that deficits in positive communication are 

associated with the trajectory of relationship satisfaction, the study also aimed to 

establish if deficits in positive communication were evident in couples in which at 

least one partner was using alcohol at hazardous levels. More specifically, the 

hypotheses were tested that deficits in communication would be evident during a 

positive reminiscence discussion in couples in which the male was using alcohol 

hazardously (Hypothesis 3) and in couples in which the female partner was using 

alcohol hazardously (Hypothesis 4).  

Method 

Participants 

Participants were 85 couples who responded to media outreach seeking 

couples who currently were satisfied in their relationships, and who wished to 

participate in a study of the effectiveness of relationship education. Some of the 

media outreach simply sought couples to participate in relationship enhancement. 

Other media outreach focused upon the potential negative impact of heavy alcohol 

consumption on relationships, and sought couples who wished to participate in 

relationship enhancement with some focus on promoting safe drinking. The alcohol-

focused outreach emphasised that the project was not seeking people with diagnosed 

alcohol problems, but rather couples in which at least one partner might drink a bit 

too heavily. The overall goal with outreach was to recruit two groups of couples, 

those with and without hazardous drinking by at least one partner.  

Couples were screened at the initial telephone contact and were included in 

the study if they met the following criteria. (a) The couple stated a commitment to 

the relationship. (b) The couple was either married or  living together. (c) The couple 

was in the early stages of their committed relationship. Early stage relationship was 

operationalised as the couple having not been married or living together for more 
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than 3.5 years. (d) Neither partner reported seeing a psychologist or psychiatrist in 

the last 12-months for treatment of any psychological disorder, including alcohol 

abuse. (e) Both partners scored more than 90 on the Dyadic Adjustment Scale 

(DAS), which is described in the measure section, and neither partner reported 

relationship distress. The last criterion was to ensure that any observed 

communication deficits represented the entry skills of the couple, rather than the 

result of relationship distress. Couples with children from a previous relationship 

living with them were also excluded from the study. 

All partners individually completed the Alcohol Use Disorders Identification 

Test (AUDIT) (Saunders et al., 1993). Based on the well-established normative data 

on the AUDIT (Saunders et al., 1993), cut-off points of 8 and 10 produced maximum 

sensitivity and specificity for detecting potentially hazardous drinking. However, 

these cut-off points do not differentiate between males and females, and as Dawe and 

Mattick (1997) point out, a score of 10 for a woman may be associated with a greater 

risk of alcohol related harm than the same score for a man. Thus, hazardous drinking 

was defined as a score on the AUDIT of 10 or more for men, or 8 or more for 

women. Couples in which neither partner met these criteria were labeled as low-risk 

drinkers. Couples in which one partner met the criterion were labeled as either at-

risk-drinker-man, or at-risk-drinker-woman. Couples in which both partners met the 

criteria were labeled at-risk-drinker-both. There were 53 low-risk drinkers, 14 at-

risk-drinker-man, 8 at-risk-drinker-woman, and 10 at-risk-drinker-both couples. 

Thus, there were 32 at-risk couples with at least one partner drinking at high-risk 

levels. 

A series of one-way ANOVAS was conducted, and established the low-risk 

and at-risk couples did not differ significantly on age, length of relationship, or 

relationship satisfaction. The mean age of the women across the whole sample was 
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33 years (SD = 8.7), and for men was 35 years (SD = 9.8). The mean duration of 

relationship was 28 months (SD = 21). Mean relationship satisfaction scores on the 

DAS were 119 (SD = 11) for women and 119 (SD = 11) for men, which correspond 

to high relationship satisfaction. A 2 X 2 chi-square showed no significant 

association between risk status (low-risk versus at-risk) and marital status 

(cohabiting versus married). Overall 56 (66%) of the couples were cohabiting and 29 

(34%) were married. In Australia the majority (approximately 68%) of couples who 

enter committed relationships do so by cohabiting, and marriage most often follows a 

period of cohabitation (McDonald, 1995). Hence, the high rate of cohabitation in the 

current sample is consistent with what would be expected in couples in the early 

stages of a committed relationship in Australia. A 2 X 3 Chi-square showed no 

significant association of risk status  (low-risk versus at-risk) by education level 

(grade 10 or less, grade 11 or 12, further education or university attendance). Across 

the whole sample at least one partner had university or further education in 77 

couples (80%), while only 3 couples (3%) had a partner with grade 10 or lower 

education. The sample included more highly educated couples than is representative 

of the whole Australian population (ABS, 2002). 

Measures

 Self-Report Inventories. Each partner completed a battery of self-report 

inventories, including measures of relationship satisfaction and stability, relationship 

aggression, alcohol consumption, and individual psychological adjustment. 

Participants completed the Dyadic Adjustment Scale (DAS; Spanier, 1976), a 

widely-used used 32-item measure of relationship satisfaction. The Relationship 

Status Inventory (RSI) was administered, which is a 12-item Guttman type rating 

scale of steps taken toward relationship dissolution. Higher scores reflect greater 

steps having been taken toward relationship separation and dissolution. The RSI is a 
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12-item adaptation of the 14-item Marital Status Inventory (Weiss & Cerreto, 1980), 

with deletion of two items and rewording of couple of other items to make the scale 

appropriate for cohabiting as well as married couples.  

The Conflict Tactics Scale (CTS; Straus, 1979) also was administered. The 

CTS consists of 35-items assessing the occurrence of specific acts of verbal or 

physical aggression by oneself or one’s partner in the past 12 months within the 

couple relationship. Violence was classified as being perpetrated by the man if either 

the man or the woman reported him as having undertaken any act of physical 

aggression in the past 12 months involving physical contact (e.g. hitting, pushing or 

slapping). Similarly, violence was classified as being perpetrated by the woman if 

either the man or the woman reported her as having done any act of physical 

aggression in the past 12 months. The couple was classified as aggressive if either 

the man or woman was classified as violent using the above definitions.  

Alcohol consumption was assessed using the AUDIT (Saunders et al., 1993), 

which is 10-item self-report measure of hazardous and harmful drinking. The 

AUDIT has been widely used to screen for alcohol problems, and has proven to be a 

reliable, sensitive and specific index of hazardous and harmful drinking (Dawe & 

Mattick, 1997). Symptoms of psychological disorder were assessed by the Symptom 

Checklist 90 (SCL-90; Derogatis, Lipman, & Covi, 1973), which is a widely used, 

90-item self-report measure of psychopathology that covers a broad range of 

psychological symptoms including anxiety, depression, and psychotic symptoms. 

Observed Communication. Couple’s observed communication, and self-

reported cognition and affect were assessed during two interactions: a problem 

solving and a positive reminiscence discussion. The order of presentation of the two 

discussions was counter-balanced to control for order effects. Problem solving has 

been widely used to assess communication in couples (Weiss & Heyman, 1997). 
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Couples identified a current relationship problem by each writing down three topics 

that were a source of concern, and then selecting one of the nominated topics to 

discuss for 10 minutes. Immediately prior to the positive reminiscence discussion 

each partner was asked individually to identify a “really positive relationship 

memory”. It was checked that a specific memory had been elicited, and that it was 

seen as positive. The couple then discussed their positive relationship memories for 

10-minutes, which was divided into two 5-minute segments during which each 

partner’s positive relationship memory was discussed by the couple. The order of 

discussion of the male and female partners’ memories was randomly assigned. Prior 

to both the problem-solving and positive reminiscence discussions couples were told 

that the purpose of the discussions was to find out “how you normally talk to each 

other”. 

Couple discussions were videotaped and coded using an adaptation of the 

Katogoriensytem fur Partnerschaftliche Interaktion (KPI) called the Rapid KPI 

(Osgarby, 1998). The original KPI classifies every verbal utterance into one of 10 

mutually exclusive verbal content categories (Hahlweg et al., 1984). In the Rapid 

KPI each 30-second time interval is coded for the occurrence of behaviour that fits 

into one of the KPI’s original 10 verbal content categories. The Rapid KPI included a 

code of withdrawal, which has been identified as an important characteristic of 

marital distress since the development of the original KPI. A meshing code was also 

included and defined as the two partners making consecutive positive speaker 

behaviours of self-disclosure or positive description, with the second response being 

consistent in content and positive affect with the first response. In other words, one 

partner self-discloses about or describes something with positive affect, and the other 

person then elaborates on that same thing with self-disclosure or description, also with 
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positive affect. The coding manual for the Rapid KPI (Osgarby, 1998) is included in 

Appendix A. 

Based on research suggesting that behavioural codes can be usefully 

summarised into a small number of functional classes (Sayers, Baucom, Sher, Weiss, 

& Heyman, 1991), KPI categories were collapsed on the basis of Hahlweg et al.’s 

(1984) model of effective marital communication into four communication summary 

scales: (a) positive speaking, (b) positive listening, (c) negative listening, and (d) 

negative speaking. Definitions of each behavioural code, and their relationship to the 

summary codes, are presented in Table 3.1. 

In the original KPI each verbal response is assigned an associated affect code 

of positive, neutral or negative, based on nonverbal behaviour (Hahlweg et al., 1984). 

More recent work has shown that there are important differences in specific affects 

that couples exhibit during marital interaction. Notably, Gottman and colleagues have 

used the Specific Affect Coding System to measure specific affect like disgust, fear, and 

sadness, rather than rating positive-negative valence (e.g. Gottman & Krokoff, 1989; 

Jacobson et al., 1994). Unfortunately, this coding is very time consuming, and its 

validity in assessing emotion in a task like the positive reminiscence discussion was 

unknown. In the Rapid KPI, observed nonverbal behaviour has been coded into three 

categories of affective expression, based on the circumplex model of affect: anger 

(negative, high arousal), sadness (negative, low arousal), positive (high or low arousal), 

(Watson & Tellegen, 1985). Originally two positive codes were proposed of happiness 

and contentment (high and low arousal), but it was found that they could not be reliably 

discriminated, so they were collapsed into a single positive affect category. Definitions 

of the codes are included in Table 3.1. 

Using the Rapid KPI, the presence or absence of responses in each of the four 

summary verbal content codes, meshing, and each of the three affect codes are assessed 
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Table 3.1 

Definitions of behavioural codes for the Rapid-KPI 

Summary code Specific Code Definition 

Verbal 

Positive speak 

Positive listen 

Negative speak 

Negative listen 

Self disclose Direct expression of feelings, wishes or needs.

 Positive solution Specific constructive proposals, or suggested 

compromise to resolve a problem.

 Describe Neutral descriptions of problems, situation or 

events, neutral questions seeking description. 

Accept Demonstrations of acceptance of the other person 

by paraphrase, open ended question or positive 

feedback.

 Agree Agreement by direct agreement, or assent, or 

acceptance of responsibility 

Criticise Expressions of dislike or disapproval, or 

statements likely to demean the listener

 Negative solution Description of something the speaker wants the 

listener not to do in order to solve a problem. 

Justify Excuses or denial of responsibility for one's 

behaviour or a problem.

 Disagree Direct disagreement or "Yes, but" type 

disagreements. 



89 

Withdraw Not tracking, not responding, turning away, 

statement of not wanting to discuss the issue. 

Nonverbal Negative Angry Angry, irritated, or impatient facial expression or 

voice qualities. 

Negative sad Sad, withdrawn, depressed or teary facial 

expressions or voice qualities. 

Positive  Positive (e.g. happy, joyful) facial expression or 

voice qualities. 

Meshing Conjoint couple One partner self-discloses or describes an event 

code immediately followed by the other partner self-

disclosing or describing an event such that the 

two comments are consistent in content and 

affective tone. 
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a 30-second interval time sampling procedure. For example, if any of the behaviours 

defined as positive listening were exhibited by a particular partner within a given 30

second interval, then positive listening was coded as present for that partner in that 

interval. Similarly, a partner who exhibited sadness for any part of a 30-second time 

interval, was coded as present for sadness in that interval. The derived measures are the 

percentage of 30-second intervals in which particular behaviours occur. These 

summary measures derived from the Rapid KPI can be coded reliably, reflect the 

frequency of occurrence of the behaviours, and discriminate between distressed and 

currently satisfied couples (Osgarby, 1998). In addition, the Rapid KPI is sensitive to 

changes in communication occurring across the course of behavioural couple therapy 

(Behrens, Sanders, & Halford, 1990; Halford, Sanders, & Behrens, 1993; Kelly & 

Halford, 1993) and relationship education programs for relationally satisfied couples 

(Halford et al., 2001). A major advantage of the Rapid-KPI over the original KPI is 

economy. The KPI takes approximately 3 to 4 hours to code a 10- minute interaction, 

whereas the Rapid KPI takes about 30 minutes. 

Research assistants, naive to the drinking status of the couples or the research 

hypotheses, coded the tapes. Coders received approximately 50 hours training on the 

Rapid KPI. Training consisted of memorising code definitions from a written coding 

manual, instruction and watching videotapes that were pre-coded, and extensive 

practice coding with feedback. A random sample of 25% of the interactions was 

independently coded by a second research assistant. Intra-class correlations (ICCs) 

were used to calculate observed inter-rater reliability’s.  ICCs were high on all the 

codes, with ICC = 0.95 for positive speaker, ICC = 0.92 for positive listener, ICC  = 

0.89 for negative speaker, ICC = 0.87 for negative listener, ICC = 0.80 for 
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withdrawal, ICC  = 0.80 for meshing, ICC  = 0.92 for positive affect, ICC  = 0.94 for 

negative depressed, and ICC  = 0.74 for angry affect. 

In addition, the subjective affect experienced by each partner was assessed 

during each interaction. At the end of each interaction each partner independently 

rated how positive or negative they felt during the interaction from 1 “very negative” 

through 4 “neutral” to 7 “extremely positive”. 

Results 

Preliminary Data Analysis 

Table 3.2 is a presentation of the correlations between the observed 

communication variables. There were a number of statistically significant 

correlations between the males’ and females’ behaviour in the same interaction, 

particularly between the men’s and women’s negative and positive listening.  This 

shows interdependence between each partner’s communication. To allow for this 

inter-dependence, the analysis procedure recommended for couple data by Kramer 

and Jacklin (1979) was used, and the couple was conceptualised as the unit of 

analysis, with each partner’s behaviour being treated as a repeated measure of the 

couple. This approach has been commonly used to examine observational data in 

relationship research (e.g., Halford et al., 2001; Sanders et al., 1999). 

Table 3.2 also shows non-significant or low correlations between 

communication in problem solving and positive reminiscence for both men (all rs < 

.36) and women (all rs < .37). This is consistent with the view that the 

communication assessed in problem solving and positive reminiscence is modestly 

related across settings. Given that there was some inter-dependence, the effects of 

risky drinking status on communication during problem solving and positive 

reminiscence was analysed in a single analysis, with interaction task as an 

independent variable. 
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 Table 3.2 

 Correlations Between Communication Behaviours. 

