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ABSTRACT

The intent of this practicum was to implement the model of Emotionally
Focused Therapy (EFT) with couples in a clinical setting. This practicum
report summarizes the theory and research of EFT. It examines the clinical use
and evaluation of this model in a clinical setting. I worked with 7 couples that
were seeking therapy and used EFT. The number of sessions ranged from 6 to
22. Evaluation was achieved by the using the Dyadic Adjustment Scale, and a
qualitative client evaluation in which clients commented on their satisfaction,
and what they found helpful. The results indicated that EFT is effective with

couples. All of the couples demonstrated improvement in their relationship.
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Knowledge is experience,
anything else is just information.

— Einstein



CHAPTER 1

INTRODUCTION

The intent of this practicum was to implement the model of Emotionally Focused
Therapy (EFT) with couples in a clinical setting. My interest in working with couples
partially relates to my interest in my own couple relationship. Living with another person in
an intimate relationship has many complexities and intricacies. How to create and maintain
a fulfilling, loving relationship with a partner is a challenge. And yet, that is what most of
us desire.

Over the years, I have worked with people from various populations. For a number of
years, I worked with children and families in the school system. I still have an invested
interest in children and families. I believe that working with couples can contribute to a
richer family life. I am interested in learning more about human relationships. Couple
therapy, not only provides an opportunity to enhance the quality of life for others, but also
offers a unique opportunity to observe and study human affective experience and expression
in the context of the relationship.

Marital counselling, in various formats, has been with us for decades (Nichols &
Schwartz, 1998), but couple therapy as a definitive treatment form has only come into its
own in the last decade (Jacobson & Gurman, 1995). Forty percent of mental health referrals
involve marital conflict (Budman & Gurman, 1988). Nearly 50% of first marriages and an
even higher proportion of remarriages end in divorce. Couple therapy has increased

enormously during the last decade (Johnson & Lebow, 2000).



Since the beginning of the profession, social workers have been concerned with the
family, both as the critical social unit, and as the focus of intervention (Ackerman, Beatman,
& Sherman, 1961). The family-centered model (Hartman & Laird, 1983) is based on a
systems framework, and grows out of the basic premise that human beings can be
understood and helped only in the context of the intimate and powerful human systems of
which they are a part. Hartman and Laird stress the importance of the family itself as a
resource for family members. The therapist would intervene to “sustain and help those in
the intimate network who can themselves be a major source of help” (p. 73).

EFT incorporates a systems concept and pays attention to the interactions between the
partners. I am interested in EFT as a model because I agree with many of the tenets that are
inherent in EFT. They resonate with many of my own ideas. I agree that working with the
interactions offers an effective means of intervention. People are not seen in isolation; they
are seen in a context. Partners are often reacting, and creating responses with little
awareness of what is happening. I believe that people desire closeness with an intimate
other. I believe that people are often afraid to express how they really feel. So they behave
in ways that are incongruent with how they think and feel. I believe that attachment needs
and desires are healthy. It is how they are played out in relationships that cause problems.
EFT encourages couples to face their vulnerabilities or attachment needs. This process
creates more realness in the relationship.

I also believe that our reaction to present issues is often influenced by past events. We
developed styles of relating to others from an earlier time. EFT does not focus on the past,
but uses the knowledge of past trauma to understand the present. The attachment history

provides the opportunity to explore the unmet needs of each partner.



My goals for this practicum were as follows:

1. To develop assessment and practice skills in working with couples.

2. To gain skills in applying and evaluating EFT as a model.

3. To be open to learning from the couples that I will have the opportunity to work

with.

4. To increase my personal knowledge and understanding of couple issues.

This practicum report is presented in chapter format. Chapter 1 is an introduction to
the practicum. Chapter 2 presents a literature review of Emotionally Focused Therapy.
This includes the theoretical concepts, the therapeutic process, and a review of the research.
Chapter 3 provides a description of the practicum setting, details about participant selection,
information about the practicum committee, and a discussion of the evaluation process.
Chapter 4 presents a comprehensive overview of the clinical work. Chapter 5 concludes
with an evaluation of the model, a critique of the DAS, and a reflection on some of my

.learning.



CHAPTER TWO

LITERATURE REVIEW

Introduction

The literature review presents the basis for and the research on emotionally focused
couples’ therapy (EFT), now recognized as one of the most effective and thoroughly
researched approaches for changing distressed couples’ relationships (Johnson, 1999;
Johnson & Boisvert, 2002). EFT is a well-developed model that integrates systems,
experiential and attachment perspectives, and this is described. The central role of
accessing and working with emotion in the relationship context is highlighted. EFT has a
clear and concise sequenced set of interventions and change processes, and these are
outlined. Following this presentation, a review of the research explores the impact of EFT
on couple satisfaction. Finally, the important empirical and clinical findings are

summarized.

The EFT Approach
Emotionally focused therapy, is a relatively brief, structured approach to couples’
therapy (Johnson, 1996). It is designed to be implemented in 8 to 20 sessions. It was
formulated in the early 1980s as a response to the lack of clearly delineated and validated
marital interventions, particularly more humanistic and less behavioural interventions
(Greenberg & Johnson, 1988; Johnson & Greenberg, 1985a). It was called EFT to draw
attention to emotion as a powerful agent of change. EFT emphasizes the centrality of

emotion in marital distress and in marital therapy (Greenberg & Johnson, 1988). EFT helps



distressed partners reprocess their emotional responses so that they can interact in new

ways.

The Theoretical Concepts

Emotionally focused therapy assumes that the key factors in marital distress are the
absorbing states of distressed affect and the rigid, destructive interactional patterns that
reflect and create this state (Johnson, 1996; Johnson, 1999). This assumption combines an
experiential, intrapsychic focus on inner experience, particularly affect (Perls, 1973; Rogers,
1951), with a systemic focus on cyclical self-reinforcing interactional responses (Minuchin
& Fishman, 1981). The EFT therapist uses the power of emotion to restructure the
interaction in distressed relationships, and creates bonding events that redefine the
attachment bond between partners.

EFT is experiential in that it focuses on how people actively process and construct
their experience in interactions with their environment in the present. It focuses on the
power of the therapist’s empathy and validation in creating a positive context for
exploration and the creation of a new experience. It focuses on the capacity that human
beings have for growth. EFT is systemic in that it focuses on the context. Each partner’s
behaviour is seen in the context of, and as a response to the other’s behaviour. There is a
focus on the structure and process of interaction. The rigid, negative interactional cycles are
seen as self-maintaining. There is a focus on circular causality. This lends itself to a focus
on pattern and sequence, and on how elements in an interactional pattern reciprocally
determine each other. EFT synthesizes the experiential and the systemic approaches; it
looks within and between. It integrates an intrapsychic focus on how individuals process

their experience, with an interpersonal focus on how partners organize their interactions into



patterns and cycles. EFT looks at how partners construct their emotional experience of
relatedness, and it looks at how partners engage each other.

EFT uses attachment theory as a theory of adult intimacy, and for understanding the
nature of adult love. Seeking contact with others is considered a primary need. The
presence of an attachment figure provides comfort and security, while perceived
inaccessibility of the other creates distress. Adult love is viewed as a bond, an emotional tie
with another that provides a safe secure base from which to confront the world. The focus
of therapy is on attachment insecurities, longings, and needs. In the process of therapy, the
couple will shape new bonding cycles.

The experiential perspective.

Gestalt therapy, one of the major experiential therapies, attempts to focus on what
occurs between the person and the environment. Perls (1973) believed that it is the nature
of the relationship between the individual and the environment that determines behaviour.
Each stands in a relationship of mutuality to each other. Clients are encouraged to
experience their struggles directly in the here-and-now.

In an experiential view of human functioning (Rogers, 1951), the individual’s internal
experiencing is regarded as the primary referent of therapy. People are neither purely
rational nor purely emotional, but rather respond to situations in adaptive ways. People are
seen as organizers of their perceptual world, and it is these perceptions that determine their
behaviour.

The experiential approach views human beings as constantly processing and
constructing their experience. The therapist’s role is to help the client expand awareness of
that experience, integrate aspects that were excluded from awareness, and create new

meaning. It is the acceptance and empathy of the therapist that contributes to the



reprocessing of experience and the creation of new meaning. Human beings are oriented
toward growth and development, and in general have healthy needs and desires. It is the
denial of these needs and desires that create problems.

In the experiential approach, emotion is given a prime place. Greenberg & Safran
(1987) suggest that emotion is considered a complex integration of a number of different
information processing components which operate simultaneously. Affect, cognition,
physiology, and behaviour are all integrated into a comprehensive model of human emotion.

Emotional experience is a primary source of information about what is currently
occurring for a person and is a powerful tool for accessing and changing perceptions and
meanings (Greenberg & Johnson, 1986). Emotion, viewed within this framework leads to
interventions that evoke underlying emotional experience, and create a new emotional
response. Accessing underlying emotional responses in each partner makes adaptive action
tendencies available; this promotes problem solving and helps change self and relationship
definitions (Greenberg & Johnson, 1988). The experience and expression of emotion
promotes changes in cognition, motivation and communication patterns.

Experiential interventions include reflecting each partner’s experience, validating and
accepting that experience, attuning to and empathically exploring such experience,
expanding the client’s experiencing, and directing the client to engage in a task that fosters a
new kind of processing of experience (Johnson, 1996). These interventions were originally
designed for use in individual therapy. When using these interventions in couple therapy,
the partner is observing while the therapist is helping his/her partner to reprocess
experience. The goal for the exploration of intrapsychic experience is to foster a new kind

of contact with the partner.



The systemic perspective.

The systems theory that is relevant to the practice of EFT is the systemic structural
approach as demonstrated by the work of Minuchin and Fishman (1981). Systems theory
places the focus on present interactions, and the power of those interactions to direct and
constrict individual behaviour. Systems theory looks at the context. Parts can be
understood only in the context of the whole. The best way to understand events is to study
them in the context in which they occur. The focus is on the cycles of interaction. One
partner’s behaviour can only be understood in the context of the other partner’s behaviour.

The elements of a system stand in consistent relationship to each other. They interact
in predictable, organized ways. In order to create change, a systems therapist will focus on
changing the ways in which the elements in a system relate to each other. The focus is on
the process of interaction.

Circular causality suggests that no one behaviour simply causes another, but rather
each is linked in a circular chain to other behaviours. These circular interactions form
recurring patterns over time. The focus is not on inner motives but on the pull of each
partner’s behaviour on the other.

In systems theory, the emphasis is on the communicative aspects of behaviour. The
focus is on how things are said, and not the content. This allows the therapist to focus on
the interactional positions in terms of closeness and distance, autonomy and control.

The therapist’s task is to change the negative cycle that the couple engages in. This
can be done by reframing the interactional positions to create new perceptions and
responses, and interrupting the interactional patterns with tasks to create a new kind of
dialogue. The therapist joins the couple system to create an alliance. The goal of systemic

interventions is to restructure interactions in such a way as to foster flexibility, and the
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growth of individuals in the relationship. The problem in systemic terms is the structure of

the relationship, the positions the partners adopt, and the process of interaction.

Integrating the experiential and the systemic perspectives.

Both perspectives view the person in the process of creation. Both focus on the
present rather than on historical determinants as causes of behaviours. In both approaches,
people tend to be seen as “stuck.” In the experiential approach, people are caught in
constricted ways of processing information and this limits their responses. In systemic
approaches, people are constrained by the interactional patterns of the relationship.
Systemic therapy focuses on how context influences moment-by-moment behaviour, and
experiential therapy focuses on how current intrapsychic states and perceptions determine
behaviour. The therapist incorporates the intrapsychic and the interactional factors.

The research on marital distress suggests that it is necessary for marital therapy to
address both the negative interactional patterns, and the powerful negative emotional
responses that distressed couples exhibit (Johnson, 1996). The experiential model gives the
therapist a guide to access and reprocess emotional experience, and the systems model gives
the therapist a guide to restructure interactions.

The attachment perspective on adult love.

Affect and interactional patterns, so central to marital distress have been placed in the
context of attachment theory (Bowlby, 1969, 1979, 1988). While systems theory states that
each partner’s behaviour is constrained and dictated by the other, it does not address the
issue of motivation and dynamics internal to the individual (Johnson & Greenberg, 1995).
Attachment theory is “a way of conceptualizing the propensity of human beings to make

strong affectional bonds to particular others and of explaining the many forms of emotional
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distress and personality disturbance, including anxiety, anger, depression, and emotional

detachment, to which unwilling separation and loss give rise” (Bowlby, 1979, p. 127).

Attachment theory was first elaborated in the context of parent-child relationships, but
has now been applied to adult bonds. Attachment theory, now one of the most promising
theories of adult love relationships (Bartholomew & Horowitz, 1991; Bartholomew &
Perlman, 1994; Cassidy & Shaver, 1999), emphasizes the tendency for human beings to
make and maintain powerful affectional bonds to significant others. EFT views adult love
as a bond, an emotional tie with an irreplaceable other who provides a secure base from
which to confront the world and a safe haven. EFT views interdependence as the goal of
healthy attachment. A basic tendency in human nature is to seek contact and connection
with other human beings. Interdependence is characterized by a concern for the other as
well as a need for support (Greenberg & Johnson, 1988). In a secure relationship,
separation does not pose a threat. Securely attached partners feel confident enough to ask
for comfort and support when they need it, and to assert themselves in the face of
differences with their partner (Bartholomew & Horowitz, 1991).

Positive attachments create a secure base (Bowlby, 1988) from which individuals can
operate. Based on attachment theory, EFT views distressed relationships as “insecure bonds
in which essentially healthy attachment needs are unable to be met due to rigid interaction
patterns that block emotional engagement” (Johnson & Greenberg, 1995, p. 121). Marital
distress may generally be considered to represent the failure of an attachment relationship to
provide a secure base for one or both partners. The resulting anxiety and the efforts to cope
with this anxiety and create a response in the caregiver, evoke similar behaviours in both
infant-caregiver relationships and adult romantic relationships (Johnson, 1986). The

inability to respond to the other, and the resulting lack of engagement or contact, is seen as
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the central problems in distressed relationships. The patterns or cycles that are the most

prominent in distressed couples seem then to be attack-withdraw or pursue-distance
(Greenberg & Johnson, 1988).

Drawing on attachment theory, EFT conceptualizes partner’s needs and desires as
essentially healthy and adaptive (Greenberg & Johnson, 1988; Johnson, 1996). It is how
these needs and desires are enacted that creates problems. Attachment is viewed as an
inherent survival mechanism that gives rise to a particular sequence of behaviours when the
security of a bond is threatened (Bowlby, 1969). These behaviours are protest and anger,
designed to elicit a response from the attachment figure; followed by some form of clinging
and seeking, which then gives way to depression and despair. Finally, if an attachment
figure does not respond, detachment and separation will occur. The potential loss of an
attachment figure, or even an ongoing inability to define the relationship as generally
secure, is significant enough to lead to automatic fight, flight, or freeze responses that limit
information processing and constrict interactional responses (Johnson, 1996).

The experience and expression of underlying emotions are central in the restructuring
of attachment bonds, occurring as they do at the interface between the self and the system.
Emotion is of such importance in working with a couple, because emotion links the
intrapsychic and the social (Johnson & Greenberg, 1995).

An attachment perspective focuses the couple therapist on attachment insecurities,
longings, and needs. It allows a useful way to reframe typical problematic behaviours to
make them accessible to reorganization. For example, distancing is often framed as a way
of regulating fears of loss, or avoiding anticipated feedback about the self’s unworthiness.
Angry blaming is viewed most often as an attempt to modify the partner’s inaccessibility,

and a protest response to abandonment.
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Using attachment theory as the basis for understanding adult love and an experiential

and systemic approach to therapeutic change, the main assumptions of EFT are the
following:

1. Problems are viewed in terms of adult insecurity and separation distress.

2. Emotion is the key in organizing attachment behaviours and in organizing the way
the self and the other are experienced in an intimate relationship. The creation of
new emotional experience is considered the most important factor in both
intrapsychic and interpersonal change.

3. Problems in relationships are maintained by the way interactions are organized,
and by the dominant emotional experience of each partner in the relationship.

4. The attachment needs and desires of partners are essentially healthy and adaptive.

5. Change occurs through new emotional experiences and new interactional events,
not through insight, catharsis or negotiation (Johnson, 1996; Johnson & Whiffen,
1999).

The emphasis given to affect and to self-reinforcing interactional patterns in EFT is
supported by research on the nature of marital distress (Gottman, 1994), and the perspective
on adult intimacy needs is supported by research on adult attachment (Bartholomew &
Horowitz, 1991; Bartholomew & Perlman, 1994; Cassidy & Shaver, 1999).

How does the EFT model fit with social work practice? Experiential theory pays
attention to the emotions of each partner; systems theory provides a framework for
understanding couple interaction, and attachment theory provides a framework for
understanding human bonds. The desire for and seeking out of intimacy and
interdependence with another is a basic healthy human need. EFT provides a language for

articulating emotional experience and the desire for attachment. The problem is not one of
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enmeshment or fusion on the part of women, but one of disconnection between partners

(Vatcher & Bogo, 2001). EFT has the potential to create healing relationships that are
characterized by interdependency, connection, and mutuality. These concepts are most

congruent with social work values.

The Therapeutic Process

The therapeutic goals.

The perspective taken on relationships and relationship problems defines the goals of
any particular therapy and the key interventions used. In accordance with the theory, the
goals of emotionally focused therapy are (a) to expand and re-organize key emotional
responses, (b) to create a shift in partners’ interactional positions and initiate new cycles of
interaction, and (c) to foster the creation of a secure bond between partners (Johnson, 1996;
Johnson, 1998; Johnson & Greenberg, 1995).

The role of the therapist.

A working alliance is a prerequisite for the implementation of emotionally focused
therapy. This is fostered in the beginning by the therapist’s ability to provide structure,
safety, and a direction that makes sense to the clients; and by the therapist’s sensitive
tracking and reflection of each partner’s experience. Change strategies occur in the context
of a positive therapeutic alliance that provides a secure base (Bowlby, 1988) for the therapy
process. In experiential therapies (Rogers, 1951), a therapist’s empathy and respect for the
client’s experience are essential and curative elements, creating the safety that enables
people to risk encountering threatening aspects of their experience in the interest of change.
In systems theory (Minuchin & Fishman, 1981), the therapist joins with each partner, and

the system as it is before beginning to create change.
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The therapist focuses on the present context, on the intrapsychic and interpersonal

process patterns, and on the primary affect. The focus is on the present relationship and on
ways to create new healing interactions in the present context. The emotionally focused
therapist does not usually pursue family-of-origin frames in depth. Past experience in
relationships is used however, to validate partners’ present responses and ways of protecting
themselves. The crucial elements of past experiences are enacted in the present relationship
and most effectively addressed there (Johnson, 1998).

The couple therapist focuses on both the self and the system, on intrapsychic and
interpersonal realities, and on how each reflects and generates the other. Emotion is seen as
the link between the self and the system. The process of experiencing and the process of
interacting are touchstones for the therapist, as s/he attempts to guide the distressed couple
from negative and rigidly structured internal and external responses toward the sensitive
responsiveness that is the basis of a secure bond between partners.

Primary affect concerns here-and-now direct responses, rather than secondary reactive
responses; for example, the hurt and fear that precede the expression of anger, or the
helpless despair that underlies numb withdrawal (Johnson, 1998). The primary responses
are often unattended to or disowned, and only the secondary responses are expressed as part
of the cycle of distress. The therapist reflects and validates these secondary responses, in
order to join with partners and describe the cycle, but then expands these responses to
access primary affect. The therapist stays close to the affective responses and interactional
steps that define the relationship, and avoids becoming caught in content issues.

Clients often present for therapy with secondary emotions at the forefront and are
stuck interacting at this emotional level (Greenberg & Johnson, 1988). With a systemic and

emotional lens, the emotionally focused therapist emphasizes the reciprocity between
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emotional experience and patterned interactions; that is, not only do emotional experiences

influence behaviour, patterns of interaction reinforce and maintain emotions as well.

Change strategies and interventions.

The process of change in EFT has been delineated in nine treatment steps (Johnson,
1996). The first steps (1-4) involve assessment and de-escalation of the problematic
interactional cycles. The middle steps (5-7) emphasize the creation of specific change
events where interactional positions shift, and new bonding experiences occur. The last two
steps (8-9) address the consolidation of change and the integration of these changes into the
everyday life of the couple. These steps are described in linear form; however, the therapist
circles through them in a spiral fashion as one step leads to another. The nine steps are as
follows:

Cycle de-escalation.

Step 1. Assessment. Creating an alliance and delineating conflict issues in the core

struggle.

Step 2. Identifying the negative interactional cycle.

Step 3. Accessing the unacknowledged emotions underlying interactional positions.

Step 4. Reframing the problem in terms of underlying emotions and attachment

needs.

Changing interactional positions.

Step 5. Promoting identification with disowned needs and aspects of self and

integrating these into relationship interactions.

Step 6. Promoting acceptance of the partner’s experience and new interaction

patterns.
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Step 7. Facilitating the expression of needs and wants and creating emotional

engagement.

Consolidation/integration.

Step 8. Facilitating the emergence of new solutions to old relationship problems.

Step 9. Consolidating new positions and new cycles of attachment behaviours.

The following description of the steps has been taken from Greenberg & Johnson
(1988) and Johnson (1996). Treatment starts with contact between the couple and the
therapist. An individual session for each partner may be conducted after the first or second
session. In Steps 1 and 2, the therapist’s goal is to connect with both partners, assess the
nature of the problem, assess each partner’s goal for therapy, and create a therapeutic
agreement between the couple and the therapist. EFT is not appropriate if there is ongoing
violence, or where there is evidence that exposure of vulnerability will place a partner at
risk.

Although the first sessions are concerned with assessment, they are also part of the
intervention. During the questioning, the therapist focuses on the process of the interaction
rather than the content, and begins to identify themes in the struggle between the partners.
The EFT therapist focuses on each partner’s experience of the relationship, particularly on
the emotional responses to each other, and how these responses mediate the closeness or
separateness of the bond between them.

A marker is a point in therapy where a particular type of expression or interactional
event signals the therapist that there is a problem to note or an opportunity to intervene.
Intrapsychic markers at this stage are strong emotional responses or lack of emotion, and
attachment issues are identified but not owned. For instance, a wife blames her husband for

being a workaholic, but does not want to focus on her sense of abandonment. Interpersonal
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markers are comments and responses that appear to define power/control and

closeness/distance in the relationship; negative cycles of criticize/withdraw or variations;
and the way that partners interact when there is an opportunity for positive contact.

Interventions in early sessions include empathic reflections of each partner’s
experience of the relationship, and of the sequences of interaction that characterize the
relationship; validation of each partner’s emotions and responses; evocative reflections and
questions to clarify how each partner perceives and experiences the problem in the
relationship; tracking and reflecting interactions on typical behaviour sequences; and
reframing problems in terms of emotional pain, deprivation of emotional needs and insecure
attachment.

By the end of Step 2, the therapist has a map of the typical interactions that define the
attachment needs between the couple, and a clear sense of their positions and patterns. The
desired outcome is that both partners feel understood and acknowledged by the therapist.
The summary at the end of the first sessions includes a description of the struggles the
couple have engaged in.

In Steps 3 and 4, the therapist accesses and accepts primary emotions and uses these
emotional responses and the attachment needs reflected by such responses to expand the
context of the couple’s problem. A marker at this stage is when one of the partners
expresses the reactive secondary emotions, such as anger expressed in blaming. The task is
to validate, but then to engage the client in the process of exploring the specific experience,
and eliciting emotions that are disowned or avoided. Another marker is when one partner
exhibits nonverbal behaviour that is noteworthy due to the effect on the interaction. For

example, one partner weeps, and the other partner stares into silence. The task is to slow
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down the interaction and focus attention on the emotion in the nonverbal behaviour.

Particular attention is paid to vulnerability and fear, as well as to unexpressed resentments.

