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 ABSTRACT  

This qualitative case study of five couples in which one spouse has Alzheimer’s disease 

in the early stage, and the other spouse is a caregiver, investigated including both spouses in 

couple interview sessions which included using emotionally focused couple therapy techniques, 

and how their prior quality of relationship before the onset of Alzheimer’s was related to their 

present attachment, depressive symptoms, and marital adjustment.  The couples participated in 

in-depth couple interviews which included an Oral History Interview (Gottman, 1994) and a 

semi-structured Interview Guide.  They individually completed four instruments: the Dyadic 

Adjustment Scale (DAS) (Spanier, 1976); the Geriatric Depression Scale (GDS) (Yesavage, 

1983); the Prior Quality of Relationship Scale (PQRS), a composite scale created by Zahn; and 

the adapted Experiences in Close Relationships-Revised questionnaire (ECR-R) (Fraley, Waller, 

& Brennan, 2000).  The Screen for Caregiver Burden (SCB) (Vitaliano, Russo, Young, Becker, 

& Maiuro, 1991) was given to the caregiving spouses.  The researcher qualitatively analyzed the 

audiotaped interviews and questionnaires, which all spouses with Alzheimer’s were able to 

complete.  All couples reported positive prior quality relationships of 16-63 years, and present 

continued attachment.  All couples reported problems of marital adjustment, and varying 

depressive symptoms were reported for 2 out of 5 caregivers, and 2 of 5 persons with 

Alzheimer’s.  Implications of findings were that couples experiencing early stage Alzheimer’s 

would benefit from couple interviews or therapy to assist with depressive and other symptoms 

and marital adjustment problems, and that spouses in the early stage of Alzheimer’s are able to 

fully participate in these couple procedures. 
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CHAPTER 1 

INTRODUCTION 

Alzheimer’s disease is a leading cause of cognitive and physical deterioration and 

eventual death in a significant segment of the population over the age of 65 (Alzheimer’s 

Association, 2010, 2011, 2012).  This causes major social and emotional losses in the couple 

relationships of millions of couples as they experience Alzheimer’s disease in one spouse 

(Beeson, Horton-Deutsch, Farran, & Neundorfer, 2000; Chadiha, Rafferty, & Peckard, 2003; 

deVugt et al., 2003; Gallagher-Thompson, Dal Canto, Jacob, & Thompson, 2001; Helgeson, 

1993; Hooker, Monahan, Bowman, Frazier, & Shifren, 1998; Wright, 1998). 

When a marital couple learns that one spouse has Alzheimer’s disease, both spouses 

undergo a difficult period of significant changes and losses, with little assistance in coping with 

their subjective emotional distress (Bradley & Palmer, 2003; Feinberg & Yu, 2005; Kobak, 

1999; Powell, 2002; Robinson, Clare, & Evans, 2005; Skaff, Pearlin, & Mullin, 1996; Wright 

1991).  Among the most emotionally painful experiences that can happen to a husband or wife is 

suffering the effects of the gradual loss of their marital partner to Alzheimer’s disease (Beeson et 

al., 2000; deVugt et al., 2003; Kaplan & Boss, 1999; Mayer, 2001).  Going through the process 

of interacting emotionally and cognitively with one’s spouse who is losing his/her mind and 

personality through neurological deterioration can be very difficult.  The memories and 

conscious awareness of the spouse with Alzheimer’s disease fade and slip away long before 

physical death at the end of the final stage of the disease (Alzheimer’s Association, 2010; Bell, 

2004; Hooyman & Kiyak, 1999; Gwyther, 1990; Haley et al., 2008; Kaplan, 2001; Mayer, 2001).  

Initially, and into the middle stage of the disease, the Alzheimer’s patient is likely to experience 

feelings of depression, confusion, and anxiety about changes in his/her functioning (Alzheimer’s 

Association, 2010; Coggin, 2009; Feinberg & Yu, 2005; Gallagher-Thompson et al., 2001; 

Hooyman & Kiyak, 1999; Wright, 1991).  Persons with Alzheimer’s disease have expressed 

feelings of inadequacy and insecurity, with worry and sadness concerning changes in their 

relationships with their spouses (Alzheimer’s Association, 2010; Gallagher-Thompson et al., 

2001; Hooyman & Kiyak, 1999; Powell, 2002; Wright, 1991, 1998). 
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Alzheimer’s disease is incurable, and over a number of declining years, always ends in 

death (Alzheimer’s Association, 2010).  Many older adults are cared for by a spouse in their 

home during the early stage of Alzheimer’s (or longer), which has been found to be associated 

with significantly stressful impacts on the caregiving spouses’ physical and mental health 

(Alzheimer’s Association, 2004; Haley et al., 2008; Hooker et al., 1998; Mayer, 2001; Murray, 

Schneider, Banergee, & Mann, 1999; Pearlin, Mullan, Semple, & Skaff, 1990; Russo, Vitaliano, 

Brewer , Katon, & Becker, 1995; Schulz & Williamson, 1994; Wright, 1994b).  Many of these 

couples’ marriages have been first marriages of long duration with varying marital quality and 

closeness, and varying strength of attachment and bonding as a couple (Bradley & Palmer, 2003; 

Feeney, 1994; Hooyman & Kiyak, 1999).  Some of these couples have only been married to their 

current spouse, and others have been married more than once and experienced widowhood or 

divorce before their current marriage.  

There is a significant need for therapeutic assistance for these couples, as the population 

of aging Americans over 65 grows, and increasing numbers of caregiving wives/husbands and 

their spouses with Alzheimer’s disease are experiencing emotional distress, as their marital 

relationships change with additional challenges as the disease progresses (Alzheimer’s 

Association, 2004, 2010; Fisher & Lieberman, 1994; Florida Hospices and Palliative Care, 2004; 

Gallagher-Thompson, Coon, Rivera, & Zeiss, 1998; Haley et al., 2008; Hooyman & Kiyak, 

1999; Mittelman et al., 1995; Tarlow et al., 2004; Townsend & Franks, 1997; Wright, 1991).  In 

the United States there are currently over 5.4 million people with Alzheimer’s disease 

(Alzheimer’s Association, 2012; Massachusetts General Hospital, 2010), and reportedly 7 out of 

10 of them live at home (Alzheimer’s Association, 2004).  For all persons who are 65 or older in 

the U.S., the percentage with Alzheimer’s disease is reported to be 10 percent (Alzheimer’s 

Association, 2006, 2010; National Institute of Mental Health, 2006).  For persons between 65 

and 74 years of age, the percentage with Alzheimer’s disease is estimated to be 5 percent 

(National Institute on Aging, 2007) and nearly half of those over the age of 85 may have 

Alzheimer’s disease (Alzheimer’s Association, 2004, 2010; Evans et al., 1989; National Institute 

on Aging, 2007).  The Alzheimer’s Association reported over 72,000 people in the U.S. died of 

Alzheimer’s disease in one year in 2006 (Alzheimer’s Association, 2010).  By 2050 the rising 

projected number of Americans with Alzheimer’s disease will be 16 million (Alzheimer’s 

Association, 2010; Herbert, Beckett, Scherr, & Evans, 2001). 
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The socio-emotional and lifestyle costs of this illness, as it affects a person with 

Alzheimer’s disease and the caregiving spouse on the microsystemic level of the couple, are 

multiple intangible stressors which usually continue for several years (Alzheimer’s Association, 

2010; Barklay, Barklay, & Abeles, 2004; Bell, 2004; Hooyman & Kiyak, 1999; Wright, 1991).  

The trajectory of Alzheimer’s disease is a progressive decline in functioning cognitively, 

emotionally, socially, and physically, with no hope of recovery (Barklay et al., 2004; Coggin, 

2009; Hooyman & Kiyak, 1999; Wright, Hickey, Buckwalter, & Clipp, 1995).  After an 

insidious onset, a long and variable middle phase of deterioration is followed by physical and 

mental incapacity, and eventually death. 