 Positive reminiscence Problem solving 

Positive Positive Negative Negative Positive Positive Negative Negative 

Speaker Listener Speaker Listener Speaker Listener Speaker Listener 

Positive reminiscence 

Positive Speaker **.41 **.42 .09 .15 **.36 *.26 -.18 .01 

Positive Listener **.44 **.53 .12 .15 .06 *.27 .15 .10 

Negative Speaker .13 -.00 **.35 *.29 .20 -.04 .04 .03 

Negative Listener *.22 -.03 .21 **.63 .19 -.06 *.31 *.27 

Problem solving 

Positive Speaker **.37 .01 .21 .18 .12 *.28 -.03 -.18 

Positive Listener .12 **.35 -.13 -.13 -.04 **.48 -.19 *-.32 

Negative Speaker -.09 *.24 .04 .02 .00 **-.52 .26 **.56 

Negative Listener .14 -.03 *.23 **.37 .12 **-.37 **.38 **.71 

Note: Male correlations are above diagonal,   Female correlations are below diagonal,  Male and Female correlations are underlined on diagonal. 

* Significant at P=.05 or below, **  Significant at P=.01 or below. 
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The major independent variable in the study was the hazardous drinking 

status of the male and female partners.  As already indicated, there were few couples 

in which both partners drank at hazardous levels (n = 10), so this group could not be 

examined separately from the other groups. The analyses were conducted trying to 

minimise the assumptions about the additive effects of men and women drinking at 

risky levels, and first compared at-risk male drinker couples, ignoring at-risk female 

drinker status, with all low-risk couples. Comparisons were then made between at-

risk female drinker couples, ignoring at-risk male drinker status, with low-risk 

couples. 

Male At –Risk Drinking and Couple Communication 

A three-way MANOVA of male drinking risk (low-risk versus at-risk) by 

task (positive reminiscence or problem solving) by gender was conducted on positive 

and negative speaking, and positive and negative listening. There were significant 

multivariate main effects of male drinking status, F(4,63) = 2.61 p < .05, and task, 

F(4, 64) = 13.9 p < .001, but no main effect of gender (p = .167) was found for the 

speaker listener skills. None of the two or three-way interactions were significant. 

Univariate ANOVAs were conducted to assess the source of the significant 

MANOVA effects. Table 3.3 presents the means and standard deviations on the 

measures of observed communication. Relative to other couples, male at-risk couples 

did significantly less positive listening, F (1,66) = 8.25 p < .01, and more negative 

speaking, F(1,66) = 5.09 p <.05). There were significant main effects of task for each 

communication variable. Relative to when they were problem solving, couples 

engaged in positive reminiscence did significantly more positive speaking, F(1,66) = 

27.0 p < .001, and positive listening, F(1,66) = 34.8 p < .001, and did significantly 

less negative speaking F(1,66) = 30.0 p < .001, and negative listening, F(1,66) = 32.2 

p < .001. 
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Table 3.3   Means and Standard Deviations (in Parentheses) of Communication Behaviours of At-risk and Low-Risk Drinking Couples 

Drinking risk status 

Communication Male drinking risk Female drinking risk 
Behaviour 

Low risk N= 50 At-Risk N = 25 Low risk N = 47 At-Risk N = 21 

Male Female Male Female Male Female Male Female 
Positive Speaker 

Positive 

Reminiscence 

Problem solving 

Positive Listener 

Positive 

Reminiscence 

Problem solving 

Negative speaker 

Positive 

Reminiscence 

Problem solving 

Negative listening 

Positive 

Reminiscence 

Problem solving 

92.50 (8.73) 

86.95 (12.26) 

76.25 (15.56) 

67.77 (19.7) 

.57 (1.6) 

4.08 (7.07) 

4.66 (5.33) 

14.35 (13.88) 

93.60 (7.95) 

89.11 (10.61) 

77.73 (17.34) 

66.42 (15.33) 

.79 (2.4) 

5.28 (9.14) 

5.80 (7.23) 

14.34 (15.02) 

93.33 (10.39) 

82.82 (20.27) 

69.58 (18.65) 

56.60 (18.57) 

.21  (1.02) 

7.57 (17.01) 

8.75 (11.25) 

19.10 (20.55) 

91.46 (8.9) 

87.15 (13.42) 

75.62 (12.1) 

54.53 (19.52) 

2.29 (5.71) 

13.20 (20.99) 

5.83 (7.02) 

16.66 (13.38) 

91.28 (9.4) 

86.89 (13.51) 

73.3 (16.43) 

62.71 (23.69) 

.58 (1.6) 

4.52 (7.83) 

4.88 (5.61) 

17.48 (14.51) 

91.49 (10.98) 

88.91 (10.43) 

73.19 (19.71) 

64.50 (17.22) 

.69 (2.07) 

8.54 (13.89) 

7.09 (8.94) 

15.49 (14.8) 

96.90 (4.02) 

86.14 (17.92) 

76.19 (14.48) 

63.86 (18.58) 

.95 (2.56) 

3.25 (7.48) 

8.70 (7.6) 

21.82 (19.31) 

93.33 (9.66) 

86.82 (13.23) 

76.43 (15.9) 

56.50 (19.13) 

3.16 (4.47) 

16.25(21.69) 

10.50 (9.7) 

19.25 (17.26) 
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Table 3.3 (cont.) 

Drinking risk status 

Communication 
Behaviour 

Male drinking risk 

Low risk N = 50 At-Risk N = 25 

Female drinking risk 

Low risk N = 47 At-Risk N = 21 

Male Female Male Female Male Female Male Female 
Positive Affect 

Positive 

Reminiscence 

Problem solving 

Angry Affect 

Positive 

Reminiscence 

Problem solving 

Depressed Affect 

Positive 

Reminiscence 

Problem solving 

Withdrawal 

Positive 

Reminiscence 

Problem solving 

57.30 (24.6) 

33.02 (25.47) 

.10  (.7) 

.70 (3.2) 

.00  (.00) 

.40 (2.22) 

1.67 (3.69) 

3.90 (8.01) 

74.10 (20.91) 

43.63 (27.21) 

.00  (.00) 

3.1 (7.82) 

.00  (.00) 

4.40 (13.65) 

2.89 (6.95) 

6.22 (12.8) 

55.21 (23.33) 

26.19 (27.11) 

.00  (.00) 

4.37 (15.9) 

.00  (.00) 

.00  (.00) 

10.83 (14.87) 

6.67 (11.29) 

68.96 (18.71) 

36.45 (24.84) 

.00  (.00) 

4.79 (9.94) 

.00  (.00) 

4.40 (16.9) 

6.04 (8.97) 

6.05 (8.59) 

59.36 (24.77) 

38.26 (25.54) 

.11  (.73) 

.11  (.75) 

.00  (.00) 

.43 (2.29) 

1.30 (3.5) 

4.24 (8.16) 

75.85 (19.71) 

45.08 (26.32) 

.00  (.00) 

3.75 (11.21) 

.00  (.00) 

2.04 (5.83) 

2.50 (5.76) 

6.67 (13.14) 

69.50 (19.93) 

35.25 (26.48) 

.24 (1.09) 

1.75 (6.7) 

.00  (.00) 

.00  (.00) 

4.00 (7.88) 

5.95 (11.89) 

76.90 (15.5) 

41.59 (26.38) 

.24 (1.09) 

3.75 (8.87) 

.24 (1.09) 

4.75 (18.03) 

5.75 (13.89) 

7.60 (10.2) 
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Table 3.3 (cont.) 

Drinking risk status 

Communication Male drinking risk Female drinking risk 
Behaviour 

Low risk N= 50 At-Risk N = 25 Low risk N = 47 At-Risk N = 21 

Male Female Male Female Male Female Male Female 
Meshing 

Positive 62.39 (19.8) 59.58 (23.82) 55.67 (22.35) 64.50 (20.06) 

Reminiscence 

Problem solving 17.05 (19.5) 12.01 (18.8) 13.60 (14.86) 13.80 (19.2) 

Affect Self-Rating 

Positive 6.14 (1.05) 6.34 (.63) 6.04 (1.1) 5.84 (1.03) 6.09 (1.11) 6.35 (.64) 6.37 (.60) 5.74 (1.1) 

Reminiscence 

Problem solving 5.46 (1.3) 5.28 (1.58) 5.60 (.96) 4.96 (1.27) 5.57 (1.26) 5.28 (1.63) 5.32 (1.34) 5.11 (1.29)  
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A three-way ANOVA of male drinking risk (low-risk versus at-risk) by task 

(positive reminiscence or problem solving) by gender were conducted on the variable 

of withdrawal. There was a significant main effect of male drinking status, F(1,67) = 

6.91 p < .05, and an interaction of task by drinking status, F(1,67) = 4.44 p < .05. 

None of the other main or interactions effects were significant. As is evident in Table 

3.3, male at-risk drinking couples withdrew more than other couples, and this effect 

is most marked in the positive reminiscence discussion. 

There were very low rates of negative-depressed or negative-angry affect 

displayed by any of the couples, with means of zero for some cells. Therefore a 

three-way ANOVA of male drinking (low-risk versus at-risk) by task (positive 

reminiscence or problem solving) by gender on observed positive affect alone was 

conducted. There was no significant main effect of male drinking, but significantly 

more positive affect was displayed during positive reminiscence than problem 

solving, F(1,72) = 103.96 p <.001, and by women than men, F(1,72) = 19.23 p <.001. 

None of the interactions were significant.  

Meshing is a conjoint couple code, and the occurrence of meshing was 

analysed in a two-way ANOVA of male drinking (low-risk versus at-risk) by task 

(problem solving versus positive reminiscence). There was no significant effect of 

male drinking, and the interaction between male drinking and task was not 

significant. There was significantly more meshing during positive reminiscence (M = 

61.4, SD = 21.1) than during problem solving (M = 15.3, SD = 19.3), F(1,68) = 

214.9 p < .001. 

Partner’s ratings of their subjective affect during communication were 

assessed in a three-way ANOVA of male drinking (low-risk versus at-risk) by task 

(positive reminiscence or problem solving) by gender. There was no main effect of 

male drinking, but there was a significant interaction of gender by male drinking, 
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F(1,73) = 4.88 p < .05, such that the wives of at-risk male drinkers reported less 

positive affect than wives of low-risk drinkers, but the male at-risk and low-risk 

drinkers did not differ significantly in reported affect. Couples reported more 

positive affect during positive reminiscence than during problem solving, F(1,73) = 

25.03 p < .001, and men reported more positive affect than women, F(1,73) = 4.44 p 

<. 05. 

Couples were classified as violent based on a CTS self- or partner-report of 

violence by either partner. Sixteen out of 51 low-risk drinking couples (31%) who 

completed the CTS were classified as violent, compared with 14 out of 29 at-risk-

drinking couples (48%) who completed the CTS. A 2 X 2 one-sided Fisher’s exact 

test of violence (yes or no) by male at-risk drinking status (low-risk or at-risk) 

showed a trend for an association, (N= 80) p = .10. 

Overall the results support the hypothesis that male at-risk drinking was 

associated with poorer couple communication. Relative to other couples, male at-risk 

drinking couples used less positive listening, more negative speaking and more 

withdrawal, and the female partners of at-risk drinking men reported more negative 

affect. The effects of male at-risk drinking were evident in both the problem solving 

and positive reminiscence interactions. Moreover, there was a trend for male at-risk 

drinking couples to report more violence in their relationship. 

Female At-Risk Drinking and Couple Communication 

A three-way MANOVA of female at-risk drinking (low- versus at-risk 

drinking) by task (positive reminiscence versus problem solving) by gender was 

conducted on positive and negative speaking, and positive and negative listening. 

Two separate three-way ANOVAs of female at-risk drinking (low- versus at-risk 

drinking) by task (positive reminiscence versus problem solving) by gender on 

withdrawal and rated affect were conducted. Neither the MANOVA or ANOVA on 
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withdrawal had significant main effects of female at-risk drinking, nor were any of 

the two-way or three-way interactions with at-risk drinking significant. As the main 

task and gender effects in the analyses on male-at-risk drinking status had already 

been explored, these analyses were not reported further.  

A two-way ANOVA on meshing of female drinking (at –risk versus low-risk) 

by task (problem solving), with task being a within-subjects factor was conducted. 

There was no significant main effect of female drinking, and the task by female 

drinking interaction was not significant. There was significantly more meshing 

during positive reminiscence (M= 60.1, SD = 22.3) than during problem solving (M 

= 16.9, SD =20.0), F (1,66) =193.6 p < .001. 

Subjective affect was assessed in a three-way ANOVA of female drinking 

(at-risk versus low-risk) by task (problems solving versus positive reminiscence) by 

gender, with the latter two factors being within subjects factors. There was no 

significant main effect of female at-risk drinking, but there was a significant 

interaction of female at-risk drinking by gender, F(1,63) = 4.21 p < .05, and a trend 

for an interaction of female at-risk drinking by task by gender, F(1,63)  = 3.46 p = 

.07. As is evident from Table 3.3, during positive reminiscence the women in the 

low-risk female drinking couples reported more positive affect than women in the 

high-risk drinking couples, while men in the at-risk and low-risk female drinking 

couples did not differ in reported affect during positive reminiscence. During 

problem solving neither men nor women differed between at-risk and low-risk 

female drinking couples in reported affect. 

Couples were classified as violent based on a CTS self- or partner-report of 

violence by either partner. Sixteen out of 47 low-risk drinking couples (34%) were 

classified as violent, compared with 13 out of 23 woman-at-risk-drinking couples 

(56%). A 2 X 2 one-sided Fisher’s exact test of violence (yes or no) by male at-risk 
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drinking status (low-risk or at-risk) showed a trend for an association (N= 70) p = 

.06. 

In summary, these results do not support the hypothesis that female at-risk 

drinking is associated with poorer observable couple communication. In neither the 

problem solving nor the positive reminiscence discussions was there evidence of 

poor communication in the female-at-risk-drinking couples.  However, the women of 

female-at-risk-drinking couples reported more negative affect during positive 

reminiscence than the women of low-risk couples. Moreover, there was a trend for an 

association of female at-risk-drinking and couple violence.   

Possible Confounds of At-Risk Drinking 

At-risk male drinking is probably associated with other couple and partner 

characteristics, and the association of poor couple communication with male at-risk 

drinking may an artifact of these other associations. For example, couples in which a 

partner had negative family-of-origin experiences often have poor couple 

communication. Both parental divorce and observation of parental violence are 

associated with more negative couple communication in couples in early stage 

relationships (Halford et al., 2000a; Sanders et al., 1999). This raised the possibility 

that the at-risk drinking association with negative communication may be an artifact 

of an association between at-risk drinking and negative family of origin experiences. 

Two 2 X 2 Chi-square analyses were done to test for an association between male 

drinking (at-risk or low-risk) and first male parental divorce (yes or no), and then 

male parental violence (yes or no). No significant associations were found between 

male drinking risk status with either exposure to parental divorce, χ 2 (1, N = 80) = 

.23 p = .63, or violence, χ 2 (1, N = 80) = .32 p = .57. Thus, the communication 

correlates of male at-risk drinking were not an artifact of an association with negative 
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family of origin experience, at least as family-of-origin experiences were assessed in 

the current study. 