The interventions used at this stage are validating and acknowledging each partner’s
experience to build a secure base in therapy; evocative reflections and questions to open up
and expand each partner’s emotional experience of the relationship, (i.e., What’s happening
to you . . . ?); heightening responses or interpersonal reactions by maintaining a consistent
and persistent focus; empathic conjecture that encourages one partner to process his/her
experience one step further by expanding on the present experience using inferences; and
tracking and reflecting patterns and cycles of interaction by relating accessed emotions to
the cycle, and to each person’s attachment needs. Most partners experience Step 3 as risky
and anxiety provoking.

By the end of Step 4, the couple has formulated a meaningful picture of the patterns
that define their relationship, as well as how they create them. Perceptions of the other
partner begin to shift. For instance, the withdrawn partner is now not perceived as
indifferent or uncaring, but withdrawing as protection from the other’s actions. Partners are
engaged in a new kind of dialogue about emotions, attachment issues, and cycles, and how
these all go together, and are beginning to be emotionally engaged with each other in the
sessions.

Steps 5 and 6 involve the concept of changing into more of what one is, rather than
trying to be what one is not (Perls, 1973). As the self is experienced in a new and different
way, the presentation of the self begins to change. The intense involvement with one’s own
emotions allows the therapist to begin to facilitate a new kind of emotional engagement with
the other partner. Allowing one’s self to connect with and expose vulnerabilities that are

usually denied expands the sense of self and the person’s interactional position.
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The sequence that evolves here, according to Johnson (1966), is that the withdrawer is

usually one step ahead of the blamer in the therapeutic process. Johnson states that she
works first with the withdrawer, and when that person shows signs of accessibility, she
works with the blamer to induce a position of vulnerability.

A marker at this stage is when emotional responses are accessed by a partner and are
experienced or referred to by the client in the session. The task in Step 6 is to support the
other partner to hear, process, and respond to this new experience so it can become a new
part of the couple’s interactions. For instance, “So what’s it like to hear your partner say
that?”

Interventions at this stage involve evocative responding that focuses on the emerging
but unformulated part of a partner’s emotional experience and helps this person to grasp the
experience; heightening emotional responses and interactional positions; empathic
conjecture to expand and clarify experience; and restructuring interactions.

At the end of this stage there is an owning of experience as belonging to the self.
Attachment behaviours begin to change. For instance, a former withdrawn spouse becomes
more accessible and also more assertive.

Step 7 is where key change events associated with successful outcome in EFT occur.
In this stage, the partner now speaks from a position of increased worth, where s/he defines
the relationship for him/herself rather than reacting to the other. When needs are expressed
and the other person is able to be there, new bonding events occur, and the relationship
becomes redefined as a secure base. In Step 7, partners are able to present their specific
requests in such in a manner that the spouse is able to respond.

Interventions at this stage involve evocative responding with reflection and questions

that focuses upon the client’s emerging experience to help clarify wishes and longings;
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empathic conjecture to help clients symbolize their longings that they have pushed aside;

tracking and reflecting changes to the negative cycle; reframing; and restructuring
interactions. The completion of Step 7 for a withdrawn partner is called withdrawer
engagement, and the completion of Step 7 for a critical partner is called blamer sofiening
(Greenberg and Johnson, 1988; Johnson, 1996).

Withdrawer engagement. The shift begins in Step 5. The withdrawer begins to own
emotions underlying the interactional position. Fear of contact is experienced, and with the
help of the therapist this is conveyed this to the partner. The withdrawer then accesses more
specific feelings, and expresses them directly to the partner. The partner may first respond
with disbelief and cold detachment. Supported by the therapist, the withdrawer stays
engaged. The therapist helps the partner to hear the withdrawer and deal with any anxiety.
The withdrawer is encouraged to express needs and wants. He/she becomes more powerful
and engaged with emotions rather than avoiding them.

Blamer softening. The shift also begins in Step 5. Rather than focusing on the faults
of the other, partners now begin to focus more on self. Fears and experiences are
experienced intensely and processed in the session. As the withdrawer is able to be more
responsive, the critical one is now able to process his/her inner experience. The therapist
helps the blamer to share his/her experience with the partner. As attachment needs are
addressed from a more vulnerable stance, the contact between them becomes more
authentic.

Steps 8 and 9 facilitate the emergence of new solutions to old issues. The couple has
more ability to problem solve and co-operate in their daily life. At the end of therapy, the
following changes are usually apparent. Emotionally, negative affect has lessened and the

couple can stay emotionally engaged. The partners are more engaged with their own
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emotional experience. Behaviourally, the couple is more accessible and responsive to each

other. Partners now ask for what they need, in a way that allows their partner to respond.
Cognitively, partners perceive each other differently. They have had a new experience of
the other, and they can make more positive attributions toward that person. Lastly,

interpersonally, negative cycles are contained, and replaced by more positive ones.

The Research on EFT

The acceptance and utilization of couple therapy has increased during the last decade.
Distress in an intimate relationship is recognized as the single most frequent presenting
problem in therapy (Johnson & Lebow, 2000). There have been a number of reviews that
have surveyed the existent studies and found good evidence for the effectiveness of couple
therapy (Bray & Jouriles, 1995; Dunn & Schwebel, 1995; Jacobson & Addis, 1993; Lebow
& Gurman, 1995; Pinsof & Wynne, 1995; Shadish, Montgomery, Wilson et al., 1993). The
two methods with the strongest research base are Behavioural Marital Therapy (BMT), and
EFT (Alexander, Holtzworth-Munroe, & Jameson, 1994; Baucom, Shoham, Mueser,
Daiuto, & Stickle, 1998).

Research on emotionally focused therapy has attempted to address the following
questions: Does it work (efficacy)? How does it compare to other approaches? Are the
results maintained over time? How adaptable is it to problems other than marital distress?
How does it work (the process of change)? For whom does it work (matching of client to
treatment)? Following the research review, the strengths and limitations of the research are

summarized.
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Research Review

Assessing efficacy.

The focus of the empirical work on EFT has been to determine its efficacy as a
treatment for marital distress. To date, eight studies have examined the impact of EFT on
distressed couple relationships (Johnson & Boisvert, 2002). A wide range of measures
including indices of psychological and dyadic adjustment, intimacy, and target complaints
about the relationship have been used. The majority of these studies have been randomized
clinical trials in which EFT was compared with other treatments or with wait-list controls
(Denton, Burleson, Clark, Rodriguez, & Hobbs, 2000; Dessaulles, 1991; Goldman &
Greenberg, 1992; James, 1991; Johnson & Greenberg, 1985a; Walker, Johnson, Manion, &
Cloutier, 1996). In two other studies, treated couples served as their own controls (Johnson
& Greenberg, 1985b; Johnson & Talitman, 1997).

The current empirically supported treatment focuses on marital-adjustment
satisfaction as the outcome criterion. The criterion for establishing efficacy is based on the
comparison of group means. One of the most commonly used measures is the Dyadic
Adjustment Scale (DAS) (Spanier, 1976). In assessing efficacy for marital adjustment, only
those studies that are published are discussed. The first EFT study described in the
literature in 1985 (Johnson & Greenberg, 1985a) assigned moderately distressed couples to
EFT, a cognitive behavioural intervention teaching problem-solving skills (PS), and a wait-
list control group. The pre-test mean was 92.8 for the couples in the EFT group, 91.7 for
couples in the PS group, and 91.9 for the control group. The findings demonstrated that
both treatment groups were superior to the control group, and EFT was superior to PS in

increasing marital adjustment at post-test. The post-test mean was 112.7 for the EFT group,
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102.4 for the PS group, and 91.5 for the control group. Results were stable at a 2-month

follow-up; EFT was still superior to PS.

Johnson & Greenberg (1985b) later studied the couples that had been assigned to the
wait-list control group in the original study. They were treated with EFT at the end of the
waiting period. These couples reported no changes during the waiting period, but they
demonstrated significant improvement on all measures after therapy.

James (1991) proposed that including a communications skills component to EFT
might provide a stronger treatment with greater maintenance. Thus, he compared EFT, a
combined treatment of EFT along with communications training, and a wait-list control
group using moderately distressed couples. The findings indicated that each of the
treatments were superior to the wait-list control group in terms of marital adjustment at
post-test. The two treatments did not differ from each other at post-test on marital
adjustment. EFT and enhanced EFT continued to be similar at a 4-month follow-up.

Goldman & Greenberg (1992) assigned moderate to severely distressed couples to
EFT, an Integrated Systemic Therapy (IST), and a control group. The pre-test mean was
86.3 for the EFT couples, 83.9 for the IST couples, and 82.5 for the control group. The
findings indicated that EFT and IST were equally effective and superior to the wait-list
control group in altering marital adjustment at termination. The mean at post-test was 100.1
for the EFT group, 96.8 for the IST group, and 80.9 for the control group. At a 4-month
follow-up, the mean for IST was 101, and superior to EFT which was 92.1. The researchers
noted that couples in this study were much more distressed than couples in the Johnson and
Greenberg (1985a) study, and this might account for the differences. Hence, it would seem
that EFT might be less effective with more distressed couples in the long-term (Baucom et

al., 1998).
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Walker et al., (1996) applied EFT to stressed couples due to chronically ill children.

Couples were assigned to EFT or a wait-list control group. The findings indicated that EFT
was more effective than the wait-list control group in increasing marital adjustment at post-
test. These effects were maintained at a 5S-month follow-up. Results were not only
maintained but in some cases enhanced at a 2-year follow up (Clothier, Manion, Walker &
Johnson, 2002). Denton et al., (2000) assigned moderately distressed couples to EFT and a
wait-list group. Participants in the EFT group had significantly higher levels of marital
satisfaction than wait-list participants.

Additionally, to examine the extent to which EFT may affect relationship issues other
than marital distress, two randomized clinical trials explored the ability of EFT to enhance
intimacy in martially adjusted couples (Dandeneau & Johnson, 1994), and to modify low
sexual desire in female partners (MacPhee, Johnson, & Van der Veer, 1995). Dandeneau &
Johnson (1994) compared the effectiveness of EFT and Cognitive Marital Therapy (CMT)
on levels of marital intimacy, dyadic trust and dyadic adjustment. These couples were
considered free of marital distress. Both EFT and CMT group post-test means were found
to be significantly higher than the wait-list control group on measures of intimacy and
martial adjustment. Observational measures of intimacy indicating differential effects in
favour of EFT were found at post-test. At a 10-week follow-up, EFT group means were
significantly higher than CMT on intimacy and adjustment.

MacPhee et al., (1995) compared a treatment group using EFT to a control group, and
there were no significant differences in overall sexual adjustment, sexual desire toward
partner, and frequency of sex. Ten sessions of EFT did not improve marital adjustment in
these couples. A possible explanation offered by the authors is that in other studies, couples

presented with the specific complaint of marital distress and scores in the distressed range.
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In this study, the presenting concern was loss of sexual desire and not marital conflict.

Many of these women had been traumatized in past relationships, and 10 sessions was not
enough to create new positive interactions (Johnson et al., 1999).

There is data indicating that EFT interventions reduce depressive symptoms
(Dessaulles, 1991; MacPhee et al., 1995; Walker, 1994). A pilot is planned on the use of
EFT when one partner suffers from posttraumatic stress disorder (Johnson et al., 1999). The
initial indications are that EFT interventions appear to not only improve the couple’s
relationship, but create a healing environment that allows the trauma survivor to deal more
constructively with trauma symptoms such as flashbacks and emotional numbing (Johnson
& Williams-Keeler, 1998).

A pilot evaluation was conducted on the use of EFT interventions to create change in
families of eating-disordered adolescents. Bulimic symptoms reduced, including the
frequency and severity of purging or vomiting. There was also a reduction in the drive for
thinness (Johnson, Maddeaux & Blouin, 1998).

Process of change.

In general there has been very little research addressing the process of change in
couple therapy. This kind of research points to provocative possibilities and avenues for
further exploration rather than to definitive conclusions (Lebow & Gurman, 1995). The
first study (Johnson & Greenberg, 1988), attempted to analyze the process of change in the
“best” sessions of EFT. Client performance in therapy was rated on depth of experiencing,
and the quality of interactions. The occurrence of particular change events arising from the
theoretical principles of EFT was also noted. Three couples were selected for whom EFT
created the least amount of change in their marital satisfaction as measured by the DAS, as

well as three couples whose scores on this measure showed the largest amount of change.
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The “best” therapy session of each couple was selected for intensive analysis.

Videotapes of these sessions were rated for levels of experiencing (Klein, Mathieu, Keisler
& Gendlin, 1969), and for affiliative and autonomous responses in interactions using the
Structural Analysis of Social Behaviour (Benjamin, 1974). A particular change event, a
softening, where a previously critical partner expresses vulnerability and asks for comfort
and connection from his/her partner, was also defined using these measures. The high-
change couples showed significantly higher levels of experiencing in “best” sessions. A
total of five softening change events were found in the session of the successful couples,
whereas none were found in the sessions of the low-change couples. These results provide
some support for the assumption in EFT that the expression of underlying affect is part of
the process of change toward patterns of responsiveness and accessibility. Three additional
small studies of EFT change processes demonstrated the same kinds of effects (Greenberg,

Ford, Alden, & Johnson, 1993).

Predictors of success.

Research is now beginning to consider the question of who is best suited to this kind
of intervention. Clinically, emotionally focused therapy has never been recommended for
couples where abuse is an ongoing part of the relationship. A study on predictors of success
in EFT (Johnson & Talitman, 1997), provide some evidence on who is likely to benefit most
from this type of therapy, and the results are as follows:

1. The quality of the alliance with the therapist was a strong predictor of success.

This is to be expected, as it is a general finding in research on all forms of therapy
that a positive alliance is associated with therapy success. But the quality of the
alliance in EFT seemed to be a more powerful predictor of success than was the

initial distress level. The initial distress accounted for only 4% of the variance of
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the couples’ satisfaction at follow-up. In contrast to these results, initial distress

was the best predictor of success in marital therapy, accounting for as much as 46%
of the variance in couple satisfaction at follow-up (Whisman & Jacobson, 1990).

2. Men who were over 35 years of age reported greater relationship adjustment at
follow-up and made more gains in therapy than did the younger male partners. In
contrast, research on Behavioural Marital Therapy found an inverse relationship
between age and outcome, leading to the suggestion that treating older people
appears to be more difficult (Jacobson & Addis, 1993).

3. A female partner’s initial level of faith that her partner still cared for her predicted
the couple’s adjustment and intimacy levels at follow-up. This finding is
consistent with evidence that emotional disengagement, rather than the inability to
resolve disagreement, is predictive of couple distress (Gottman, 1994), and lack of
success in couple therapy (Jacobson & Addis, 1993).

4. A lack of expressiveness or reluctance to self-disclose did not hamper progress; in
fact, EFT seemed to be particularly powerful with male partners who were

described by their wives as inexpressive.

Critique of the Research

Strengths.

In terms of research design, the studies completed on EFT have several strengths.
They have, in general, used random assignment to groups, valid control groups, and
treatment integrity checks on tapes of therapy sessions to verify that therapist interventions
followed treatment manuals. The studies also have low attrition rates, reliable measures for

process and outcome, follow-up analysis, and appropriate research methodology. The size
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of the groups was small, the largest being 45, but this is typical of couple therapy. Outcome

measures were mainly self-report; however, this is appropriate in this particular field
(Jacobson, 1985).

On the basis of outcome studies conducted to date, EFT can be viewed as efficacious
for treating marital distress (Baucom et al., 1998). All the treatment groups were superior to
the wait-list control groups. With the exception of Behavioural Marital Therapy, EFT is the
most thoroughly researched marital therapy (Alexander et al., 1994). One way to evaluate a
treatment is assessing the degree to which it is generalizable across populations (Baucom et
al., 1998). EFT was successfully used with different kinds of couples, such as extreme
family stress (Walker et al., 1996) and depression (Dessaulles, 1991). From clinical data, it
appears EFT may be used for couples struggling with posttraumatic stress disorder, such as
incest survivors, or victims of violence (Johnson & Williams-Keeler, 1998).

The Johnson & Greenberg (1985b) study used novice therapists, and one of the
positive findings was that it was able to be taught to less experienced therapists. There is
evidence from the research (Johnson et al., 1999) that not only is EFT clearly effective in
reducing marital distress, there also seems to be a tendency for couples to continue to
improve after the termination of treatment, and it is rare for any deterioration. The 2-year
follow-up by Clothier, Manion, Walker & Johnson (2002), provides some evidence of the
longer-term effects of EFT.

Limitations.

The research suggests that EFT is superior to a cognitive behavioural intervention
teaching problem-solving skills (Johnson & Greenberg, 1985a). Baucom et al., (1998)

caution that the Johnson & Greenberg study (1985a) has not been replicated, no assessment
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was conducted to determine whether couples had sought additional therapy during the

follow-up period, and EFT was the theoretical orientation of the principal investigator.

Both Alexander et al., (1994) and Baucom et al., (1998) suggest that EFT may not
lead to the maintenance of change with more distressed couples. That conclusion was
drawn from the Goldman and Greenberg (1992) study. And they both mention that the
exclusion of severely distressed couples was a limitation of the research. The range of
scores (70-100) that was used in assessing the effectiveness of EFT on marital adjustment
was in the distressed range. The Goldman and Greenberg (1992) study used a higher
percentage of distressed couples.

Most of the studies involved brief follow-up assessment periods, making it difficult to
assess long-term effectiveness of EFT. All of the studies but two involved one or both of
the developers of EFT. The last limitation involves the generalizability of the research
findings to the routine clinical setting (Clarke, 1995). Will the results be the same when
therapists have less training and clients have greater marital distress?

In reviewing the existing literature, I would conclude that Johnson, Greenberg and
affiliates have produced an impressive body of research. Clearly, EFT is an effective
approach in reducing marital distress. I think that the measures used in these studies are
limiting in addressing change, but they are the measures that researchers use. I would like
to hear the client’s perspective on the change process. In response to the notion that EFT is
less effective for more distressed couples, Sue Johnson disagrees, and she stated that EFT
“has been used effectively with all kinds of couples” (personal communication, July 15,
2002). It would seem to be an excellent choice of therapy for anyone that wishes to use a

short-term kind of therapy that stresses using emotions as a vehicle for change.
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Conclusion

Change strategies and interventions are clearly specified and applied in nine
delineated steps. The theoretical base of EFT is explicit, in terms of the conceptualization
of adult love and of marital distress, and these conceptualizations are supported by research
on the nature of marital distress, and on adult attachment.

With the exception of Behavioural Marital Therapy, EFT is the most thoroughly
researched marital therapy, and has proven to be effective. There is research on the change
process, and predictors of success in this approach. EFT has been applied to different kinds
of problems_ and populations.

This is not a therapy that every clinician could use. The therapist has to be
comfortable with affect, and to have a positive trust that clients can discover new elements

in their emotional experience and so construct new adaptive responses.
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CHAPTER THREE

PRACTICUM PROCEDURES

The details of the practicum are outlined in the following pages. This chapter
provides a description of the agency where I did my practicum, information about the
couples and the selection process, information about the practicum committee, and the

evaluation methods that I used.

The Setting

This practicum was conducted at the Family Centre, in the Counselling Department.
This private, accredited, not-for-profit agency began in 1937. The Family Centre is
dedicated to strengthening families and building healthy, supportive communities. They
have helped thousands of Winnipeg families since their beginning.

The primary resources offered by the agency are Counselling and Community
Services, In-Home Family Support and Family Education, Special Needs Family Child
Care, Information and Referral, Education, Employee Assistance, Early Childhood
Resource Centre, Families and Schools Together Canada, Family Preservation and Giving
Children Hope. Special grants enable the agency to respond to changing community needs
by creating and piloting new innovative services.

The Family Centre houses approximately 50 employees and provides placements to
quite a large number of students each year. In addition, over 100 Family Support and
Family Education Workers and over 30 Special Needs Family Child Care Providers work

with families throughout the community.



32
In terms of diversity, the Family Centre is committed to ensuring that the board, staff

and clients reflect the community at large. Over 200 employees speak over 30 different
languages and represent over 50 ethnic groups. Services are available to everyone
regardless of age, culture, religion or sexual orientation. Over 100 volunteers help support
services.

The Family Centre’s mission is to bring programs, partnerships and resources together
to empower individuals and strengthen families. And their philosophy is to empower
individuals and families by building on their strengths, and believing in their capacity to
change. They view the individual within the context of family and community.

The Counselling Department is staffed primarily by social workers that provide direct
counselling to individuals, couples and families. They also conduct a variety of groups,
workshops and community speaking engagements. This program provides services on a
voluntary basis to anyone living or working in the city of Winnipeg. Client concerns span a
great range, including couple distress, separation and divorce mediation, couple violence,
parenting and family concerns, depression, incest survival, loneliness, sexual dysfunction,
and step-family adjustment.

Clients at the Family Centre are either self-referred or are referred through various
other community agencies. Services are provided on a sliding scale according to what the
client can afford. Counselling is never denied for financial reasons. The first point of
contact for clients is a brief intake interview on the telephone to determine what the client’s
needs and desires are. Treatment and therapeutic plans are developed collaboratively by the

therapist and the individual client.
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Participants and Selection

For this project, I selected couples that wanted to improve their relationship. I would
have excluded ongoing couple violence and/or excessive drug use. During intake, I asked
about violence and drug use in the relationship. I did not exclude anyone. One partner
mentioned some fear of couple violence, and another partner had concerns with drug use.
Problems identified by the couples were lack of communication, lack of trust, lack of
intimacy, verbal fighting, arguing, drug use, depression and fear of violence.

I made initial contact with each partner by phone. I explained that I was in the
Masters program in Social Work and for my project I would be working with couples using
EFT. I briefly discussed EFT, and also mentioned that because I was a student I would be
using video recording. I reported that besides my self, my supervisor at the Family Centre
and my faculty advisor at the University of Manitoba would have access to view the tapes.
When the couples came to the first session, each partner signed the consent form for audio-
video tape recording (Appendix A).

I did not have a set number of sessions planned. I asked each couple if they had an
idea of the number of sessions that they were committed to. Each couple was open to
assessing it as we went along. I also explained that I because I was a student there would be
a limited number of sessions. I predicted somewhere between 8 to 20 sessions. The number
varied according to each couple’s needs and goals.

I worked with 7 couples and the demographics are seen in Table 3.1. Most of the
individuals were Caucasian, although one was Asian and 2 were Métis. They were all
heterosexual couples and their socioeconomic status varied. None of the couples’

relationships were long-term. The longest was 5 years. Jennifer, Colin, and Barbara had
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been married before and were divorced. The names and identifying information has been

changed to ensure client confidentiality.

I saw all 7 couples from the beginning to the end of therapy. The length of the
practicum was 7 months. I did not start with all 7 couples at the same time. Some couples
came once a week, and some couples came once every 2 weeks. Sessions usually lasted

from 1 hour to 1% hours.

Table 3.1 Demographic Information

Couples Age Ethnicity Marital Length of Number of | Number of

Category Status | Relationship | Children Sessions

Jamie 25-30 Caucasian | Common 5 years 2 22
Jordon Caucasian Law
Melissa 20-25 Caucasian | Common 3 years 1 20
Matthew Asian Law
Jennifer 35-40 Caucasian | Common 4 years 3 22
Colin Meétis Law
Laurie 20-25 Caucasian | Common 4 years - 8
Chris Caucasian Law
Elizabeth 25-30 Caucasian | Married 3 years - 12
John Caucasian
Barbara 30-35 Caucasian | Married 3 years - 12
James Caucasian
Heidi 25-30 Mgétis Married 3 years - 6
Josh Caucasian

The Practicum Committee and Supervision
The practicum committee consisted of Dr. Maria Cheung, academic advisor from the
Faculty of Social Work at the University of Manitoba; Dr. Len Spearman, committee
member from the Faculty of Social Work at the University of Manitoba; and Arla Marshall,
committee member and supervisor at the Family Centre.
Clinical supervision was provided by Arla for two hours on a biweekly basis.

Sometimes we viewed video tapes and sometimes we discussed my cases. Sometimes she
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watched an entire tape and gave me feedback. Supervision with Maria was less frequent,

but she was available if I needed her. Maria also viewed video tapes. This supervision was
extremely useful in helping me to apply the theory. I learned so much. I discovered that
reading about a theory is very different from applying it. Len did not provide any direct

supervision, but was most helpful in the beginning stages of my practicum.