Clearly, the individual persons with Alzheimer’s disease and their caregiving spouses 

comprise a substantial population of couples dealing with multiple problems (Alzheimer’s 

Association, 2004, 2010; Davies, Zeiss, Shea, & Tinklenberg, 1998; Dura, Slukenberg, & 

Kiecolt-Glaser, 1991; Harris, 1993; Hooyman & Kiyak, 1999; Kramer, 1993a; National Institute 

on Aging, 2007; Thomas, 1989).  While the challenges and relationship changes faced by these 

caregiving/care receiving spouses have some similarities and commonalities with those faced by 

couples in which one spouse has one of a number of other progressive chronic diseases (Chadiha 

et al., 2003; Clipp & George, 1993; Corbin & Strauss, 1988; Doane & Diamond, 1994; Feeney & 

Collins, 2004; Dura, Haywood-Niler, & Kiecolt-Glaser, 1990; Hargrave & Hanna, 1997; 

Kramer, 1993a; Lustbader & Hooyman, 1994; Wright et al., 1995), the situation of living with a 

spouse with Alzheimer’s disease, or having this disease, entails uniquely painful losses (Beeson 

et al., 2000; Bell, 2004; Epstein, Auclair, & Mittelman, 2007; Gallagher-Thompson et al., 2001; 

Gwyther, 1990; Kiyak, 1999; Kaplan & Boss, 1999; Kobak, 1999; Kramer, 1993b; Mayer, 2001; 

Wright, 1991, 1994b). 

As Alzheimer’s disease progresses, the couple’s lives are impacted by a shrinking of their 

world of shared experiences, in the present interaction of activities (Gwyther, 1990; Kaplan, 

2001; Reilly, Relkin, & Zbrozek, 2006) and a meaningful intimate relationship, and in the loss of 

mutual awareness of their marital and family history during the years they have spent together, 

due to the deterioration of the memory of the Alzheimer’s victim (Beeson et al., 2000; Bell, 

2004; Harris, 1993; Hooyman & Kiyak, 1999; Motenko, 1989; Murray et al., 1999; Powell, 

2002; Scharfe, 2003; Scheibe, 1989; Wright, 1991, 1994a).  As the spouse with Alzheimer’s 

disease experiences a decline in the ability to manage prior competencies of daily living and 
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adult capabilities (Hooyman & Kiyak, 1999; Lowenstein, 2003; National Institute on Aging, 

2003; Powell, 2002; Wright et al., 1995), the requirements for performing the role of the 

caregiving spouse are progressively increased (Harris, 1993; Kramer, 1993a; Lustbader & 

Hooyman, 1994; Mittelman, Haley, Clay, & Roth, 2006; Powell, 2002; Reilly et al., 2006). 

To date, most of the related research has been concerned with the plight and the 

depression felt by the caregiving spouse, without corresponding attention to the subjective 

experience of the spouse with Alzheimer’s disease (Bourgeois, Schulz, & Burgio, 1996; Haley et 

al., 2008; Mittelman, 2005; Mittelman et al., 1995; Kaplan & Boss, 1999; Mayer, 2001; Roth, 

Mittelman, Clay, Madan, & Haley, 2005).  In the early to middle phases of Alzheimer’s disease, 

many Alzheimer’s afflicted spouses endure a growing solitary awareness that something is 

wrong with themselves and their attempts to function in various roles in their lives, including 

their participation in their marital relationships (Feinberg & Yu, 2005; Hooyman & Kiyak, 1999; 

Wright, 1998).  A large majority of studies of couples experiencing Alzheimer’s disease in one 

spouse have primarily investigated the stressors and emotional and psychological responses of 

the caregiving spouse, rather than both spouses (Bourgeois et al., 1996; Kaplan & Boss, 1999; 

Mayer, 2001; Mittelman, 2005; Mittelman, Roth, Coon, & Haley, 2004).  Fewer research studies 

have used quantitative measures and/or qualitative observations and interviews of couples to 

understand the subjective and interactive experience of both spouses in a couple in which one 

spouse has Alzheimer’s disease (Kaplan, 2001; Reilly et al., 2006; Wright, 1991; Zarit, 2004).  A 

very few recent studies have used some type of couple therapy with couples in which one spouse 

is experiencing the early stage of Alzheimer’s disease, and the outcomes of these studies 

determined that couple therapy is a useful, appropriate mode of treatment with positive outcomes 

reported for the caregiving and care-receiving spouses (Epstein et al., 2007; Auclair et al., 2009). 

Past research has reported that a large number of the caregiving spouses for spouses with 

Alzheimer’s disease have become mildly to moderately depressed, some have become clinically 

depressed, and some have physically declined in health and have experienced shortened lifetimes 

(Mittelman et al., 2004; Pruchno & Resch, 1989; Rankin, Haut, & Keefover, 2001).  Other 

research studies have found that caregiving spouses have reported being emotionally 

overwhelmed with the stresses and losses they experience as caregivers for their spouses, as they 

experience the gradual loss of their marital partner and their relationship due to the extreme 

cognitive and physical decline of the spouse with Alzheimer’s disease, coupled with the burden 
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of caregiving responsibilities (Beeson et al., 2000; Hooyman & Kiyak, 1999; Mayer, 2001; 

Russo et al., 1995; Vitaliano, Russo, Young, Becker, & Maiuro, 1991).  We have only limited, 

incomplete knowledge of the subjective emotional distress and losses experienced by the spouse 

with Alzheimer’s disease, and their unmet needs or the potential benefits they could derive from 

couple therapy. 

Providing strength-based couple interview sessions using emotionally focused therapeutic 

techniques during the initial period after diagnosis of Alzheimer’s disease allows each person to 

talk and to listen as they share their positive and negative feelings about their situation as a 

couple, at a time when it might be most intensely needed and beneficial (Bradley & Palmer, 

2003; Helgeson, 1993; Myers, 2003; Robinson et al., 2005).  For a couple dealing with one 

spouse having Alzheimer’s disease to participate in interviews with a couple therapist using 

these emotionally focused therapy techniques to facilitate expression of their emotional concerns 

in more positive interactions, is an opportunity to be assisted in maintaining their emotional 

attachment to each other (Johnson et al., 2005; Johnson, 2004b).  Despite the decline in short 

term memory and other early cognitive limitations of the spouse with Alzheimer’s disease, 

supportive couple interview sessions may provide the opportunity for a narrative bridging of the 

stories of the individuals facing their individual stressors, to foster an awareness of their 

continuing mutual attachment needs in their relationship, and to assist them in maintaining a 

quality relationship as they continue to live as husband and wife (Auclair et al., 2009; Barklay et 

al., 2004; Bradley & Palmer, 2003; Gallant, 2009; Johnson, 2003b; Kobak, 1999; Johnson & 

Whiffen, 2003; White & Epston, 1990).  Early participation in a couple interactive session with a 

couple therapist is a challenging and somewhat circumscribed opportunity for reassurance of the 

degree of continuing emotional bonding and support which has existed in their relationship 

(Greenberg & Johnson, 1988; Kobak, 1999; Myers, 2003; Robinson et al., 2005. 

1.1  Theoretical Framework 

Attachment theory can be used to understand the dynamics involved in husbands and 

wives dealing with Alzheimer’s disease (Bradley & Palmer, 2003; Cassidy & Shaver, 1999; 

Johnson & Whiffen, 2003; Kobak, 1999; Kowal et al., 2003).  Attachment theory was originated 

by John Bowlby (1969, 1973, 1980) to study parent-child attachment relationships (Cassidy & 

Shaver, 1999; Greenberg & Johnson, 1988; Johnson, 2003a,b), and currently attachment theory 
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is being widely “applied systematically to clinical intervention in distressed couples and 

families” (Johnson & Whiffen, 2003, p. xi).  The husband’s experience and the wife’s experience 

in a marriage, and the strength and quality of the bond experienced, each separately to the other, 

is a current focus of attachment theory in the marital literature (Feeney & Collins, 2004; Hazen 

& Shaver, 1987; Johnson, 2003a,b, 2004a,b; Johnson & Whiffen, 2003; Johnson & Zuccarini, 

2010).  Attachment theory, as an explanatory model, can help advance understanding of the 

serious and difficult situation experienced by aging couples in which one spouse has Alzheimer’s 

disease (Beeson et al., 2000; Biggs, Lowenstein, & Hendricks, 2003; Bradley & Palmer, 2003; 

Cassidy & Shaver, 1999; Feeney & Collins, 2004; Hooyman & Kiyak, 1999; Johnson, 2003a,b; 

Kobak, Duemmler, Burland, & Youngstrom, 1998).  The focus of this study has been on the 

current application of attachment theory of adult development to the challenges to couple 

relationships of Alzheimer’s afflicted spouses and their caregiving wives or husbands. 