Another possible correlate of male at-risk drinking is psychopathology. In 

order to establish if self-rated psychological disorder was associated with at-risk 

drinking, one-way ANOVAs of SCL-90 total by male drinking (at-risk or low-risk) 

on both men and women’s SCL-90 scores were conducted. There was no significant 

main effect of male at-risk drinking on men’s nor women’s SCL-90. Thus, elevated 

psychological symptoms do not account for the observed communication deficits in 

male at-risk drinking couples.  

Discussion 

As predicted in Hypothesis 1, male at-risk drinking couples showed deficits 

in communication during problem solving. Relative to low-risk-drinking couples, 

male at-risk drinking couples did less positive listening, used more negative speaking 

and withdrew more. The women in these relationships reported less positive affect 

during problem solving. There also was a trend for more couple violence in male at-

risk drinking couples. Hypothesis 2 that female at-risk-drinking couples would show 

deficits in communication during problem solving generally was not supported. 

There were no differences between low-risk-drinking couples and female at-risk-

drinking couples on any of the measures of observed communication, but the women 

in the female at-risk-drinking couples did report less positive affect, and there was a 

trend for more reported violence. Hypothesis 3 that communication deficits during 

positive reminiscence would be evident in male-at-risk drinking couples was 

supported. The communication deficits were similar to those observed during the 

problem solving interactions. High rates of withdrawal were even more pronounced 

in male at-risk couples during positive reminiscence than during problem solving. 
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Hypothesis 4 that female at-risk-drinking couples would show deficits in 

communication during positive reminiscence was not supported. 

The current study extends knowledge about couple communication in the 

early stages of committed relationships. In previous research it has been shown that 

deficits in couple communication have little association with relationship satisfaction 

at the time of entering committed relationships, but that communication deficits 

prospectively predict deterioration in couple relationship satisfaction (Noller et al., 

1994; Markman, 1981; Pasch & Bradbury, 1998). Previous research also has showed 

that deficits in couple communication during problem solving are associated with 

negative family-of-origin experiences, such as parental divorce and violence 

(Halford et al., 2000a: Sanders et al., 1999). In the current study communication 

deficits were observed in male at-risk drinking couples in both problem solving and 

positive reminiscence discussions.  This shows that communication deficits were not 

just limited to conflict management, but rather there were other situations in which 

poor communication is evident. Moreover, male at-risk drinking was independent of 

parental divorce or violence in the family of origin. Hence, male at-risk drinking was 

a correlate of poor couple communication independent of the established risk 

indicators of parental divorce or violence.  

Meshing did not differ between the at-risk drinking groups and the low-risk 

drinking groups. While meshing has been shown to differentiate between distressed 

and nondistressed couples (Osgarby, 1998), it has not been shown to prospectively 

predict the onset of relationship problems. Thus, it is possible that the failure to find 

differences reflect low meshing developing later than the early stage relationships in 

our current sample. In other words, low meshing may be a concurrent marker, rather 

than a prospective predictor, of relationship distress. 
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Levels of observed negative affect in the current study were very low during 

problem solving, lower than reported in studies of newlywed couples in some other 

Western countries (e.g., Hahlweg et al., 1998; Stanley et al., 1995). Lower levels of 

negative affect have been found in Australian couples than couples from other 

Western countries (e.g., Halford, Hahlweg & Dunn, 1990), so the low levels in the 

current study probably reflect the Australian culture. 

In the current sample male at-risk drinking couples had no lower relationship 

satisfaction than low-risk drinking couples. This is consistent with other research that 

other indicators of poor couple communication, such as parental divorce and parental 

violence, are not associated with relationship dissatisfaction in the early stage of 

entry to committed relationships (Halford et al., 2000a; Sanders et al., 1999). 

However, deficits in communication (Pasch & Bradbury, 1998), parental divorce 

(DeGraaf, 1991; Glenn & Kramer, 1987; Glenn & Shelton, 1983; Pope & Mueller, 

1976), parental violence (Mihalic & Elliot, 1997; Stith & Farley, 1993; Stets & 

Straus, 1990; Straus, et al., 1980; Widom, 1989), and at-risk drinking (Leonard & 

Roberts, 1998a) all predict a high risk for subsequent decline in relationship 

satisfaction. 

Contrary to predictions, female at-risk drinking was not associated with 

deficits in observed couple communication. This result is inconsistent with some 

previous studies of alcohol dependent females in established relationships. Haber and 

Jacob (1997) found couples with a female alcohol dependent partner to exhibit 

greater negativity and less positivity, during a nondrinking interaction session, than 

both male alcohol dependent couples and nonalcohol dependent controls. However, 

the current finding is consistent with that of Noel et al., (1991), who found female 

alcohol dependent couples to exhibit more positive verbal behaviour toward their 

spouses and to report a more “harmonious” relationship compared to their male 
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alcohol dependent counterparts (Noel et al., 1991). Alcohol dependent women have 

been reported to be more likely than alcohol dependent men to use alcohol to alter 

their mood and in response to marital difficulties (Olenick & Chalmers, 1991). The 

risky drinking women in this sample showed no evidence of mood disturbance and 

were not currently maritally distressed. Thus, it is possible that low positivity and 

high negativity develops later in these relationships, or is only evident in couples in 

which the woman is alcohol dependent. The finding of higher subjective negative 

affect does however suggest the presence of at least some communication difficulty. 

These null results may also have been due to methodological limitations of 

the study. First, there was a relatively small sample of female at-risk-drinking 

couples (n = 18) and low statistical power may have prevented detection of 

communication problems. However, there were no trends in the predicted directions. 

Secondly, the null results may reflect the different definitions of male and female at-

risk drinking. The definitions used were the cut-offs recommended to define at-risk 

drinking with the AUDIT, which is a score of 8 or more for women and 10 or more 

for men (Saunders et al., 1993). These different cut-offs reflect that epidemiological 

evidence that women seem more susceptible than men do to the negative health 

impact of heavy alcohol consumption (National Health and Medical Research 

Council of Australia (NH&MRC), 2001). In the NH&MRC guidelines on at-risk 

drinking there is a recommended maximum daily consumption level for women of 2 

standard drinks per day and for men of 4 standard drinks per day. While some health 

risks may be associated with women drinking 2 or more drinks per day, poor couple 

communication might be evident only in couples in which the woman drinks 

substantially more. 

The absence of a detected association between observed communication and 

female at-risk drinking does not necessarily mean that female at-risk drinking should 
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be ignored as a risk factor for couple relationships. There was more negative affect 

reported in the at-risk-drinking women than by other women. In couples married for 

a mean of 15 years with an at-risk drinking female partner, high rates of withdrawal 

are evident (Kelly et al., 2000). It may be that negative affect during communication 

reported by at-risk-drinking women in the current study may develop over time to 

withdrawal and avoidance of communication. Withdrawal from couple 

communication is a robust correlate and predictor of couple relationship problems 

(Christensen & Shenk, 1991; Gottman & Krokoff, 1989; Gottman, 1994; Heavey et 

al., 1995). Moreover, there was the trend for female-at-risk drinking couples to report 

more violence in the past 12 months than the low-risk couples.  

Even if couple communication had no relationship to female at-risk drinking, 

female at-risk drinking may be important in couple relationships. It is common for 

women who drink heavily to have partners who also drink heavily (Kelly et al., 

2000). In the current study a 2 X 2 Chi-square of male drinking (low-risk, at-risk) by 

female drinking (low-risk, at-risk) showed a significant association, χ 2 (1, N = 85) = 

8.41 p < .01, with 10 of the 18 at-risk drinking women having at-risk drinking male 

partners. Second, the majority of couples entering committed relationships have 

children within five years (McDonald, 1995), and even very low levels of drinking in 

the woman during pregnancy constitutes a health risk for the developing foetus and 

the mother (NH & MRC, 1992). Thus, independent of any specific association of 

female at-risk drinking and poor couple communication, moderation of drinking in 

female at-risk drinking couples may be important. 

Small participant numbers also precluded examination of the couple’s 

drinking partnership and the association with couple communication and satisfaction. 

As discussed in Chapter 2, different ‘drinking partnerships’ in newly married couples 

have different relationships to measures of marital satisfaction and intimacy (Roberts 
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& Leonard, 1998). Future research could examine whether couples who frequently 

consume similar levels of alcohol together in their own home (frequent, intimate 

drinking partnership) have better communication and conflict management than 

couples with discrepant, or non-intimate drinking partnerships. 

The prevalence of violence in the sample was high, with approximately one-

third of low-risk drinking couples, and one half of at-risk drinking couples reporting 

at least one act of violence in their relationship in the past 12-months. These high 

prevalence rates are consistent with previous reports of high rates of violence in 

couples in early stage relationships (Capaldi & Crosby, 1997; Leonard & Senchak, 

1996; O’Leary et al., 1994). The occurrence of violence in the early years of 

marriage is a strong predictor of relationship dissolution (e.g., Rogge & Bradbury, 

1999). Hence, reduction of violence and enhancement of non-aggressive methods of 

conflict management are important targets for relationship education.  

The current study was cross-sectional and cannot establish the causal 

relationships between at-risk drinking and deficits in couple communication. 

However, putting the current results together with previous research suggests some 

hypotheses about causal relationships worthy of further examination. A possible 

impact of alcohol consumption on couple communication, is that a history of at-risk 

drinking may be associated with relationship stress that produces poor 

communication. For example, embarrassment about a partner’s intoxication, sexual 

difficulties, aggression, and failure to participate in relationship and family activities 

have all been reported to be major sources of stress for spouses of men with alcohol 

dependence (Thomas & Ager, 1993; Zweben, 1986). In the context of ongoing 

relationship stress the couples might then show poor communication. If this 

interpretation is valid, then reduction of at-risk drinking would probably be the most 
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effective intervention to prevent the onset of relationship problems in couples with 

an at-risk drinker. 

It also is likely that deficits in couple communication may result in at-risk 

drinking, at least in some individuals. Married men who abuse alcohol report that 

relationship conflict is a common precipitant of heavy drinking (Davis et al., 1974). 

As noted in the introduction, poor couple communication and at-risk drinking 

probably exacerbate each other.  

The current study shows that couples in the early stages of a committed 

relationship, and in which the male partner is an at-risk drinker, have deficits in 

couple communication. Both at-risk drinking and poor couple communication predict 

the deterioration of relationship satisfaction, and the onset of relationship problems. 

The mutual exacerbation of at-risk drinking and poor communication suggest 

couples with both at-risk drinking and poor communication may be at particularly 

high risk of both relationship problems and drinking problems. Brief interventions 

have been shown to reduce at-risk drinking (e.g., Duckert et al., 1992; World Health 

Organisation 1996; Sanchez et al., 1991). Skill-based relationship education has been 

shown to enhance couple communication and sustained relationship satisfaction 

(Dyer & Halford, 1998). Therefore, it was predicted that a combination of a brief, 

drinking reduction intervention with skill-based relationship education would be 

effective in reducing the risk of alcohol and relationship problems in couples with an 

at-risk drinking partner. This prediction was tested in Study 2, presented in Chapter 

4. 
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Chapter 4: Study 2 - Evaluation Of The Controlling Alcohol 

And Relationship Enhancement (CARE) Program 

Chapter 3 described Study 1, which investigated the communication skills of 

couples in which one partner consumed alcohol at hazardous levels. The relationship 

satisfaction of the hazardous drinking couples was high and equal to that in low-risk 

drinking couples, but clear communication deficits were found in the couples with a 

male hazardous drinker. These deficits were observed during both problem solving 

and positive reminiscence interactions. There was also evidence of dysfunction in the 

couples of female at-risk drinking couples, in that the women in these couples 

reported less positive affect than low-risk drinking couples. There were also trends 

for more reported couple violence in both male and female at-risk drinking couples 

than in low-risk drinking couples. The current study was an evaluation of an early 

intervention program that combined skill-training relationship education with a brief 

intervention to promote safe drinking. 

If it is assumed that the communication deficits of hazardous drinking couples 

put them at high risk for further relationship and alcohol problems, then interventions to 

promote better communication may reduce that risk. As reviewed in Chapter 1, 

effective relationship education programs target those variables that prospectively 

predict future relationship distress, such as deficits in communication and conflict 

management (Markman & Hahlweg, 1993). Study 1 showed that, compared to low-risk 

drinking couples, couples with a male hazardous drinker did less positive listening, used 

more negative speaking, withdrew more, and the female partners in these relationships 

reported more negative affect. Five to six sessions of skill-training relationship 

education have been found to work on acquisition of communication skills (Avery et 

al., 1980; Hahlweg et al., 1998; Halford et al., 2001; Markman et al., 1993; Renick et 

al., 1992; Wampler & Sprenkle, 1980), on maintenance of relationship satisfaction 
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(Hahlweg et al., 1998; Halford et al., 2001; Markman et al., 1993; Wampler & 

Sprenkle, 1980), and, as demonstrated in at least one study (Markman et al., 1993), on 

decreasing instances of physical aggression. Furthermore, there were some surprising, 

but promising effects for couples at high-risk of relationship problems, where high-risk 

was defined as the presence of negative family of origin experiences (Halford et al., 

2001). As yet, there have been no relationship education programs targeting couples 

with hazardous alcohol consumption. 

Brief alcohol interventions reliably reduce alcohol consumption in many 

people drinking at hazardous or harmful levels (Duckert et al., 1992; Miller & 

Wilbourne, 2002; Poikolainen, 1999; Robertson et al., 1986; Sanchez-Craig et al., 

1991; Sobell & Sobell, 1993). The previous review (see Table 2) indicated that brief 

interventions of three to four sessions seem to be just as effective as much longer 

interventions of 15 and that key ingredients included assessment of alcohol 

consumption, motivational interviewing, goal setting, and teaching coping with high-

risk settings for alcohol abuse. Combining relationship education with a brief alcohol 

intervention may increase the likelihood of producing both sustained relationship 

satisfaction and low risk drinking. 

The plasticity of the relationship during the transition into marriage has lead a 

number of relationship educators to suggest that this is a time when there is 

receptivity to learning through relationship education (e.g., Bradbury, 1998; Halford, 

Markman, Stanley & Gline, in press). Furthermore, almost all couples at the time of 

marriage or cohabiting are highly satisfied with the relationship and motivated to 

ensure the relationship maintains a high quality (Bradbury, 1998; Halford, 1999). 

Relationship education programs have yet to be trialed specifically on at-risk 

drinking couples. However, the acceptance of such programs within the general 

community (Simons et al., 1994) may increase their chances of attendance by 
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hazardous drinking couples, especially at a time when they may be most motivated to 


effect change in order to maintain a high quality relationship. 