The Evaluation

Two measures were used for evaluation purposes in this project. The first measure
was the widely used Dyadic Adjustment Scale (DAS) (Spanier, 1976) which measures the
quality of adjustment to marriage, and other dyadic relationships (Appendix C). The range
of total scores on the DAS is from 0-151, with most items on a 5- or 6-point Likert-type
scale. This 32-item instrument is completed by the individual or both partners. Norms are
provided from a sample of 218 married couples and 94 divorced couples. The DAS can be
used as a general measure of satisfaction in an intimate relationship by using the total score,
or it can be broken down into four subscales: Dyadic Consensus (13 items), Dyadic
Satisfaction (10 items), Affectional Expression (4 items), and Dyadic Cohesion (5 items). A
total adjustment score is calculated by adding the scores from the four subscales.

After completion of the DAS, the clinician scores the test and transfers the scores to
the Profile Form for visual display and comparison to responses in an appropriate norm
group (Spanier, 1989) (Appendix E). Conversion to 7-scores is automatically done by the
form. The DAS is easy to administer and easy to score.

Marital adjustment is determined by the degree of dyadic differences, interpersonal
tensions and personal anxiety, dyadic satisfaction, dyadic cohesion, and consensus on

matters of importance to dyadic functioning (Spanier, 1976). Consensus assesses the extent
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of agreement between partners on matters that are important to the relationship, such as

money, religion, friends, household tasks, and time spent together. Satisfaction measures
the amount of tension in the relationship. Affectional expression measures individual
satisfaction with the expression of affection and sex in the relationship. Cohesion assesses
the common interests and activities shared by the couple.

According to Spanier (1976), the DAS has a number of validity checks. The test
contents were examined to determine whether it covered a representative sample of the
behaviours, attitudes, or characteristics to be measured. Three judges evaluated items in the
DAS for content validity. Items were included only if the judges considered the items
relevant measures of dyadic adjustment for contemporary relationships; consistent with the
nominal definitions for adjustment and its subscales, and carefully worded with appropriate
fixed choice responses. Administering the scale to a sample of divorced and married
persons tested criterion-related validity. Each of the 32 items in the scale correlated
significantly with the external criterion of the marital status. Criterion-related validity refers
to the ability of a scale to correlate with observable criterion behaviours. Construct validity
was tested and established by assessing how the DAS correlated with the Locke-Wallace
Marital Adjustment Scale (Locke & Wallace, 1959). Construct validity describes the extent
to which a test score can be viewed as reflecting some theoretical construct or trait.

Reliability of the DAS has been demonstrated with a coefficient alpha of .96 (Spanier,
1976). This would indicate a high internal consistency. These results also suggest that the
DAS scores are reasonably stable over relatively long intervals of time. Stability is
important because then you can be more confident that changes in the behaviour, feelings,

and/or attitudes are real.
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The DAS has also been translated into different languages with proven reliability and

validity (Fisiloglu & Demir, 2000; Shek, 1995). This factor contributes to the wide
applicability of the DAS.

For evaluation purposes, both partners were asked to complete the DAS individually
at the beginning, and at the end of therapy. It was explained that the information was
confidential. Each partner in this project was informed that they could have refused to do
parts or the entire questionnaire, and it would not have affected treatment. This was
explained and each partner signed the consent form (Appendix B).

The DAS can be interpreted in a number of ways. The total score provides an overall
index of the severity of distress. The raw scores have been converted to 7-scores on the
Profile Forms (Spanier, 1989) (Appendix E). This is useful when comparing subscale
scores. The T-scores are standardized scores which have the useful feature that each
subscale will have a mean of 50, and a standard deviation of 10. Such a feature allows the
interpreter to compare directly the scores from one subscale to the scores on another
subscale. Such a comparison would not be possible without the 7-scores because there are a
different number of items comprising each subscale.

There are guidelines set forth for interpreting the raw scores and the 7-scores. Any
total score of less than 100 on Dyadic Adjustment can be used as a criterion for identifying
poor dyadic adjustment. Raw scores of 70 to 100 are considered in the distressed range, and
a score below 70 is considered to be severely distressed. 7-scores that range from 45 to 55
are considered within the average range, 40 to 44 are slightly below average, 35-39 are
below average, 30 to 34 are much below average, below 30 is very much below average.
Any T-score below 30 is considered to be clinically significant. If no test scores are below

30T, the profile is considered to be indicative of a “normal” pattern (Spanier, 1989).
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The results of the DAS are shown in two ways. Each partner’s total score, and the

four subscales from the pre-test and post-test are highlighted in a table. These same scores
are also highlighted on a Profile Form. I used Spanier’s Profile Form and plotted the raw
scores in the designated places. This allows for comparison of the subscales to each other,
comparison of the individual scores to the norms, and it allows for comparison between the
partner’s scores.

The second measure used was a client evaluation of the therapy (Appendix D), and
was used throughout the therapy, and again at the end. Questions such as the following
were asked: How has the therapy help you? What change have you noticed? What do you
wish had been different? The answers given to the questions were recorded in process
notes. This qualitative measure was an additional source of data regarding client reactions
to the therapeutic intervention. It allowed for some involvement and feedback from the
couples. It helped to give a fuller picture of their subjective experience of therapy. Some of

the client feedback is recorded at the end of each couple’s presentation.
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CHAPTER FOUR

COUPLE PRESENTATIONS

In this chapter, I will present the 7 couples. The first 3 couples will be discussed in a
detailed way. I will use the nine steps of EFT to demonstrate the change process. The
remaining 4 couples will be described in less detail. In each case I will show the results of
the DAS, and discuss some of the change that each partner experienced. At the end of each

couple section, I will reflect on some issues that were relevant.

~ Jamie and Jordon

Background Information

Jamie and Jordon were a middle-class Caucasian couple residing in a suburban
neighbourhood. Jamie was 26, and had worked as a secretary before taking maternity leave.
She enjoyed reading and different kinds of crafts. She had been with Jordon for 5 years,
with no separations. They had 2 daughters, a 4-year-old and a new born. Jordon was 29,
and employed in construction. He dropped out of school, but returned to get a trade. He
enjoyed many different sports. Jamie and Jordon met through a mutual friend. Their
courtship was a fun time where they attended parties, dined out, and went out with friends.
Jamie got pregnant a few months after they met.

Emotional history.

Both Jamie and Jordon had previously been on medication for depression. Jamie

thought her depression was seasonal (i.e., January, February, March), but also wondered if it
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was related to her unhappiness in the relationship. She was on medication for a few months,

but went off it when she found out that she was pregnant. Jordon also wondered if his
depression was related to his unhappiness in the relationship, although he reported that he
has been unhappy for many years. He was also on medication for a few months, but went
off it because of financial reasons; he was laid off because of a work-related injury. That
was just prior to coming for counselling. That was the first and only time that either one of
them was ever on medication for depression. Jordon’s mother had a “breakdown,” when he
was a teenager, and was hospitalized.

Family history.

Jordon had a brother 1 year younger; and a sister 10 years younger from a different
father. While growing up, Jordon was close to his brother. Their father left when they were
very young, and they grew up with a single mother. When he was of 13 years old, he and
his brother were placed in foster care for 2 years because their mother was unable to care for
them. Although he was close to his brother, they were separated, and they rarely saw each
other. He had no contact with his mother, father or sister when I met him. He phoned his
mother to tell her about the birth of their first child. He said she was ignorant, and he had
not talked to her since. He said she was critical of him, and his choices. He had no plans to
make further contact with her; “Maybe someday.” He described a fairly good relationship
with his brother.

Jamie’s parents divorced when she was 2 years old. She rarely saw her father; a few
years ago, he passed away. Her mother remarried, and she described a supportive
relationship with her mother and step-father. Jamie had a sister 6 years younger, and had
become closer to her in the last few years. She described her parents as strict and

judgmental. Jamie had never told her parents of Jordon’s drug use because she was “afraid
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of their reaction.” Jamie ran away from home many times because her parents were

“always grounding her,” but when she returned home she never told them why she had run
away. She said, “They wouldn’t have listened to me.”

Drug history.

Jamie’s mother grew up with an alcoholic father, and had not had any contact with
him for many years. She also married an alcoholic, and divorced him. According to Jamie,
one day her mother told her husband that he had to choose between his family and his drugs
(smoking marijuana). He chose his family, and as far as Jamie knew, he never used drugs
again. Jordon and Jamie both smoked pot when they met. She quit when she became a
parent, and she had expected Jordon to do the same.

Presenting problem.

Jamie initiated counselling. She indicated on the counselling form that their problems
were intimacy, drugs, trust, and depression. She said that they could identify the problem,
but did not know how to “fix” it, without one person winning and the other person losing.
About 2 weeks before I met them, Jamie kicked Jordon out of the house because of a “pot
smoking” incident. She allowed him back in the house because he was “helping with the
new baby.” She said he was “always doing drugs” (smoking marijuana), and he “lied about
everything.” She was “tired” of his drug use. Jordon stated that he also did not like his
drug use. He knew it disappointed Jamie, and he felt guilty. He thought he used drugs
because he was unhappy in the relationship. He thought he could give them up if he wanted
to. As a couple they were distant from each other, and not going out anywhere together.
Jordon went out with his friends, and Jamie went out with her friends. Physical affection

and lovemaking were not happening. They talked about issues related to the children or
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basic necessities, and that was it. Jordon wanted sex and affection, and Jamie wanted

Jordon to give up his drugs.

History of presenting problem.

Jamie got pregnant, and the relationship went “downhill” after the birth of their first
child. They agreed that they had become parents before they had a chance to get to know
each other. After the birth of the baby, Jamie did not want sex and Jordon pursued her. She
éaid she felt like an “object,” and she withheld sex. Jordon was upset and went out more
with his friends. He knew that she did not like his drug use, and he knew that she would be
upset with him if he told her the truth. So, he often did not tell her where he was going or
what he was doing. Jamie would quiz him, and he would be dishonest about where he had
been. He thought she was critical and a “nag.” She became angry and hurt, and more
distant. Jordon began to feel that she “never wanted sex,” and Jamie began to feel that she

could “never” trust him.

Intervention
The following is the case of Jamie and Jordon, and it is presented using the nine steps
of EFT.

Steps 1 and 2. Assessment. Creating an alliance and delineating conflict issues in the

core struggle; and identifying the negative interactional cycle.

Creating a therapeutic alliance with each partner is accomplished by the therapist
being able to be with each partner as that partner encounters his/her emotional responses
and enacts his/her position in the relAationship (Johnson, 1996). Individual sessions allow
the therapist to foster the alliance with each partner, and to elicit information that may be

difficult to discuss in the couple sessions (Johnson, 2000).
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Initially, I found Jamie and Jordon difficult to work with because they were so distant

from each other. I was sometimes ahead of them, and I had to slow myself down to be more
content with where they were. Jordon was able to express his feelings, and I found him
easier to connect with; Jamie was more distant from her feelings. She wanted to focus on
Jordon’s “drug problem.” I had to make a decision. Was I going to work with a “drug
problem” or a relationship? I tried to assess how it was a problem. Did it interfere with his
parenting? Did it interfere with his work? It did not. Jamie thought he was a good parent.
How did it impact the relationship with Jamie? I tried to understand his drug use from an
attachment perspective. Was he using drugs for comfort? Could he share a joint with some
friends, and still build trust with Jamie? How did his drug use affect the relationship? It
seemed to me that it had mostly become a problem because it was associated with Jordon
leaving and not telling Jamie where he was going. And she came from a family that was
judgmental of drug users, and that increased her fear of his drug use.

I validated Jamie’s worries about Jordon’s drug use, and Jordon’s feelings of
loneliness. I listened and tried to understand each partner’s experience. Both felt
misunderstood by their partner. I met with Jamie and Jordon individually. That helped me
to build an alliance with each one. Jordon struggled with wanting to be in the relationship,
but afraid that it would not work. I validated his fears. It also gave me an opportunity to
explore his “drug problem” without Jamie present. In the individual session with Jamie, she
was focused on Jordon being the problem. She also wanted the relationship, but she
planned to give Jordon an ultimatum. He had to choose between his family and “his drugs.”
She was afraid that he could not give up his drugs.

The EFT therapist focuses on the strengths that couples have. Jamie and Jordon had

presented as very distant from each other with few common interests, and I wondered what
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had attracted them to each other. When they met, Jordon thought that she was kind, and

Jamie thought that he was fun to be with. They said that they would not be together if it
was not for their first child, but they did want to be together for their children. The EFT
therapist creates an environment where both partners sense that they are seen and respected
(Johnson, 2000).

In EFT, a short history is helpful in understanding the attachment issues that will be
played out in the present relationship. It is helpful to know if partners have experienced
safe attachments or were traumatized. They bring their unmet needs into the present couple
relationship. In Jamie’s family, she had to be quiet and take whatever punishment her
parents felt she deserved. She never felt that she had a voice. One time she was talking
about how she felt when Jordon got upset with her. She recalled an image, “My dad
lecturing me for an hour, and I’m just standing there and staring at my toes.” She realized
that she did the same thing when Jordon was angry with her. She just stood there and did
not say anything. Both Jamie and Jordon grew up with criticism. Jordon could not count on
his mom to protect him or support him. At the same time, she was critical, so he distanced
and protected himself from her criticalness. He also distanced himself from Jamie. Those
past patterns were played out in their early relationships, and they brought them into their
present relationship.

The following goals were set: Jamie wanted to be able to trust (i.e., believe) Jordon,
and he wanted her to be more affectionate. I thought those goals were consistent with EFT.
The goal of EFT is to reprocess experience and reorganize interactions to create a secure
bond between the partners (Johnson, 1996).

Jamie and Jordon presented as distant, depressed and disengaged from each other, but

I thought that I could help them to find their way back to each other. Although they were
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both critical of each other, the negative interactional cycle was withdraw/withdraw. They

were framed as both hurting and needing things to change so that they could achieve some
closeness. I formulated the cycle in terms of Jordon pursuing Jamie for some kind of
contact, and Jamie feeling “used” and withdrawing. As Jamie withdrew, Jordon distanced
himself. As Jordon went out more frequently, Jamie became angry and questioned him.
Jordon felt attacked and withdrew further. As they both felt more helpless, they distanced
themselves further from each other. I highlighted the lack of trust. I framed the cycle as the
problem.

Steps 3 and 4. Accessing the unacknowledged emotions underlying interactional

positions: and reframing the problem in terms of underlying emotions and attachment needs.

Unacknowledged emotions underlie the positions in the negative cycle. These
emotions include fears, vulnerabilities, and unexpressed resentments (Johnson, 1996). In
this phase the therapist acknowledges and validates secondary emotions, but engages both
in the process of exploring specific experiences and eliciting the emotions that are
disowned, discounted or avoided. As Jordon talked about Jamie not wanting sex and

affection, I validated his anger, and explored his fear of rejection.

Jordon:  There was no cuddling. I would move over, no response from her.
Therapist: What goes on for you when she’s not responding?

Jordon: I getupset. She doesn’t think about me. I get upset, angry.

Therapist: It sounds like you’re feeling rejected. That she doesn’t want to be with you.
Jordon:  Yeh, that runs through my mind. She doesn’t love me.

Therapist: If she loved me, she’d want to cuddle. You feel rejected and distant from Jamie.
And you get angry. (Validation)
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Jordon:  Yeh, I get up and leave.

Therapist: You don’t believe that she wants to be with you, that she loves you. So you
have no choice but to get angry, to leave. (Empathic conjecture)

Jordon said that they rarely did anything together and when they were together (i.e.,
watch a movie, go out for dinner), he often felt alone. When he was home with Jamie, he
felt alone. He remarked, “If I was to vanish, I don’t think she’d notice.” I heightened his
sense of loneliness by saying, “Jordon, I’m thinking about what you just said. IfI was to
vanish, I don’t think she’d notice. That must feel very lonely. You looked very sad as you
said that. That must be very paiﬁful to feel that way.” Heightening can bring a focus to
what the person just said, and it can also create a new context for the other partner (Johnson,
1996). Jamie could begin to see Jordon from a different perspective.

The main issue for Jamie was that she could not “trust” Jordon. As Jamie talked about
not being able to trust Jordon, I validated her worries, and explored her feelings of

loneliness and helplessness.

Jamie: Every time I try to trust it seems to come back to me. Like what he said wasn’t
true.

Therapist: Can you say more about that?

Jamie: Like when he went to the gym. Later he went out with his buddies. He did
phone me hours later, but I felt like he should have phoned me earlier.

Therapist: It sounds like you were wishing that he could have told you, it sounds like you
feel left out of his life. You feel distant from him.

Jamie: Makes me suspicious every time he leaves the house. Like the time he went to
get a video and didn’t come back for an hour and a half.

Therapist: So you wonder where he is. And you don’t know because he doesn’t tell you.
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Jamie: Like the time he went to get gas and was gone for a really long time.

Therapist: It sounds like you might be worried about where he is, and you’re wondering
why he is choosing to be away from you.

Jamie: I am worried that he has done something behind my back.

Therapist: It sounds like you’re feeling shut-out, cut off, and kind of helpless. You worry.
That must feel very lonely. (Validation)

Jamie: I don’t feel he respects me.

Therapist: You don’t believe that he wants to be with you, that he loves you. So you have
no choice but to withdraw. (Empathic conjecture) '

Their intimate sexual life had caused them both a lot of grief. Jordon pursued and felt
rejected; and Jamie either kept distant, or gave in and felt used. She wanted Jordon to want
to be with her, not just to want sex. Evocative reflections and questions are designed to
expand experience. For example, “What’s it like to hear Jamie say she felt like an object?”
“What’s it like to hear how lonely Jordon is?” “What’s happening for you right now as you
describe feeling like an object?”

Lack of trust continued to be an issue for both Jamie and Jordon. Both doubted if the
other wanted to be in the relationship. By the end of Step 4, the problem was reframed
using the newly experienced emotions of each partner and the expression of unmet needs.
They both felt unlovable, and unimportant to each other, and they protected themselves by
staying distant. They adopted the frame that the cycle had robbed them of the closeness that
they both wanted. Jordon wanted to be sexually intimate with Jamie, not because he was a
“sex addict,” but because it helped him to feel closer to her. And Jamie was not a “nag”

because she wanted to know where he had been. She was fearful that he did not love her,
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and she wanted to be involved in his life. The expression of emotions began to expand their

dialogue, with moments of engagement. The cycle had de-escalated.

Steps 5 and 6. Promoting identification with disowned needs and integrating these

into relationship interactions: and promoting acceptance of the partner’s experience and new

interaction patterns.

In Step 5, previously unformulated or avoided experience is encountered, claimed,
and congruently expressed to the partner (Johnson, 1996). The emotional responses
accessed by a partner in Step 3 are experienced or referred to by the client in the session.
The task in Step 6 is to support the other partner to hear, process, and respond to this
sharing, so this new experience can become part of, and begin to reshape, the couple’s
interactions. Interventions involve the therapist being active in shaping their interactions to
include new elements from the newly synthesized experience. For instance, “Can you tell
him how worried you are about his drug use?” “Can you tell her how afraid you are of
losing her?”

Jamie’s withholding was not so much about rejecting Jordon as protecting herself.
She told him that whenever she allowed herself to get close to him, he hurt her, and she did
not want to get hurt again. She thought that as soon as he got what he wanted (i.e., sex),
then he did what he wanted (i.e., go out with his friends). In the past, she withdrew sexually
when she was upset with him, then later she “gave in” and had sex. He would then go off
with his friends, and she would feel unimportant to him. She wanted closeness with Jordon,
and was able to tell him that. But she was also afraid that he did not want to be with her.

Jordon’s leaving and going out was not because he was happy and getting what he

wanted, but because his sense of loneliness and sadness was unbearable. He began to share
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some of that with Jamie. He acknowledged that he wanted to be close to Jamie, but he was

afraid that she did not want to be with him.

I think that the turning point for Jamie and Jordon was the pleasant surprise that they
both experienced when they heard their partner say that they did want to be in the
relationship. They were both convinced that their partner did not want to be in the
relationship. Their belief was that the other was only there because of the children.

Jamie wanted to build a relationship that was based on talking and getting to know
each other. Jordon allowed Jamie the space that she asked for. She told him that she was
afraid to be affectionate because he would then assume she wanted sex. She wanted it
known that if she was to be affectionate that did not mean she wanted sex.

Step 7. Facilitating the expression of needs and wants and creating emotional

engagement.

In this stage, the partner now speaks from a position of increased efficacy, where s/he
defines the relationship for him/herself rather than reacting to the other’s definition
(Johnson, 1996). The completion of Step 7 for a withdrawn partner is withdrawer
engagement. There is an owning of emotions which begins in Step 5, and some expression
of that emotion to their partner. In Step 7 there is more of a feeling of entitlement to this
emotion, and the withdrawn partner begins to verbalize this. Jamie had felt unloved and
unimportant to Jordon, and she withdrew. Just hearing that Jordon wanted to be with her
gave her some confidence. She told Jordon that she wanted to go out places with him.
Previously she had left him to make the decisions and spent much of her time feeling
resentful. She made an effort to be more affectionate with Jordon, and she told him that she
liked affection. She also expressed her feelings around his drug use. Jamie began to ask for

what she wanted and needed from Jordon.
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Therapist: I’m wondering how Jordon’s continued drug use is affecting you. You wanted
him to quit. He hasn’t. You have said you want to trust him. Does his
continued drug use allow you to trust him?

Jamie: Yeh, I’ve been thinking about that. I did want him to stop. But, I can tolerate
his occasional drug use. I used to smoke pot myself. I sort of know why he
smokes with his friends. But I want you to tell me when you smoke. It will
help me to trust you.

Therapist: It sounds like what you want most of all in your relationship is some trust.

Jamie: I still think he smokes too often. I would like him to still do it less. I mean, I
would like him to quit. I guess I kind of feel unimportant to him.

Therapist: You would like him to stop, for you, but that hasn’t happened. And you’re

disappointed. But it sounds like you’re trying to find a new way to be together
to build a relationship.

Jordon found it more difficult to express his wants and needs to Jamie because he said
that he was afraid of “them fighting.” Jamie encouraged him to do so. She talked about
how good it felt to be able to say what she wanted to, and not have to carry around any
resentment. She told him that she wanted to know when he was upset. She would remind
him of an incident where they had had a disagreement, and they had talked and it was not a
“fight.”

Jordon told Jamie that he also wanted to do more things with her. He wanted them to
have some more common interests so they could do things together. He was going out
mostly every night with his friends when I met them. Toward termination he was still going
out, but only one or two times a week, and he was telling Jamie when he smoked pot. At
first he was resistant to doing that, but as she continued to tell him that she wanted to know
what he was doing because she wanted to be involved in his life, and she was afraid of his

drug use, he agreed.
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In the middle stages (Steps 5-7), the therapist helps the couple to change their

interactional position. Jamie found her voice, and began to ask for what she needed from
Jordon. She told him about her fears and longings, as opposed to being angry and sad.
Jordon also did not feel so lonely. He could ask for closeness from Jamie. He said he could
accept her saying, “No” and not feel rejected.

Steps 8 and 9. Facilitating the emergence of new solutions to old relationship

problems: and consolidating new positions and new cycles of attachment behaviours.

Jamie and Jordon were talking more than they ever had in their relationship. Talking,
as opposed to withdrawing and feeling resentful was a big step for this couple. Every issue
that came up was usually based on one or both of them feeling unimportant to the other in
the relationship. One session Jamie said that she was worried that now that Jordon had what
he wanted (i.e., sex), he would go back doing what he did before (i.e., going out and not
telling her where he went). I asked her, “And how will you respond to that if that happens?”
She said, “I don’t know, ask him where he was, I guess,” and then she looked at me, and
said, “But that didn’t work before.” And she went on to say, “I would feel left out and
unimportant to him, and I guess that’s what I would tell him.” Jordon responded by
reminding her that he did not go out before because he “got what he wanted;” he went out
because he was not happy. He told her that he was happy, and he did not want their
relationship to go back to the way it was either.

They were very pleased with the progress that they had made. They both talked about
how they understood each other better, and that made things different between them.

Jordon talked about feeling more confident. They were going out together and enjoying
each other. They said that they had a kind of closeness that they had never experienced.