Attachment theory has been applied to adult close relationships because it is particularly 

relevant to dealing with the need for a secure emotional bond with a responsive partner in the 

couple relationship (Feeney & Collins, 2004; Hazan & Zeifman, 1999; Johnson, 2003a).  

Attachment theory, as currently developed for explaining the process of adult attachment 

relationships, clarifies the individuals’ needs for connection with, and responsiveness from, their 

spouses in marital relationships (Hazan & Shaver, 1987; Johnson, 2004a; Johnson & Denton, 

2002; Johnson & Zuccarini, 2010; Rholes & Simpson, 2004; Schachner, Shaver, & Mikulincer, 

2003).  Attachment theory is a “broad integrative theory of relationships” (Johnson, 2003b, p. 3), 

particularly suited to understanding, predicting, and explaining the relationship between spouses. 

Attachment theory has been classified as a family systems theory (Cassidy & Shaver, 

1999; Johnson, 1998, 2003b, 2004a; Johnson & Best, 2002; Marvin & Stewart, 1990).  Husbands 

and wives, as well as larger family groups, present habitual responses to each other in patterns of 

interaction that are self-perpetuating, which is characteristic of systemic theory (Broderick & 

Smith, 1979; Whitchurch & Constantine, 1993).  The development of a close emotional bond 

between the members of the marital dyad in the family is at the heart of the family system 

(Cassidy & Shaver, 1999; Greenberg & Johnson, 1988; Johnson, 2004a,b; Johnson & Best, 

2002). 

Feeney (1999) analyzed the attachment styles of couple relationships under stressful 

conditions.  Conditions that appear to threaten the future of the attachment relationship are one of 
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the situations identified by Feeney (1999) which activate attachment behaviors.  Johnson (2003b) 

explained that when situations perceived as threatening produce habitual attachment-protective 

behaviors in response, and self-perpetuating patterns of interaction, “it is easy to see that 

attachment is a systemic theory (Johnson & Best, 2002), and is concerned with ‘a reality-

regulating and reality-creating, not just a reality-reflecting system (Bretherton & Munholland, 

1999, p. 98)” (p. 8).  Johnson described attachment theory as an integrative perspective which 

includes a systemic theoretical focus on the context of the behavior and patterns of 

communication (Johnson, 2003b). 

Johnson discussed the interactive aspects of attachment strategies; a spouse is affected by 

the “attachment characteristics of a partner.  This attachment style affects marital satisfaction” 

(Johnson, 2003b, p. 8).  Maunder and Hunter (2001) asserted that attachment behaviors have a 

major role in chronic illness.  Individuals with an avoidant attachment style were found by 

Kotler, Buzwell, Romeo and Bowland (1994) to have coping styles diminished by the 

suppression of negative affect and avoidance of seeking support.  Kowal et al. (2003) concluded 

that “attachment behaviors, especially those associated with insecure attachment, appear to play 

a central role in the onset and course of chronic illness” (p. 302), and that stress regulation, affect 

regulation, and ability to participate in health-promoting behaviors appear to mediate the effects 

on chronic illness.  Johnson (2003b) further reported that individuals who have insecurely 

attached spouses report lower marital satisfaction.  If both spouses are securely attached, they 

report better marital adjustment than couples in which either or both partners are insecurely 

attached (Johnson, 2003b).  Balance and cohesion strengthen couple relationships and all 

relationships in the family system (Boss, Doherty, LaRossa, Schumm, & Steinmetz, 1993; 

Johnson, 2003b). 

When less cohesion and responsiveness is experienced in the marital relationship, bonds 

of attachment can be strained.  Further development and application of adult attachment theory 

to problems of marital distress have emerged in articles in the literature since the 1980s, 

following Bowlby’s (1980) published conclusions on emotional attachment (Cassidy & Shaver, 

1999; Feeney & Collins, 2004; Greenberg & Johnson, 1988; Hazen & Zeifman, 1999; Johnson, 

1996, 1998, 2003a,b, 2004a,b; Johnson & Greenberg, 1994a,b).  Attachment theory suggests that 

the most significant problems husbands and wives could face in crises in their marital 

relationships would be those which threaten the security and continuation of the emotional bond 
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between the spouses (Fraley & Shaver, 1999; Kobak, 1999; Robinson et al., 2005).  Bowlby 

(1969) and Cassidy and Shaver (1999) explained that the attachment bond is built upon the 

relationship as a secure base and a safe haven.  Alzheimer’s disease is a threat to the integrity 

and meaningfulness of this emotional bond. 

Hazen and Zeifman (1999) described the reaction of a spouse to the loss or separation 

from their pair-bonded spouse:  they experienced anxiety and depression in a process of grieving 

for the person to whom they were attached.  Similarly, both an Alzheimer’s afflicted spouse and 

the caregiving spouse may experience recurrent episodes of this emotional process, in different 

degrees of awareness of loss (Fraley & Shaver, 1999; Mayer, 2001; Robinson et al., 2005; 

Wright, 1991,1994a,b; Zanetti et al., 1998).  The Alzheimer’s patient could experience the 

additional discomfort of confusion and insecurity when their attachment figure is not present 

(Feeney & Collins, 2004; Hooyman & Kiyak, 1999; Kobak, 1999). 

Certainly, Alzheimer’s disease will eventually destroy or alter the prior experience of the 

couple’s emotional attachment, and/or mutual awareness that they have shared it (Beeson et al., 

2000; Bell, 2004; Gwyther, 1990; Hooyman & Kiyak, 1999; Mayer, 2001).  However, in the 

initial to middle stage of experiencing Alzheimer’s disease in one spouse, both spouses 

consciously face a life-crisis event and are in need of a therapeutic intervention to help them 

cope with the emotional and psychosocial aspects of the traumatic situation (Feinberg & Yu, 

2005; Robinson et al., 2005; Roth et al., 2005).  Research is needed to identify strengths of the 

couple relationship which may help the spouses to cope with changes in their marital relationship 

which occur as the Alzheimer’s disease progresses.  The expression of the spouses’ emotional 

distress concerning changes which hinder their coping abilities have also been observed, as well 

as various aspects of the attachment bond the husband and wife share (Bradley & Palmer, 2003; 

Helgeson, 1993; Hooker et al., 1994; Johnson, 2004a,b; Johnson et al., 2005; Kramer, 1993a; 

Robinson et al., 2005; Wright, 1994b).  This is a significant unmet need for many couples 

experiencing Alzheimer’s disease in one partner (Beeson et al., 2000; Robinson et al., 2005; 

Wright, 1991; Zarit, 1996).  The spouses primarily need support from each other, to the degree 

that they can express their emotional attachment in the context of the couple relationship 

(Johnson, 2004b).  A couple therapeutic intervention to assist with coping with this chronic 

illness addresses a more individualized personal need for these spouses than group participation. 
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In a case study of the use of Emotionally Focused Couple Therapy to treat chronic illness 

in couples, Kowal et al. (2003) reported research on chronic illness in couples has primarily 

focused on three categories of variables:  relationship or marital status, relationship satisfaction, 

and relationship behaviors, including attachment responses.  Kowal et al. (2003) discussed a 

“reciprocal link between chronic illness and close relationships” (p. 301).  An inverse 

relationship was found by Helgeson (1993) in the relationship between spousal distress 

experiences by chronically ill spouses and the social support given by partners. 

Burman and Margolin (1992) have attributed the variation in responses of intimate 

partners to the onset of chronic illnesses to the variation in severity and chronicity of the illness, 

which may increase or decrease marital satisfaction or be unrelated to it.  Alzheimer’s disease is 

a chronic disease which is progressively severe, but may progress slowly over several years 

(Alzheimer’s Association, 2010).  In an article concerning qualitative analysis of family 

members’ responsibilities and caregiving for a family member with Alzheimer’s disease, 

Gubrium (1988) reported that a greater burden and involvement often falls upon the spouse 

compared to the children.  Johnson and Catalano (1983) described the differences in adaptive 

strategies used to deal with the burden of caregiving; adult children frequently engage in 

distancing themselves from the situation, while the spouse becomes progressively enmeshed in 

the burden of caregiving. 