Research Aims and Hypotheses


Based on the research reviewed in Chapters 1 and 2, and the findings in Study 

1, a brief behavioural alcohol-focused intervention was combined with skill-training 

relationship education. The aim was to promote safe drinking and positive couple 

communication. It was hypothesized that couples in which at least one partner 

consumed alcohol at hazardous levels and who attend a Controlling Alcohol and 

Relationship Enhancement program (CARE) would improve their couple 

communication in both problem solving (Hypothesis 1), and positive reminiscence 

interactions (Hypothesis 2). It also was predicted that CARE would reduce alcohol 

consumption in the hazardous drinker (Hypothesis 3). Given that relationship 

satisfaction and commitment is generally high in couples in the early stage of 

relationships, it was unclear if CARE would produce short-term increases in 

relationship satisfaction or stability, but that possibility was tested for (Hypothesis 4). 

In the longer term, reductions in at-risk alcohol consumption and improvements in 

couple communication were expected to enhance the maintenance of safe drinking 

and mutually satisfying couple relationships. However, testing the long term-effects 

was beyond the scope of the current study. 

Method 

Participants 

Thirty-seven couples were recruited via media outreach for a relationship 

enhancement for couples’ in the early stages of a committed relationship. The 

outreach consisted of 12 print and electronic media articles in metropolitan Brisbane, 

Australia seeking couples in early stage relationships who wished to participate in 

relationship education. Initially it was anticipated that the required number of 
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couples in which hazardous drinking was evident would be recruited by a general 

outreach for couples seeking relationship education. This proved not to be the case, 

and later articles and advertisements made specific reference to the effects of alcohol 

consumption on relationships, and encouraged couples who had any concern about 

drinking to volunteer. Despite this specific targeting, the vast majority of couples 

seeking relationship education in response to the advertisements did not report 

hazardous drinking.   

Couples who responded to the media outreach were administered the Alcohol 

Use Disorders Identification Test (AUDIT; Saunders et al., 1993) in the first 

assessment session (described in detail below). As previously discussed in Chapter 3, 

the AUDIT is a 10-item widely used screening measure of hazardous and harmful 

drinking. Scores of 10 or more for men and 8 or more for women were used to detect 

hazardous and harmful alcohol consumption. The couple was defined as at-risk if 

either partner met the relevant cutoff on the AUDIT for their gender. In addition, 

partners were asked individually about the frequency and quantity of their own and 

their partner’s drinking. Men drinking more than 40 standard drinks per week and 

women drinking more than 20 standard drinks per week met the National Health and 

Medical Research Council of Australia’s (NH & MRC, 1992) guidelines for harmful 

drinking. Couples with a partner drinking at harmful levels were excluded from the 

current study and were offered referral for alternative treatment, as it was believed 

that the current prevention-focused program would not provide sufficient assistance. 

Hazardous alcohol consumption was reported by only the men in 14 couples, in 10 

couples the hazardous drinker was the woman, and in 13 couples both partners’ were 

consuming alcohol at hazardous levels. 

In addition to meeting the criterion of hazardous drinking in at least one 

partner, couples were included in the study if they met the following criteria. (a) The 
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couple had not been married, or living together for more than 3.5 years. (b) Neither 

partner reported currently being treated by a psychologist or psychiatrist, nor having 

received such treatment in the past 12 months. (c) Both partners reported no 

significant relationship problems, and did not score less than 90 on the Dyadic 

Adjustment Scale (DAS; Spanier, 1976).   

As part of the controlled trial couples were assigned randomly to either the 

Controlling Alcohol and Relationship Enhancement program (CARE), or a control 

program. A series of t-tests for independent samples were conducted across the 

conditions on the partners’ mean ages, length of relationship, and educational 

attainment. There were no significant differences between the groups on any of these 

variables. The average age of women was 32.8 years (SD = 8.4), and of men was 

34.6 years (SD = 10.2). Thirty-one couples (84% of the sample) were either 

cohabiting or married. Six couples were not cohabiting (16%), but reported spending 

at least half of the week together, and stated an intention to live together. Twenty 

women (54%) and 23 men (62%) reported having at least university or further 

education. The sample was over-represented by educated couples relative to the 

Australian population (ABS, 2002). 

Measures

 Relationship Functioning. The measures used in Study 2 paralleled those used 

in Study 1 and fell into three broad areas:  self-reports of relationship functioning, 

alcohol consumption, and couple communication. The Dyadic Adjustment Scale 

(DAS) is a widely used 32-item self-report inventory of global relationship 

satisfaction (Spanier, 1976). The DAS discriminates reliably between distressed and 

non-distressed couples, and is sensitive to changes resulting from couple 

interventions (Weiss & Heyman, 1997). The DAS was administered at pre-program, 

post-program, and at six-month follow-up. 
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The Relationship Status Inventory (RSI) is a 12-item true or false scale 

measuring steps taken toward relationship dissolution. The RSI is based on the 

original Marital Status Inventory (MSI; Weiss & Cerreto, 1980), which is a 14-item 

true or false scale assessing the steps taken towards separation or divorce. Two items 

from the MSI referring specifically to divorce were dropped, and three items were re

worded to make them applicable to all couples in a committed relationship, to form 

the RSI. The RSI was administered at pre-program, post-program, and at six-month 

follow-up. 

 The Conflict Tactics Scale (CTS) is a 35-item rating scale assessing self-

reported use of reasoning, verbal aggression, threats of violence, and actual physical 

violence, by the respondent and the respondent’s partner (Straus, 1979).  The CTS 

requires respondents to report on the occurrence of these behaviours over the past 12 

months. The CTS was administered at pre-program only, given that there is no 

normative data to support the use of the CTS over the shorter time period of follow-

up. 

 Alcohol Consumption. Measures of self-reported alcohol intake for each 

partner were collected via the Alcohol Use Disorders Identification Test (AUDIT;  

Saunders et al., 1993), described above, and daily monitoring of alcohol 

consumption. These measures were administered at pre- and post- program, and at 

six-month follow-up. The daily monitoring of alcohol consumption required each 

partner to complete a form at the end of every day for a week. Participants recorded 

each day whether or not alcohol was consumed, the number of standard drinks 

consumed, and any significant events that occurred immediately prior to drinking. 

Couples were taught the definition of a standard drink prior to commencing the task, 

and were asked to note whether the reported week represented a typical week of 

drinking. 
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It should be noted that although collected, the alcohol monitoring was not 

included in the final analyses, as many couples reported that this did not represent a 

typical week of drinking. It was decided that the AUDIT was the more reliable 

estimate of alcohol consumption. 

Couple Communication. Couple communication was assessed during two 

interactions. One interaction was the standard problem-solving task, which is widely 

used in couple research (e.g., Sanders et al., 1999; Gottman, 1993; Markman & 

Hahlweg, 1993) and was used in Study 1. Couples identified a current relationship 

problem by one partner writing down three topics that are a source of concern in the 

relationship, from which the other selected one topic for discussion. They were 

instructed to discuss one of these topics for 10 minutes. The second interaction was a 

positive reminiscence discussion again identical to that used in Study 1. Immediately 

prior to the positive reminiscence discussion each partner was asked individually to 

identify a “really positive relationship memory”. It was checked that a specific 

memory had been elicited, and that it was seen as positive. The couple then discussed 

their positive relationship memories for 10-minutes, which was divided into two 5

minute segments during which each partner’s positive relationship memory was 

discussed by the couple. The order of discussion of the male and female partners’ 

memories was randomly assigned. Prior to both the problem-solving and positive 

reminiscence discussions couples were told that the purpose of the discussions was to 

find out “how you normally talk to each other”. 

Both the problem-solving and positive reminiscence discussions were 

videotaped and subsequently coded for verbal and nonverbal communication 

behaviours using a modified version of the Brief Katogoriensytem fúr 

Partnerschaftliche interaktion (Halford, Sanders, & Behrens, 1994), based on the 

original KPI developed by Hahlweg et al., (1984). The coding system used was 
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exactly as described for Study 1 in Chapter 3. The definitions of codes are provided 

in Table 3.1. 

All videotaped interactions were coded by research assistants blind to the 

intervention condition of the couple. As in Study 1, coders received approximately 

50 hours training until an acceptable level of reliability was obtained. Training 

included memorising code definitions, instruction on coding procedure and review of 

previously coded interactions, individual and group practice with feedback. Regular 

meetings were held once coding began to discuss coding problems, practice coding 

on new and previously coded tapes, and to review levels of inter-observer agreement. 

Two coders worked on interactions independently and a third person assessed 

reliability by coding a randomly selected 25 % of the interactions. Intra-class 

correlations (ICCs) were used to calculate observed inter-rater reliabilities. ICCs 

were satisfactory on all codes, with ICC = 0.95 for positive speaker, ICC = 0.92 for 

positive listener, ICC = 0.89 for negative speaker, ICC = 0.87 for negative listener, 

ICC = 0.80 for withdrawal, ICC = 0.80 for meshing, ICC = 0.92 for positive affect, 

and ICC = 0.94 and .74 for negative depressed and angry affect respectively. 

Subjective affect during each interaction was also assessed for each partner. 

Following each interaction partners independently rated how positive or negative 

they felt during the interaction from 1 “very negative” through 4 “neutral” to 7 

“extremely positive”. 

Interventions 

Controlling Alcohol and Relationship Enhancement (CARE). CARE was 

developed specifically for this study and combined brief alcohol intervention with 

skills-focused relationship education. Core elements of CARE are summarised in 

Table 4.1. Each couple met with an educator on a weekly basis for five weeks. 

Sessions lasted approximately 90 minutes each. The components of CARE targeting  
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Table 4.1 

Content of the Controlling Alcohol and Relationship Enhancement 

(CARE) Program. 

Week Number 	 Components 

One 	 Identification of relationship competencies, and relationship 

goals. Exercises in caring behaviours and partner support.  

Review of videos highlighting couple communication and 

conflict management. 

Two 	 Introduction to communication skills training – speaker and 

listener skills. Alcohol education and goal setting for alcohol 

intake. 

Three Continuation of communication exercises. Review of high 

risk settings for couple conflict, review of high risk settings 

for heavy drinking. Couple review of sexual intimacy through 

viewing a video, “The Lover’s Guide”. 

Four Conflict management, including the development of rules for 

managing conflict. Managing high risk settings for 

heavy/harmful drinking. 

Five Programming for maintenance through identification of future 

stressful events and high risk settings for relationship conflict 

and harmful drinking. 
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alcohol consumption included assessment of alcohol consumption, motivational 

interviewing and alcohol education, the negotiation of safe drinking goals, the 

identification of high risk settings for hazardous or harmful drinking, and review of 

strategies to manage these high-risk settings.  

 The alcohol component of CARE was introduced in week 2, and began with 

education about the effects of alcohol. This included the definition of a standard drink, 

information about safe drinking levels based on NH & MRC (1992) guidelines, and 

discussion of the behavioural and medical effects of alcohol consumption at hazardous 

and harmful levels. Based on this information, each partner was encouraged to identify 

personal drinking goals to be achieved by the end of the program. Identification and 

monitoring of high-risk settings for hazardous drinking was introduced in week 3. This 

involved discussing the concept of high-risk situations and brainstorming with each 

partner typical situations or mood states that give them the most trouble. Each partner 

was instructed to monitor these high-risk settings over the next week. Week 4 involved 

review of high-risk settings for hazardous drinking and training in strategies to manage 

these high-risk settings, including coping with urges to drink, drink refusal skills and 

relapse prevention. Participants were encouraged to provide their own examples of 

successful strategies and decide on specific strategies to be used to cope with risky 

settings over the coming week. The success of these strategies in managing high-risk 

situations was reviewed in week 5. Any positive changes were reinforced strongly. 

Difficulties were empathised with and the partner was encouraged to generate ideas to 

manage the problems experienced. As part of relapse prevention, partners’ were 

encouraged to reframe any future difficulties as an opportunity to try out new 

strategies or refine older ones. Further description of the content and process of these 

procedures may be found in Miller and Rollnick (1991) and Sobell and Sobell (1993). 
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Given the communication deficits identified in Study 1, relationship 

education was focused primarily on training couples in communication and problem 

solving skills, with particular emphasis on increasing positive listening and 

decreasing negative speaking and withdrawal. The program also included promotion 

of positive couple behaviour exchange, increasing enjoyable couple activities, sexual 

intimacy, and relapse prevention. The content and process of these procedures were 

based on those from Aussie PREP and are described in detail in Halford and Behrens 

(1996). Couples also received a copy of Montgomery and Evan’s (1983) Living and 

Loving Together, which provides an easily-read guide to a cognitive-behavioural 

perspective on couple relationships. Couples were requested to read specific chapters 

between sessions. The key role of the educator was to provide skills training in the 

areas described above, to shape and refine couples’ skills using modeling, rehearsal 

and feedback, and to act as a facilitator for independent problem solving. As the 

program adopted a self-regulation philosophy, partners were also encouraged to 

identify deficits in their own behaviour, to select goals for changing their own 

behaviour, and to monitor and evaluate their progress.  

As is common in skill-based relationship education (e.g., Markman et al., 

1994) and brief alcohol interventions (e.g., Sobell & Sobell, 1993), homework tasks 

formed an integral part of the CARE program. Homework tasks were designed to 

encourage active participation, to ensure couples practiced new skills, and to facilitate 

generalisation of new behaviors to the home setting. For example, couples were asked 

to have a 10-minute discussion at home practicing their communication skills. The 

conversation was audio-taped by the couple, and the tape was reviewed by the 

educator and the couple in the next session. 

Control Program. The control program was designed to cover the same 

relationship topic areas as CARE without providing specific relationship skills 
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training. There was no information provided on alcohol use, nor any specific 

interventions to promote safe drinking. The control program was a self-directed five-

week program consisting of an initial orientation session and four weekly mailings. 

The core elements of the control program are summarised in Table 4.2.  

Weekly mailings included readings and exercises from Montgomery and 

Evan’s (1983) Living and Loving Together, which couples were provided with 

during the orientation session. The suggested exercises in the weekly mailings did 

refer to specific relationship skills, but there was no specific training provided in the 

acquisition or application of these skills. Couples in the control condition were given 

no specific advice or skills training by the leader. 

Therapists. The CARE and control programs were administered by three 

therapists, each of whom was a masters level clinical psychologist with post-graduate 

qualifications in clinical psychology. All therapists had extensive training in the 

procedures required for each program. Written manuals were provided for each 

program. Each manual described the administrative and educational tasks to be 

completed for each week. The programs were delivered in a clinically flexible 

manner, rather than following a rigid experimental procedure. That is, while all 

elements of the program were covered for each couple, the emphasis and pacing of 

the content was varied according to the couples understanding and mastery of 

content. Weekly meetings were held between therapists, project assistants and the 

project supervisor to monitor adherence to program protocol, and to monitor the 

progress of each couple. 

Procedure 

Couples who presented in response to the outreach were assessed across two 

sessions. The initial assessment session ran for approximately one-and-a-half hours. 

This session commenced with explaining the aims of the study, and seeking informed 
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Table 4.2 

Content of the Control Program 

Week Number 	 Components 

One 	 (Orientation) Identification of relationship competencies, and 

development of specific strategy for completing the self-

directed program. 