When I asked them how that compared to what they had in the beginning, they said that in
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the beginning they did not have closeness, they just had physical attraction. At the end of

therapy, Jamie told me that she was annoyed with me in the beginning. She said that she
did not really see a need to talk about her feelings. She thought that what Jordon was doing
was wrong, and she had expected me to tell him so. And then she said, “I guess this
emotion thing really works because I can’t believe how far we have come in just a few
months.” They thought that their goals were met. Jamie was beginning to be more trusting

of Jordon, and she was being more affectionate with him.

Evaluation

The Dyadic Adjustment Scale (Spanier, 1976) was administered before and after
treatment. Jamie and Jordon’s scores are presented in Table 4.1 and Figure 4.1. The total
pre-test score for Jamie was 61 and 77 for Jordon. The couple’s combined total score was
69 (a score of 70 is typical of divorcing couples). The scores on the Profile Form have been
converted to 7T-scores (Spanier, 1989). Any score below 30T is considered clinically
significant. Their pre-test scores for Affectional Expression and Dyadic Satisfaction were
below 30T. Jamie’s score for Dyadic Consensus was also below 30T, but Jordon’s was not.
Jamie’s score indicated that they had an extremely difficult time agreeing on major issues,
whereas Jordon’s did not. Both profiles suggested that they were extremely dissatisfied in
their relationship, and that there was very little affection. Their higher scores in Dyadic
Cohesion indicated that they shared some common interests and activities. Higher scores in
this area did not make too much sense because they did not seem to share many common
interests or activities. Perhaps they were thinking of their children when they answered
these questions. They did have that common interest. The couple’s scores indicated a

highly distressed relationship, and this was consistent with how I saw them.
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Table 4.1 DAS Scores for Jamie and Jordon
Jamie Jordon Mean Scores - Spanier (1976)
DAS Subscales Pre-test Post-test | Pre-test Post-test Married Divorced
Dyadic Consensus 28 48 46 48 51.9 35.4
Dyadic Satisfaction 18 38 19 31 40.5 22.2
Affectional Expression 2 8 3 9 9 5.1
Dyadic Cohesion 13 16 9 14 13.4 8
Total Score:
Dyadic Adjustment 61 110 77 102 114.8 70.7
Figure 4.1 DAS Profile for Jamie and Jordon
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Jamie shared an interesting comment after she wrote the post-test. She said, “If I had

written the first one a few weeks later than I did, my answers would have been a lot more
negative. I didn’t realize how bad our relationship was until we had been coming here for a
few weeks. I guess you pretend to yourself because you don’t want to know how bad it
really is.”

The total post-test scores for Jamie and Jordon were 110 and 102 respectively. Their
scores were higher in all subscales. 1 would have thought that the scores overall would have
been higher. They were visibly happier. They looked into each others eyes regularly and
smiled at each other. They were talking and seemed to be more in touch with each other’s

feelings.

Reflections

Jamie thought the problem was Jordon’s drug use. When I met them, I sensed a very
deep feeling of sadness and hopelessness in them both. I did not focus on the drug use or
the depression. I focused on their unmet attachment needs. How did depression and drug
use impact their relationship? And how was EFT useful?

Depression.

Both Jamie and Jordon had been on medication for depression. Depression is
primarily conceptualized as an intrapsychic phenomenon. Depressed individuals are self-
critical, have low self-esteem, and perceive themselves as inadequate or as having failed in
important roles (DSM-1V; American Psychiatric Association, 1994). This conceptualization
of depression has led many researchers to focus on the depressed person in isolation.
However, intrapsychic models of depression may not be sufficiently attentive to the

distressing interpersonal contexts that accompany depression (Coyne & Whiffen, 1995).
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Marital distress often occurs hand in hand with depression (Johnson, 1999). Marital discord

is the most common life stressor that precedes the onset of depression, and 25-fold
increased risk rate for depression has been reported for those who are unhappily married
(Weissman, 1987).

Research of a couples’ therapy program (Trute, Docking & Hiebert-Murphy, 2001)
identified depression in women survivors of childhood sexual abuse that were in addictions
recovery. Depression was characterized by withdrawal behaviour in the interactional cycle.
Underlying emotions were low self-esteem and feelings of hopelessness. Depression affects
the connection that couples need to experience feeling safe, nurtured, and protected.

Both Jordon and Jamie presented as depressed. They had both withdrawn from each
other. They felt hopeless in their relationship. They were both very unhappy, and could not
see a way out of it. I sometimes wondered if the depression was due to the distress in the
relationship or if they brought some of it into their relationship. Jordon had been abandoned
by his mom when he was younger, and had no contact with her; and Jamie described her
parents as judgmental and strict. I would suspect that some of their depression was brought
into the relationship, but made worse by the distance between them. Trauma increases the
need for protective attachments and, at the same time, undermines the ability to trust and
therefore to build such attachments (Johnson, 1999).

At the end of therapy, Jamie and Jordon talked of not feeling depressed. They felt
hopeful in their relationship. They both felt more confident and could ask for what they
wanted. There is empirical evidence that EFT is effective with depressed partners
(Dessaulles, 1991); and reduces depressive symptom levels in women with inhibited sexual
desire (MacPhee et al., 1995), and in distressed parents of chronically ill children (Walker,

1994). It would seem that if the therapist can foster the development of a secure bond
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between the partners, this not only improves the relationship, but also helps to lessen or

eliminate depression.

Drug use.

Jamie had thought of ending their relationship. She thought that the drug use was the
problem. During the process of therapy, she came to the place where she recognized that it
was not the drug use, but the behaviours that went along with it. It was the lying, and the
being left alone so often that was more painful than the fact that Jordon smoked marijuana.

Counsellors that work with addictions would have taken a different approach. They
would have seen Jordon’s drug use as the problem. They would have supported Jamie’s
ultimatum which would probably have forced drug treatment for Jordon. They would have
seen Jamie as co-dependent. They do not see too much difference in smoking marijuana
and heavy drug use. Their belief is that any drug use is harmful to the relationship. It
creates problems with lying, denial, and minimizing (Beatty, 1997; Subby, 1987).

When do I think drug use is a problem? If during the assessment phase, I thought that
the drug use was destructive to the relationship (i.e., financial hardship, abusive), I would
support drug treatment. I thought in this case the problem was the relationship. Johnson
agrees and she stated “I would have done what you did; you treated the relationship”
(personal communication, May 01, 2003).

At termination Jordon rarely went out without Jamie. He told Jamie where he was
going, and when he smoked marijuana. Jamie seemed to be alright with that. I believe that
drug use is a problem if it interferes with trust in the relationship. ButI do not believe that
it has to. Jamie and Jordon began to connect on an emotional level. Hopefully, they will be

able to continue supporting each other.
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Melissa and Matthew

Background Information

Matthew and Melissa resided in a middle-class neighbourhood, and had been together
for 3 years. Melissa was Caucasian and Matthew was Asian. Matthew was 25 and worked
in electronics. Melissa was 22 and had worked as a secretary, but was home on maternity
leave with a new baby girl. The baby was not planned. They met through a mutual friend,
and in the beginning of their relationship, they often went out for dinner, to movies, and to
different social events. They both liked music. Melissa liked socializing and being with
people, and Matthew preferred to be alone or with Melissa. He was more uncomfortable
with crowds. He liked reading and spending time on the computer.

Emotional history.

Melissa reported that after the baby was born, she had the “baby blues.” She thought
she might have had post-partum depression, but she never talked to her doctor about it
because she did not want to take any medication. Her father had taken anti-depressants for
several years. Matthew reported that his sister took anti-depressants.

Family history.

Melissa’s mom and dad separated when she was 14. Her mom “packed her bags and
threatened to leave,” many times before she actually left. She described her dad as jealous
and having a bad temper. She said that they did many family things (i.e., camping, going
out to movies, playing board games), and that her parents seemed to have a good
relationship in spite of their arguing. She described a close relationship with both parents,

and her sister that was 2 years younger. She described her sister as an over achiever; her
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sister was in university. Melissa reported that she had always had a “weight problem,” and

in school she was laughed at and made fun of.

Matthew described a fairly distant relationship with his family although he said he
was close to them. He had a younger brother, and an older sister. He rarely saw either one
of them, and he rarely saw his mom and dad. His family came to Canada when he was 2
years old, and he could not speak any English. He said he never had many friends growing
up, and often felt like an outsider. Both agreed that their families were very different from
each other. Matthew said his parents were “business like.” As a family, they would never
sit around and play cards, or go camping because that was “useless.” When he had contact
with his family, it was to talk about important things (i.e., fixing things, finances). Melissa
liked to visit her family, and just “socialize.” And she wanted Matthew to do the same.

Presenting problem.

Melissa had initiated counselling. On the counselling form, they said that “lack of
communication” was a problem, and that they had many arguments. In the initial call,
Melissa explained that Matthew was quiet and did not express his feelings, and she thought
that caused problems in their relationship. She came from a family where they expressed
their feelings. Melissa wanted them to work together as a team. They said that when they
had arguments, it was a power struggle and nothing was ever resolved.

During her pregnancy, Melissa’s sister and boyfriend lived in the same house.
Melissa felt a lack of support from Matthew and explained that, “When Matthew wasn’t
doing what he was should have, my sister filled in.” Melissa talked about her pregnancy
and how she felt “shut-out” from Matthew. Matthew often felt that his point was not heard
or that he was not involved in making decisions. He felt that it was “three against one.” He

spent a lot of time on the computer, and reading what he wanted to read. Melissa had
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wanted him to read what she had asked him to read, and get involved in the pregnancy, and

upcoming birth and baby. She was very hurt by what she perceived as his disinterest. She
thought he was self-centered and selfish.

As a couple they were not going out much together. They had separate friends.
Physical affection and lovemaking had not resumed after the baby was born. Melissa felt
that she had to “beg” for attention. Melissa said that she did “everything” by herself, and
Matthew said that Melissa criticized him for “everything.”

History of presenting problem.

Melissa stated that over the course of their relationship, she had done most of the
housework, but now with the new baby she was “tired of doing all the work.” Even before
the pregnancy, their relationship was deteriorating. Melissa was going out with her friends,
and doing what she wanted, and the same for Matthew. Throughout their relationship, they
tried to avoid conflict. But when they did argue, they would get angry with each other, and

then Matthew would withdraw. Sometimes he would not speak to Melissa for days.

Intervention
The following is the case of Melissa and Matthew, and it is presented using the nine
steps of EFT.

Steps 1 and 2. Assessment. Creating an alliance and delineating conflict issues in the

core struggle; and identifying the negative interactional cycle.

The therapist needs to be able to be with each partner as that partner encounters
his/her emotional experience (Johnson, 1996). I listened and tried to understand each
partner’s experience. When I listened to Melissa and validated her pain, I felt that I had a

connection with her. Melissa had told me beforehand that Matthew probably would not say
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much because he did not really want to come, and he did not like to talk, especially about

his feelings. On the contrary, I found Matthew to be able to say what he needed to say in
order to express himself. I felt connected with him from the beginning, and that never
changed. I, however, did find it difficult to validate Matthew’s experience without seeming
to invalidate Melissa’s pain. Sometimes when I listened to and reflected Matthew’s
experience, Melissa would react with scoffing or rolling her eyes. When that happened, I
slowed down the process, and validated her experience. It seemed as if she did not want to
hear about Matthew’s pain because she did not believe it. She wanted me to hear her pain,
and hers alone. One session when Matthew was talking about feeling left out, she said that
he was trying to take away her pain. It seemed to her that he was trying to say his pain was
more important than her pain. She did not want to hear from me that they had both
experienced pain, because nothing could compare to the pain that she had experienced.

Individual sessions allow the therapist to foster the alliance, and to elicit information
that may be difficult to discuss in the couple sessions (Johnson, 2000). I did meet with both
Melissa and Matthew individually. I used those sessions to help build my alliance. In
individual sessions, I could be more empathic without seeming to invalidate the other’s
experience. [ wanted to assess their commitment, and I wanted to further explore how each
perceived the other.

The EFT therapist listens to the problems, and the strengths of the relationship
(Johnson, 1966). I wondered what had attracted these very different people to each other.
They said it was music and humour. They both loved music, and in the beginning of their
relationship Melissa thought that Matthew had a good sense of humour. They also had a
beautiful child that they wanted to raise together. They wanted to be a family, and they

knew that something had to change. They came very regularly, and often they had to drive
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a great distance for childcare. I thought that showed strength and determination, and I

conveyed that to them.

A short history is taken in EFT to understand attachment issues. Melissa tried to
uphold this image of this caring and wonderful family, although sometimes she would say
something derogatory about her father (i.e., he always felt sorry for himself, he never took
responsibility, he enjoyed feeling sorry for himself). When Matthew suggested one day that
her family was critical of her, she angrily attacked him, and defended her family. When he
pointed out that neither of her parents ever came to visit them and see their new baby, again
she felt the need to defend them. She said that they lived out of town and they were busy.
The same was true for Matthew. Sometimes Melissa attacked his family for being so “cold
and distant,” and he angrily defended them. He held onto an ideal image of his family.
They both did. Melissa often suggested that Matthew needed to change so that he could
become more like a “normal” person. Obviously, Matthew resisted that and consequently
criticized her family. Neither partner wanted to be vulnerable with their family pain. I
learned about their family through their conversation. Their past hurts were being played
out in the present relationship. In the beginning, neither one felt vulnerable enough to let
their guard down. They defended their families and they defended themselves. Neither
partner gave the impression that they had experienced a secure attachment where they could
depend on others.

Past experience in relationships can be used to validate partners’ present responses,
and ways of protecting themselves (Johnson, 1996). Because Melissa and Matthew were
resistant to talking about their past experiences, I did not try to pursue family-of-origin
issues. Past experiences are enacted in the present, and are most effectively addressed there

(Johnson, 1998).
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Melissa’s and Matthew’s goal was to communicate better. I thought that goal was

consistent with the goal of EFT. The goal of EFT is to reprocess experience and reorganize
interactions to create a secure bond between the partners (Johnson, 1966).

As Melissa talked about feeling alone in the pregnancy, and Matthew talked about not
being heard, I knew that they wanted some closeness in their relationship, and I thought that
I could help them with that. The negative interactional cycle was blame/withdraw. After
the initial sessions, and the building of an alliance, I began to formulate their cycle. They
were both framed as hurting and needing things to change. Melissa felt “shut-out,” and was
angry with Matthew. To protect himself from her anger, Matthew withdrew. As he
withdrew, she became angrier, and more critical. Both felt that it was the other person that
was at fault. I highlighted their lack of trust. I framed the cycle as the problem.

Steps 3 and 4. Accessing the unacknowledged emotions underlying interactional

positions; and reframing the problem in terms of underlying emotions and attachment needs.

The first task in this stage is to access the primary emotions, and the second task is to
expand the context of the couple’s problem (Johnson, 1996). Melissa was in a lot of distress
when I met them. She often had tears as she talked about how it was for her. She was very
angry and critical toward Matthew. She had many accusations about the past and present.
He never helped around the house; he was always on the computer; he never laughed with
her; he never talked to her. She was afraid that he would not change, and she felt helpless.

I accessed and validated her feelings of loneliness and sadness.

Therapist: You seem to be in so much pain. What are the tears about?

Melissa: I wanted him to educate himself. 1’d asked him to read. I tried to share the
experience. He didn’t step up to the plate. He didn’t seem enthusiastic. He
wasn’t there emotionally. He doesn’t know the sacrifices I made.
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Therapist: I hear a lot of sadness. It sounds like you feel as if you went through this
pregnancy alone. It’s very disappointing to you that Matthew couldn’t share
this time with you. (Validation)

Melissa: My sister stepped in. He’s so quick to blame her. He was supposed to take care
of me. He spent so much time on the computer.

Therapist: You wanted him to be with you, and he wasn’t there. That must have felt very
lonely.

Melissa: I was physically tired, I had no life. I didn’t talk to friends. I have stretch
marks up to my neck. I sacrificed everything. I was trying to eat healthy. I was
doing it all by myself.

Therapist: It sounds like this was such a difficult time for you. You felt like you went
through this pregnancy alone and you weren’t able to share any of your pain or
your joy with Matthew. You couldn’t talk to him. It seemed like he didn’t care

about you. He wasn’t there, so your sadness and this feeling of aloneness turned
to anger. (Empathic conjecture)

Melissa expressed this sense of aloneness over many sessions. I heightened her sense
of loneliness by saying, “Something that you said today really stood out for me. I feel that I
have to beg for attention. You feel so unimportant to Matthew. You feel that you have to
beg. That must be very painful.” Heightening key experiences can bring a focus to what
the client just said, and it can also create a new context for the partner (Johnson, 2000).

For Matthew, there was a feeling of never being good enough. Sometimes he was
confused, and did not even seem to know what Melissa wanted. I accessed and validated

his feelings of helplessness and his fear of rejection.

Therapist: I’m interested in what this experience was like for you.

Matthew: It was always about her sister. It was always about what her sister wanted. I
was never included. I felt it was three against one.

Therapist: So, you felt like you didn’t belong.
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Matthew: I wasn’t sure how she wanted me to be there. I felt everything wasn’t up to me.

Therapist: So you didn’t know what to do. It seemed to you that Melissa needed her sister
more than you. You weren’t sure where your place was. That must have felt
very lonely. You must have felt kind of helpless. (Validation)

Matthew: I don’t think she loves me. I don’t think she needs me. I don’t think she has
ever needed me. All I ever get is blame.

Therapist: You don’t think that she loves you. It seems as if nothing you do is right. There
doesn’t seem to be a place for you. You feel kind of left out. So you leave.

You go off by yourself. You don’t know what else to do. (Empathic
conjecture)

When Matthew talked about feeling left out, Melissa often scoffed, and said he was
never left out. He just felt sorry for himself. When that happened, I validated Matthew’s
feelings, and then I went back to Melissa, and tried to validate her experience. She resisted
seeing Matthew as a sensitive person that had feelings. She continued to talk about him as a
cold and insensitive person. One session, he turned to her and said, “You don’t think that I
have feelings, I do.”

As Matthew became more confident, he was more verbal in the sessions. Melissa
often referred to him as being stubborn. She said that he was arguing with her. She asked
him what was wrong with him. He used to be more agreeable. Outside of the sessions she
was used to him not saying much. Evocative reflections and questions are designed to
expand experience. For instance, “What’s happening to you right now as you describe,
feeling “shut-out?” “What’s happening to you, Melissa as you listen to Matthew describe
how left out he felt?”

By the end of Step 4, the problem was reframed using the newly experienced
emotions of each partner and the expression of unmet needs. Both Melissa and Matthew

felt unlovable to each other. They were afraid that the other person did not want to be in the
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relationship. Melissa felt very lonely, and Matthew felt inadequate; nothing I do is ever

good enough. They adopted the frame that the cycle had robbed them of the closeness that
they both wanted. Matthew protected himself by withdrawing, and Melissa protected
herself by being critical. Melissa wanted Matthew to be available, and Matthew wanted to
be appreciated. Lack of trust continued to be an issue for both Melissa and Matthew. This
was a first-order change (Watzlawick, Weakland, & Fisch, 1974), or a de-escalation of the
negative cycle. The reactive emotional responses were less intense, and negative
attributions about the partner were less rigidly held; but the way interactions were organized
had not changed. Melissa and Matthew seemed more hopeful, and they said they were
fighting less.

Steps 5 and 6. Promoting identification with disowned needs and integrating these

into relationship interactions; and promoting acceptance of the partner’s experience and new

interaction patterns.

In Step 5, the emotional responses accessed by a partner in Step 3, are experienced or
referred to by the client in the session. The task for the therapist in Step 6, is to help the
other partner to begin to accept and incorporate this new presentation into his/her view of
the partner and to be responsive to the partner’s new behaviour in the interaction (Johnson,
1996). For example, “Can you tell him how it feels to be so shut-out?” “Can you tell her
how much you want to be with her?” “Can you tell her what it feels like to not have a
voice?” “What’s happening for you as you tell her that you have often felt you did not have
a voice?”

Melissa and Matthew began to recognize their own unmet needs, but they had
difficulty in accepting and understanding their partner’s experience. Matthew began to

recognize that Melissa often felt alone, but he could not seem to move closer to her. Her
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criticisms kept him distant. And for Melissa, she could not believe that Matthew felt that he

did not have a voice. As far as she was concerned, he did have a voice; he just chose not to
use it. One session, he remembered a school experience. He could not speak any English,
and he talked about how frustrating it was to not understand, and not be able to say
anything. He said that as a student, he often felt that he did not have a voice because he was
unable to express himself. To that, Melissa replied, “That was then and this is now.” She
said that she had no patience for people making excuses. Her dad had always made excuses
and she did not like that.

When Melissa invalidated Matthew’s experience, I tried to make a space for both of
them. To the above comment, I responded to her impatience with Matthew. I then asked
for her permission to hear more from Matthew because I thought it was important. I
explored with him his feelings around being from a different culture, and how that was for
him. He grew up in a small community where their family was the only Asian family. He
said that he had always felt different.

Melissa and Matthew seemed to be stuck in a blame/withdraw cycle. Melissa
criticized Matthew every session. He responded with, “It doesn’t matter what I do, it’s
never good enough.” They threatened each other with leaving. I began to worry that I
would be unable to help them to move forward. We seemed to be at an impasse. One kind
of impasse can be caused by an attachment injury (Johnson, 1996; Johnson, Makinen, &
Millikin, 2001). An attachment injury occurs when one partner violates the expectation that
the other will offer comfort and caring in times of distress. That incident becomes a
recurring theme and creates an impasse that blocks relationship repair.

Melissa mentioned the first session, that one day after the baby was born, she was

crying, and Matthew told her to “get over it.” A few sessions later, she had mentioned it
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again, and asked him for an apology. He said that he would not apologize because that

would mean that he did something wrong, and as far as he knew he had done nothing
wrong. He talked about how he had felt out of place and “ganged up on.” I was empathic
with his feelings of “not belonging,” as well as Melissa’s feelings of emotional
abandonment.

Melissa again asked Matthew why he had told her to “get over it.” He responded
with, “The baby was crying and I didn’t know what to do. I felt like I didn’t even belong.
You were crying and I didn’t know why. I didn’t know what I was supposed to do as a dad.
I was feeling that it was too much. I’m sorry.” To that Melissa replied, “Well, that’s your
fault, you had nine months to prepare.”

Melissa could not allow for any closeness with Matthew, although that was what she
longed for. He became more accessible to her, but she was afraid to be vulnerable. It
seemed that his comment, “Get over it,” had been so hurtful to her, that she could not let it
go. So we revisited that time again; and Melissa told Matthew that when he said, “Get over
it,” she heard him say, “I don’t need you in my life.” She expressed some of the fear and
sadness that she felt. He again told her -that the baby was crying, she was crying, and he did
not know what to do. Matthew told Melissa that he had a lot of apologizing that he wanted
to do. He said he wanted to apologize to Melissa, but he would rather do it in private. That
seemed to be what Melissa needed to hear. He was responsive and seen as available to her.
She was smiling and they were holding hands when they left the session.

As our sessions continued, Melissa continued to express angry criticism toward
Matthew, so I decided to see her alone. A two-chair intervention was used to allow her to

express and explore her feelings toward Matthew. She was angry that he had not
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apologized to her like he had promised, and said that she could not let go of her anger until

he did.

The next session, which was Session 19, Melissa told Matthew that she had wanted

the apology that she had been promised. That apology carried a lot of significance for

Melissa. Matthew’s withdrawing had hurt her during the pregnancy. She interpreted his

withdrawing as not caring about her. “Get over it,” implied that he did not need her. His

promise to apologize, and then not following through on it, further reinforced for her that he

did not care about her, and he did not need her. The following encounter was a very

emotional time for them both.

Matthew:

Melissa:

Matthew:

Therapist:

Melissa:

Matthew:

I 'am sorry. I was feeling distant. We were both distant from each other. It was
an awful time. I was hurting too. I regret that it happened. But I am sorry.

Sorry for what (long pause)? Tell me what you were sorry for. It’s easy to say
you’re sorry. It’s just a word. Any stranger on the street could say it. I’'m tired
of you using, we were distant, as an excuse. What were you sorry for? Was it
because I had high blood pressure? The nurse came every day. You never came
near me. You didn’t care. You weren’t interested. You just told me to get over
it. I couldn’t get out of bed. My sister looked after me. I’m glad I had her,
because you weren’t there. You didn’t care.