Existential therapy, family systems therapy, medical family therapy, cognitive-behavioral 

therapy, and emotionally focused therapy are among the various approaches which have been 

discussed as possible treatment modalities for couples in which one or both persons are 

chronically ill, but research in this area has been limited (Epstein et al., 2007; Kowal et al., 2003; 

Lantz, 1996).  Existential therapy addresses the meaning and purpose assigned by couples to the 

illness with which they must cope, and how it affects their intimate relationship (Lantz, 1996).  

In contrast, Rolland (1999) has used a family systems-illness model to view chronic illness in a 

developmental context (Kowal et al., 2003). 

However, Emotionally Focused Therapy was selected by Kowal et al. (2003) as the 

“therapeutic approach that is particularly salient for working with chronic illness in couples 

(Johnson, 1996; Johnson & Greenberg, 1985a)” (p. 303).  They described EFT as “an integration 

of experiential and systemic approaches” which focuses on intrapsychic processing of emotional 

experiences and interpersonal processes in which the “partners organize their interactions into 
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patterns and cycles” (Kowal et al., 2003, p. 303).  Emotionally Focused Couple Therapy (EFCT) 

is an empirically validated treatment method to assist both spouses in communicating their 

relationship needs to each other in improved patterns of interaction (Greenberg & Johnson, 1986, 

1988; Johnson, 1996, 2004b).  For a couple dealing with one spouse having Alzheimer’s disease, 

EFCT is a therapeutic opportunity to be assisted in maintaining their emotional attachment to 

each other by a couple therapists who facilitates narrative expression of emotions by the couple.  

In Emotionally Focused Couple Therapy both spouses express and share their positive and 

negative feelings and viewpoints in a protective setting with the couple therapist to facilitate the 

processing of the sessions to a therapeutic outcome (Denton, 2007; Greenberg & Johnson, 1988; 

Johnson, 1998, 2004a,b; Johnson & Denton, 2002; Johnson & Greenberg, 1994b; Kowal et al., 

2003).  Emotionally Focused Couple Therapy techniques were used in interviews in this case 

study to deal with the experience of both the Alzheimer’s patient and his/her spouse in coping 

with this chronic illness, and with their relationship dynamics.  Following participation in this 

case study, the participating couples were offered the opportunity for a referral to participate in 

Emotionally Focused Couple Therapy, or another couple therapy in the community. 

1.2  Statement of the Researchable Problem 

This research study has been based on the body of research in the literature on 

Alzheimer’s disease as experienced by couples, and has further explored the effects of 

experiencing the stressors and changes which affect the spouse with Alzheimer’s disease, the 

caregiving spouse, and the marital relationship of these couples.  This investigation has used a 

qualitative case study research methodology in an exploratory use of interviews and 

measurement instruments in a study of couples in which one spouse is experiencing Alzheimer’s 

disease in the early stage (Yin, 2009). 

A goal of this study has been to advance clinical knowledge of the quality and closeness 

of these couples’ relationships at this stage of their marital journeys, as they continue to 

experience the challenges and changes inherent in dealing with Alzheimer’s disease in one 

spouse.  This researcher endeavored to discover how the quality and closeness of their 

relationship prior to the onset of illness affects or is related to the strength of the present 

attachment of the care-recipient spouse with Alzheimer’s disease and the caregiving spouse to 

each other. 
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The marital status demographic characteristics of the couple, including the duration of 

their marriage, the number of children they have, and the number of times each spouse has been 

married, were explored as to how they may be related to differing individual and couple 

measures of present attachment and strength of couplehood of the spouses.  In addition, this 

study explored the effects of the quality and characteristics of the couple’s prior relationship as 

they may be related to any reported present depressive symptoms in each care-recipient spouse 

and each caregiving spouse, as well as how they may be related to the spouses’ present marital 

adjustment as they experience Alzheimer’s disease in one spouse in each couple. 

Referral sources were contacted, including Alzheimer’s disease organizations, physicians 

including neurological and geriatric medical providers, and elder service organizations, to obtain 

referrals of participant couples in the age range of age 65 or above who have been experiencing 

Alzheimer’s disease in the early stage in one spouse.  In all of the participant couples, one spouse 

has had a self-reported medical diagnosis of dementia of the Alzheimer’s type, and was informed 

of this determination of illness.  In addition it was required that the spouse with Alzheimer’s 

disease in the early stage be able to adequately communicate and participate in interactions, and 

comprehend and respond in the interview and oral presentation of questionnaires. 

After an initial screening contact by telephone to set up the interview, the investigator 

met with the couple at the couple’s convenience in their home, and established rapport and 

obtained the informed consent of each spouse as appropriate to his or her capacity to consent.  A 

demographic form was completed by the researcher with the couple together.  The semi-

structured, adapted oral relationship history interview with open-ended questions was completed 

with the couple together, following the topics included by Gottman (1994), which discuss the 

history of the establishment of each relationship and information concerning the emotional and 

social history of their marriage.  This portion of the couple therapist’s session with the couple 

provided an additional method of strengthening rapport with each spouse, and establishing an 

alliance and level of comfort with the interviewer. 

The following measurement instruments were then administered to the spouses, 

individually.  These instruments were scored and qualitatively evaluated to assess each person’s 

current functioning and adjustment to the diagnosis of Alzheimer’s disease in one spouse.  The 

researcher first orally administered the questionnaires to the spouse with Alzheimer’s disease.  

To allow each spouse to answer the questionnaire items individually, not in the presence of 
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his/her spouse, the caregiving spouse was asked to provide an alternative activity nearby for the 

care-recipient spouse while the caregiving spouse completed the questionnaires.  Each of the 

self-report measurement instrument items was read to each spouse individually, and each 

response was marked by the researcher, while a copy of the questionnaire items was given to the 

spouse to view and hold, to increase clarity of the questions and response choices, and to 

facilitate responding. 

The measurement instruments administered to  both spouses individually included:  the 

Prior Quality of Relationship Scale (PQRS); the adapted Experiences in Close Relationships-

Revised (ECR-R) questionnaire to measure the current level of attachment of each spouse to the 

other (Fraley, Waller, & Brennan, 2000); the Geriatric Depression Scale (GDS) (Yesavage, 

1983); the Dyadic Adjustment Scale (DAS) (Spanier, 1976); and the rating of current strength of 

couplehood (Kaplan, 2001) perceived by each spouse, followed by adapted questions from the 

couplehood interview (Kaplan, 2001).  The Screen for Caregiver Burden (Vitaliano et al., 1991) 

was administered to the caregiving spouse alone. 

Following the administration of the above questionnaires to each spouse, the couple 

participated in a second interview together following a semi-structured Interview Guide.  This 

allowed them to discuss their current life experiences and to express their positive and negative 

emotions and thoughts concerning their present lifestyle, and any changes in their relationship or 

questions they wished to talk about. 

During the earlier adapted Oral History Interview (Gottman, 1994), and the subsequent 

interaction and interview with the therapist-researcher, indications of the quality of the couple’s 

prior relationship before the onset of Alzheimer’s disease, and their evolving couple relationship 

into the present were qualitatively assessed by the researcher.  A major focus was on the 

affective expressions of the couple and indications of the strength of their attachment 

relationship, and the assessment of their level of adjustment and current emotional stresses and 

strengths.  A desired goal of the in-depth interview experience was to determine the current 

challenges faced by each spouse, and each couple’s needs for therapeutic intervention to assist 

them in continuing to cope with living with Alzheimer’s disease in one spouse. 
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1.2.1  Research Questions 

The research questions were developed from a review of the current literature on 

problems experienced by couples in which one spouse has Alzheimer’s disease, and on the 

limited use of couple interventions to assist these couples in coping with the losses they 

experience in these attachment relationships (Auclair et al., 2007; Epstein et al., 2009; Kaplan, 

2001; Williamson & Schulz, 1990).  This exploratory study qualitatively assessed the observed 

responses of marital couples in which one spouse has Alzheimer’s disease, and the other spouse 

is a caregiver.  Couple interviews were utilized in this case study of these couples by the couple 

therapist, and included using Emotionally Focused Couple Therapy techniques to investigate the 

research questions.  The interviews included an oral relationship history with open ended 

questions, and a later semi-structured interview following an Interview Guide. 