Two 	 (Readings and Exercises from book)  Myths and Facts about 

Relationships, Communicating Better. 

Three 	 (Readings and Exercises from book) Making Relationships 

More Rewarding - Coupling, Improving Your Sexual 

Relationship. 

Four 	 (Readings and Exercises from book)  Solving Problems in 

Relationships, Changing How You Behave. 

Five 	 (Readings and Exercises from book) Fight Control Skills, & 

Review of Program. 
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consent. Next, each partner was interviewed individually and completed a set of 

questionnaires. The semi-structured individual interviews asked the partners about 

their relationship (positive and negative relationship aspects, and any desired 

behaviour changes), the history and development of their relationship, their alcohol 

intake (amount consumed, onset and pattern of alcohol intake, alcohol 

counselling/treatment history), and their goals in participating in the program. 

Partners also were asked about their parents’ relationship, including the parents’ 

marital status (together/separated/divorced). 

Couples completed one of the two communication tasks of problem solving 

or positive reminiscence. The order of completion of communication tasks was 

counterbalanced to control for order effects. Following the interaction, each partner 

completed a thought-listing form listing all cognitions each person could recall 

having during the previous interaction. The couple was debriefed on the 

communication task and provided with set of self-report measures to complete during 

the next week. 

In the second session the self-report measures were collected from the 

partners and checked. The couple completed the second communication task, and 

again completed the thought-listing procedure. Couples were then advised of the 

intervention condition to which they had been assigned. After completion of either 

CARE or the control program couples again attended two assessment sessions. These 

assessment sessions involved completion of self-report measures and the 

communication tasks. A mail out of self-report measures was conducted six months 

after completion of the programs.  
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Results 

Overview of Data Analyses 

After completing the assessment, 37 couples were randomly allocated to one 

of two relationship education programs, giving 18 at-risk drinking couples who 

participated in the control program, and 19 at-risk drinking couples who participated 

in the CARE program. As in most projects of this nature, some of the couples who 

began the programs dropped out. Ten couples (28% of the total sample) dropped out 

of their program; five from the self-directed condition; and five from the CARE 

condition. Twenty-seven who completed the program provided post-program 

assessment data, all 27 of these couples also provided 6-month follow-up data. Four 

couples declined to attend the post-program assessment sessions for assessing 

communication, and provided only the self-report measures. Therefore there are only 

23 couples with communication data. 

Of the 18 couples allocated to the control program, six couples included a 

male hazardous drinker only, six couples included a female hazardous drinker only, 

and in six couples both partners’ were hazardous drinkers. Of the 19 couples in 

CARE, eight couples included a male hazardous drinker, four couples included a 

female hazardous drinker, and in seven couples both partners’ were hazardous 

drinkers. Four 2 X 2 Chi-square analyses were conducted to test for an association 

between allocation to group (control or CARE) and male parental divorce (yes or 

no), male parental violence (yes or no), female parental divorce (yes or no), and 

female parental violence (yes or no). No significant associations were found between 

allocation to group with either male exposure to parental divorce, χ 2 (1, N = 37) = 

.01 p = .92, male exposure to parental violence, χ 2 (1, N = 37) = .25 p = .62, female 
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exposure to parental divorce, χ 2 (1, N = 37) = 2.56 p = .11, or female exposure to 

parental violence, χ 2 (1, N = 37) = .23 p = .63. 

Table 4.3 is a presentation of the correlations between key self-report 

measures of relationship status and satisfaction (DAS and RSI), aggression assessed 

on the CTS and alcohol consumption (AUDIT) at pre-program. As can be seen from 

Table 4.3, there were a number of statistically significant correlations between 

measures. Specifically, correlations between partners on all measures except for the 

AUDIT were significant. Secondly, AUDIT scores were significantly correlated with 

very few measures, except for a low negative correlation between male AUDIT 

scores and female DAS scores, and female AUDIT scores and male reports of 

physical aggression by partner and self. Thirdly, nearly all sub-scales of the CTS 

showed moderate to high correlations for both men and women. 

Table 4.4 is a presentation of the correlations between the key 

communication skill variables observed in the study. As can be seen from Table 4.4, 

there were a number of statistically significant correlations between the males’ and 

females’ behaviour. In particular, for the problem solving and positive reminiscence 

tasks, there were some moderate to high correlations between men and women on 

negative speaking and listening behaviours. For the positive reminiscence task, there 

were also moderate correlations between men and women on positive speaking and 

listening behaviours. This suggests there was a moderate level of interdependence 

between each partner’s behaviour. Each partner’s behaviour was treated as a repeated 

measure of the couple, to allow for this interdependence (Kraemer & Jacklin, 1979). 

Table 4.4 also shows that there were very few significant correlations between 

behaviours across the problem solving and positive reminiscence tasks for both men 

and women. As was found in Study 1, this shows that the positive reminiscence task 

was measuring something different from the problem-solving task, and hence the 
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Table 4.3 

Correlations Between Self-Report Measures at Pre-Program 

Measures (a) (b) (c) (d) (e) (f) (g) 

(a)  DAS- Relationship satisfaction **.65 -.13 -.26 -.22 -.28 -.20 *-.38 

(b) RSI- Steps toward dissolution  -.30 *.44 .22 .18 .25 .01 .21 

(c) CTS - Threats by Partner -.20 .11 **.55 **.68 **.68 **.57 -.21 

(d) CTS – Threats by Self -.17 .26 **.53 **.51 **.68 *.41 -.18 

(e) CTS- Violence by Partner -.28 .15 **.63 *.42 **.84 **.81 .09 

(f) CTS - Violence by Self -.25 .01 *.35 .28 **.60 *.45 .13 

(g) AUDIT -.04 .03 .17 .10 *.33 *.33 .07 

Note: Male correlations are above diagonal, female correlations are below diagonal, correlations between male and female scores within a couple are underlined 

on the diagonal. * p < .05, ** p < .01. 
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Table 4.4 

Correlations Between the Male and Female Communication at Pre-Program 

Behaviour Positive Problem 
Reminiscence Solving 

 Positive Positive Negative Negative Positive Positive Negative Negative 
Speaker Listener Speaker Listener Speaker Listener Speaker Listener 

Positive  Reminiscence 
Positive Speaker *.44 **.57 .20 .20 .11 -.08 .16 *.34 

Positive Listener *.35 *.46 .02 .11 .18 .09 .04 -.17 

Negative Speaker .00 .18 .25 .17 .00 -.12 *.38 .18 

Negative Listener .15 .10 **.75 **.54 .28 .18 .24 .30 

Problem Solving 
Positive Speaker .00 -.05 .07 .21 .03 .22 .09 .20 

Positive Listener .32 .07 -.09 -.07 *.42 .28 -.16 *-.40 

Negative Speaker -.16 .01 .03 .07 **-.51 *-.40 .09 **.46 

Negative Listener .01 .21 .32 *.41 .17 -.04 **.60 **.70 

Note: Male correlations are above diagonal, female correlations are below diagonal,  correlations between male and female correlations in the same couple are 

underlined on the diagonal. *  p < .05. ** p < .01. 
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effects of the programs on communication during problem solving and positive 


reminiscence were analyzed separately. 


Effects on Couple Communication


 Problem Solving. Table 4.5 is a presentation of the means and standard 

deviations on communication measures at pre- and post- program. A three-way 

MANOVA of condition (CARE versus control) by time (pre- and post-program) by 

gender, with the latter two factors being within-subjects factors, was conducted on 

positive listening and positive speaking during problem solving. There was no 

significant effect of condition or gender, but there was a main effect of time, F (2,20) 

= 5.98 p < .01 and a significant interaction of time by condition F (2,20) = 6.10 p < 

.01. None of the remaining two or three-way interactions were significant. ANOVAs 

were conducted to assess the source of the significant multivariate effects. There 

were no significant main or interaction effects on positive speaking. As is evident 

from Table 4.5, positive speaking remained at high and stable rates over time in both 

CARE and control conditions. There was a significant main effect of time on positive 

listening, F(1,21) = 6.38 p < .05, and a condition by time interaction, F(1,21) = 12.07 

p < .01. As is evident from the means presented in Table 4.5, CARE couples 

increased positive listening whereas control couples did not, and this was a moderate 

to large effect size d = .64. 

A three-way MANOVA of condition (CARE versus control) by time (pre- 

and post-program) by gender, with the latter two factors being within-subjects 

factors, was conducted on negative speaking and negative listening during problem 

solving. There were no significant main effects of condition or time. There was a  

significant main effect of gender, F (2, 20) = 4.44, p < .05) a significant three-way 

interaction of time by gender by condition, F (2, 20) = 3.98 p < .05, and a trend for a 
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Table 4.5 

 Means and Standard Deviations (In Parentheses) of Communication Behaviours 

Condition 

Control  N = 10 CARE N = 13 

Male Female Male Female 

Communication behaviour Pre Post Pre Post Pre Post Pre Post 

Problem solving 

Positive speaking 93.0 (7.9) 82.3 (15.9) 85.5 (19.2) 86.1 (17.8) 82.9 (21.6) 85.0 (17.4) 88.6 (13.9) 87.3 (13.9) 

Positive listening 61.5 (18.1) 57.8 (20.8) 59.0 (16.6) 57.2 (18.1) 53.0 (18.4) 69.2 (21.3) 51.8 (22.3) 70.4 (15.1) 

Negative speaking 6.0 (9.9) 7.8 (7.5) 9.5 (12.6) 11.1 (9.4) 4.4(8.9) 2.3 (4.8) 24.0 (26.9) 3.8 (4.6) 

Negative listening 19.0 (18.1) 24.5 (16.9) 20.0 (23.6) 20.5 (16.4) 22.6 (17.2) 9.2 (8.9) 20.0 (13.0) 17.3 (20.3) 

Withdrawal 4.5 (10.1) 4.0 (6.1) 8.0 (9.2) 1.5 (3.4) 1.9 (4.8) 7.3 (12.2) 11.2 (21.9) 1.9 (3.8) 

Meshing Couple   Couple  

16.5 (14.9) 22.8 (19.5) 17.2 (26.9) 28.1 (22.2) 

Positive affect 40.0 (31.7) 28.3 (22.0) 46.5 (37.0) 41.7 (31.3) 28.7 (20.0) 25.0 (16.7) 33.1 (24.4) 33.1 (17.3) 
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Table 4.5 (cont’) 

Condition 

Control  N = 10 CARE N = 13 

Male Female Male Female 

Communication behaviour Pre Post Pre Post Pre Post Pre Post 

Positive Reminiscence 

Positive speaking 96.0 (3.9) 95.0 (3.3) 89.0 (13.7) 87.6 (13.6) 95.4 (5.4) 91.1 (12.4) 95.0 (10.4) 89.6 (9.1) 

Positive listening 67.5 (11.1) 65.6 (13.8) 73.0 (18.0) 70.5 (17.1) 74.6 (20.1) 64.4 (27.5) 71.3 (19.6) 72.2 (17.7) 

Negative speaking 0.5 (1.6) 0.5 (1.6) 0.5 (1.6) 3.5 (3.4) 1.9 (5.8) 4.4 (8.9) 4.2 (7.0) 5.4 (8.9) 

Negative listening 6.0 (8.4) 8.8 (9.1) 10.5 (21.2) 13.1 (13.8) 12.1 (14.8) 14.5 (13.7) 16.2 (21.2) 11.8 (12.7) 

Withdrawal 7.5 (13.9) 11.1 (12.6) 11.0 (19.6) 10.9 (15.4) 5.8 (14.4) 2.8 (7.2) 2.9 (5.8) 2.8 (7.2) 

Meshing Couple   Couple  

65.0 (22.5) 59.2 (22.4) 67.9 (17.1) 57.1 (29.8) 

Positive affect 60.5 (22.0) 54.9 (24.6) 72.5 (11.8) 61.6 (24.5) 62.1 (22.6) 51.8 (23.6) 72.1 (23.8) 69.7 (21.8) 
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time by condition interaction, F (2,20) = 2.91 p = .08. None of the remaining 

interaction terms were significant. ANOVAs were conducted to assess the source of 

the significant multivariate effects. Negative speaking was overall higher in women 

than men, F(1,21) = 7.02 p < .05. There was a significant condition by time 

interaction, F(1,21) = 5.87 p < .05, and a trend for a condition by gender by time 

interaction, F(1,21) = 3.17 p = .07. As is evident in Table 4.5, negative speaking was 

at a low rate pre-program, and that rate increased somewhat in the control couples to 

post-program. In contrast, the CARE couples’ negative speaking showed a large 

effect size decrease over time, d = .75. Negative listening had a significant three-way 

interaction of time by gender by condition, F (1, 21) = 7.74 p < .05, and a trend for a 

condition by time interaction, F(1,21) = 3.31 p =.08. The main effect of gender was 

not significant. Negative listening showed a large decrease in the men in CARE, d = 

.91. 

A three way ANOVA of condition (CARE versus control) by time (pre- and 

post-program) by gender, with the latter two factors being within-subjects factors, 

was conducted on withdrawal during problem solving. None of the main effects were 

significant. The only significant interaction was between time and gender, F(1,21) = 

5.38 p < .05. Withdrawal tended to decrease for women, and increase for men, over 

time in both CARE and control conditions.  

A three way ANOVA of condition (CARE versus control) by time (pre- and 

post-program) by gender, with the latter two factors being within-subjects factors, 

was conducted on positive affect during problem solving. Women had more positive 

affect (M = 38.6, SD = 5.3) than men (M = 30.5, SD = 4.2), F (1,21) = 4.72 p < .05. 

The main effects of condition and time were not significant, and nor were any of the 

two- or three-way interactions. 
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A two-way ANOVA of condition (CARE versus control) by time (pre- and 

post-program), with the latter factor being a within-subjects factor, was conducted on 

meshing during problem solving. None of the main or interaction effects were 

significant. Meshing during problem solving was at a low rate (M = 16.9 SD = 22.1) 

at pre-program across the two conditions, and changed little to post-program (M = 

25.8, SD = 20.8). Overall the results support Hypothesis 1. Relative to couples 

receiving the control program, couples receiving CARE increased positive listening, 

and decreased negative listening and speaking.  

 Positive Reminiscence. A three-way MANOVA of condition (CARE versus 

control) by time (pre- and post-program) by gender, with the latter two factors being 

within-subjects factors, was conducted on positive listening and positive speaking 

during positive reminiscence. There were no significant main or interaction effects 

found. As is evident in Table 4.5, rates of positive speaking were very high, and 

remained high regardless of condition. Positive listening also occurred at a high rate, 

and there was stability of this high rate across time and conditions.  

A three-way MANOVA of condition (CARE versus control) by time (pre- 

and post-program) by gender, with the latter two factors being within-subjects 

factors, was conducted on negative speaking and negative listening during positive 

reminiscence. There was a main effect of gender, F(2,19) = 5.24 p < .05. There were 

no main effects of condition or time, nor were any interaction terms significant. 