(Looks at me and sighs.)

Matthew, you took a risk. I know it doesn’t come easy for you to say, I’m sorry.
Melissa is still very angry with you. This is so difficult for both of you. Melissa,
you really needed him to be there for you and hold you. It seems, like you don’t
believe him. You want more from him. Maybe, you want him to hurt as much
as you did. His apology doesn’t seem genuine to you.

It’s not. The moment is gone. You should have apologized when you said you
were going to. You only said it now because you were expected to. I’ll never
believe you now because it’s not genuine. I’ll never get closure on this.

What’s the use? You don’t believe me. What does it matter what I say? You’re
going to hold this against me for the rest of my life. Why are we here? Why am
I coming here? I’m trying my hardest to please you. 1 may not have said an
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Therapist:

Matthew:

Melissa:

Matthew:

Melissa:
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apology like you wanted to hear, but I have been trying. I don’t know how to
try any harder.

You have tried. You didn’t make a formal apology, but you have been trying to
make up for what you didn’t do. Melissa, I’m wondering how you can get
closure on this. I know that you are still very angry with being left alone. That
you went through the pregnancy without him there. I know this is hard for you.
But, can you tell Matthew what it is that you need from him.

Why should I? I’ve told him a thousand times. He doesn’t listen. He doesn’t
care.

Is that right, that you don’t care, Matthew? Do you know what Melissa wants?
Can you talk to her? She needs you to talk to her now.

No, it’s not right that I don’t care. And, no, I don’t know what she wants me to
say. I know I wasn’t there for you. I’ve said that. I’'m sorry. I don’t know the
specifics. I’m not you. My experience was different from your experience. My
experience will never be your experience and your experience will never be
mine. I am sorry. I don’t know what else to say.

I’m sorry too. I’m sorry for how I treated you. I so regret how I was during my
pregnancy. I wish I had tried to include you more. I’m sorry that I left you
alone. I’m sorry that I ignored you. I’m sorry that I turned to my sister
(sobbing).

I’m sorry for so many things too. I’'m sorry for leaving you alone so much of the
time. I’m sorry for not being there for you. I’m sorry for being on the
computer. I’m sorry for not taking care of you. I’m sorry you had to go through
it alone. (He put his arms around Melissa.)

I do believe you (long pause). I feel so much lighter. I feel like a big weight has
been lifted off me.

Matthew was accessible and responsive, and Melissa was receptive. Melissa needed

that apology from Matthew. It reassured her that he cared. Until she received it she could

not believe he that he did. During the pregnancy she had felt emotionally abandoned, and

his comment, “Get over it” convinced her that he did not care. He was emotionally

inaccessible and unresponsive to her need for comfort and caring. Matthew’s apologizing

allowed for the resolution of the injury, and the beginning of mutual comfort and caring.
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Melissa was waiting for his apology, but she also wanted to apologize to him. His apology

allowed her to become vulnerable.

Step 7. Facilitating the expression of needs and wants and creating emotional

engagement.

It is the processing of emotional experience in Step 5, and the subsequent interactional
events in Step 6, that lead into the statement of needs and wants in Step 7 (Johnson, 1996).
Rather than focusing on the faults of the other, partners now begin to focus more on the self,
accessing powerful attachment-related fears and/or experiences, which organize their
behaviour in relation to their spouse.

Melissa believed that the above session changed everything for her. She said she felt
closer to Matthew and she knew that he cared. A softening is defined as a previously
hostile/critical spouse asking, from a position of vulnerability, a newly accessible partner for
what he/she needs (Johnson & Greenberg, 1995). Melissa began to ask Matthew for what

she wanted:

Melissa: 1 feel so alone so much of the time. I feel like I come second to the computer. 1
feel like I’m a hobby to you. I want more. I want us to do things together. I
want us to go for walks, to go for bike rides, etc.

The withdrawer engagement shift begins with an owning of emotions that underlie the
interactional positions. The withdrawer begins to say what he can and can not do, what he

will and will not do. Matthew began to be more engaged:

Matthew: I feel like you make it a command. I like to be asked. When you demand, I feel
controlled, and I don’t like to feel controlled. If you want me to do something,
just ask me. You know I would do what you want.
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I want you to want to be with me. I sometimes don’t feel like you love me or
desire me. I want to feel wanted by you.

The therapist helps the couple to change their interactional position in the middle
stages (Steps 5-7). As Matthew was perceived as more accessible to Melissa, she softened
and began to ask for closeness as opposed to being angry and critical. As Matthew gained
some confidence, he began to ask for what he wanted as opposed to withdrawing. This was
second order change.

Steps 8 and 9. Facilitating the emergence of new solutions to old relationship

problems: and consolidating new positions and new cycles of attachment behaviours.

Melissa began to speak from a place where she was less angry. She told Matthew that
ever since they had been together she had always been the responsible one. She wanted him
to be more involved, and take initiative to do things that needed to be done. Matthew
started feeling attacked, and he turned to me and said, “I give up, it’s never enough. The
more I do, the more she wants.” To that Melissa said, “Matthew, I’m not criticizing you. I
know you are doing more, and I appreciate it. I just need you to do more. You think
because I am home with the baby, I don’t do anything. I’m busy all day long. And I need
you to do more.” To that, he asked her what she wanted him to do. He did not withdraw.

Melissa and Matthew stated that they were fighting less and talking more. Matthew
was more involved in helping around the house. He recognized how hurtful his
withdrawing was to Melissa, and he said he was trying not to withdraw. Melissa did not
think it was a problem any longer. Melissa said that she was feeling like they were a family,
and they were having family outings. There was still a significant amount of disagreement

between them, but they were able to talk about it.
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Melissa and Matthew felt good about the change that they had experienced. Melissa

said that she felt like she finally had a partner. She felt like this big weight had been lifted
off her. Matthew said that he thought that they understood each other better. They were
communicating more, and they felt that they were working together as a team. They felt

that their goals had been met.

Evaluation

The Dyadic Adjustment Scale (Spanier, 1976) was administered before and after
treatment. Melissa and Matthew’s scores are presented in Table 4.2 and Figure 4.2. The
total pre-test score for Melissa was 78 and 75 for Matthew. The couple’s combined total
score was 77 (a score of 70 is typical of divorcing couples). Most of the subscales scores
were below 35T. Their Dyadic Consensus scores and Matthew’s Affectional Expression
score were below 30T. Scores below 30T are clinically significant (Spanier, 1989). Both
profiles suggested that they were dissatisfied in their relationship, they had an extremely
difficult time agreeing on major issues, they shared few common interests and activities,
and there was very little affection. Their scores indicated a highly distressed relationship,
and that was consistent with how I saw them. The total post-test score for Melissa was 105,
and 95 for Matthew. Their scores were higher in all subscales, but Matthew’s score was
still below 100. I think that their scores will continue to rise as their trust grows, and they
feel closer to each other. Clients need time to integrate changes into their relationship.
They completed the questionnaire at the beginning of Session 19.

I saw Melissa and Matthew for a follow-up session a few weeks after termination.
Melissa said to me, “You can tell that you did good work when you see how close we are.”

She said that she could finally look at the baby pictures without crying. Sexual relations
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Table 4.2 DAS Scores for Melissa and Matthew
Melissa Matthew Mean Scores - Spanier (1976)
DAS Subscales Pre-test Post-test Pre-test Post-test Married Divorced

Dyadic Consensus 34 47 32 42 51.9 354
Dyadic Satisfaction 28 39 32 35 40.5 22.2
Affectional Expression 5 6 2 6 9 5.1
Dyadic Cohesion 11 13 9 12 13.4 : 8
Total Score:
Dyadic Adjustment 78 105 75 95 114.8 70.7

Figure 4.2 DAS Profile for Melissa and Matthew
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had just resumed. They told me that they had decided that they wanted individual

counselling to deal with individual issues. Melissa talked about concerns with parenting.
They both expressed a desire to parent differently from the way that they had been parented.
They had both been disciplined by being “hit,” and they did not want to do that to their

child.

Reflections

I often felt a sense of incompetence on my part with Melissa and Matthew. Melissa
could not give up her criticisms, and she had difficulty in acknowledging or accepting
Matthew’s feelings. Melissa was wounded by Matthew during the pregnancy, because he
failed to offer the comfort and caring that she needed. She was focused on his comment,
“Get over it.” Those words evoked a feeling that Matthew did not care, and he did not need
her; and that was a recurring theme in the therapy. When Matthew went on the computer,
or when he was not as helpful around the house as he could have been, he was perceived as
uncaring and disinterested in Melissa. It was clear that she could not let go of that event,
nor was she willing to be in a vulnerable position with Matthew. If Melissa and Matthew
had stayed together, that event would most likely have hindered the possibility of them ever
achieving closeness.

Johnson (1996) defined an attachment injury as “attachment betrayals or crimes, that
is, traumatic incidents that have damaged the nature of the attachment and actively influence
the way the relationship is defined in the present. For example, a small current incident
where one partner is disappointed may become an enormous issue because it evokes a key
incident in the past, where one partner experienced traumatic abandonment, rejection, or

betrayal at the hands of the other, or even from another important attachment figure”
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(p. 103). This incident becomes a recurring theme and creates an impasse that blocks

relationship repair in couples’ therapy (Johnson, et al., 2001).

An attachment injury is characterized by abandonment, or by a betrayal of trust during
a critical moment of need. When a partner cries out for help in extreme need and there is no
response, the sense of basic trust in the other is shattered. The most basic assumption of
attachment relationships, that my partner will be there for me when needed, is suddenly
destroyed. The shattering of that basic assumption is, in and of itself disorienting and is part
of the sense of helplessness that is perhaps the most salient feature of traumatic experiences
(Johnson, Makinen, & Millikin, 2001).

Melissa felt abandoned by Matthew during and after her pregnancy. He was
perceived by Melissa as inaccessible and unresponsive. When she first brought it up with
Matthew, he was defensive because of his own pain. Then he was responsive, but she
would not accept it. Had he followed up with the apology that he promised, she could have
started to let go of some of her anger. He did not, and that reinforced her belief that he did
not care. As Matthew was able to be responsive to Melissa, she accessed her grief over that
event, and she was able to let go of her anger and be more accepting of him.

The concept of attachment injury emerged from the observation of impasses in the
therapy process. The relationship improved, but did not recover from distress (Johnson,
1996). The concept of attachment injury does not focus on the specific content of the
painful event, but on the attachment significance of the event. The attachment fears and

losses associated with the incident need to be formulated and expressed.
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Jennifer and Colin

Background Information

Jennifer and Colin were an upper middle-class couple residing in a wealthy
neighbourhood. Jennifer was Caucasian and Colin was Métis. Jennifer was 40 years of age,
and very busy with her business. She had 2 adolescent sons from a previous marriage, and
Jennifer and Colin had a 2-year-old son from their present relationship. Jennifer had little
spare time for herself or her partner. Jennifer was previously married for 15 years.
Although she was unhappy in that marriage, she said that no one knew. She had many
friends; she kept busy and pretended to have a “wonderful life.” She said that she and her
ex-husband were living together as “friends,” and she wanted a closeness that they did not
have. She and Colin had been together for 4 years, and had had one separation. They had
not been getting along, and Jennifer thought that she was the one that ended the relationship.
She said that she was afraid that she “loved him too much.” She did not want her heart
broken. A few weeks after their separation, Jennifer found out that she was pregnant. She
contacted Colin to tell him. She wanted to tell him because she thought that he should
know; not to coerce him back into the relationship.

Colin was also 40, and was employed as a carpenter. He had also been married
before. That relationship lasted 13 years. He said that he and his ex-wife never talked
about feelings, they just avoided each other. That relationship ended because it felt like
they were living together as “sister and brother.” Again, closeness was missing. Colin also
worried that his relationship with Jennifer would not work, and he thought that he was the
one that had ended it. When Jennifer contacted him, he “knew” that he wanted to be

involved as a father, and so he moved back in with Jennifer.
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Colin and Jennifer met when Jennifer was still married. Colin was doing some work

for her in her house. She did not believe that she left her marriage for him, but she did leave
her marriage, and they later became a couple. They had a strong physical attraction, and
also reported having a spiritual attraction. They believed that they “were meant to be
together.” They had both experienced much sadness and disappointment in their lives.

Emotional history.

Colin thought he had been depressed his whole life. He said that it had affected his
ability to get a more satisfying job. He said he had turned down jobs that would have
brought him more fulfilment, because he lacked confidence. He said it also affected his
daily interactions with his partner; he often felt “numb,” and “not present.” He had just
started taking medication for depression when I met him.

Jennifer also struggled with depression. She reported that she often felt suicidal, and
did try to commit suicide one time. She did not like to talk about anything “sad” because it
“only makes me sadder.” Sometimes Jennifer was overwhelmed with negative feelings:
anger, sadness, shame and fear. She felt very ashamed that she was a mother of teenagers,
and had a baby with a live-in boyfriend. She also often felt very inadequate, and a “bad
mother,” to her 2-year-old.

Family history.

Colin had 3 older brothers, an older sister, and a younger brother, and reported a
positive relationship with all his siblings. He described his father as “a man that sometimes
had a bad temper,” and his mother as emotionally “not there.” When he was young, his
family moved to a community where he felt like an outsider, and he said that he felt like an
outsider in his own family. His older siblings “ignored” him, and his younger sibling was

much younger; so he was often alone. Jennifer had 2 older bothers, 2 younger brothers, and
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a younger sister. She described herself as “distant” from all of her siblings, but “very close”

to her parents. She described her father as a very angry man. She said that he could also be
very happy, but she never knew what to expect from him. She often felt that his behaviour
was dependent on how she was. If she was good, he was happy, and if he was angry then
she had to have been bad. She reported that she was favoured by her parents because she
was the “good girl.” And that favouritism ostracized her from her siblings.

Substance abuse history.

Colin came from a family that was affected by alcoholism. His father was an
alcoholic, and only quit drinking a few years ago. Colin was an alcoholic, his brothers were
alcoholics, and his sister was married to an alcoholic. He stopped drinking 15 years ago,
and most of his brothers also stopped drinking. Jennifer’s father was also an alcoholic. He
quit drinking when Jennifer was very young.

Child abuse.

Jennifer grew up with a father that was physically and verbally abusive. She said that
everything had to be “perfect.” Everything in the house had to be in a certain place, and if
one of the children moved something out of place, he would become abusive toward his
children. She was also angry with her mother because she never stopped the abuse.
Jennifer was also sexually abused by a family friend. Colin did not think that he was
physically abused, but reported that he was treated very badly by some people in the
community that he grew up in. He talked of being an outsider because of his heritage, and
he was bullied and beaten up. He was also regularly physically disciplined by a teacher.

Presenting problem.

Colin initiated counselling. On the counselling form they said that the relationship

was alright, but they had some bad, immature behaviour that they would like to address to
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ensure a stable, loving relationship. They said that power struggles got them into

arguments, and they felt helpless to overcome them. When I met them, they explained that
they had this “wonderful” relationship, but occasionally they had these “terrible fights.”
They wanted to learn how to avoid those fights. They tried to avoid conflict, and when they
managed to do that everything went well. Sometimes the fights were the end result of them
not being able to contain their feelings any longer.

History of presenting problem.

Colin was fearful of Jennifer’s “anger.” He described himself as “an easy going guy.”
In a conflict situation, he usually let her have her way, because he was afraid to stand up to
her. He was often offended by something Jennifer had said, and he would withdraw and
feel resentful. That feeling of resentment would come out at other times in belittling
Jennifer. When Colin belittled her, she felt that she must have done something wrong, but
she usually did not know what it was. She said that she had to be “perfect” or he would get
this “hate thing” on for her. She did not trust Colin and she worried that he was only in the
relationship because of their child. Colin did not trust Jennifer, and he often worried that

she would get angry with him and “kick” him out of the house.

Intervention
The following is the case of Jennifer and Colin, and it is presented using the nine steps
of EFT.

Steps 1 and 2. Assessment. Creating an alliance and delineating conflict issues in the

core struggle; and identifying the negative interactional cycle.

Creating a bond with both partners, and a safe place helps each one to begin to have

confidence in the therapist (Johnson, 1996). I listened and tried to understand each partner’s
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experience. In the beginning of our sessions, Jennifer was often escalated, and Colin was

often quite intellectual and distant. He seemed supportive of Jennifer, but sometimes
referred to her as “sick.” I sometimes had a difficult session with them, and I would wonder
if they would return. The following session, they came, and had no memory of what
happened the last session, or so it seemed. Jennifer told me that she did not trust me; in fact,
she did not trust anyone. Trauma increases the need for protective attachments and, at the
same time, undermines the ability to trust and therefore to build such attachments (Johnson,
1999). This distrust complicates the therapeutic relationship when these feeling are
generalized to all people. The dynamics in Jennifer and Colin’s relationship made it more
difficult to create a bond and safety.

The therapist has to be able to create safety, to empathically attune to each partner
(Johnson, 1996). 1 acknowledged Jennifer’s lack of trust. She had been hurt in the past and
it was difficult for her to trust. I tried to understand her anger, and place it in a context.
With Jennifer, I often had to contain her anger. In the beginning, the sessions seemed to be
more focused on Jennifer than Colin. Specific interventions such as reflection and
validation can be used to defuse affect that threatens to become overwhelming (Johnson,
1996). The therapist’s ability to accept, name and crystallize problematic elements of a
partner’s experience, as the partner experiences them, fosters affect tolerance, regulation,
and integration (Johnson & Williams-Keeler, 1998).

Johnson (1996) advocates individual sessions to strengthen the alliance or to work on
individual issues with each partner separately. Jennifer did not want an individual session.
She said that she felt better coming with Colin.

The EFT therapist focuses on the strengths that the couple has. When they met, Colin

thought Jennifer was positive and strong, had a nice personality, and had a joy of life. She
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saw his sadness and liked his “sad eyes,” and thought he was very intelligent. Although this

couple did not trust each other, and they were distant from each other, they had a certain
playfulness that was not evident in my other couples. They both had failed at relationships,
but they wanted to try again. They wanted to be together for their child. Colin was coming
into the family as a step-dad and had never been a dad, so it was difficult for all of them.
Although they led very busy lives, they wanted a better relationship, and they made that a
priority. The EFT therapist creates an environment where both partners sense that they are
seen and respected (Johnson, 2000).

A short attachment history is taken in EFT. Both Jennifer and Colin came from
families where they were hindered in developing their own self. Jennifer said that her self
confidence was built on her father’s moods. Every time her father got angry, she assumed
that she had done something wrong; when he was happy, she thought it was because she had
been good. She said that she tried so hard to be good. That same pattern was played out in
her relationship with Colin. “If I’'m not perfect, he gets this hate thing on for me.” Colin
had grown up, not feeling valued for who he was. He grew up feeling lonely, and like an
outsider. He survived by withdrawing, and not telling anyone any of his feelings. And he
continued to do that in the relationship with Jennifer.

Jennifer and Colin’s goal was to end the “terrible fights,” and they wanted to
understand each other better. That was consistent with EFT’s goal to reprocess experience
and reorganize interactions to create a secure bond between the partners (Johnson, 1966).

Jennifer was often escalated, and Colin was withdrawn and fearful of her anger. 1
knew that they wanted to be closer to each other, and I thought that I could help them. The
negative interactional cycle was blame/withdraw. They were framed as both hurting and

needing things to change so they could achieve the closeness that they both wanted. 1
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formulated the cycle as Colin withdrawing for protection from Jennifer’s anger, and

Jennifer feeling shut-out. When she felt distant from Colin she was more critical. If
Jennifer’s comments upset Colin, he never said anything to her. He withdrew, and said
“mean” comments to her in front of friends or family. She would then know that he was
upset about something. Jennifer was often trying to figure out what she had done wrong.
Sometimes she would ask Colin what he was upset with, and sometimes she would react in
anger. I highlighted their lack of trust for each other. I framed the cycle as the problem.

Steps 3 and 4. Accessing the unacknowledged emotions underlying interactional

positions; and reframing the problem in terms of underlying emotions and attachment needs.

The therapist accesses the primary emotions that are often excluded from individual
awareness, and not included in the couple’s interactions (Johnson, 1996). In the beginning
of our sessions, Jennifer was often angry with Colin. Sometimes she was afraid that he
would leave her. Sometimes I had difficulty following her train of thought. The loss of the
ability to regulate affective states (van der Kolk, McFarlane, & van der Hart, 1996) is the
primary issue in adaptation to trauma. I sometimes had to slow down the process, and try to
understand her experience with her. She would often say, “I was upset and I don’t even
know why.” In the following dialogue, I was trying to understand with her what it was that

was upsetting to her. I accessed and validated her feelings of unimportance to Colin.

Therapist: So it sounds like you were quite upset. I’m wondering what was most upsetting
to you.

Jennifer: 1 came home, the baby was crying, our older child was making supper and Colin
was nowhere to be seen. The kitchen was a disaster. There was mess
everywhere. I hate it when it’s messy. And I just freaked out. (She went on to
talk about how much she hated mess.)

Colin: There were a few crumbs on the counter.
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Therapist: Your son was looking after the baby and making supper. It sounds like you were
upset with Colin because you thought he should have been there. (Validation)

Jennifer: No, I was upset with the mess. Colin knows that. Colin is irresponsible. We
had an agreement. When he is home, he is the parent and he is responsible. He
should not have left our son in charge of the baby and making supper.

Therapist: It sounds like you were worried for the baby.

Jennifer:  Sure, I was worried for the baby. That’s our priority. But it seems as if he has
his own priorities. Fixing the computer was more important than what he had
agreed on with me.

Therapist: So, you were worried for the baby. You were upset with Colin because you
thought you had an agreement with him, and when he doesn’t follow through, it

seems as if you are not that important to him. And then you get angry.
(Empathic conjecture)

Colin often said that he did not have any feelings. He had “repressed” them for so
many years that he just did not have any feelings. Jennifer’s comments often triggered
feelings of worthlessness, powerlessness, and hopelessness. He felt inadequate in so many
ways. He did not have a job like he thought he should have, he felt incompetent as a father,
and he felt incompetent as a partner. I validated his feelings of inadequacy as a dad, and the

sadness that it caused him.

Therapist: What was going on for you?
Colin: She sent our son to summon me, and I don’t like being summoned.
Therapist: What does that mean, summoned?

Colin: It means that our sons are on an equal with me. I’m just one of the kids. I don’t
like that. I want to be respected as the dad. I don’t get that respect.

Jennifer: Most of the time you do act like one of the kids.

Therapist: So, you felt small, not like a parent wants to feel. It didn’t feel good. As you
said that it sounded like you felt very sad. That you wish you could feel like the
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dad. And how does it feel now for Jennifer to remind you that you act like a
kid? (Empathic conjecture and evocative question)

Validation and empathic responding were of such importance to Jennifer and Colin.
The message was conveyed that their emotions were acceptable and understandable. The
therapist’s acknowledging of each partner’s experience allows partners to express
themselves more openly (Johnson, 1996). Jennifer believed that her emotions were
unacceptable. She did not want to show sadness because it was a sign of weakness. She
also felt a lot of shame about her anger. Colin most often kept his feelings inside, either
because he was not sure what he was feeling, or he did not want them invalidated.

Homework is not usually a part of EFT, but it can be centered on awareness rather
than practicing behaviours (Johnson, 2000). I often sent this couple home with homework.
For example, “Over the next week try to become aware of what you are feeling. When you
feel angry Jennifer try to become aware of what it is you are angry with. And Colin, you
often say you don’t know what you feel. Pay attention to that.” Jennifer and Colin began to
be more aware of and accepting of their own feelings. One time Jennifer said, “I started to
get angry, and I asked myself, what am I feeling so angry about? And so I sat down and I
thought about all the things that I was upset with, and then I felt better. I didn’t feel so
angry anymore.” She began to recognize that she often got angry when she felt unimportant
to Colin. Colin said that he also found the homework helpful. It helped him to become
more aware of his feelings. I asked him to notice his reactions to his feelings.