Additional questions which were explored in a qualitative approach included assessing 

the needs and functioning of the spouses with Alzheimer’s disease in the early stage, and the 

feasibility of including them in this research protocol of couple interviews and individual 

questionnaires, as well as in possible future couple therapy interventions with their spouses to 

facilitate the continuance of emotionally close, meaningful relationships to the degree possible 

within the context of the illness.  In this exploratory case study, couple interview sessions in 

which the couple met with the researcher provided the opportunity for each spouse to share the 

narrative of the story of their evolving life together.  This marital therapist observed the spouses 

with Alzheimer’s disease to qualitatively assess their responses to participation in this case study 

while experiencing Alzheimer’s disease in the initial stage.  Similarly, this researcher observed 

the caregiving spouses and qualitatively assessed their responses to participation in this study to 

evaluate how the spouses have coped with changes in the marriage, with a focus on facilitating 

communication by each spouse of his/her individual emotional concerns and attachment needs 

for the other spouse. 

This descriptive case study investigated the following research questions and 

qualitatively evaluated the responses to them in the interviews and several measurement 

instruments.  This qualitative investigation supported by the use of these quantitative measures 

provided the opportunity for additional indicators of each spouse’s viewpoint and allowed for 

triangulation of findings in seeking conclusions. 
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1. What is the level of attachment of the caregiving spouses of persons with Alzheimer’s 

disease to their spouses, and the level of attachment of the persons with Alzheimer’s disease 

to their spouses, when they experience the early stage of Alzheimer’s disease in one spouse 

and the other spouse is his/her caregiver?  How is a couple’s level of attachment affected 

when they experience the early stage of Alzheimer’s disease in one spouse, and the other 

spouse is the caregiver? 

a. How do the spouses in couples married only once differ from the spouses in couples 

in which one or both spouses has been married more than once, in the self-reported 

level of attachment of each spouse to the other, as measured by the adapted 

Experiences in Close Relationships-Revised (ECR-R) questionnaire (Fraley et al., 

2000), when the couple experiences the early stage of Alzheimer’s disease in one 

spouse? 

b. How is the length of a couple’s marriage related to the self-reported attachment of the 

caregiving spouse and the care-receiving spouse to each other, as measured by the 

adapted Experiences in Close Relationships-Revised (ECR-R) questionnaire (Fraley 

et al., 2000), when they experience the early stage of Alzheimer’s disease in one 

spouse?  How do the spouses in marriages of longer duration (30 years or more) 

differ from the spouses in marriages of shorter duration (less than 15 years) or 

medium duration (15-30 years), in current attachment reported by caregiving spouses 

and care-receiving spouses experiencing the early stage of Alzheimer’s disease in one 

spouse? 

2. What was the quality of the couple’s prior relationship before the onset of Alzheimer’s 

disease in one spouse, as measured by the Prior Quality of Relationship Scale completed by 

each spouse? 

a. How is the quality of a couple’s prior relationship before the onset of Alzheimer’s 

disease related to the present attachment of the caregiving spouse and the care-

receiving spouse to each other, as indicated by the adapted Experiences in Close 

Relationships-Revised (ECR-R) questionnaire (Fraley et al., 2000), when they 

experience the early stage of Alzheimer’s disease?   

b. How do the care-receiving and caregiving spouses who report a Positive Prior Quality 

(PPQ) in their marital relationship differ in self-reported attachment from those 
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spouses who report a lesser or Negative Prior Quality (NPQ) in their marital 

relationship? 

3. What is the level of perceived couplehood (Kaplan, 2001) and closeness in each spouse when 

one spouse in the couple is in the early stage of Alzheimer’s disease, and the other spouse is 

a caregiver for his/her spouse? 

4. What is the level of marital adjustment and satisfaction in care-receiving and caregiving 

spouses in couples in which one spouse is in the early stage of Alzheimer’s disease, and the 

other spouse is a caregiver for his/her spouse, as measured by the Dyadic Adjustment Scale 

(DAS) (Spanier, 1976)? 

5. For couples in which one spouse is in the early stage of Alzheimer’s disease and the other 

spouse is his/her caregiver, what is the level of depressive symptoms in caregiving spouses 

and care-receiving spouses as measured by the Geriatric Depression Scale (GDS) (Yesavage, 

1983)? 

6. What is the level of caregiver stress perceived by caregiving spouses of persons in the early 

stage of Alzheimer’s disease, as indexed by the Screen for Caregiver Burden (SCB) 

(Vitaliano et al., 1991)?  How is the quality of a couple’s prior relationship before the onset 

of Alzheimer’s disease related to the present level of caregiver stress perceived by spouses of 

persons in the early stage of Alzheimer’s disease, as measured by the Screen for Caregiver 

Burden (SCB) (Vitaliano et al., 1991)?   

1.2.2  Quality of the Relationship Prior to Illness 

The theory underlying the research directs the focus of this study to illuminate the 

questions being investigated, and frames possible explanations.  Attachment theory is the 

framework which guided the exploration of the couples who were studied in this dissertation, in 

an effort to assess the quality of their prior relationship before the onset of Alzheimer’s disease 

in one spouse, as well as during the history of their couple relationship.  A second focus of this 

case study has been on determining how the participant couples have been affected by one 

spouse having Alzheimer’s disease, in terms of their reported marital adjustment and satisfaction, 

level of attachment, couplehood, and level of depressive symptoms.  The history of their 

attachment relationship is the foundation of their ongoing experience as a couple. 
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1.2.2.1  Prior quality of relationship scale.  The quality of the relationship of the couple 

prior to the onset of Alzheimer’s disease is a variable assessed using a newly created composite 

scale, the Prior Quality of Relationship Scale (PQRS), created by Zahn using revised and adapted 

items from Lawrence, Tennstedt, and Assman, 1998; Whitlatch, Schur, Noelker, Ejaz, and 

Looman, 2001; Williamson and Schulz, 1990; and Williamson, Shaffer, and Schulz, 1998.  This 

scale includes additional adapted items, combined with other items in this scale which were 

selected and reworded for couple research use with both spouses in each couple, from items 

adapted by Williamson and Schulz (1990) to measure the caregiver’s reported quality of 

relationship with a family member recipient of care before the onset of Alzheimer’s disease.  The 

PQRS was administered to both the caregiving spouses and their spouses with Alzheimer’s 

disease in the early stage.  Williamson and Schulz (1990) adapted 14 items they selected from 

the communication, affective expression, and involvement subparts of the dyadic relationship 

component of the Family Assessment Measure (Skinner, Steinhauer, and Santa-Barbara, 1983). 

Williamson and Schulz asked caregivers of family members “to rate the appropriateness 

of each item statement in describing their relationship with the patient before illness onset on a 

scale of 1 (disagree strongly) to 4 (agree strongly)” (1990, p. 504).  Items were selected to 

measure aspects of the quality of the prior relationship including communication, expression of 

affect, and involvement, and indicated the closeness of the relationship to the family member 

(Williamson & Schulz, 1990).  After the scores on the positively worded items were reversed, 

the “responses were summed to yield a prior relationship rating.  Scores could range from 14 to 

56, with lower ratings indicating closer relationships.  Cronbach’s alpha for the 14-item 

instrument used in the study was .87” (Williamson & Schulz, 1990, p. 504). 

These 14 items were adapted for use with couples and were combined with ten additional 

items to form the Prior Quality of Relationship Scale.  All of the positively worded items in this 

scale are to be scored as follows:  responses of strong agreement with the statement are given a 

score of 4, responses of agreement are given a score of 3, responses of disagreement are given a 

score of 2, and responses of strong disagreement with the statement are given a score of 1.  The 

items contain statements describing the quality of the couple relationship as positive or close 

when answered with the affirmative response of agreement with each statement. 