ANOVAS were conducted to establish the source of the multivariate gender effect. 

Women did significantly more negative speaking than men, F(1,19) = 8.88 p < .01, 

but there was no gender effect on negative listening. As is evident from Table 4.5, 

negative speaking and listening both occurred at very low rates during positive 

reminiscence.   
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A similar pattern of results was obtained in a three-way ANOVA of condition 

(CARE versus control) by time (pre- and post-program) by gender, with the latter 

two factors being within-subjects factors, on withdrawal during positive 

reminiscence. There were no significant main or interaction effects. As is evident 

from the means, there were very low rates of withdrawal during positive 

reminiscence.  

Again, a similar pattern of results was obtained in a three-way ANOVA of 

condition (CARE versus control) by time (pre- and post-program) by gender, with 

the latter two factors being within-subjects factors, on positive affect during positive 

reminiscence. Women displayed more positive affect (M = 69.0, SD = 4.0) than men 

(M = 57.3, SD = 4.0), F (1,20) = 6.62 p < .05, but there were no significant main 

effects of time or condition, nor were there any significant two or three-way 

interactions. As is evident from the means, rates of positive affect were high, and 

remained high over time. Finally, a two-way ANOVA of condition (CARE versus 

control) by time (pre- and post-program), with the latter factor being a within-subject 

factor, on meshing had no significant main or interaction effects. Rates of meshing 

were high for all couples during positive reminiscence, and there was no evidence of 

an intervention effect. 

Overall the results do not support Hypothesis 2. Couples showed little change 

in their communication during positive reminiscence over time. The couples 

receiving the control program versus those couples receiving CARE showed no 

statistically reliable differences in communication after the programs.  

Effects on Alcohol Consumption 

Table 4.6 presents the means and standard deviations on self-report measures 

of alcohol consumption at pre- and post- program, and at six-month follow-up. Some 

couples had one, and some couples had two, at-risk drinkers at pre-program. The 
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Table 4.6 

Mean and Standard Deviations (in Parentheses) of Standard Drinks Consumed by 

Index Partner 

Time Control CARE 

N = 14 N = 15 

Pre 28.0 (16.9) 31.3 (23.1) 

Post 22.4 (15.7) 20.0 (13.4) 

F/U 22.3 (15.4) 16.4 (13.3) 
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effects of the program on low-risk drinking partners were not analysed further given 

that there was a floor effect and the drinking of these individuals was not a target of 

intervention. The drinking of the at-risk partner, or the higher drinking partner at pre

program was selected for couples in which both partners drank at high-risk levels, 

and that person was used as the index partner to evaluate the effects of the program. 

The first three questions of the AUDIT (Domain 1) were used to estimate mean 

weekly consumption in standard drinks for the index partner at each time point. 

These first three items focus on the number of days of drinking per week, the number 

of drinks typically consumed per day, and the maximum number of drinks consumed 

per day. A two-way ANOVA of condition (control versus CARE) by time (pre- and  

post-program, and 6-month follow-up) was conducted, with repeated measures on 

the time factor, on the AUDIT scores of the highest drinking partner at pre-program.  

There was no main effect of condition, but there was a significant decrease of 

drinking over time, F (2,27) = 8.92 p < .01. The condition by time interaction was 

not significant. As is evident in Table 4.6, mean weekly alcohol consumption for the 

index partner fell from pre-program to 6-month follow-up by 6 standard drinks per 

week for the control condition, and by 15 standard drinks per week for the CARE 

program. These changes represent a 20% and 48% reduction in pre-program drinking 

rates respectively. It is evident that the variability in drinking was substantial within 

cells, and this combined with modest number of participants, reduces the power of 

the design to detect differential intervention effects across the programs.  

To evaluate the clinical significance of the reductions in drinking obtained, 

the number of partners who had changed from at-risk drinking to low-risk drinking 

as assessed on the AUDIT was examined. In total, 31 partners in the 27 couples 

assessed at 6-month follow-up met criteria for at-risk drinking at pre-program (14 

women and 17 men). At 6-month follow-up 11 partners (4 women and 7 men) had 
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changed to low-risk drinking. This represents a change to low-risk drinking status for 

35% of partners (29% of women, and 41% of men).  

The results do not support Hypothesis 3. There was a large reduction in 

alcohol consumption in the at-risk drinkers receiving CARE. However, there also 

was a reduction in at-risk drinking partners in the control condition.  

Effects on Relationship Satisfaction and Stability 

The effects of CARE on couple relationship satisfaction assessed on the 

DAS, was analyzed in a three-way ANOVA of condition (control versus CARE) by 

time (pre-, and post-program, and 6-month follow-up), by gender, with the latter two 

being within-subject factors. Table 4.7 presents the means and standard deviations of 

the self-report measures relating to relationship outcome. There were no significant 

main effects of condition, time or gender, and nor were any of the two or three-way 

interactions significant. As is evident in Table 4.7, relationship satisfaction was high 

across all couples, and there was no evidence of change over time.  

The effects of CARE on consideration of relationship separation assessed on 

the RSI, was analyzed in a three-way ANOVA of condition (control versus CARE) 

by time (pre-, and post-program, and 6-month follow-up), by gender, with the latter 

two being within-subject factors. There were no main effects of condition, time or 

gender, but there was a significant condition by time interaction, F(2,50) = 3.12 p < 

.05. Mean RSI scores collapsed across gender were stable from pre- program (M = 

1.23 SD = .47) to post-program (M = 1.19 SD = .40), but then increased to 6-month 

follow-up (M = 2.35, SD = .72) in the control condition. In contrast, in CARE the 

mean RSI scores decreased from pre- (M = 2.57 SD = .46) to post -program  (M = 

1.68 SD = .38), and then were stable to 6-month follow-up (M = 1.75 SD = .69). 

Thus, participating in CARE was associated with a large effect size, d = .83, increase 
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Table 4.7 

Mean Relationship Satisfaction and Stability by Control or CARE Index Partner Over Time 

Dependent Variable Time Control  N = 12 CARE N = 14 

Male Female Male Female 

Dyadic Adjustment Scale 

(DAS) 

Pre 

Post 

118.4 (10.2) 

119.1 (11.8) 

116.6 (10.9) 

119.6 (10.1) 

115.9 (8.5) 

116.1 (11.1) 

116.6 (11.6) 

119.4 (12.3) 

Relationship Status Inventory 

(RSI) 

F/U 

Pre 

Post 

117.5 (13.6) 

1.1 (1.6) 

.64 (.81) 

117.1 (11.9) 

1.76 (1.64) 

1.5 (1.8) 

115.0 (12.7) 

2.7 (1.9) 

1.8 (2.2) 

117.5 (13.4) 

2.8 (2.5) 

1.5 (1.5) 

F/U 2.6 (3.2) 2.4 (3.2) 2.1 (1.9) 1.8 (2.1) 
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in commitment to remaining in the relationship, as reflected in less active 

consideration of separation. 

The results partially support Hypothesis 4. As expected, relationship 

satisfaction was high in all couples across the 6-month follow-up period, and 

attending CARE did not change short-term relationship satisfaction. However, 

reduced consideration of separation was evident as result of undertaking CARE.  

Attrition 

As indicated above, there was no significant difference in attrition between 

the CARE and control conditions. Therefore, differential drop out from intervention 

conditions cannot explain the observed intervention effects. However, it is still 

possible that attrition may limit the generalisability of the findings. Couples who 

completed the pre-program assessment but failed to complete the program to which 

they were assigned (“drop outs”) were compared with couples who completed either 

program. Male drop-outs were compared with completing males, and female drop

outs were compared with completing females, on a series of t-tests for independent 

samples. These t-tests were conducted on pre-program scores on the DAS, RSI, 

reported threats of aggression by one’s self or partner on the CTS, reported 

aggression by one’s self or partner on the CTS, and the AUDIT. No significant 

differences were found between the men and women of couples who did and did not 

complete the program on any of the above measures. 

Discussion 

Hypothesis one, that couples receiving CARE would improve communication 

during problem solving was supported. Hypothesis two, that couples receiving 

CARE would improve communication during positive reminiscence was not 

supported. The third hypothesis that CARE couples would reduce alcohol 

consumption compared to control couples was not supported. Both CARE and 
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control couples reduced alcohol consumption to approximately the same extent from 

pre- to post-program, and these reductions were maintained to follow-up. Finally, the 

hypothesis examining the relationship between CARE and short-term improvement 

in relationship functioning was partially supported. Relationship satisfaction was 

high initially, as might be expected in early stage relationships, and remained high in 

both control and CARE couples. However, CARE increased relationship stability, as 

reflected in reductions in consideration of relationship separation.  

Effects on Communication 

The current research replicates and extends previous research on the effects of 

relationship education on couple communication. CARE increased positive listening 

and decreased negative listening during problem solving, which replicates previous 

research showing relationship education improves couple communication during 

problem solving (e.g., Hahlweg et al., 1998; Markman et al., 1988; Renick et al., 

1992; Ridley et al., 1982; Stanley et al., 1995). The current study extends previous 

research by showing that positive changes in communication can be obtained in couples 

who are at high-risk for relationship problems, based upon at least one partner drinking 

alcohol at hazardous levels. It is the first study to examine the effects of relationship 

education within such a group. 

The reductions in negative communication observed in the current study need to 

be put in the context of the initial base rates of negativity. Negative communication in 

the hazardous drinkers before CARE was elevated relative to couples without 

hazardous drinkers, as was shown in Study 1. However, these base rates of negativity 

are substantially lower in the current sample of hazardous drinkers than observed in 

couples with long-standing marital and alcohol problems (Kelly et al., 2002).  

Contrary to predictions, CARE did not produce changes in communication during 

positive reminiscence. Before relationship education the mean rate of positive speaking 
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during positive reminiscence was very high (approximately 90 % of all intervals had 

positive speaking), and the mean rates of negative speaking (5% or less of intervals) and 

negative listening (approximately 10% of intervals) were very low. Positive listening 

and positive affect also occurred at high rates before relationship education (means of 

approximately 70 and 65% of intervals respectively), and these rates are similar to the 

rates of positive listening and positive affect evident in long-term maritally satisfied 

couples (Osgarby, 1998). Thus, there was little chance of increasing positive 

communication, or decreasing negative communication, during positive reminiscence.  

Positive communication during positive reminiscence may not predict risk for 

future relationship problems. There were almost universally high pre-relationship 

education rates of positive communication during positive reminiscence in the current 

sample of couples. These couples all included at least one partner with at-risk drinking, 

and were regarded as high-risk for future relationship problems. In Study 1 deficits in 

problem solving communication were observed in at risk drinking couples, showing 

they did have identifiable deficits in communication. Negative communication during 

positive reminiscence has been shown to be associated with relationship dissatisfaction 

(Osgarby, 1998). However, such negative communication may develop as relationship 

distress develops, rather than deficits in positive reminiscence communication being a 

predictor of future relationship problems. This possibility is consistent with the 

argument by Markman et al. (1994) that deficits in negative affect regulation and 

conflict management are crucial in the onset of relationship problems. They argue that 

positive aspects of relationships develop the couple’s positive feelings and 

commitment, and inability to negotiate conflict erodes those positive feelings over time.   

Effects on Alcohol Consumption 

Both CARE and the control conditions were associated with reductions in 

alcohol consumption by the hazardous drinkers across the course of the program and 
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follow-up periods, with a mean reduction at 6-month follow-up of over 30% in 

consumption relative to pre-program assessment. However, contrary to predictions, 

CARE was not significantly more effective than the control condition in reducing 

hazardous alcohol consumption. This lack of differences between the groups was 

surprising. CARE incorporated procedures such as motivational interviewing, 

education about safe drinking, goal setting, and coping with urges to drink 

excessively, which have been shown to reduce hazardous drinking (Duckert et al., 

1992: Robertson et al., 1986: Sanchez-Craig et al., 1991).  

There are several possible explanations for the lack of differences between 

CARE and the control in the current study. First, the small sample size provided low 

power to detect differential effects. CARE was associated with more than double the 

reduction in drinking at follow-up relative to baseline (48% reduction) than the 

reduction evident in the control condition (20% reduction), and the trend reflects a 

small effect size of d = .38. A small effect like this requires a sample size of 174 in 

order to provide power of .8 at p < .05. Second, the control condition included some 

elements of brief alcohol interventions that may have obscured some of the effects of 

CARE. Specifically, as part of assessment in both the CARE and control conditions 

participants were interviewed about their own and their partner’s alcohol 

consumption, and the consequences of that alcohol consumption. This style of 

questioning is included as part of the process of motivational interviewing (Miller & 

Rollnick, 1991). Participants also self-monitored their alcohol consumption. 

Motivational interviewing and self-monitoring are important elements of brief 

alcohol interventions (Sobell & Sobell, 1993). Inclusion of these assessments in both 

conditions was believed necessary to screen for people with severe alcohol problems, 

but this may have lead to overlap in the content of the CARE and control conditions 

that obscured the effects of CARE on alcohol consumption. It also implies that 
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assessment of alcohol consumption and cueing couples to the risks of hazardous 

drinking were enough to promote drinking reduction in at least some people.  

Effects on Relationship Satisfaction and Stability 

Before relationship education couples had high relationship satisfaction and 

as expected, couples in both CARE and control sustained high relationship 

satisfaction over the 6-month follow-up period. Short-term increases were not found 

in relationship satisfaction associated with completion of CARE. Other research has 

shown that the major benefit of skill-based relationship education is the prevention of 

erosion of relationship satisfaction, and that such benefits only become evident three- 

or four-years after relationship education (Hahlweg et al., 1998; Halford et al., 2001; 

Markman et al., 1993). 

There was evidence of a short-term benefit of CARE in reducing active 

consideration of separation. Specifically, at 6-month follow-up control couples were 

reporting considering more steps toward separation than were CARE couples. It is 

intriguing that there was an effect of CARE in reducing consideration of separation 

in the absence of an effect of CARE on relationship satisfaction. Consideration of 

relationship dissolution has been argued to follow a period of declining relationship 

satisfaction (Gottman, 1993). However, in newlywed couples the predictors of 

declining relationship satisfaction and separation are somewhat different (e.g., Rogge 

& Bradbury, 1999). For example, relationship aggression in the early years of 

marriage predicts separation independent of relationship satisfaction (Rogge & 

Bradbury, 1999). 

The mechanism by which CARE reduced consideration of steps toward 

dissolution is unclear, but one possibility is through an impact on relationship 

aggression although aggression as a repeated measure was not documented.  
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Relationship aggression often escalates in the early years of committed relationships 

(Capaldi & Crosby, 1997; O’Leary et al., 1989; O’Leary et al., 1994). CARE helped 

hazardous drinking couples develop more effective problem solving communication, 

and there was a reduction in at-risk drinking. These changes may have reduced 

relationship aggression, as such aggression is known to be associated with both 

deficits in problem solving communication (Halford et al., 2000a; Mihalic & Elliot, 

1997), and heavy alcohol consumption (McLaughlin, Leonard, & Senchak, 1992).  