Evocative reflections and questions are used to expand experience. For example,

99 €6

“What’s happening for you now as you describe that” “What’s happening to you Jennifer

as you listen to Colin talk about feeling like a kid?” Sometimes those questions were asked
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too early in the process. Jennifer sometimes became angry, and said, “I’m tired of Colin

feeling sorry for himself.” She said, “What about me? Why is it always about him?” At
that point, I slowed down the process and validated her experience.

At this stage, with partners that have been affected by trauma, Johnson and Williams-
Keeler (1998) state that it is important for the couple not to just understand the cycle, but to
also understand how the trauma has affected them and defined the relationship. When
Jennifer became angry, it was not always about Colin. She often said that she did not like to
show sadness. She was afraid that sadness would get the better of her. She felt more
powerful when she was angry. She had a lot of anger and sadness that had nothing to do
with Colin. When Colin withdrew it was not because he did not care about Jennifer, but
because he felt powerless and inadequate. He had spent a lifetime of feeling inadequate.

The problem was reframed in terms of their attachment needs. Lack of trust continued
to be an issue for both of them. They both felt unlovable and unimportant to each other, and
helpless in the cycle. The relationship was reframed as a potential safe haven that could
provide protection, comfort, and a secure place. Jennifer was less angry, and Colin was
becoming more engaged with Jennifer. They said that there were fewer “blow-ups.” They
were aware of the cycle, and they were beginning to own their part in it. The cycle was
beginning to de-escalate.

Steps 5 and 6. Promoting identification with disowned needs, and aspects of self and

integrating these into relationship interactions; and promoting acceptance of the partner’s

experience and new interaction patterns.

In Step 5, the self is experienced in a different way. And Step 6 involves the therapist
helping the other partner to begin to accept and incorporate this new presentation into

his/her view of the partner and to be responsive (Johnson, 1996). Interventions involve the
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therapist being active in shaping the interactions. For instance, “Can you tell him how it

feels to be shut-out?” “Can you tell her how much you want to be with her?”

Jennifer and Colin began to be more aware of their own feelings. Colin told Jennifer
that when she dressed him down in front of the children, he felt like a child. Jennifer said,
“When you act like a child, expect me to treat you like a child.” And then to me she said,
“See it’s his ego; I can never correct him. IfI correct him he gets a hate thing on for me.” 1
validated Colin’s feelings, and acknowledged the risk he took in telling Jennifer his
feelings. And then I moved to Jennifer and tried to understand her experience with her.

Jennifer told Colin that when he withdrew and did not talk to her, she felt left out and
distant from him. She felt there was a wall between them. To this he replied, “I’m not
responsible for your feelings. I’m not your father. You’re responsible for your feelings.” I
asked Colin if he had heard what Jennifer had just said to him. I asked him if he wanted her
to feel left out and distant. He sat quiet for a long time, and then he said, “I guess I’m mad
at you, and I’ve been mad since the weekend.” He went on to tell her how she had put him
down, and caused him to feel worthless and inadequate.

I think the above dialogue was a turning point for Jennifer and Colin. Colin began to
realize how his withdrawing affected Jennifer, and she began to realize how difficult it was
for him to talk about hurtful comments she had made. They began to be more accepting of
each other’s experience, and they began to be more engaged with each other.

Step 7. Facilitating the expression of needs and wants and creating emotional

engagement.

The processing of emotional experience in Step 5, and the interactional events in Step
6, lead into the statement of needs and wants in Step 7. One partner speaks from a position

of increased efficacy, where s/he defines the relationship for her/himself, rather than
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reacting to the other. When his/her partner is able to join him/her there, not only do new

bonding events occur, but the relationship also becomes redefined as a secure base
(Johnson, 1996).
As Jennifer became less angry and she softened, it allowed Colin to be more engaged

with her.

Colin: I would like to tell Jennifer what I’'m feeling, but I’m afraid of her anger.

Jennifer:  Colin, stop. I am not that angry any more. And if I am, I want you to tell me. I
don’t want my anger to stop you. You have to start trusting me.

As Jennifer continued to encourage Colin to trust her, he found it easier to try to tell
her what he was feeling.
The following dialogue is an example of Colin becoming more engaged with me. He

took a risk in confronting me, and then it led to a good dialogue between the two of them.

Jennifer: Do I embarrass you when I give you compliments in front of your family?
Colin: Yes, sort of. I guess. Not really.

Therapist: It sort of embarrasses you.

Colin: Well, no, not really. Maybe, a little.

Jennifer: I know it does, Colin.

Therapist: So, it sort of does, and it sort of doesn’t.

Colin: Gee, you guys (fidgeting, looking away). I feel like you’re badgering me
(laughing).

Therapist: Badgering you? I’m sorry. I don’t understand. Can you help me to understand?
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Colin: [ felt cornered. I felt like you were trying to trap me in a lie. I wasn’t sure what
the right answer was.

Jennifer: I know that by what you’re saying, you must feel badgered by me as well.

Colin: All the time.

Jennifer:  Colin, please tell me when you feel this way. Only don’t use the badger word. I
don’t think I like that word. But let me know. Iknow you do this with me.
That’s why I often think you’re lying to me. It’s because you’re trying to give

me the right answer. 1 don’t want the right answer. I want to know what you
think.

Colin had spent a lifetime of withdrawing and keeping thoughts to himself. The
above dialogue led to emotional engagement between them. It led to a new understanding,.

Steps 8 and 9. Facilitating the emergence of new solutions to old relationship

problems, and consolidating new positions and new cycles of attachment behaviours.

There was a significant change with Jennifer and Colin. They talked to each other and
listened to each other. One session Jennifer talked about coming home from work, being
very tired and “grumpy.” She told Colin that she was grumpy. Colin said that it was easier
now to believe that it was not something he had done that had upset her. He could hear her
say she was grumpy, and know that everything would be alright.

Colin said that he was talking more to Jennifer. When he was feeling depressed he
could talk to her, and she would listen. He said he was becoming more aware of how he
was feeling, and he did not think that he was avoiding her, and keeping feelings inside of
him. Jennifer agreed, and she did not feel so distant from him. Jennifer thought she was
less angry, and when she was, she was able to let Colin know what she was upset with.

They both thought that they understood each other better.
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They were happy with their progress. Jennifer thought that what was most helpful

was that I listened to them and reflected back what they had said. She said that was helpful
because then she could hear herself. Colin said that it felt good to know that neither one of
them was crazy. Sometimes he used to think that he was, and he sometimes he used to think

that she was. The goal of fighting less and understanding each other better was met.

Evaluation

The Dyadic Adjustment Scale (Spanier, 1976) was administered before and after
treatment. Jennifer and Colin’s scores are presented in Table 4.3 and Figure 4.3. The total
pre-test score for Jennifer was 119 and 99 for Colin. Jennifer’s scores were all within the
average range. Colin’s Dyadic Satisfaction and Affectional Expression scores were in the
distressed range. Their scores indicated that they shared common interests and activities,
they agreed on many things, and there was some affection in the relationship. Their lowest
scores were in Dyadic Satisfaction. That fit with how I saw them. They did do things
together, they agreed on important issues, and they were somewhat affectionate with each
other. I think that Jennifer’s Dyadic Satisfaction score may have been on the high side. In
her first marriage everyone thought she was having a “wonderful life.” She had lived her
whole life trying to pretend that things were better than they really were. For the item that
asked for the degree of happiness in the relationship, she marked “extremely happy” in both
the pre-test and post-test. When I met her, she did not seem to me to be “extremely happy.”

She seemed happier at the end. The post-test score was 129 for Jennifer, and 126 for Colin.
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Table 4.3 DAS Scores for Jennifer and Colin
Jennifer Colin Mean Scores - Spanier (1976)
DAS Subscales Pre-test Post-test Pre-test Post-test Married Divorced
Dyadic Consensus 52 58 47 56 51.9 35.4
Dyadic Satisfaction 38 42 30 39 40.5 22.2
Affectional Expression 8 10 5 11 9 5.1
Dyadic Cohesion 21 19 17 20 13.4 8
Total Score:
Dyadic Adjustment 119 129 99 126 114.8 70.7
Figure 4.3 DAS Profile for Jennifer and Colin
T-score Dyadic C Dyadic Satisfaction Affectional Expression Dyadic Cohesi Dyadic Adjustment T-score
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Reflections

I found this couple quite difficult to work with in the beginning. Jennifer was abused
and I think that violation deeply affected her. Trauma increases the need for protective
attachments and, at the same time, undermines the ability to trust and therefore to build such
attachments (Johnson, 1999). Jennifer did not trust Colin and she did not trust me. People
that have been traumatized tend to feel hopeless and helpless in their relationship, and so
focus on protecting themselves rather than on connecting with the other (Johnson &
Williams-Keeler, 1998). Criticising and withdrawing are ways of protecting oneself, and all
distressed couples make use of these defences in varying degrees. It is more extreme with
people that have suffered trauma because their trust was violated.

The loss of the ability to regulate affective states (van der Kolk et al., 1996) is the
primary issue in adaptation to trauma. Jennifer and Colin would sometimes come to a
session smiling, saying they had had a great week. Later in the session, Jennifer would
become agitated and escalated in her emotions.

The research of van der Kolk, Perry, & Herman (1991) suggests that the ability to
derive comfort from another human being predicts more powerfully than trauma history
itself whether symptoms improve and whether self-destructive behaviour can be regulated.
A supportive relationship can help survivors to regulate negative affect. The experience of
connection and caring, as experienced in couples’ therapy, can foster new learning that
mitigates the effects of trauma, and also provide a corrective emotional experience (Johnson
& Williams-Keeler, 1998).

Jennifer and Colin did not trust each other. They had a distressed and unstable
relationship. They were quite distant from each other emotionally. Although, in many

respects, they had a loving relationship that was not apparent in many of the other couples,
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Jennifer’s inability to regulate her emotional states caused a lot of distress. I think that

focusing on emotions, and the validation that, she was doing the best she could, was really
helpful for her. AsI was empathic with her, she was able to be more empathic with herself
and Colin. As she began to trust Colin, the negative affect lessened. Jennifer seemed less
angry, and Colin withdrew less. If the marital therapist can foster the development of a
secure bond between the partners, this not only improves the marital relationship, but also

helps partners to deal with the trauma and lessen its long-term effects (Johnson, 1999).

The Other Couples

The negative interactional cycle for the four remaining couples was blame/withdraw.
I will comment on the relevant issues, discuss a condensed version of the therapy process,
and show the results of the DAS. With many of the couples that I worked with, 1 heard the
male partner say that his female partner was controlling. The female partner referred to him
as distant. ] wondered why it was that way. Johnson (1996) states that most blamers are
female and most withdrawers are male. I found that interesting, and I will reflect on that at

the end of the couple write-ups.

Laurie and Chris

Laurie and Chris were a young couple in their mid 20s. Chris had made the referral
for counselling, and when I contacted him, he told me that he had broken off the
relationship with Laurie, but he still wanted to come for counselling. He loved Laurie but
he was unhappy in the relationship. He told me that although he had ended the relationship,

he had not given up on it. In actuality, he had not ended the relationship. He continued to
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see Laurie, but not as often. I think that form of “breaking up” gave him a greater sense of

control.” They were not, and had not been living together. They had known each other for 4
years; they had moved in together shortly after they met, and lived together for 1 year.
Chris also “broke up” with Laurie that time, and they both moved back home, but continued
to see each other.

Both Laurie and Chris presented as unhappy. I listened to each partner and tried to
understand their experience. I found them easy to connect with, and an alliance was quickly
formed. Laurie was more visibly unhappy, and cried throughout the first few sessions. She
was bewildered as to why Chris had broken up with her. I validated her worries, and her
sadness. Chris said he wanted Laurie to “communicate.” He said that she was either
“bitchy,” or she would clam up and not say anything. He wanted her to talk to him. Chris
talked about how important it was for him to go out and be with friends. He said Laurie was
“miserable” when she was with him, and she was “miserable” when he wanted to go out
without her. Chris felt a need to “make” Laurie happy, and he did try. When it seemed that
he could not make her happy, he also became unhappy. I validated his worries and
concerns.

Chris wanted to go out with his friends. That created distress for Laurie, but she did
not say anything. She either withdrew or was critical of Chris. Sometimes he would choose
not to go out and feel resentful, but not say anything. Sometimes he would go out anyway,
and feel guilty. The interactional cycle for Laurie and Chris was blame/withdraw. The
cycle was formulated as Laurie either withdrawing and not saying anything, or expressing
anger in a critical way. Chris responded to try to please her, but felt resentful and withdrew.
The more he withdrew, the unhappier Laurie became. Lack of trust was an issue for them

both.
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The therapist validates the secondary feelings and then accesses the underlying

feelings (Johnson, 1996). Both Laurie and Chris felt unlovable to each other. Laurie felt
insecure, and worried that Chris would leave her for someone prettier or smarter. Chris
thought he should be able to make Laurie happy. Because he was unable to do that, he
thought there was something wrong with him, and he felt inadequate. The cycle was
reframed using the underlying feelings. They quickly picked up on this frame, and saw it as
the problem.

Chris wanted Laurie to “communicate,” but he also wanted her to be “happy.” He
thought he was a “great guy,” and he could not understand her problem. The therapist uses
interventions to shape the interactions (Johnson, 1996). For instance, “Can you tell him
what you are unhappy about?” “Can you tell him what it feels like when you are out with
him, and he ignores you?” “What’s happening for you right now as you talk about the fear
you have of losing him?” As Laurie began to be more verbal, she began to feel more
confident, and she was able to ask for what she wanted. One session, she talked about how
the relationship was all on his terms. If he wanted to go out, they went out, and she was
supposed to be grateful and happy. “What about what I want?” she asked.

The above confrontation by Laurie upset and angered Chris. He said he could not
understand her “anger.” Chris recognized his fear of conflict. He talked about his parents’
divorce, and how he had promised himself that he would never allow any conflict in a
relationship. He saw conflict as destructive. I validated his fear of conflict, and explored
with him how he could have “communication” with Laurie. When Laurie asked for what
she wanted, he thought she was critical, and criticism made him feel inadequate. He told

Laurie that it was the way that she said things. He wanted to feel important to her. That
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was the beginning of some real engagement between them. I think that was a change point

in the therapy. After that session they began to move closer to each other.

I only saw Laurie and Chris for 8 sessions. I was a little worried in the beginning that
Laurie might have a difficult time being genuine because she “desperately” wanted the
relationship. The last session, she told Chris what she would and would not tolerate from
him, so I felt satisfied that she did not want the relationship at any cost.

They were quite impressed with what had happened between them. Laurie had not
wanted to come for counselling. She cried when Chris told her they had to go. She told me
that she had told a few of her friends that they should go for counselling because “it works.”
Chris said he understood Laurie better. Laurie said, “Chris tells me that he loves me, and
that makes a big difference.” Chris said, “She lets me go out and it’s okay with her.” 1
asked, “So, what happened?” To this they replied, “We just trust each other.” They said
what was most helpful was having someone listen to what worked and what did not work.
They said what changed the most was that, “Now, we talk about everything.” The goal of
wanting to communicate was met. They were planning to move in together, and they had
set a wedding date for the following year.

The DAS scores were fairly similar to the way that I saw them. Laurie and Chris’s
pre-test scores were 102 and 103 respectively (Table 4.4 and Figure 4.4). Their overall
scores indicated a moderate level of distress. One could question the reliability of their
scores. When they were filling out the questionnaire, Chris told Laurie to do it as if they
were still going out. Their scores were fairly similar. Their Dyadic Satisfaction scores were
low, and the Dyadic Cohesion score was lower for Chris. Their Dyadic Consensus scores
were in the middle range, but some of this was a guess for them because they were not

living together. Their Affectional Expression score was in the middle range. That fit with
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Table 4.4 DAS Scores for Laurie and Chris
Laurie Chris Mean Scores - Spanier (1976)
DAS Subscales Pre-test Post-test Pre-test Post-test Married Divorced

Dyadic Consensus 49 52 57 61 51.9 354
Dyadic Satisfaction 30 45 32 46 40.5 22.2
Affectional Expression 10 10 9 10 9 5.1
Dyadic Cohesion 13 17 5 17 13.4 8
Total Score:
Dyadic Adjustment 102 124 103 134 114.8 70.7

Figure 4.4 DAS Profile for Laurie and Chris

T-score Dyadic C Dyadic Satisfaction Affectional Expression Dyadic Cohesi Dyadic Adjustment T-score
70 70
69 69
68 68
67 67
66 66
65 65
64 64
63 63
62 62
61 61
60 60
59 59
58 58
57 57
56 56
55 55
54 54
53 53
52 52
51 51
50 50
49 49
48 48
47 47
46 46
45 45
44 44
43 43
42 42
41 41
40 40
39 39
38 38
37 37
36 36
35 35
34 34
33 33
32 32
31 31
30 30

Laurie Pre-test Laurie Post-test
Chris Pre-test Chris Post-test




97
the way that they presented themselves. They were unhappy, they did not seem to share

many common interests and activities, and they were affectionate with each other. They did
work at trying to find things to do together. The post-test scores indicated change in all

areas. Post-test scores for Laurie and Chris were 124 and 134.

Elizabeth and John

Elizabeth and John were a couple in their late 20s. They had been together for 3
years, and had married within the last year. They explained that they both had anger
problems. John grew up in a family where he was ignored by his mother and his father, and
Elizabeth had been physically abused by her father, and sexually abused by a family friend.
John had never been physically abusive with Elizabeth, but because she had been physically
abused, and he had a “bad temper,” she was afraid of his anger. Elizabeth and John said
that they argued a lot. They wanted to have fewer arguments.

I listened to John and Elizabeth and tried to understand their experience. Elizabeth
said that when they had arguments, John sometimes was verbally abusive and treated her
like “crap.” She said that she was not ever going to be the “lowly wife,” and she admitted
that she had spent most of her life hating men. I validated her feelings of sadness, and her
worry. John admitted that sometimes he was abusive with his language, and he often
regretted what he had said. 1 validated his feelings of remorse, and provided a place for him
to verbalize his feelings to Elizabeth.

Elizabeth was critical of many things that John did and did not do. He felt criticized
by her, and he would say, “Nothing I do is ever good enough.” When they had an
argument, he said that she always had to win or she would be angry with him. The negative

interactional cycle for Elizabeth and John was blame/withdraw. The cycle was formulated
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as Elizabeth criticizing John for something. To this criticism John either withdrew, or

became angry and verbally abusive. He tried to contain his anger, so he usually chose to
withdraw from her. His distance further angered Elizabeth. Lack of trust was an issue for
them both. I framed the cycle as the problem.

The EFT therapist validates the secondary emotions, but then explores the primary
emotions (Johnson, 1996). Both Elizabeth and John felt unloved, and both felt a sense of
inferiority. Elizabeth often felt discounted by John, belittled and misunderstood.
Underneath blaming can be a desperate feeling of loneliness (Johnson, 1966). John felt
inadequate and was afraid that he would “never” please Elizabeth and he withdrew. He also
felt helpless. He wanted his opinion to be heard. The cycle was reframed in those terms.

I found it difficult to build an alliance with Elizabeth and John. When I validated
John’s feelings of hopelessness, I felt Elizabeth’s silent anger toward me. I responded to
that, and tried to understand what was happening for her. I would then try to validate her
experience. After having seen Elizabeth and John for 6 sessions, they told me that couple
counselling was not working. They said that when they would leave a session, they would
continue to argue. One of them would try to use what I had said to his/her advantage, and
then they would argue over what I had said and whose side they thought I was on.
Elizabeth also said that she was feeling so much anxiety before the sessions that she often
did not want to come. They had cancelled a few sessions. She asked me if she could come
for some individual sessions.

I agreed, but I worried that it might affect the couple relationship. I was fearful that
she might expect me to be on her side when they would return to couple sessions. At the

same time I thought that it might be helpful. Individual sessions allow the therapist to build
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an alliance and to elicit information that may be difficult to discuss in the couple sessions

(Johnson, 2000). I saw Elizabeth for 5 sessions.

The goal in the individual sessions was to explore issues of trust and self-worth. The
sessions focused on her experiences, such as her fear of John’s anger, and her sense of
violation during sex. A gestalt two-chair intervention was used to allow Elizabeth to
express and explore feelings for her father such as fear, rage and sadness. She began to
separate John from her father. She recognized that she often reacted to John as if he was her
father. She had difficulty trusting John. She said she had never trusted anyone before.
Individual sessions strengthened my relationship with her.

When Elizabeth and John returned, they were like a different couple. They still
argued about many things, but she was more accepting of him. She seemed more relaxed
with him, not as anxious. She said she was beginning to trust him. John also said that he
was becoming more aware of his anger and its impact on Elizabeth. They seemed to listen
to each other, and not be so reactive.

They were pleased with the change they both experienced. Elizabeth said that she was
happier than when she had gotten married. She got married, but she was not sure it was the
right choice. She knew that she did not trust John, and she was not happy. They thought
that counselling had helped them to listen to each other better. They decided that they
would both benefit from individual counselling, and so plan to do that. They recognized
that they both struggled with a lot of anger and sadness from their past.

The DAS pre-test scores for Elizabeth and John indicated little distress (Table 4.5 and
Figure 4.5). The total pre-test score for Elizabeth was 108, and for John 116. All of the
subscales were in the middle range. I am not sure how accurate those scores were. They

were both quite volatile and they did argue a lot, but they also did a lot of things together,
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Table 4.5 DAS Scores for Elizabeth and John
Elizabeth John Mean Scores - Spanier (1976)
DAS Subscales Pre-test Post-test Pre-test Post-test Married Divorced
Dyadic Consensus 49 57 50 53 51.9 354
Dyadic Satisfaction 34 46 38 41 40.5 22.2
Affectional Expression 10 11 10 10 9 5.1
Dyadic Cohesion 15 17 18 20 13.4 8
Total Score:
Dyadic Adjustment 108 131 116 124 114.8 70.7
Figure 4.5 DAS Profile for Elizabeth and John
T-score Dyadic Consensus Dyadic Satisfaction Affectional Expression Dyadic Cohesion Dyadic Adjustment T-score
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and they were affectionate. Even when they were totally disagreeing with each other, they

held hands. Post-test scores were 131 for Elizabeth, and 124 for John. Change was
indicated in all areas. Elizabeth’s scores indicated quite an increase, especially in Dyadic
Satisfaction. That reflected what she was saying. She talked about trusting more and being

more content in the relationship.

Barbara and James

Barbara and James were a couple in their early 30s. They had known each other for 3
years and were married less than a year. She had been married before for 6 years. James
had initiated counselling. On the counselling form he said, “My wife and I fight
constantly.” He said that Barbara was controlling and did not want him to socialize with
any friends or family without her. And she was critical about “everything.” She came for
counselling reluctantly. She thought that they should be able to resolve their own problems
and not have to talk to a stranger. She did not like doing her “dirty laundry” in public.
Their goals were to have fewer arguments, and to build some trust into their relationship.

In the beginning, our sessions were focused on James lamenting his lack of freedom,
and Barbara, in tears, telling him that if he loved her he would not want to go out without
her. I tried to listen and understand their individual experience. I thought that Barbara’s
low self-esteem and lack of trust were issues in the relationship. I saw Barbara for a few
sessions individually to strengthen my relationship with her, and to try to understand her
better. I also saw James individually for one session. Individual sessions are used to build
the alliance with each partner and to elicit information that may be difficult to discuss in the
couple sessions (Johnson, 2000). I wondered if James wanted to be in the relationship. He

assured me that he loved Barbara very much, and he would do whatever it took to make the
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relationship work. My sessions with Barbara were focused on exploring and validating her

fears, and trying to understand with her how her past affected her present.

Barbara had grown up in a community where she felt like an outsider, and had
experienced much ridicule and rejection. She talked about never even knowing what a
friend was until only a few years ago. She was very sensitive, and a person that worried
about many things. She was very critical, but her criticisms seemed related to her worries.
She worried about finances, James’ job security, and many things that he did not think were
issues. Those issues would sometimes become huge arguments because Barbara would tell
James what he should and should not do. He would react defensively because he did not
like to be told what to do. It felt to him that she did not trust his judgement.