Conversely, the remaining items (items 2, 3, 4, 7, 11, 14, 16 and 18) are negatively 

worded statements about the quality of the relationship, describing a negative attribute or aspect 
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of the couple relationship as not close.  These items, when answered with a response indicating 

disagreement or strong disagreement with the statement (a score 2 or 1 respectively), are reverse 

scored, receiving a score of 3 or 4 respectively.  A score of 2 is reverse scored as a 3, a score of 3 

is reverse scored as a 2, and a 4 is reverse scored as a 1.  Disagreement with the negative 

statements about the quality of the couple relationship therefore reflects a positive report of the 

couple relationship.  So for all items, a higher score indicates a closer, more positive quality of 

the prior relationship before one spouse became ill.  This is consistent with the positive wording 

of all items numbered 19 through 24. 

The first group of items which were added to items 1 through 14, items 15, 16, 17, and 

18, were adapted from items used by Whitlatch, Schur, Noelker, Ejaz, and Looman to measure 

the caregiver’s perception of the “closeness of the relationship” (2001, p. 465) that has existed 

between the caregiver and a relative with dementia living in a nursing home.  “This measure of 

closeness (α = .90) included six items ... with four response options ... from ‘strongly agree’ to 

‘strongly disagree’ with higher scores reflecting a more close relationship between caregiver and 

impaired relative (range from 6 to 24)” (Whitlatch et al., 2001, p. 465).  In this case study, four 

of these items were adapted for use with both spouses living in their home in the Prior Quality of 

Relationship Scale to evaluate the closeness of their prior relationship before illness. 

The next four items used in the Prior Quality of Relationship Scale (items 19, 20, 21, and 

22) were adapted for use with both spouses in a couple from items used by Lawrence, Tennstedt, 

& Assman with older disabled people as measures of positive affect to assess “current 

relationship quality ... [and to] assess general closeness, ... communication, ... similarity of views 

about life, ... and degree of getting along” (Lawrence, Tennstedt, & Assman, 1998, p. 152) 

between a caregiver and any relative who was the care-recipient.  The categories of responses for 

the four items “ranged from not at all close/well/similar (1) to very close/well/similar (4).  

Cronbach’s alpha for this scale was .85 (standardized)” (Lawrence et al., 1998, p. 152).  Scoring 

for this scale ranged “from 4 to 16” (Lawrence et al., 1998, p. 152). 

The final two items adapted for inclusion in the Prior Quality of Relationship Scale 

(items 23 and 24) were selected for use with both spouses from items used in a measure created 

by Williamson, Shaffer, & Schulz and used with caregivers of cancer patients to measure how 

satisfying each caregiver’s “opportunities for affectionate contact had been before care recipient 

illness and since the patient became ill” (Williamson, Shaffer, & Schulz, 1998, p. 154) (item 23), 
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and how satisfying each caregiver’s “opportunities for sexual intimacy had been before care 

recipient illness and since the patient became ill” (Williamson et al., 1998, p. 154) (item 24).  

The response choices of these two items are 1 (not at all satisfying), 2 (slightly satisfying), 3 

(moderately satisfying), and 4 (very satisfying).  The total range of scores for the 24 item Prior 

Quality of Relationship Scale is 24 to 96.  A higher score indicates a closer, more positive prior 

quality of relationship. 

1.2.2.2  Couple relationships with positive or negative prior quality.  Each caregiving 

and care-recipient spouse completed the Prior Quality of Relationship Scale to measure the 

quality of their marital relationship prior to the onset of Alzheimer’s disease in one spouse.  

These scores were used to indicate whether each has experienced a positive prior quality of 

relationship (PPQ) or a more negative prior quality of relationship (NPQ). 

1.2.3  Measure of Couplehood 

One of the variables used to assess the present marital relationship of the couples dealing 

with Alzheimer’s in one spouse is the degree of couplehood perceived by each spouse (Kaplan, 

2001).  A couplehood typology was developed and discussed in studies by Kaplan & Boss 

(1999) and Kaplan (2001), and in the latter study the typology was refined to include five 

categories of degrees of couplehood.  The concept of couplehood is used to represent the degree 

to which a “spouse perceives oneself as married (feelings of belonging to a ‘We’ or feeling like 

an ‘I’)” (Kaplan, 2001, p. 87).  In an earlier research study concerning changes in relationships 

between caregivers and Alzheimer’s (AD) care-recipients, Chesla, Martinson, and Muwaswes 

(1994) reported that some caregivers described their current relationship with the Alzheimer’s 

patient as “continuous from the past, others viewed the relationship as continuous but 

transformed by AD, and others considered their relationships to be radically discontinuous from 

the relationship pre-illness” (Kaplan, 2001, p. 88). 

The study by Kaplan (2001) qualitatively investigated 68 of 84 community dwelling 

spouse-caregivers of spouses with Alzheimer’s disease who were included in the study by 

Kaplan and Boss (1999).  Both quantitative and qualitative data were collected, and a description 

of the quantitative part of the study was reported in the study by Kaplan and Boss (1999). 

Kaplan (2001) reported the qualitative findings.  After standardized questionnaire data 

were gathered from the 68 spouses interviewed, the interviewers stated they were going to focus 
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on the caregivers’ marriages using more informal questions.  The set of questions included a 

question asking each spouse to give a number between 1 and 10 to indicate how much each 

person currently felt like a member of a couple unit.  The interviewers obtained consent to audio 

record the open-ended interview questions.  The participants were asked the same seven open-

ended questions concerning the topic of couplehood, and the interviewer was allowed the 

flexibility to probe about issues which arose during the interview (Kaplan, 2001).  

1.2.3.1  Couplehood interview questions.  In Kaplan’s (2001) study the interviewer 

asked each caregiving spouse individually to talk about his/her spouse with Alzheimer’s and 

their marriage relationship to the present time.  The interviewer commented that spouses often 

feel differently about their couple relationship at different times throughout life.  Kaplan (2001) 

reported the spouse was then asked to focus on how much she/he felt like part of a couple with 

the spouse at the present time.  The interviewer then showed the spouse a graphic representation 

of the continuum from “I” to “We”, and explained that “the ‘I’ pole represented defining the self 

first as an autonomous individual, whereas the ‘We’ pole indicated seeing the self as part of a 

couple first and as a separate individual second” (Kaplan, 2001, p. 97). 

The interviewer then asked the spouse to talk about what he/she thought their life and 

marriage would be like before his/her spouse got Alzheimer’s disease, and what they saw in the 

future for the marriage (Kaplan, 2001).  Then they were asked how they would cope with that 

future. 

Additional questions used in Kaplan’s study (2001) included asking what a typical day 

spent with the spouse with Alzheimer’s was like, and, in particular, noted whether and how the 

caregiving spouse kissed his/her spouse, how they signed cards and gifts, and how they preferred 

mail to be addressed to them.  Kaplan’s (2001) interview asked the caregiving spouse what 

caused him/her to feel depressed or discouraged, and what made him/her happy. 

In the last part of Kaplan’s (2001) interview questions, the caregiving spouses were asked 

what they would write about if they were writing the story of their lives.  They were asked what 

the first and second chapters would be about, and “What about the last chapter of the book?  

What would that be about?” (Kaplan, 2001, p. 90). 

In this case study, a set of couplehood interview questions were developed for use with 

both the spouses with Alzheimer’s disease and their caregiving spouses individually, adapted and 

based on the above series of questions used in Kaplan’s (2001) study of caregivers only.  This set 
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of questions was administered to each spouse to determine the degree to which each husband and 

wife perceived him/herself to be part of a couple unit while one spouse is experiencing the early 

stages of Alzheimer’s and the other spouse is his/her caregiver.  Understanding the degree of 

couplehood perceived by each spouse in each couple furthers the investigation of the strength of 

the attachment of each to the other at this stage. 