Relationship Education for High-Risk Couples 

While assessment and self-monitoring may be enough to shift hazardous 

drinking, the more intensive approach to relationship education appears to be 

necessary for any meaningful impact on communication skills for this high-risk 

group. Although the reading material provided to the control couples covered similar 

areas as in CARE, the self-directed control program had no significant impact on 

communication skills. The major difference between the control and CARE 

conditions was the provision of skills-training by a therapist. As reviewed in Chapter 

1, skills-based relationship education programs are superior to control conditions in 

enhancing couple communication and conflict management (e.g., Hahlweg et al., 

1998; Markman et al., 1988; Renick et al., 1992; Ridley et al., 1982). A key role of 

the therapist was to provide skills training in the core elements of CARE (see Table 

4.1), through modeling, behavioural rehearsal and feedback, and to facilitate 

independent problem solving and self-evaluation (see Chapter 4, Method). There 

may have also been some non-specific benefits of a therapeutic alliance with the 

couple, in terms of increased trust and validation of concerns raised. Thus, it appears 

that the role of the therapist (or educator) was crucial in facilitating acquisition of 

communication skills in the current sample of high-risk couples. 
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Relationship education programs may be most effective when targeted  

selectively to couples at high-risk for relationship problems. Typically relationship 

education is offered universally to couples entering committed relationships on the 

assumption that all couples potentially may benefit (Halford, 1999). However, in 

most Western countries the majority of couples remain with their marital partners all 

their lives and report a mutually satisfying relationship (Halford, 1999). Given that, it 

is questionable if low-risk couples benefit from relationship education. The recent 

study by Halford et al., (2001) found that only high-risk couples (who were defined 

as high-risk on the basis of negative family or origin experiences) benefited in the 

long term from skill-based relationship education. Low-risk couples had good 

relationship outcomes whether or not they received relationship education.  

The current study adds to the literature on the effects of skill-based 

relationship education for high-risk couples. CARE was found to produce immediate 

improvements in couple problem solving communication, which was consistent with 

previous research that high-risk couples can improve deficits in their communication 

with brief skill-based relationship education (Halford et al., 2001). Moreover, 

reductions in the risk of relationship dissolution were detected in the current study 

just six-months after relationship education.  

In the current study high-risk was defined as hazardous level drinking. It is 

important to note that couples showed high levels of relationship satisfaction, so they 

were not having relationship distress at the time of recruitment. High-risk refers to 

the chance of future relationship problems. Given the extensive literature on 

predictors of relationship problems (e.g. Karney & Bradbury, 1995), it is possible to 

define high-risk couples, and hazardous drinking should be one element of that 

definition. 
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Overall, CARE resulted in reductions in hazardous alcohol consumption as 

well as improvements in communication and relationship stability. As noted in  

Chapter 2, the link between alcohol abuse and relationship problems is complex. 

However once present, both alcohol and relationship problems seem likely to 

exacerbate each other. By successfully targeting both hazardous alcohol consumption 

and communication deficits, it could be argued that CARE has altered risk for future 

development of problems in both of these areas. 

Future Research 

The current study suggests several lines of future research. First, as this is the 

first study on relationship education with hazardous drinking couples, replication of 

the current study is needed. In future research it is desirable to use a larger sample 

size than in the current study, to give better power to detect the possible effects of 

CARE on alcohol. Also, the duration of follow-up within the current study of 6

months needs to be extended to evaluate the long-term effects of CARE. Finally, it 

would be useful to assess the effects of CARE on other outcome variables, such as 

sexual intimacy or relationship aggression. In particular, assessing the effects of 

CARE on relationship aggression could help to establish if reduction in aggression 

mediates reduced consideration of relationship dissolution.  

One major difficulty in the conduct of this study was the recruitment and 

retention of couples in which there was a hazardous drinker. The research group of 

Halford and colleagues has recruited large numbers of volunteer couples for 

evaluation of relationship education, including couples who are high-risk for 

relationship problems (e.g., Halford et al., 2001). The recruitment of hazardous 

drinking couples for the current research was slow relative to previous experience. 

However, anecdotally some at-risk drinking couples were resistant to a focus on their 
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alcohol consumption, and it is possible that resistance discouraged at-risk-drinking 

couples from presenting. 

Of the 37 at-risk drinking couples recruited for the current study, 28% (10 

couples) dropped out during relationship education. Previous research had drop out 

rates of 10 to 15% of couples from a similar relationship education program (Halford 

et al., (2001). However, it appeared that sustaining engagement of the at-risk-

drinking couples in relationship education was more difficult than sustaining 

engagement of other high-risk couples. Major reasons given for drop out were time 

pressure, lack of interest by one partner (usually the male), and two couples 

separated during the program. Anecdotally, it is possible that some of these 

participants saw little point in attending an alcohol focused relationship education 

program when they perceived there to be nothing wrong with their relationship, nor 

their alcohol intake. Some may have felt threatened by the focus on alcohol. 

Nevertheless, it is noted that attrition rates in the current study are similar to those 

reported in studies providing brief intervention to problem drinkers (e.g., Kavanagh 

et al., 1999). The development and evaluation of strategies to enhance sustained 

engagement of at-risk-drinking couples in relationship education programs needs 

attention. 

Conclusions 

Based on the notion that communication deficits place couples at risk for both 

relationship and alcohol problems, a CARE program developed to enhance 

relationship communication and promote safe drinking was designed and evaluated. 

The short-term effects of the CARE program were encouraging, CARE was 

associated with enhanced relationship communication and decreased consideration of 

relationship dissolution. Furthermore, a significant reduction in alcohol consumption 
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was also found for CARE couples, although the reductions were not significantly 

different from that of the control couples. 
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Chapter 5: Conclusions 

In this thesis, a program of research on the early relationships of hazardous 

drinking couples was conducted. In Study 1, clear deficits in communication skills 

were found in couples with a male hazardous drinker. Couples with a male hazardous 

drinker did little positive listening and had high levels of negative speaking and 

withdrawing. The women in these couples reported high negative affect during 

communication. There also was a trend for more reported couple violence in male at-

risk drinking couples than in low-risk drinking couples. Similarly, female at-risk-

drinkers reported more negative affect, and there was a trend for more reported 

violence in these couples than low-risk drinking couples. In Study 2, a randomised 

controlled trial was conducted of a brief behavioural intervention combining 

relationship education and strategies for reducing alcohol consumption. Both 

communication and drinking behaviour improved in couples receiving the 

Controlling Alcohol and Relationship Enhancement (CARE) program. CARE 

increased relationship stability at six-month follow-up. While control couples also 

reduced their alcohol consumption, there were no significant changes in 

communication skills over the follow-up period. 

Study 1 is the first I am aware of to show that there are observable deficits in 

communication in the early relationships of hazardous drinkers. The results indicate 

that couples with a problem-drinking male spouse have deficits in communication 

early in their relationships, despite reports of high relationship satisfaction. Previous 

research showed deficits in communication of couples with long-established alcohol 

and relationship problems (e.g., Haber & Jacob, 1997; Jacob & Krahn, 1988; Murphy 

& O’Farrell, 1997). Study 1 extends these previous findings by showing that 

communication deficits were evident early in alcohol-affected relationships, and 

evident during both positive reminiscence and problem solving.  
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The current finding that communication deficits were observed during 

positive reminiscence highlights that communication deficits extend beyond just 

conflict management. Couples with established relationship problems also have 

deficits in positive reminiscence (Osgarby, 1998). Furthermore, the nature of the 

deficits in positive reminiscence seem distinctive from those observed in problem 

solving. In the current study and in Osgarby (1998) it was found that deficits in 

meshing (which is defined as reciprocation of positive affect) were lacking in at-risk 

and distressed couples, but these were only evident during positive reminiscence. 

Moreover, it has been found that deficits in particular positive communication, such 

as poor communication of support, predict deterioration in relationship satisfaction 

beyond the variance accounted for by deficits in conflict management (Pasch & 

Bradbury, 1998). This suggests the use of assessment of positive communication is 

necessary in future research to provide a more comprehensive assessment of couple 

communication. 

Deficits in communication skills in engaged and newly married couples are 

well-established predictors of relationship problems (Karney & Bradbury, 1995; 

Markman, 1981; Markman & Hahlweg, 1993; Noller et al., 1994). Therefore, 

identifying that such deficits exist in couples drinking at hazardous levels, suggests 

that poor communication may be a potentially important risk factor for future 

exacerbation of alcohol abuse and the development of relationship distress. The 

increase in reported steps towards relationship dissolution in the control group in 

Study 2, shows that the relationships of couples with a hazardous drinking partner 

were getting worse without intervention. 

Study 2 evaluated the effects of relationship education in couples with 

hazardous alcohol consumption. The current findings replicate previous research 

showing that couples can improve their communication with a brief skills-based 
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relationship education program (e.g., Hahlweg et al., 1998; Markman et al., 1988; 

Renick et al., 1992; Ridley et al., 1982). It extends existing research on the effects of 

relationship education on relationship outcomes. Previous research has found couples 

receiving a skills-based relationship education program experience less erosion of 

relationship satisfaction. However, these benefits generally do not become evident 

until at least three years after completing the program (Hahlweg et al., 1998; Halford 

et al., 2001; Markman et al., 1993). Differences in relationship satisfaction between 

CARE and controls were found on the reported steps toward relationship dissolution 

across the six-month follow-up period. As discussed in Chapter 4, this difference 

may be due to the impact of CARE on relationship aggression. A large proportion of 

CARE involved assisting couples in examining high-risk situations for conflict and 

developing more effective communication and conflict management strategies. Thus, 

the combination of reduced hazardous drinking and increased communication and 

conflict management skills may have decreased relationship aggression, thereby 

increasing relationship stability. It is also possible that couples with the added risk 

factor of alcohol consumption may show the benefits of an intervention more rapidly, 

particularly when compared to the deteriorating relationship stability of the controls. 

The findings of Study 2 are consistent with recent research suggesting skills-

based preparation programs are effective with couples at high-risk for relationship 

problems. Operationalising high-risk on the basis of negative family-of-origin 

experiences, Halford et al., (2001) found high-risk couples decreased negative 

communication from pre- to post-intervention in both relationship education and 

control conditions, with those receiving relationship education being better in their 

communication at 6-month follow-up. High-risk couples who received relationship 

education showed less decline in relationship satisfaction over four years than high-

risk control couples. The findings of Study 2 extend those of Halford et al., (2001) in 
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a number of ways. First, like the couples in the Halford study, high-risk couples also 

had poor communication initially. Second, CARE in Study 2 decreased negative 

communication behaviours and increased positive listening during problem solving, 

showing that relationship education can enhance positive communication in high-risk 

couples. Third, the findings of Study 2 show that a skills-based relationship 

education program is also effective with couples defined as high-risk on the basis of 

at least one partner drinking alcohol at hazardous levels. Combined with the findings 

of Halford et al, this provides support for the notion that high-risk couples can 

benefit from relationship education. 

The results of Study 2 also highlight the potential benefits of an adjunctive 

intervention in relationship education to reduce hazardous alcohol consumption. 

Given that interventions as brief as 10 minutes can be effective in reducing harmful 

levels of alcohol consumption (e.g., Scott & Anderson, 1990), the assessment and 

self-monitoring of alcohol use, which occurred in both CARE and control conditions, 

may be sufficient to promote drinking reduction in hazardous drinkers in the early 

stages of a relationship. This does not mean, however, that the alcohol consumption 

reduction components in CARE were unnecessary. CARE was associated with over 

double the reduction in drinking from baseline to follow-up compared to the control 

condition (see Chapter 4, discussion), and the lack of differential effects was due to 

lack of experimental power. Furthermore, while very brief interventions are effective 

in reducing alcohol consumption in the short-term, their long-term effectiveness 

particularly for couples with the potential complication of deficits in communication 

skills is unknown. Thus, a longer follow-up may reveal greater differences in alcohol 

consumption between CARE and control couples, particularly if the relationships of 

control couples become less stable and less satisfying over time. 
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 Addressing Risk Factors and Indicators in Relationship Education 

In the current research, the focus was on couples in which one or both 

partners consumed alcohol at hazardous levels. As reviewed in Chapter 1, there are 

many other variables that predict high-risk for future relationship distress (see 

Karney & Bradbury, 1995). Exposure to divorce in ones’ family of origin is 

associated with increased risk of divorce (Glenn & Kramer, 1987), as is entry into a 

second or subsequent marriage (Booth & Edwards, 1992), and present or past history 

of psychological disorder (Halford & Bouma, 1997). Stressful events associated with 

increased risk of relationship distress include, the transition to parenthood (Belsky & 

Pensky, 1988; Belsky & Rovine, 1990), unemployment (Thompson, 1997), and onset 

of severe physical illness (Schmaling & Sher, 1997). It is likely that identification of 

multiple risks, including alcohol misuse along with other stressors, as part of a risk 

profile will have even stronger utility. 

Routine screening of couples for the presence of aggression is important, 

given the high rates of reported violence found in the current sample. Marital 

aggression often occurs early in relationships (Leonard & Roberts, 1998a; O’Leary et 

al., 1989) and the risk of marital violence is even higher in couples with excessive 

alcohol use (Leonard & Quigley, 1999; Leonard & Senchak, 1996; Pan et al., 1994). 

Overall, reduction of violence and enhancement of positive, non-avoidant 

communication skills, and non-aggressive means of conflict management are 

important areas to address in relationship education, and in couples with at-risk 

drinking. 

The success of a combined controlling alcohol and relationship enhancement 

program suggests other combined approaches, which target couple’s risk profile, 

may be useful with other high-risk couples. For example, in addition to skills 

regarding management of drinking behaviour, combining supportive discussion and 
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information on the nature and management of depression with relationship 

enhancement may be used with couples in which one partner has a prior history of 

depression. Equally, combining relationship education and brief alcohol related 

intervention with parenting strategies (e.g., Nicholson, Halford, & Sanders, 1996), 

could also be applied to couples during the transition to parenthood. Future research 

efforts need to reflect a more sophisticated definition of risk with prevention 

programs that cater for a broader range of backgrounds and risk variables. 

The combination of general relationship education with other adjunctive 

interventions to address a couple’s risk profile has a range of challenges. One such 

challenge is the salience of the adjunctive intervention to the partners. This may be a 

particular problem for couples with hazardous alcohol consumption, especially in the 

early stages of the relationship when alcohol use may be associated with many 

positive experiences. Presenting couples with a clear rationale for the assessments of 

both individual and relationship functioning is recommended for increasing the 

salience of the adjunctive intervention for couples presenting with individual 

psychopathology and relationship problems (Halford & Bouma, 1997). Similarly, 

ensuring that the principles and procedures of motivational interviewing, such as 

examination of the risks and benefits of risky drinking (see Miller & Rollnick, 1991) 

are applied in both a relationship and personal context, could also increase the 

salience of the adjunctive intervention in presenting couples. 