Barbara and James displayed a blame/withdraw cycle. Barbara was very critical of
James, and she demanded that he not go anywhere without her. That caused many
arguments between them. After the argument he often gave in to her, but felt resentful and
withdrew from her. If he did decide to go out with a friend, he said she would be angry with
him for days. So he often chose not to go, but felt resentful. She felt his distance and
worried, which increased her criticism. She said that she was afraid that if she did not
control him, she would lose him.

The EFT therapist tries to explore what is underneath the blaming and the
withdrawing (Johnson, 1996). Barbara was worried about many concrete issues such as
finances and job security, but she was mostly worried about losing James. She worried that
James would grow “bored” with her, and leave her. She felt inferior to him. She did not
trust him and told him so. James had feelings of inadequacy. He was worried that he could

never please her. They both felt unlovable to each other.
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The therapist uses interventions to restructure the interactions (Johnson, 1996). For

instance, “Can you tell James how much you want to be with him?” “Can you tell him what
you are afraid of?” “What are you feeling now as you describe how much you need him to
be with you?” “Can you tell her how it feels to be told you can’t go.” “Can you tell her
how much you enjoy being with her?” “What’s happening to you right now as you say
that?” Barbara said that she was afraid that if she let him go out one night, he would want
to go out every night. He assured her that was not how it would be. James told Barbara that
he was afraid that if he did not live up to her expectations, or if he was to go out without
her, she would “discard him.” That seemed to be a change point for them. Barbara began
to believe that he wanted to be in the relationship with her. James also seemed to gain some
confidence; if Barbara wanted him, then he could begin to ask her for what he wanted and
needed. He told her that he needed some freedom, that he was not happy being so
controlled by her, and she seemed to hear him.

They were pleased with their progress. They said that they were arguing less, and that
when they did argue, it was not as “nasty,” as it used to be. They also thought they were
building some trust into their relationship. Their goals were met. They said that they
understood each other better, and so they did not take things as personally. What they found
helpful was that I helped them to listen to each other. And that seemed to carry on more
outside of the therapy room. At the end of our sessions, Barbara decided that she would
benefit from some individual counselling. She said that she had never dealt with all the
anger and sadness that she had toward people in her past and she wanted to do that.

The DAS pre-test scores (Table 4.6 and Figure 4.6) indicated some distress.

Barbara’s pre-test score was 101, and James’ was 88. Both of their Dyadic Consensus

scores were in the highly distressed range. Their Dyadic Satisfaction and Affectional
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Table 4.6 DAS Scores for Barbara and James
Barbara James Mean Scores - Spanier (1976)
DAS Subscales Pre-test | Post-test | Pre-test Post-test Married Divorced

Dyadic Consensus 41 46 32 40 51.9 35.4

Dyadic Satisfaction 37 41 36 37 40.5 22.2

Affectional Expression 8 8 6 8 9 5.1

Dyadic Cohesion 15 16 14 17 13.4 8

Total Score:

Dyadic Adjustment 101 111 88 102 114.8 70.7

Figure 4.6 DAS Profile for Barbara and James
T-score Dyadic Consensus Dyadic Satisfaction Affectional Expression Dyadic Cohesion Dyadic Adjustment T-score
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Expression scores were in the moderately distressed range. I thought Barbara’s scores were

on the high side. She was often in tears, and she appeared to be quite distressed. They had
many disagreements. At the same time, they had not been married for very long, and were
affectionate, often holding hands. The post-test score for Barbara was 111, and James was

102. Their scores indicated change in all areas.

Heidi and Josh

Heidi and Josh were a couple in their late 30s. They met 3 years ago, and were
married within the past year. Josh left the relationship for about a month shortly after they
were married. Josh said that Heidi was controlling, and she said that he did not listen to her.
Josh said that if he did not give in to her she would be miserable until he did. It seemed to
her that she had to get angry to get his attention. Heidi thought Josh was insincere. Josh
was worried that he could never please Heidi. He said he was not proud of the life-style he
used to live, but since he had met Heidi, he had completely turned his life around. He
worked long hours in his job and he tried to make her happy. He felt that she was “always”
critical of him. One session, he told Heidi with tears in his eyes, “I love you very much, but
I can’t live like this. You’re destroying me.” They wanted to have fewer arguments and
build trust into their relationship.

An alliance was quickly formed with Heidi and Josh. I validated their concerns, and I
felt that each one was receptive to the experience of the other. Josh and Heidi presented
with a blame/withdraw cycle. Heidi felt that Josh was irresponsible and she criticized him.
Josh was hurt by her criticism and he either tried to please her or he withdrew.

Underneath Heidi’s angry criticism was a feeling of unimportance to Josh. Heidi

worried that Josh did not really care about her. When he went fishing, or when he did not
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want to go out with her, she thought it was because he did not care about her. She was often

tearful in the sessions. She sometimes thought that he just tried to please her to get what he
wanted (i.e., sex). Sometimes when he tried to please her, he was not sincere and she
picked up on this. She was angry with him for being insincere and being distant. The cycle
was reframed using the newly acquired emotions. They quickly adopted this frame and saw
it as the problem.

Heidi and Josh responded really well to being validated. They were insightful, and
began to have a better understanding of each other. They only came for 6 sessions, but they
felt that was enough. They both felt that they had made changes. Josh said that he used to
be dishonest about some things because Heidi would get so upset with him, and he did not
like it when she got upset. Her tone (sarcasm) was a big problem for Josh. They said that
they were both aware of this and he was making an effort to be honest, and she was
becoming aware of how she said things to him. They said that they were arguing less, and
trusting each other more. Their goals had been met.

Heidi and Josh said that what was most helpful was the structured environment. I
listened to them, and “forced” them to listen to each other. They both talked about how
helpful that was. They said that listening to each other continued outside of the therapy
room, and they were beginning to understand each other better.

Heidi and Josh’s pre-test and post-test scores from the DAS are profiled in Table 4.7
and Figure 4.7. Heidi’s pre-test score was 70 and Josh’s was 100. Heidi’s scores were
lower than Josh’s in all areas. Heidi’s lower scores would suggest that she was more
distressed than Josh. She did seem more distressed. The post-test scores for Heidi and Josh
respectively were 106 and 112. Heidi’s scores showed quite a large increase, and this was

consistent with what I saw. She became more trusting and began to believe that he did care.
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Table 4.7 DAS Scores for Heidi and Josh
Heidi Josh Mean Scores - Spanier (1976)
DAS Subscales Pre-test Post-test | Pre-test Post-test Married Divorced

Dyadic Consensus 31 40 40 42 51.9 35.4
Dyadic Satisfaction 26 42 38 44 40.5 22.2
Affectional Expression 6 8 6 8 9 5.1
Dyadic Cohesion 7 16 16 18 13.4 8
Total Score:
Dyadic Adjustment 70 106 100 112 114.8 70.7

Figure 4.7 DAS Profile for Heidi and Josh

T-score Dyadic Consensus Dyadic Satisfaction Affectional Expression Dyadic Cohesion Dyadic Adjustment T-score
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Reflections

“She’s controlling.” Those were words that I heard from a quite a few of the men that
I worked with. They felt that their partner was controlling. James said that Barbara was
controlling and if she did not get her own way, he would pay for it later. Josh called Heidi
controlling. He said that if he did not give in to her she would be miserable until he did.
Matthew felt that he could never please Melissa. It was always “her way.” And Colin said
that Jennifer’s anger was controlling. It made him do what she wanted. These men did live
with some very critical and blaming women, in various degrees. And each one of these men
to a different extent, was withdrawn from their partner.

Men withdraw and women blame. This is supported by the research. Men are overall
more withdrawn than women (Christensen & Heavey, 1990). In unsatisfied marriages the
husband’s withdrawal predicts the wife’s hostility, but the wife’s withdrawal does not
predict the husband’s hostility (Roberts & Krokoff, 1990).

Why do men withdraw and women become critical in conflict? There are a few
different theories as to why this may be. Socialization could be one possible reason for
these differences. Napier’s (1978) view is that one partner (the demander) fears rejection
and abandonment by the other; and the other partner (the withdrawer) fears intrusion and
engulfment by the other. Through sex-role conditioning, women are trained to be affiliative
and expressive, and thus more likely to fear rejection and abandonment in relationships;
whereas men are trained to be strong and independent, and thus more likely to fear intrusion
and engulfment in relationships. Gilligan (1982) believes that women’s identity develops
within the context of relationship, and men’s identity develops within the context of
separation. Because of these different developmental experiences, in adult close

relationships, women are more commonly threatened by separation and men by attachment
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and intimacy. Christensen (1987) suggests that these kinds of socialization differences

generate a core conflict concerning intimacy in marriage. The wife is likely to want greater
closeness, whereas the husband is likely to want greater autonomy. Women want greater
intimacy and push for that in interaction by demands, and men want greater autonomy and
pursue that in interaction by withdrawal.

Gottman and Levenson (1988) explain these differences through physiological stress
reactivity. Men are more physiologically reactive to stressful stimuli than women, and they
suggest that men’s avoidance of conflict, withdrawal from conflict, and attempts to
reconcile conflict result from men’s greater arousal from conflict. And because women can
function more easily in a climate of negative affect, they are more likely to escalate conflict.

Another view is the social structural view of gender differences. It is the position in
the social structure that causes the differences. Jacobson (1983) argues that men are the
primary beneficiaries of traditional marital relationship structures. Women carry the burden
of household and child care responsibilities even if they are employed full time. Men are
more invested in preserving the status quo, whereas women are more likely to want change.
Men are more satisfied with the status quo, and thus withdraw and avoid confrontation that
might force them to change. Women are more dissatisfied with the status quo and pressure
for change.

These are interesting theories. That men withdraw and women demand could be a
combination of socialization, gender differences in the social structure and physiological
differences. Understanding why men and women are different in their interactions is only
part of the picture. Both partners are distressed. Withdrawing or blamiﬁg is a way of

handling distress. The research makes sense in that men and women are socialized
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differently, and so handle distress differently. But what is underneath the blaming and the

withdrawing? And how do these distressed partners affect each other?

The female partners talked about missing a sense of connection. They wanted their
partners to be available; but because these men did not seem to be there, they were feeling
unimportant, unloved and shut-out. And the male partners, in their disappointment to make
their partners happy were feeling unloved and inadequate. Johnson égrees with this finding.
“The underlying emotional experience is often different for male and female partners.
Female partners more often identify lack of connection and deprivation of contact as the
main factors in their distress, whereas male partners more often identify feelings of
inadequacy and incompetence as the main elements” (Johnson, 1996, p. 103).

Women are affected by their withdrawing partners and men are affected by their
blaming partners. Emotional distance in relationships has been found to be related to
women’s health status, whereas disagreements and overt aversiveness has been found to be
related to men’s health (Fisher, Nakell, Howard, & Ransom, 1992). For treatment to be
successful, the perception of the partner needs to shift. In the cases that I worked with, the
withdrawn males were perceived as indifferent and uncaring. And the female partners were
seen as controlling. When the withdrawn men that feel controlled begin to see that their
partners are desperate for some form of connection, and the female partners begin to see that
their withdrawing is about protecting not rejecting, there is possibility for change.

At the end of therapy, these men were not calling their partners controlling. They
were recognizing that their withdrawing was part of the cycle. And the women were not
talking about their partners being distant, as they too were recognizing the impact of their

behaviour.
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CHAPTER 5

CONCLUSIONS

This final chapter provides some evaluation of the couple work. First, I will evaluate
the model, looking at the strengths and limitations of EFT. Second, I will reflect on the
work that I did, looking at myself and what I think is important, apart from the model.
Third, I will critique the DAS examining its strengths and limitations. And finally, I will re-

visit the goals that I set for this practicum, and try to address some of my learning.

Evaluation of the Model

Strengths

EFT is based on clear explicit conceptualizations of marital distress and adult love. It
clearly outlines the theoretical perspective that the therapist uses to understand relationships.
It provides a clear framework that integrates systemic and experiential perspectives. The
systemic perspective allows the therapist to focus on the context. Each partner’s behaviour
is seen in the context of, and as a response to the other’s behaviour. Emotional expression
and experiences are viewed as targets of change. A new corrective emotional experience of
engagement with one’s partner is considered the therapeutic task. That is something I really
came to appreciate and believe. “Knowledge is experience. Anything else is just
information” (Einstein, n.d.).

EFT uses the attachment perspective. Seeking and maintaining contact with others is

a human trait. When the security of a bond is threatened, attachment behaviours are
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activated. The focus of therapy is on attachment insecurities, longings and needs. Therapy

focuses on loss of trust and connection, isolation and attachment fears of the partners, and
ways in which their interactions maintain that distress. Looking at distress that way was
helpful. I did not see just a “blamer,” I saw someone that felt isolated and abandoned. I did
not see just a sullen withdrawn partner. I saw someone that felt unlovable and unworthy.

The change process in EFT is clearly outlined in nine steps. I found the steps most
useful. In the beginning, I was afraid that they would hinder my spontaneity because I was
regularly checking to see where I was in the process, according to Johnson. I found them to
be an invaluable guide. Johnson (1996) states that the steps are presented in linear fashion,
and you do spiral through the model, but they are also circular in that you may circle back.
You may be acknowledging underlying emotions in Step 1, or you may be acknowledging
underlying emotions in Step 5. I used the nine steps more as a guide, not as a cookbook.

EFT places emphasis on the therapeutic relationship. The building of the alliance is
an inherent part of EFT. In the building of an alliance the partners begin to believe that the
therapist is accepting of them. The therapist joins with each spouse and the relationship
system. The relationship is collaborative in that the therapist works with and clarifies each
partner’s goals.

EFT also does not have a gender component. Feminists criticize EFT for not paying
attention to gender (Vatcher & Bogo, 2001). Vatcher and Bogo believe that EFT is missing
a theory of how and why women and men come to relate and respond in certain ways. They
claim that without a gender perspective, the therapist may “miss the problem.” I think that
if you use a gender perspective, then that is how you see the problem. EFT sees the
problem as distance in the relationship. Melissa would often criticize Matthew for not

doing enough chores. While I believed that he was not as involved as he could have been, I



113
saw the larger problem as something else. Using an EFT lens, I validated what her concerns

were, and I would ask Matthew to respond to her concerns. She was angry and blaming,
and he was angry and had withdrawn from her. The larger problem, as far as I could see,
was not that he was not helpful, but that he had withdrawn from her, and she felt very
lonely. They both felt unloved. Once he felt more involved, he became more helpful.

I did notice a general difference in how men and women relate. But I would not want
to assume that is always the case. Research supports the idea that that women are usually in
the critical role and men are the withdrawers (Christensen & Heavey, 1990; Roberts &
Krokoff, 1990). But, how does that help us? I like EFT because it is gender neutral.
Women can withdraw and men can blame. EFT is about how people relate, and how people
respond. Both men and women have emotions, and EFT provides a language for both
partners to articulate this.

EFT depathologizes dependency needs and validates the desire for emotional
responsiveness (Marvin & Stewart, 1990). It allows for people to be vulnerable. Not
everyone views emotional dependency as something to be encouraged. Carol Milstone
(2000) wrote an article about EFT, and she interviewed David Schnarch, the author of
Passionate Marriages, and the following is what he thinks about emotional dependency:

Attachment therapies tend to picture adults as needy little children. Yes, it’s

important for people to be close in a relationship but emotional dependency is

not a good basis for adult intimacy. Part of being an adult is having the ability to

be alone, to be able to stand on your own two feet when your partner is not being

understanding, or is unavailable to you. Furthermore, attachment therapies don’t

take into account the realistic hostility that couples often have for one another,
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not brought about by unmet attachment needs, but by concrete disagreements

over money, sex, and the in-laws (p. 36-37).

Milstone (2000) also interviewed Paula Caplan, the author of Don’t Blame Mother.
Caplan believes that it is wrong to encourage women to be emotionally dependent, and the
following reflects her thoughts about emotional dependency:

When you are a child, if your parent hurts your feelings, you don’t have many

resources to deal with these problems. As an adult, even with emotional

problems, you have all sorts of cognitive, emotional, and social resources.

Telling couples they’re emotionally dependent on each other sounds infantile.

And adults in therapy might interpret their therapist as saying that they are

immature and pathological. Rather, healthy relationships are founded upon

interdependence (p. 37).

Both Schnarch and Caplan have some difficulty with the idea of being emotionally
dependent. They see it as infantile and pathological. ‘One would not want to infantilize
their clients. The idea inherent in EFT is that a person can admit that they need their
partner. Part of interdependence is being able to ask for what you want and need from your
partner (i.e., stand on their own two feet), and being able to give to your partner. I wonder
how often money and sex are concrete issues. They may be, but they may also be masking
needs and longings that are too fearful to face.

EFT is easily combined with individual sessions. When therapy is not moving
forward, the therapist can see each of the partners alone, or just one partner. Johnson
advocates individual sessions to build the alliance, and to talk about issues that might be
difficult to talk about with the other partner there. She also recommends that the sessions be

balanced; if one partner is given one, the other partner is given one (Johnson, 1996). Partly
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because of client availability, and because it did not seem to be necessary, that did not

always happen. IfI had felt that it was a problem, then I would have brought in the other
partner. I had more individual sessions with Elizabeth, Melissa and Barbara than with their
partner. It could have been a problem if the female partner did not want to come and she
felt I was singling her out as having the “problem,” or if the male partner had felt left out
and unimportant. I tried to check those concerns out with each couple. Elizabeth, Melissa
and Barbara seemed to benefit from individual contact with me. It helped me to build my
alliance with them, and it allowed me to be there just for them without their partner.

EFT is valuable to social work practise. Couple work is required and necessary, since
forty percent of mental health referrals involve marital conflict (Budman & Gurman, 1988).
Working with the couple strengthens the family. Two of my couples had babies, another
couple had a young child and step-children, and some of the other couples were planning on
having children. As those couples improved the quality of their life, they also will improve
the quality of life for their children. EFT is systemic in that it works in the context of the

couple system, and that is congruent with social work values.

Limitations

EFT has been proven to be a successful short term therapy. With long standing
problems, it may not be enough. For some couples it was enough, and for some it was just a
beginning. Some individuals with low self-worth may need a longer period of time to work
through their old habits.

It could be argued that EFT is not culturally sensitive and therefore a limitation. EFT
works with emotions, and I heard my classmates say, “Not everyone is emotional. In some

cultures people may be less emotional, and not want to talk about their emotions.” The
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stimuli that evoke emotions vary greatly from person to person and from culture to culture,

and yet there is a commonality that binds people together and makes them human (Scherer,
1984). Babies demonstrate this. People, regardless of where they were born, understand the
language of emotions. Culture may train people to hide emotions or to express emotions in
unique ways. Beneath one’s culture lies a common core of emotional humanness that
serves as a human basis for understanding others.

Everyone does feel. I thought that was beautifully shown with Melissa and Matthew.
Melissa had told me ahead of time that Matthew was not emotional, and did not like to talk
about his feelings. One session, when she was berating him for his “coldness,” he turned to
her and said, “You don’t think I have feelings, I do.” EFT does not try to “make” people
emotional, rather it works with the emotion that each and every person has within them.

I think that cultural sensitivity means having a willingness to understand others, and
learn from their experiences. It means having an awareness of other’s thoughts and feelings
as constructed by one’s culture. It means ackhowledging people’s cultural differences.
Their world views are based on their perceptions, their “realities.” Everyone does feel, but
people from othér cultures may attach different meanings to emotions. They may express
their emotions in different ways. Acknowledging that they came from a different place is
not specifically built into the EFT model.

Matthew and Colin were the most withdrawn males that I worked with. They were
both raised in a culture different from the majority. Colin talked about having always felt
worthless and a like a failure, and I explored that with him. When he was growing up, he
felt different and alone, and I tried to acknowledge and validate those feelings. He knew
that affected him, and has made it more difficult for him to express himself. Sharing hurts

or fears of being hurt was not encouraged in his family. His family members withdrew
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from each other and sought comfort in alcohol. When he feels stressed, he wants to be left

alone. He helped Jennifer to understand that when he needs to be left alone, it is not
because he is rejecting her. It is related to who he is, and what he needs.

When Matthew talked about feeling different, I explored that with him. His family
was the only Asian family in their community. He said he had always felt different, and I
tried to explore how he felt different and acknowledge that with him. In school, he could
not speak English, and he looked different. He never talked to his parents about his
loneliness. Talking about his feelings was also not encouraged in his family. In his
relationship with Melissa he was less talkative, and seemed content with that. He said that
in his family, he never talked much. He never talked much to his parents, but it did not
mean that he did not care about them. Sometimes, he tried to tell Melissa that just because
he was not always talking to her it did not mean that he did not care about her. Sometimes,
he told Melissa that she wanted him to be someone that he was not. I tried to acknowledge
his feelings; and help Melissa to hear what he was trying to say, and accept him for who he
was. I tried to value Matthew and Colin for who they were. As each one began to find their
voice, each one began to feel better about themselves, and more connected to their partner.

This following is more of an observation than a limitation of the model. Johnson, in
all of her writing (Johnson, 1996; Johnson & Greenberg, 1995; Whiffen & Johnson, 1998),
and in her video (1993), demonstrates that she works first with the withdrawer and then with
the blamer. She has found that when the withdrawer becomes more engaged, the blamer
begins to soften. I really believe that if I had worked with the withdrawn men while I let a
critical woman sit on her anger (i.e., Melissa, Jennifer, Barbara, Elizabeth, Heidi), a few

couples would have left therapy in the early stages.
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It seemed that I worked first with the critical partner, and as she softened it made

room for the withdrawn partner. I think sometimes it was a reciprocal process. Matthew
needed to be accessible, before Melissa could let go of her hurt. But I think I did a lot of
work with Melissa so that she softened enough for Matthew to risk being accessible. I do
not think that Colin could have been able to become engaged before Jennifer softened.

With the couples that I worked with, it was sometimes difficult for the female partner to
listen to her male partner. I did a lot more work in listening and strengthening their sense of
self than I did with their male partner.

Sometimes I was not sure which emotion to focus on. I am not sure if that is a
limitation of the model or an admission of my lack of experience. One of the partners
becomes hostile and critical in the session. Do I go with that feeling, or do I ask the other
partner what is happening for them? Sue Johnson (1996) admits that the line between
containment and the reprocessing of emotions becomes murky at that point. Sometimes the
therapist will “redirect the process to the other partner’s experience or to the underlying
experience of the blaming partner” (p. 165). Matthew talked about not having a voice, and
Melissa scoffed and said that he had a voice, he just chose not to use it. A lot of emotions
were happening in that scenario. There were Matthew’s feelings regarding not having a
voice. There were the feelings that Matthew’s comments had set off in Melissa. And then
there were the feelings that Matthew had because of Melissa’s comment. In that situation, I
stopped Melissa, acknowledged what she was feeling, but then asked her if it was alright to
listen to what Matthew was saying. And then I went back to her. I was not always able to
do that. Sometimes her angry comments detracted from Matthew’s experience, and I felt

that I had to pay attention to her.
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Johnson (1996) states that EFT is not appropriate for couples where there is ongoing

violence, or when there is evidence that the exposure of vulnerability will place a partner at
risk. She gives an example of a verbally abusive husband who in the session demeans his
partner and mocks her when she speaks of her suicidal depression. Abusive partners would
be referred to group or individual therapy to help them deal with their anger and control
issues. The therapist has to decide what is abusive. Johnson does not mention excluding
anyone because of drug use, but if their drug use was destructive to the relationship, therapy

would not be possible.

Critique of the Therapist

When I reflect on the 7 couples that I worked with, I think that I did a good job. My
couples came faithfully, and their relationships improved. Their comments were positive
and change was reflected in their DAS scores. The pre-test mean score for this group was
92.6 and the post-test mean score was 115.1. Was it the model? Was it something that
came from me? Was I just very lucky in having couples that were committed to change?
Or was it a combination of all three? I think that most likely it was a little of all three.
Research indicates that the two most important factors for effective therapy are the
therapeutic relationship; and client factors such as participation in treatment, perceptions of
the therapist, strength and supports (Lambert, 1992). She had humour

What is it about the relationship that leads to client improvement? The therapeutic
relationship is about connection. It is about opening up the healing potential within the
client. How does that happen? The relationship is a two-way process. The client is
affected by the therapist and the therapist is affected by the client. Different theorists have

been aware of these dynamics and have tried to address them in different ways (Baldwin,
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2000; Kohut, 1959, 1982; Satir, 2000; Rogers, 1959). In this section I will address how the

therapist affects the client by looking at empathy, and secondly, I will explore how the
client affects the therapist. The first one is an attitude of the therapist toward the client, and
the second one involves the ability of the therapist to reflect on their self in the therapy

process.