1.2.3.2  Categories of couplehood.  Kaplan (2001) reviewed and coded the interviews 

described in her study for categorical distinctions, and common themes and phrases about feeling 

married were recorded and grouped together, and then used for further word and text searches 

(Kaplan, 2001).  After analyzing the interviews of those caregiving spouses, perceptions of 

couplehood were noted to range “from strong feelings of belonging to part of a ‘We’ to very 

strong feelings of being an ‘I’.  Five categorical groups of couplehood emerged from the analysis 

of 68 transcribed interviews” (Kaplan, 2001, p. 90).  These five groups were labeled with the 

following names, shown with their corresponding range of couplehood scores:  “(a) ‘Til Death 

Do Us Parts,’ [9-10], (b) ‘We, but … ’ [7-8], (c) ‘Husbandless Wives/Wifeless Husbands’ [5-6], 

(d) ‘Becoming an I,’ [3-4], and (e) ‘Unmarried Marrieds’ [1-2]” (Kaplan, 2001, p. 90). 

The concept of degree of couplehood delineated into the five well-defined categories by 

Kaplan (2001) in her typology of caregivers, were utilized in this case study as an appropriate 

way to describe and compare both of the spouses in this research study.  Each spouse answered 

the questions individually and the spouses’ perceived degree of couplehood was assessed.  

Comparisons of this characteristic for the two spouses in each couple were done, and across-case 

contrasts and comparisons of the different couples were noted using this couplehood typology. 

Kaplan (2001) noted that “a typology could be used to test demographic variables in 

terms of the degree of couplehood felt” (p. 97).  An earlier study by Kaplan (1994) found 

stronger feelings of being part of a “We” were associated with marriages of longer duration, and 

that spouse caregivers in “marriages of shorter duration may be more likely to have feelings of 

an ‘I’ instead of a ‘We’ ” (p. 97).  The length of the marriage of the couples who participated in 

this case study was one of the demographic facts collected about the couples, which was noted in 

comparing their degree of perceived couplehood.  



21 

1.2.4  Spouses’ Attachment, Depressive Symptoms, and Marital Adjustment 

Another variable central to the theory underlying the subject of this case study is each 

spouse’s reported strength of attachment to her/his spouse.  Attachment theory as related to the 

adult attachment relationship of a couple includes aspects of attachment-related avoidance and 

attachment-related anxiety.  These two dimensions of the attachment in a couple relationship 

constitute the two parts of the Experiences in Close Relationships-Revised questionnaire (ECR-

R) (Fraley et al., 2000) adapted for measuring the self-reported attachment of each spouse to the 

other in this case study.  This 36-item measurement instrument is one of the questionnaires 

which was administered to each spouse individually by the couple therapist.  In addition to this 

assessment of the attachment of each husband and wife to each other, the researcher observed 

and reported indications of the spouses’ attachment in each couple, as displayed in the interviews 

of the couple and in their interactions during the sessions. 

The strength of attachment reported by the spouses in these couples dealing with one 

having Alzheimer’s disease, is a significant indicator of the early effects of experiencing this 

stressor which threatens the future of their relationship.  The level of attachment to his/her 

spouse which the spouse with Alzheimer’s disease reported was compared to the attachment 

reported by the caregiving spouse, who has been dealing with increasing responsibilities and 

concerns in the role of caregiver for the other spouse and who may have expressed positive and 

negative responses to this situation.  Cross-case comparisons were made in comparing responses 

of caregivers to care-receiving spouses, and any observable differences between male and female 

caregivers and care-receivers were reported.  In addition, couples differing on demographic 

variables including duration of marriage and number of times one or both spouses has been 

married were noted. 

Another significant variable in this investigation is the level of depressive symptoms 

reported by each spouse, as indexed by the Geriatric Depression Scale (GDS) (Yesavage, 1983).  

As each couple deals with adjusting to the impact of this serious disease which will alter many 

aspects of the quality of their life together and the relationship they share, the literature reports 

the level of depressive symptoms experienced and reported is predicted to increase (Beeson et 

al., 2000; Haley et al., 2008; Mayer, 2001).  The depressive symptoms reported by caregiving 

spouses of persons with Alzheimer’s disease has more frequently been studied, but this case 
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study provided the opportunity to increase knowledge of the level of depressive symptoms 

experienced by the spouses with Alzheimer’s disease in the early stage. 

Differences in reported levels of depressive symptoms between caregiving and care-

receiving spouses were compared, and evidence of differences between husbands versus wives 

among caregivers and among care-receivers were noted.  Any observable differences in reported 

depressive symptoms among couples in shorter, medium, and longer duration marriages, and 

between couples in first marriages versus marriages in which one or both spouses has been 

married more than once, were noted.  These demographic comparisons also included evidence of 

differences in levels of reported depressive symptoms indicated in the couple interview sessions 

using emotionally focused techniques to facilitate expression of emotional responses, and in 

observations of the spouses by the couple therapist during interactions with the participants. 

The level of marital adjustment and satisfaction reported by each spouse as they 

experience the early stage of Alzheimer’s disease in one spouse is another variable assessed, 

using the Dyadic Adjustment Scale (DAS) (Spanier, 1976).  The level of marital adjustment 

reported by caregiving spouses who have been experiencing increased problems and challenges 

in dealing with spouses who increasingly need their assistance with daily functioning may reflect 

less satisfaction in their couple relationships, but also may indicate increased gratification and 

meaningfulness in being needed by their spouses with Alzheimer’s disease.  Similarly, the level 

of marital adjustment and satisfaction reported by the spouses with Alzheimer’s disease may 

reflect increasing concern or doubt regarding the present quality of their relationships with the 

caregiving spouses, as they may feel more or less satisfied with the way they perceive they are 

treated and the degree to which they feel they are a burden to their spouses.  This measure of 

marital adjustment also may reflect the caregivers’ and care-receivers’ perception of the quality 

of their sexual and social relationships with their spouses.  Comparisons between the responses 

of caregiving spouses and care-receiving spouses on this variable were made, as well as 

comparisons of the level of marital adjustment reported by husbands versus wives, and between 

spouses in first marriages versus spouses in marriages in which one or both spouses has been 

married more than once.  The level of marital adjustment and satisfaction reported by caregiving 

and care-receiving spouses in marriages of longer duration were compared to that reported by 

other couples in marriages of shorter duration, to consider what effect the experience of a shared 
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long marriage and history together may have on marital adjustment during the stress of dealing 

with Alzheimer’s disease in one spouse. 

For all of these variables, comparisons of the prior quality of the couples’ relationships 

during their marriages before the onset of Alzheimer’s disease in one of the spouses were made, 

to compare spouses who reported a positive prior quality couple relationship with spouses who 

reported a more negative prior quality couple relationship with their spouses.  Differences in the 

ways couples who differed on this couple relationship measure reacted to the challenge and 

impact of coping with experiencing Alzheimer’s disease or watching their spouse experience the 

initial stage of this progressively deteriorating disease were observed by the couple therapist in 

their interactions, and were considered in evaluating the effect of this disease on spouses’ present 

attachment to each other, level of depressive symptoms, and level of marital adjustment. 

1.2.5  Self of the Researcher 

For this qualitative research study, the explanation of how the researcher arrived at this 

topic is part of the process.  The development of my interest and choice of this topic has evolved 

in a developmental experiential process with professional, academic, social, and personal 

contributing factors.  Through my work for a Harvard psychiatrist in psychiatric research, 

interacting with patients in McLean Hospital, I became interested in research on mental illness 

and social interaction at a young age, and pursued further study of psychology, sociology, and 

marriage and family therapy.  World travel increased my interest in social and cultural factors in 

family and couple relationships, as did working with all classes and ethnicities as a child welfare 

social worker in Boston.  I furthered my interest in working with family and couple issues and 

adult psychiatric inpatients at Florida State Hospital, after working as a therapist with 

emotionally disturbed adolescents in schools, and with individuals, couples, and families in 

private practice.  Studying psychology and human development classes at Harvard, and 

sociology and couple and family therapy courses at Florida State University further prepared me 

to work as a therapist. 

These experiences contributed to my knowledge of the variety of differing psychological 

and treatment theories from psychoanalysis to behavioral.  When I discovered the rich 

integration of interpersonal and intrapsychic theoretical constructs in Emotionally Focused 

Therapy, its basis in attachment theory and its well-researched solid focus on emotions and 
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interactions in couple and family relationships, I found it provided an integrated substantial basis 

for work with couples, compatible with family systems theory.  The principles of attachment 

theory are the basis of this research study of couples. 