To explore what the partners found useful about CARE, anecdotal 

information based on written feedback provided by couples at the end of the program 

was examined for each partner. Written feedback was provided by 12 out of the 14 

couples who completed CARE. Main strengths of the CARE program based on 

written couple feedback included, increased focus on the relationship (e.g., “It makes 

you really evaluate your relationship.” - female partner, couple 5), and the provision 
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of useful strategies for conflict management (e.g., “... the whole conflict resolution 

phase of the program will/has definitely saved us from future disasters.” - female 

partner, couple 4 and “They effectively address what are fundamentally simple 

problems but which create havoc in a relationship if they are not addressed.” - male 

partner, couple 8) and communication in general (e.g., “Useful and practical 

information ... for couples wanting to improve their communication...” - female 

partner, couple 6). At least one partner of every couple who provided feedback 

referred to either conflict management or communication techniques as being a 

major strength of the program. Only two male partners failed to make any specific 

reference to communication strategies, using instead terms such as “educational”, 

couple 7 and “program content”, couple 4, to refer to program strengths. 

Only one couple made specific mention of the alcohol component of CARE 

as being a program strength. Furthermore, few participants identified alcohol 

consumption as a problem prior to the program and perhaps motivation to complete 

some aspects of the program (such as regular monitoring of alcohol consumption 

throughout the program) was modest. Nevertheless, the alcohol components of 

CARE were accepted enough by couples to make a 48% reduction in drinking from 

baseline to follow-up. Furthermore, while few made mention of the alcohol 

component as a program strength, no one identified it as a weakness. It is also 

possible that communication and problem solving were considered as more 

important to the maintenance of a good relationship than alcohol consumption.  

In previous work, alcohol-focused couple interventions are typically delivered 

to couples with long-standing alcohol and relationship problems of clinical severity. 

While there is good evidence to suggest that alcohol-focused couple interventions 

can help (e.g., O’Farrell et al., 1985; O’Farrell & Murphy, 1995; Sisson & Azrin, 

1986), there are also limitations to their long-term effectiveness, particularly in 
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couples with long-established problems (Halford et al., 2001). Furthermore, many 

people who abuse alcohol are reluctant to accept treatment (Halford & Osgarby, 

1993; O’Farrell et al., 1986). The early stages of a couples’ relationship is a time 

when there is likely to be high motivation to work at maintaining a satisfying, long-

lasting union. Intervening with alcohol consumption at a time when couples are 

highly motivated to enhance their relationship, though perhaps less focused on their 

alcohol consumption, may have a greater impact on both alcohol consumption and 

relationship functioning, than intervening later when relationship and alcohol 

problems have become well entrenched. 

Limitations 

The program of research provides preliminary support for the presence of 

communication deficits in the early relationships of hazardous drinking couples, and 

the utility of a CARE intervention in enhancing relationship communication. 

Conceptual strengths of the research include the use of a high-risk group, a positive 

interaction task and a focus on prevention. Methodological strengths include the use 

of a self-directed control group, behavioural observations of couple interactions and 

a six-month follow-up. Nevertheless, interpretation of the results needs to be made in 

the light of several limitations. 

The cross-sectional nature of Study 1 does not allow for causal relationships 

between at-risk drinking and deficits in couple communication to be established (see 

Chapter 3 for further discussion of this issue). Observation of couple communication 

at six-month follow-up was not possible given the small number of couples in the 

control group willing to attend the centre for assessment of communication sessions. 

Therefore, the effectiveness of CARE in maintaining enhanced communication at 

six-months could not be determined. Determining the differential effects of CARE 
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versus control on reduction of drinking may have been obscured by the small sample 

size. 

A final limitation concerns the method of recruitment. Recruiting couples 

through advertisements does not deal with the issue of selection bias. Couples 

participating in the current CARE program may have been at less risk for 

relationship problems than couples who did not respond. While referring to alcohol 

consumption in the advertisements may have increased recruitment of  “high-risk” 

couples, it is still likely that self-selection factors favoured those couples who were 

more motivated to work at maintaining a happy relationship and establishing healthy 

drinking habits. Use of alternative recruitment methods, such as recruitment through 

marriage licence bureaus, could increase both participant numbers and the 

generalisability of findings. 

Implications for Theory 

A key assumption of the work reported in this thesis is that alcohol and 

relationship problems influence each other, and that the development of severe 

problems is a consequence of mutual exacerbation of lower level alcohol and 

relationship problems. A model of the relationship between alcohol consumption, 

couple communication, and relationship satisfaction and stability is presented in 

Figure 5.1. The model is based on Karney and Bradbury’s (1995) Vulnerability-

stress-adaptation model of marriage described in Chapter 1. The dotted lines 

represent the pathways supported by the current findings. 

Path A in this model represents the idea that deficits in communication and 

hazardous drinking impact on each other. Deficits in interpersonal communication 

predict problem drinking in adolescence (Block et al., 1988) and early adulthood 

(Capsi et al., 1996). Study 1 also found communication deficits in the early stage 

relationships of hazardous drinkers. Especially when drinking, clear evidence of 
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Figure 5.1.  A hypothesised model of the relationship between alcohol consumption, couple communication, and relationship outcomes. 
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deficits in communication skills has been found in couples with established drinking 

and relationship problems (e.g., Jacob et al., 1981). Couple communication can also 

influence alcohol consumption through the creation of stressful interactions that 

prompt further alcohol consumption. For example, research has found stressful 

couple interactions to precipitate relapse from abstinence (Maisto et al., 1988; 

O’Farrell, 1986), exacerbate problem drinking (Davis et al., 1974) and 

predict poor prognosis in alcohol treatment programs (Billings & Moos, 1983; 

Vannicelli et al., 1983). 

Problem drinking can also create stressful events, such as unemployment, 

embarrassing incidents, and financial or legal problems from drink-driving. Increases 

in alcohol consumption, even at low levels, are linked to increased risk of negative 

social consequences (Midanik et al., 1996). Foetal Alcohol Syndrome and traffic 

accidents are dramatic examples of how excessive alcohol use can impact on the 

health and well-being of offspring, partners and the community (Rehm et al., 1997). 

As discussed in Chapters 2 and 3, problem drinking is also associated with 

relationship stress. For example, failure to participate in family activities, 

embarrassment about a spouse’s behaviour while intoxicated, and sexual difficulties 

have all been reported as being major sources of stress for partners of men with 

alcohol dependence (e.g., Zweben, 1986). In turn, as with stressful couple 

interactions, these stressful events may also be responded to with increased alcohol 

consumption. Much evidence exists on coping with stress and increased drinking 

behaviour, particularly among those who have avoidant styles of coping (Moos et al., 

1990), or expect alcohol use to promote tension reduction and relaxation (Frone et 

al., 1993). These pathways are labelled ‘B’ on the model. 

Pathway C describes the link between communication and stressful events. 

As discussed in Chapter 1, couples with poor communication may be especially 
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vulnerable to the negative effects of stressful events. Cohan and Bradbury’s research 

(Cohan & Bradbury, 1997), showing couple problem-solving behaviour to moderate 

the effects of life events on spouse’s depressive symptoms and marital adjustment 

provides some support for this link. In relationships in which there is heavy drinking, 

one can imagine how couples might show poor communication in the context of 

ongoing relationship stresses. Not only could stressful events influence poor 

communication, but poor communication and aggression may also allow stressful 

events to continue or worsen. Over time, a cycle may be established, in which the 

couple tries to negotiate problems created by more stressful events, prompting 

increased drinking, further conflict and aggression. 

Pathway D represents the combination of problem drinking and deficits in 

communication interacting to produce decreases in relationship satisfaction. As 

discussed earlier in this thesis, research has identified clear communication deficits 

in couples with established drinking and relationship problems (e.g., Billings et al., 

1979; Haber & Jacob, 1997; Jacob & Leonard, 1992; Murphy & O’Farrell, 1997). 

The results of Study 1 also found communication skills deficits in the early stage 

relationships of hazardous drinkers, although as predicted, relationship satisfaction 

was high. Nevertheless, deficits in couple communication predict later relationship 

distress (Markman & Hahlweg, 1993). Thus, it seems likely that poor 

communication and conflict management in the context of continued hazardous 

drinking, could lead to a cycle of mutual exacerbation of alcohol problems, problems 

with communication, and relationship distress. 

The pathway E, from communication to relationship satisfaction is one that 

has been well established in previous longitudinal research (see Chapter 1). Not only 

have longitudinal studies found communication deficits in engaged and newlywed 

couples to predict relationship distress (Markman & Hahlweg, 1993), but there is 
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also evidence that improved communication from skill-based relationship education 

prevents erosion of relationship satisfaction (Hahlweg et al., 1998; Halford et al., 

2001; Markman, et al., 1993). As expected, the relationship satisfaction of 

participating couples in the current thesis was high. However, the benefits of 

relationship education on prevention of erosion of relationship satisfaction generally 

do not become evident until three to four years later. Therefore, the six-month 

follow-up in Study 2 was not of sufficient duration to determine the success of 

CARE in maintaining high relationship satisfaction.  

Pathway F is from communication to relationship stability. The finding that 

CARE couples had increased relationship stability (as indicated by a decrease in 

consideration of separation), at six-month follow-up, compared to control couples 

provides some support for this pathway. Specifically, the benefit of CARE in 

reducing active consideration of separation at six-month follow-up may be due to the 

development and maintenance of more effective problem solving. It may also be due 

to the impact of CARE on relationship aggression, particularly given that previous 

research has found relationship aggression in the early years of marriage to predict 

separation independent of relationship satisfaction (e.g., Rogge & Bradbury, 1999). 

Nevertheless, in Study 2, relationship aggression was assessed by the CTS at pre

program only, given the overlap in time periods assessed at pre-program and six-

month follow-up. Thus, it cannot be said with certainty that the effects of CARE on 

relationship stability were due to a reduction in relationship aggression. 

It is unlikely that the decrease in consideration of separation found in the 

CARE couples was due to reduced alcohol consumption alone, given that alcohol 

consumption was also reduced in the control couples. Furthermore, as discussed in 

Chapter 1, it is hypothesised that the effects of an individual vulnerability such as 

alcohol intake exerts an influence on relationship satisfaction and stability through 
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the impact on couple communication. Thus, the current model has no direct pathway 

from alcohol intake to relationship stability, or relationship satisfaction, as it is 

hypothesised that alcohol intake influences relationship stability and satisfaction 

through its impact on communication and aggression. 

There is however, a pathway from the link between alcohol consumption and 

communication (Path A) to relationship stability. As indicated on Figure 5.1, support 

for this pathway was found in the current results in that CARE couples showed both 

decreases in hazardous alcohol consumption and increases in communication skills, 

and there was less active consideration of separation compared to control couples at 

6-month follow-up. This suggests that reducing alcohol consumption without 

changing communication deficits is not enough to sustain relationship stability. The 

work of Alan Marlatt on lifestyle balance suggests that facilitating changes in 

personal habits is necessary to increase optimal physical and psychological health, 

and reduce the likelihood of resumed substance use (e.g., Marlatt & George, 1998; 

Murphy, Pagano, & Marlatt, 1986). Thus, simply stopping or decreasing substance 

use is not enough. Applying this to the high-risk couples in the current research 

suggests that reduced alcohol use without changing communication skills deficits is 

not enough to have an impact on the behaviours critical for maintained relationship 

stability (e.g., effective problem solving and relationship aggression as discussed 

above). 

Relationship instability often follows a period of sustained relationship 

dissatisfaction (Gottman, 1993). Thus, pathway G represents the link from 

relationship satisfaction to relationship stability. Although no support for this link 

was found in the current research, Karney and Bradbury’s review of the literature 

(Karney & Bradbury, 1995) found marital satisfaction to have larger effects on 

marital stability than many other variables. Nevertheless, this effect was not found to 
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be very large, with aggregate rs ranging from .06 to .42 for sexual and marital 

satisfaction respectively. This most likely reflects the fact that while an unstable 

relationship is often marked by dissatisfaction, dissatisfaction with a relationship 

does not strongly predict instability. 

Future Research Directions 

The hypothesised model provides some directions for further research. For 

example, longitudinal research could determine whether reductions in alcohol 

consumption predict changes in communication skills and aggression, and whether 

such changes have long-term impact on relationship satisfaction. Additionally, 

examining the long-term effects of a CARE intervention on relationship aggression 

may clarify the relative contribution to the increased relationship stability observed 

in Study 2, from relationship aggression secondary to alcohol consumption, and 

improvements in management of conflict. 

Future research should also evaluate the long-term effects of CARE. One of 

the major benefits of skills-based relationship education is the prevention of erosion 

of relationship satisfaction. However, such benefits generally do not become evident 

until three to four years following intervention (Hahlweg et al., 1998; Halford et al., 

2001; Markman et al., 1993). For the current sample, the relationship satisfaction of 

couples receiving CARE may show less decline than that of control couples. A 

longer follow-up would also show whether the reductions in hazardous drinking seen 

in both conditions are stable across time. If deficits in communication influence 

alcohol consumption, then the alcohol intake of control couples might increase. Such 

increases may coincide with decreases in relationship satisfaction and increases in 

consideration of separation or divorce. 

Replication with a larger sample size would not only increase power to detect 

the possible benefits of CARE on alcohol, but it would also allow for additional 
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comparisons to be made. For example, it was not possible to compare the 

communication of couples in which both partners drink at hazardous levels with that 

of couples in which either the man or woman drink at these levels. Previous research 

has found couples concordant for alcohol dependence (i.e., both partners meet 

diagnostic criteria) to exhibit high levels of negativity when not drinking, and higher 

levels during interactions in which alcohol was consumed (Haber & Jacob, 1997). 

Couples concordant for alcoholism were found to be the most negative in their 

communication compared to couples in which either the man or woman was 

alcoholic. While couples in the Haber and Jacob (1997) study were alcohol 

dependent, future research with a larger sample could determine whether concordant 

hazardous drinking couples would also show higher rates of negativity in their 

communication compared to couples with just one hazardous drinking spouse. 

Similarly, a larger sample would also allow investigation of the differential effects of 

CARE on couples concordant for hazardous drinking and on couples in which either 

the man or woman is the hazardous drinker. 

Final Summary 

The combination of relationship and alcohol problems is common, and a 

source of great personal and social cost in Western countries. This thesis investigated 

communication in the early stage relationships of couples in which at least one 

partner consumed alcohol at hazardous levels, and the effects of a CARE program on 

alcohol consumption and couple communication. Study 1 identified specific 

communication difficulties in the early relationships of couples drinking at hazardous 

levels. A CARE program to enhance relationship communication and promote safe 

drinking enhanced relationship communication and decreased consideration of 

relationship dissolution. This research was the first to demonstrate that 

communication skills deficits in couples with hazardous alcohol consumption can be 
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remediated with a brief program. Future research can extend this work, and enable 

the development and implementation of early intervention programs that effectively 

reduce the risk of both relationship and alcohol problems.   
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