Empathy

What is empathy? Client-centered therapy and self psychology (Kohut, 1959, 1982;
Rogers, 1959) place emphasis on empathy as a central element of therapeutic change. I will
explore the different meanings attached to this word and offer an account of the way that I
believe it can and does foster change.

Rogers’ work on the relational conditions specifies that empathy is one of the key
ingredients, in creating a therapeutic relationship and that fundamentally it is the therapist’s
eﬁpathic attitude that is crucial. For Rogers (1959), empathy was defined as an ability to
“perceive the internal frame of reference of another with accuracy and with the emotional
components and meanings which pertain thereto as an ability if one were the person, but
without ever losing the ‘as if* condition” (p. 210). The client-centered therapist’s empathy
involves focusing on the client’s presently available moment-to-moment meanings and
experiencing. For Rogers, empathy was about understanding the inner world of another
person. It was important that his understanding fit with the client’s understanding.

Empathy was initially described by Kohut (1959) as “vicarious introspection”

(p. 206). By this, he meant that only through introspection in our own experience can we

learn what it might be like for another person in a similar psychological circumstance.
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For Kohut, the initial step in empathy was that of understanding, and the second step

was interpretation. In his last public address on empathy (1982), he makes the following
statement: “I submit that the most important point that I made was that analysis cures by
giving explanations—interventions on the level of interpretation; not by ‘understanding,’
not by repeating and confirming what the patient feels and says, that’s only the first step;
but then [the analyst has] to move on and give an interpretation” (p. 532). Interpretation of
the past is what leads to cure. The understanding is used to explain the meaning of the
client’s experience as it related to past experiences. To Kohut, they were both forms of
empathy. He refers to them as a lower form and a higher form.

Kohut’s use of empathy suggests that first we, as therapists, communicate
understanding, and then we interpret. This does not address the healing potential that
therapist understanding opens in the client. Rogers’ use of empathy involves a deep
understanding of the inner world of another person, the world as the person would construct
it himself or herself. Interpretation, to me is a different word. Yes, it can increase the
client’s awareness, and can be useful, but it is constructed by the therapist.

How do I define empathy and why do I think the use of empathy is useful? I like
Rogers’ interpretation of empathy. It has to do with understanding. The communication of
empathy facilitates change because it generates a sense of experiential recognition within
the client; both the sense of being recognized in one’s experience by another human being,
and in turn recognizing one’s own experience (Warner, 1997). The experience of
recognition is a form of human connection. This sense of recognition is a universal human
experience. The capacities are grounded in early childhood experience. Emotions, filled
with the wisdom of biology, are forged in the crucible of lived experience, into one’s

current self (Stern, 1985). If one is treated well as one grows up, one perceives the world to



122
be a safe place and feels good. If one is treated poorly, one begins to construct a sense of a

dangerous world, an unresponsive other, and a fearful sense of self.

What is useful about having one’s experience recognized? Sometimes clients say, or
ask, “Well, you probably think I’'m stupid.” “Am I making sense?” Having one’s
experience recognized allows the client to feel that their experience makes sense. Having
these aspects of experience validated by another person tends to allow other parts of
experiencing to surface and be understood by the client; thus recognizing and receiving
one’s own experience. I think that often individuals and couples appear in therapy because
they do not feel that anyone has ever really understood them. Barbara said that James did
not understand her. Heidi said that Josh did not understand her. Matthew said that Melissa
did not understand him. Elizabeth said that John did not understand her. To feel understood
by the therapist and then by one’s partner is a powerful agent for change.

Many of the couples in their evaluation of the therapy mentioned the concept of
“understanding.” Jordon and Jamie said they understood each other better. Heidi and Josh
felt they were beginning to understand each other. Chris said he understood Laurie better.
Colin and Jennifer said that they understood each other better. Matthew said he thought
they understood each other better. And Barbara and James said that they understood their

own self and each other better.

Self Reflection

Empathy comes from the therapist’s own inner experiencing of the client’s feelings,
using his/her own inner processes of awareness as a reference point. The therapist
experiences not only the client’s feelings, but also his/her own inner responses to those

feelings. How do we make sense of those feelings? What do we do with those feelings?
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Awareness of one’s reactions and what triggers them should continue to be part of one’s self

monitoring and be welcomed as keys to further growth (Kaslow, 2001).

There is some controversy around the definition of countertransference. Rosenberger
and Hayes (2002) suggest that this definition has gone into three directions. First, Freud’s
“classical” definition focused on the analyst’s unconscious and neurotic reactions to the
patient’s transference. Second, the “totalistic” definition includes all conscious and
unconscious reactions the clinician has toward the client. Third, the “moderate
perspective,” maintains that countertransference represents the counsellor’s reactions to the
client that are based on the counsellor’s unresolved conflicts.

Countertransference is when therapists unconsciously see clients as sons, daughters,
mothers or fathers, and therefore project thoughts and feelings that do not belong (Satir,
2000). That would be the moderate perspective and the one most commonly used. Just as
clients can distort, deny, project, or minimize so can the therapist. Congruence is the ability
of the therapist to read his/her own inner experiencing and to allow the quality of this inner
experiencing to be apparent in the therapeutic relationship (Rogers, 1959).

Traditionally, countertransference was considered only in the case of individuals.
Kaslow (2001) considers this phenomenon is just as alive with couples and families. She
believes that sorting out one’s countertransference responses is more complex, challenging
and cumbersome in couple therapy. Because of the complexity of relationships in couples’
therapy, including the competition for therapist attention and approval, multiple transference
and countertransference may occur concurrently.

What was my reaction to individual clients in the couple context? Why did I
sometimes feel bored? Why did I sometimes talk too much? Why did I sometimes feel

incompetent? Why did I feel irritated toward the “blamer?” Why did I shut down and lose
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my voice with an angry person? Why did I sometimes feel sad? These were questions I

regularly asked myself.

We need to distinguish between helpful countertransference reactions that are in
response to the unmet needs of to the client, and unhelpful reactions due to the unmet needs
of the clinician (Guy & Brady, 2001). Helpful countertransference reactions can give us
insight into the world of the client, but getting it mixed up with our own needs can be a
distraction. Feeling annoyed and bored is a good indication that something is going on. In
my initial sessions with Elizabeth and John, I had a mixture of feeling bored, and feeling
annoyed with her critical comments. I think the boredom was related to Elizabeth’s
bragging about how clever she was. I recognized that I would wish for a cancellation. I
knew after one session that I had taken sides against Elizabeth. It made sense to me when
they told me that the sessions were not going too well. When I met with Elizabeth alone, 1
did not experience her criticisms. She was not in competition with John, and she seemed
more real. She, more easily let me in on her pain. It was better when the couple returned,
but sometimes I still felt bored or very distant from them as a couple. That was my clue to
either stop what was happening or to pay attention to what was happening. I do not think
that it would have been useful to have told her that I was feeling bored (congruence). It
would have hurt her. I think it was more useful to bring her back to what she was feeling
which is what I was trying to do anyway.

Elizabeth did have a need to draw attention to herself, but that was because she
wanted to feel accepted and understood. What was going on in me? What was causing me
to feel boredom? Some of the same dynamics were present with Melissa and Matthew, and
Barbara and James; but I did not feel bored with either couple. Was she reminding me of

someone from my past? A sense of superiority in the other does cause me to feel distant,
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and I would suspect that is related to my past. What part did John play in this? Or, was my

reaction a response to Elizabeth? Anyone else would have reacted in the same way. It was
her way to keep people distant. Whatever, I needed to pay attention to that feeling, so I
could attempt to stop what was happening, and feel more connected to them.

When I began meeting with a couple, I often felt a bond with the male before I felt a
bond with the female. What was that all about? I seemed to be more comfortable with a
withdrawn partner. I could sense his pain more easily. Sometimes I had to write down the
woman’s pain in order to remember it. I found myself reacting to her criticisms. I think
that has something to do with my own comfort level. In my family of origin, my parents
withdrew from each other. There was no outward hostility. Sometimes in the beginning, I
wrongly saw the “angry” woman, and the “withdrawn” man. I came to know it was the
angry woman and angry man. And under the anger was some form of sadness. I more
easily recognized the sadness in the withdrawer than the blamer. I am more comfortable
with sadness than anger. I had to work at seeing the sadness and the loneliness under the
blaming.

One session Jennifer became quite angry with me. She was using suicidal language,
but she was yelling at me with her face in my face. I found myself listening, but not saying
much. I went home feeling a lot of tension in my stomach, and it stayed for a number of
days. As I thought about her, it occurred to me that her anger and sadness (and likely fear)
were all mixed up, and it had triggered my fear. Fear I would not be able to help her. Fear I
might make things worse for her. As I recognized my fear, my anxiety lessened. I was able
to think about how I could help her to sort out her anger and sadness. I knew that I needed
to name Jennifer’s sadness and anger, and not run from it. Once I recognized what was

happening with “myself,” it was easier to look at “herself.” I was reminded that we were
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not that different, Jennifer and I. She had fears and so did I. If I had not been able to come

to some kind of resolution within myself, [ would have distanced myself from her to protect
myself. That session was a turning point for me, and maybe for her also. I knew that I
could be there for her.

The therapist needs to be aware of his/her own issues, and try to separate them from
the client’s issues. I was continually mindful of that. I took the time to reflect and
introspect with each and every person. It helped me a great deal. Although I was not
always congruent, I believe that I did try to understand, both the client’s feelings and my
own.

This practical experience gave me an opportunity to examine what I think went well,
as well as what I would like to improve on. The therapist’s reaction may be due to
unresolved conflict or it may be due to skill deficit (Rosenberg & Hayes, 2002). Staying
with the emotional experience with a client could be a little of both. The client often
touches an emotion and then runs from it. I found myself sometimes running away with
them. Was that my fear of emotion, or my lack of experience? As I became more aware of
that, I was able to prepare myself for it. That is one area that I want to continue to work on;
to slow down the process, and keep the client on his/her experience.

Staying with the process and not getting side-tracked with the content is a similar
dilemma. I did get better at it. Regarding my relationship with Jamie, I missed some
opportune times to intervene with her in the beginning. I may have sensed her criticalness
toward me, and that may have affected my ability to hear her loneliness, sadness and fear.
When I feel criticized, I probably withdraw and protect myself. Was that why we
sometimes got stuck in content issues? Talking about content is safer. Or was it a lack of

skill? They were my first couple. When I listened to my earlier videos, I would hear myself
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asking a content question when a process question would have been more helpful. AsI

became more comfortable working with couples, I found it easier to bring them back to the

process.

Critique of the DAS

The DAS is a common and widely used scale to measure marital adjustment. It was
used in all of the Johnson and Greenberg research. As I indicated earlier, this measure has
proven its reliability and validity. I have used it to measure change. The results are
positive.

Not everyone agrees with the use of the DAS. It is designed to measure overall
martial adjustment. This measure defines, by its choice of questions, a view of what
marriage should look like. Not everyone agrees with what constitutes successful marital
therapy. The DAS “suggests that what might be called blissful enmeshment or co-
dependency is the ultimate outcome goal; high levels of agreement and satisfaction with
such an arrangement on matters such as sexual relations, relations with in-laws, and
finances lead to the highest adjustment scores. The process by which the consensus is
reached (intimidation, negotiation, or a basic sharing of values), is not addressed, nor is the
couple’s willingness/ability to tolerate disagreement” (Alexander et al., 1994). This is seen
as a conceptual weakness by some feminists (Rampage, 1989; Witkin, 1989). Similarly,
Trost (1985) asks how the DAS measures adjustment. It is implied that in order to be
“adjusted,” the partners should perceive agreement. The items measure conformity, as if
merely to agree is what people are supposed to do in order to be good partners.

Another issue is that the analyses of men’s and women’s responses to the evaluation

of marital satisfaction reflect quite different dimensions; men tend to emphasize the degree
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of consensus in evaluating satisfaction, while women reflect a more global evaluation of

satisfaction with the relationship (Kazak, 1989). Despite feminist and other critiques, most
studies continue to use this measure. There are no new measures that demonstrate an
acceptable alternative for outcome research.

I also have some concerns with the DAS. People answer according to their subjective
experience. I think that some people come for counselling, but they do not want to appear
to have “too many problems,” to themselves or others. I think that was demonstrated by
Jennifer’s total score of 119. Jamie’s comment suggested something similar. She had not
recognized how “bad,” the relationship was. She said that if she had written the pre-test
questionnaire a few weeks later (as opposed to the first day), her answers would have been a
lot more negative.

Barbara’s score was 101. In some ways, she seemed the most distressed of all. One
day, in the session, she made an interesting comment. She said, “James always says that I
am negative about everything, but it is the way I am. I don’t really know any other way to
be. I don’t know how to be happy. Happy to me is phoney.” Using that as a reference
point, what does her score say about marital adjustment? I also wondered about Josh’s
score of 100. He looked at Heidi with tears in his eyes and said, “I can’t live like this.
You’re destroying me.” He had already left the relationship once. The DAS does not
measure that kind of emotional pain. On the other hand, one could also argue the converse;
Josh could verbalize his feelings and therefore he was less distressed.

I have some concern with using the scores against the norm to indicate the level of
distress with some couples. All of the 7 couples’ scores are shown in Figure 5.1. The pre-
test scores varied from 61-119. In terms of distress, I do not think that there was that big of

a range in the couples. I think that the scores are more useful to use as pre-test, post-test
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framework. I think the DAS should be used as one measure of evaluation, but not the only

measure.

Figure S.1

Comparison of the DAS Scores

Jamie
Jordon

Pre-Test

I set goals for myself at the beginning of this practicum, and I have far surpassed

them. I wanted to develop assessment and practice skills in working with couples. I had

Melissa

Matthew
Jennifer
Colin
Laurie
Chris
Elizabeth
John
Barbara

Post-Test .

Critique of My Learning

James

Heidi

Josh

never worked with couples before. Using the model allowed me to develop those skills. 1

like couple work. When there is conflict in the relationship, I think it is a better form of




130
treatment than individual therapy. The EFT model includes the assessment phase and the

steps for creating change. Two skills that are important for me to keep working on are
staying with the process, and staying with the client’s emotional experience.

I wanted to gain skills in applying and evaluating EFT as a model. In the beginning, I
was not convinced that EFT would work with all of the couples. At times, I found it
difficult to use the model. I do not know why it was so difficult to apply at first, but it was.
Perhaps it was because I was not as comfortable working with emotions as I thought I
would be; I am working at being more comfortable. Every time I did not know what to do, I
would re-read the theory, and what to do was always there. I am so glad that I took the
model and tried to apply it. I like the model and I will continue to use it. I evaluated my
usage of this model through the use of the DAS, through the questions that I asked, and also
through what I observed and heard being played out in the room.

I also wanted to increase my personal knowledge and understanding of couple issues.
As I sat with these couples, I had a new awareness of how difficult it is to be in a
relationship. Two people that are very different come together and have to make
compromises. I like how the EFT model looks at couple issues. Regardless of the issue, the
same attachment fears and longings are at the basis of their distress. You do not see skill
deficits in communication; rather you see distance, loneliness and fear. In terms of couple
issues, I was often struck with how similar the couple issues were to my own couple issues.
We are all more alike than different. Or as Harry Sullivan (1940) observed “. . . we are all
much more simply human than otherwise, . . . ” (p. 16).

‘I wanted to be open to learning from the couples. This was more in a personal sense.
I was touched that these people that were experiencing so much pain allowed me into their

inner worlds. Quite a number of the individuals that I met with expressed embarrassment at
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having to come to a stranger to talk about their issues. They felt that they should have been

able to resolve them on their own. What did I learn? How did it change me? I think that it
helped me to see the more important things in life. Sometimes I sat with a couple and the
“blamer” was talking about issues that seemed so insignificant. What she really wanted to
say was, “Please pay attention to me.” It has made me more aware of my own reactions in
my personal relationships. Working with these couples has given me a confidence that I did
not have before this practicum. I think it has also lessened my fears. I am learning to trust

the process.
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Appendix A

AUDIO-VISUAL TAPE AUTHORIZATION
I give permission to The Family Centre to record on audio/video tape the counselling

session to be conducted beginning day of in

the year 20 and for the duration of our counselling service. This audio/video tape
recording will be used for education purposes. Only our therapist, her supervisor at The
Family Centre, and her faculty advisor at the University of Manitoba will have access to

these tapes.
Permission is granted by us on condition that at the end of therapy, the tapes will be erased.

DATE SIGNATURE(S)

WITNESS

ORIGINAL TO: THE FAMILY CENTRE

COPY TO: PERSON(S) GIVING AUTHORIZATION

October 29, 2002
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Appendix B

CONSENT FORM
It has been explained to me that I am participating in a project for couple counselling using

Emotionally Focused Therapy.

My participation in this project will involve completing a short questionnaire at the
beginning and at the completion of our counselling sessions. I understand that the above-
mentioned materials are kept strictly confidential and are only accessible to my counsellor,
her supervisor and her faculty advisor. I understand that all information, which will
personally identify me, will be removed, and that all information I give will be kept
confidential. I understand that my refusal to answer some or all the questions on the

questionnaire will not jeopardize my counselling.

My signature indicates my agreement and consent to be involved in this project.

DATE SIGNATURE(S)

WITNESS

ORIGINAL TO: THE FAMILY CENTRE

COPY TO: PERSON(S) GIVING AUTHORIZATION

October 29, 2002
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Most persons have disagreements in their relationships. Please indicate the approximate extent of agreement or disagreement between you

and your partner for each item on the following list. Circle the x under one answer for each item.

1. Handling family finances

2. Matters of recreation

3. Religious matters

4. Demonstration of affection

5. Friends

6. Sex relations

7. Conventionality (correct or proper
behaviour)

8. Philosophy of life

9. Ways of dealing with parents or in-laws
10. Aims, goals, and things believed
important
11. Amount of time spent together
12. Making major decisions
13. Household tasks
14. Leisure time interests and activities
15. Career decisions

16. How often do you discuss or have you
considered divorce, separation, or
termination of your relationship?

17. How often do you or your mate leave the
house after a fight?

18. In general, how often do you think that
things between you and your partner are
going well?

19. Do you confide in your partner?

20. Do you ever regret that you married (or
lived together)?

21. How often do you and your partner
quarrel?

22. How often do you and your partner get
on each others’ nerves?

23. Do you kiss your mate?

24. Do you and your mate engage in outside
interests together?

How often do the following occur between
you and your mate?

25. Have a stimulating exchange of ideas
26. Laugh together

27. Calmly discuss something

28. Work together on a project

Almost Almost
Always Always Occasionally Frequently Always Always
Agree Agree Disagree Disagree Disagree Disagree
X X X X X X
X X X X X X
X X X X X X
X X X X X X
X X X X X X
X X X X X X
X X X e X X
X X X X X X
X X X X X X
X X X X X X
X X X X X X
X X X X X X
X X X X X X
X X X X X X
X X X X X X
Most of the More Often

All the time time Than Not Occasionally Rarely - Never
X X X X X X
X X X b.¢ X X
X X X X X X
X X X X X X
X X X X X X
X X X X X b'e
X X X X X X

Almost Every

Every Day Day Occasionally Rarely Never
| X X X X X

All of Very Few None of

Them Most of them  Some of Them of Them Them
X X X 54 X
Less than
Once a Once or Twice  Once or Twice Once A
Never Month a Month a Week Day More Often

X X X X X X
X X X X X X
X X X Xi X X
X X X X X X
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These are some things which couples sometimes agree or disagree. Indicate if either item caused differences of opinions or were problems in
the past few weeks.

Yes No
29. Being to tired for sex X X
30. Not showing love X X

31. The x’s on the following line represent different degrees of happiness in your relationship. The middle point, “happy,” represents the degree
of happiness in most relationships. Circle the x above the phrase which best describes the degree of happiness, all things considered, of your
relationship.

X | X | X | X | X | X | X
Extremely Fairly A Little Happy Very Happy Extremely Perfect
Unhappy Unhappy Unhappy Happy

32. Which of the following statements best describes how you feel about the future of your relationship? Circle the number for one
statement.

I want desperately for my relation ship to succeed, and would go to almost any length to see that it does.

I want very much for my relationship to succeed, and will do all I can to see that it does.

I want very much for my relationship to succeed, and will do my fair share to see that it does.

It would be nice if my relationship succeeded, but I can’t do much more than I am doing now to keep the relationship going.

It would be nice if it succeeded, but I refuse to do any more that I am doing now to keep the relationship going.

[N |WIN|—

My relationship can never succeed, and there is no more that I can do to keep the relationship going.
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Appendix D

Client Evaluation of the Therapy

1. Did the therapy help you? Ifit did, how did it help you?

2. What change have you noticed?

3. What do you wish had been different about the therapy?



Appendix E

DAS Profile Form by Spanier
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Dyadic C Dyadic Satisfaction Affectional Expression Dyadic Coh Dyadic Adjustment
T-score Married  Divorced | Married  Divorced Married Divorced | Married  Divorced Married  Divorced || T-score

80+ >22 >140 80+
79 22 139/140 79
78 137/138 78
77 65 50 21 134/136 77
76 64 49 132/133 76
73 63 48 12 24 130/131 75
74 62 47 20 127/129 74
73 61 46 23 125/126 73
72 60 45 19 122/124 72
n 59 44 11 120/121 71
70 58 43 22 18 150/151 118/119 70
69 56/57 42 148/149 115/117 69
68 55 41 10 21 17 146/147 113/114 68
67 54 40 145 110/112 67
66 53 39 20 16 143/144 108/109 66
65 65 52 38 141/142 106/107 65
64 64 51 37 9 15 139/140 103/105 64
63 63 50 50 36 12 19 138 101/102 63
62 62 49 49 35 14 136/137 99/100 62
61 61 48 34 18 134/135 96/98 61
60 60 46/47 48 32/33 8 13 132/133 94/95 60
59 45 47 31 11 17 130/131 91/93 59
58 59 44 46 30 12 129 89/90 58
57 58 43 29 7 127/128 87/88 5
56 57 42 45 28 16 11 125/126 84/86 56
35 56 41 44 27 123/124 82/83 55
54 55 40 26 10 15 10 122 80/81 54
53 39 43 25 6 120/121 77179 53
52 54 38 42 24 9 118/119 75176 52
51 53 36/37 41 23 14 116/117 72/74 51
50 52 35 22 9 5 8 114/115 70/71 50
49 51 34 40 21 13 113 68/69 49
48 50 33 39 20 il 111/112 65/67 48
47 49 32 38 19 12 109/110 63/64 47
46 31 18 8 4 6 107/108 60/62 46
45 48 30 37 17 106 58/59 45
44 47 29 36 16 11 5 104/105 56/57 44
43 46 28 15 3 102/103 53/55 43
42 45 26/27 35 14 10 4 100/101 51/52 42
41 44 25 34 13 7 98/99 49/50 41
40 43 24 33 12 9 3 97 46/48 40

* 39 23 11 2 95/96 44/45 39
38 42 22 32 10 2 93/94 41/43 38
37 41 21 3 9 6 8 91/92 39/40 37
36 40 20 8 1 88/89 37/38 36
35 39 19 30 7 ] 7 88 34/36 35
34 38 18 29 6 0 86/87 32/33 34
33 16/17 28 5 8 84/85 30/31 33
32 37 15 4 0 6 82/83 27129 32
31 36 14 27 3 81 25/26 31
30 35 13 26 2 3 79/80 22/24 30
29 34 12 1 77178 20/21 29
28 33 11 25 0 4 4 75176 18/19 28
27 32 10 24 73/74 15/17 27
26 9 23 72 13/14 26
25 31 8 3 70/71 11/12 25
24 30 6/7 22 3 68/69 8/10 24
23 29 5 21 2 66/67 6/7 23
22 28 4 20 65 3/5 22
21 27 3 63/64 172 21
20 <27 <3 <20 <3 <2 <63 0 20