Finally, my preference for research concerning adult psychiatric illness which affects 

couples in the community, and research on aging and the impact of Alzheimer’s led me to this 

topic.  In addition I have also experienced the effects of Alzheimer’s on a close relative and a 

few friends and clients, which has also contributed to my interest in doing this case study 

research. 

1.3  Case Study Method 

In a comprehensive presentation of the case study as a research methodology, Yin’s 

(2009) text included discussion of the design, conduct, and analysis of case studies.  He reported 

case studies have been used extensively, both in social science research in fields including 

psychology, sociology and economics, and in practice-oriented fields such as public policy and 

social work, in addition to being “a frequent mode of theses and dissertation work in these 

disciplines” (Yin, 2003b, p. xiii).  Yin (2003b) has moved beyond past stereotypical 

understanding of the case study method to present a more rigorous perspective “by disentangling 

the case study as a research tool from (a) the case study as a teaching tool, (b) ethnographies and 

participant observation, and (c) qualitative methods.  The essence of the case study goes beyond 

all these” (Yin, 2003b, p. xiv). 

Yin asserted that a basic theme of case study research is that “empirical research 

advances only when it is accompanied by theory and logical inquiry and not when treated as a 

mechanistic or data collection endeavor” (2009, p. xiii).  The later editions of this book (Yin, 

2003b, 2009) have expanded clarification of “the strengths of multiple-case studies compared to 

single-case studies, especially the value of designing a ‘two-case’ case study” (Yin, 2003, 

p. xvi), and the use of five major analytic techniques, including the use of logic models in 

analysis. 

Yin discussed case study reports as part of larger multimethod studies, or the alternative 

situation in which a completed case study includes data from other research methods, such as 

surveys or quantitative analysis of archival data (Yin, 2003b).  In the latter situation, for 

example, a single case may include embedded units of analysis, and these may have been the 
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focus of data collection through other methods.  “In this situation, the case study encompasses 

the other methods, and ... the case study report would incorporate the reporting of the data from 

these other methods” (Yin, 2009, p. 173).  This present case study of couples is in this category, 

and encompasses the use and analysis of questionnaires and qualitative observations with 

interviews of the spouses to investigate the research questions. 

In discussing Robert Yin’s (2003b) third edition of his classic text, Case Study Research: 

Design and Methods, Donald Campbell asserted that this text “epitomizes a research method for 

attempting valid inferences from events outside the laboratory while at the same time retaining 

the goals of knowledge shared with laboratory science” (Campbell, 2003, p. ix).  Campbell 

further stated that, in addition to Yin’s earlier work on the quantitative and quasi-experimental 

case study approach, “ ... social science ... also needs a humanistic validity-seeking case study 

methodology that, although making no use of quantification or tests of significance, would still 

work on the same questions and share the same goals of knowledge” (Campbell, 2003, pp. ix-x).  

He recommended “we should use those singular event case studies (which can never be 

replicated) to their fullest, but we should also be alert for opportunities to do intentionally 

replicated case studies” (Campbell, 2003, p. x). 

Campbell (2003) noted this approach may start with evidence or a hypothesis, but “rather 

than presenting this hypothesis or evidence in the context-independent manner of positivist 

confirmation (or even of postpositivist corroboration), it is presented instead in extended 

networks of implications that (although never complete)” (p. ix) are essential to its evaluation 

(Campbell, 2003).  The use and investigation of the context for couple relationships, including 

the couples’ prior and present experience, was central to this present case study of couples who 

are experiencing Alzheimer’s disease in one spouse. 

Yin disputes the misconception that there is a hierarchy of research methods, such that 

“case studies are only appropriate for the exploratory phase of an investigation, that surveys and 

histories are appropriate for the descriptive phase, and that experiments are the only way of 

doing explanatory or causal inquiries” (2009, p. 6).  He also disagrees with the contention that 

case studies are only appropriate as a preliminary research strategy, and are not to be used to 

describe or test propositions (Yin, 2009).  Yin (2003b) asserted that some of the best case studies 

have been explanatory and descriptive case studies, and he contended that each type of research 

strategy, including case studies, can be used for exploratory, descriptive or explanatory purposes.  
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In Yin’s companion book (2003a) he further discussed the role of theory in case study research, 

and provided case study applications in descriptive and explanatory types of case studies and 

cross-case analyses. 

In the process of determining which research strategy or method to use in a research 

study, Yin (2009) cited three conditions to consider: “(a) the type of research question posed, (b) 

the extent of control an investigator has over actual behavioral events, and (c) the degree of focus 

on contemporary as opposed to historical events” (p.8).  Yin (2009) analyzed a basic 

categorization scheme of types of research questions which are investigated, including the 

following questions: who, what, where, how, and why. 

In comparing advantages and disadvantages of methods of doing social science research, 

Yin (2009) stated “case studies are the preferred strategy when (a) ‘how’ or ‘why’ questions are 

being posed, (b) when the investigator has little control over events, and (c) the focus is on a 

contemporary phenomenon within a real-life context” (p. 2).  This describes explanatory case 

studies, which may be complemented by other exploratory or descriptive types of case studies 

(Yin, 2009).  The present study of couples dealing with one spouse having Alzheimer’s disease, 

and how and why these spouses are impacted by this experience and report changes in their 

couple relationship, exemplifies an appropriate use of the case study method fitting these criteria.  

As a research strategy, the case study is used to advance knowledge of individual and complex 

social phenomena, and allows researchers “to retain the holistic and meaningful characteristics of 

real-life events—such as individual life cycles” (Yin, 2009, p. 4).  The present study focused on 

a contemporary view of the individual lives of the spouses and their relationship in the real life 

context of the experience of Alzheimer’s disease. 

In further consideration of research questions which ask how or why phenomena occur, 

Yin (2009) stated these questions “deal with operational links needing to be traced over time, 

rather than mere frequencies or incidence” (p. 9), and lead to the use of case studies, 

experiments, or histories to explain what occurs.  In an example which could be applied to 

couples, he discussed a question concerning how a community overcame the negative impact of 

an event, which could be answered using the case study method.  In another type of question, 

such as why individuals or groups behaved or were affected in some way in response to a 

problem, such as is the case in investigating how couples are affected by one spouse having 

Alzheimer’s disease, a researcher may need “to draw upon a wider array of documentary 
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information, in addition to conducting interviews; if you focused on the ‘why’ question in more 

than one ... act, you would probably be doing a multiple-case study” (Yin, 2009, p. 10). 

The second condition Yin (2009) identified which determines the choice of research 

strategy to use is the extent of control the research investigator has over behavioral events and 

the access to these events, in terms of the opportunity to access persons able to report what has 

occurred.  Yin (2009) stated the case study is the preferred research method for “examining 

contemporary events, but when the relevant behaviors cannot be manipulated” (p. 11).  He noted 

the case study uses some of the “same techniques as a history, but it adds two sources of 

evidence not usually included in the historian’s repertoire: direct observation of the events being 

studied and interviews of the persons involved in the events” (Yin, 2009, p. 11).  Both of these 

sources of evidence were used and incorporated in this case study.  Yin (2009) also stated that 

informal manipulation can occur “in some situations, such as participant-observation” (p. 11), 

and that the researcher can also use multiple research strategies in any study.  For example, a 

case study may be done within a survey.  Conversely, a survey strategy or the use of self-report 

instruments may be incorporated within a case study (Yin, 2009), as was done in this study. 

The goal of a case study is to “expand and generalize theories (analytic generalization) 

and not to enumerate frequencies (statistical generalization)” (Yin, 2009, p. 15).  Both single 

case studies and multiple-case studies, “like experiments, are generalizable to theoretical 

propositions and not to populations or universes, [and] ... the case study, like the experiment, 

does not represent a ‘sample’” (Yin, 2009, p. 15).  Though case studies in the past were criticized 

for resulting in “massive, unreadable documents, ... this is not ... [how] case studies ... must be 

done” (Yin, 2009, p. 15).  Yin has proposed “alternative ways of writing the case study—

including ones in which the traditional, lengthy narrative can be avoided altogether.  Nor need 

case studies take a long time” (2009, p. 15).  Yin explained that such lengthy studies confuse the 

case study method with a specific method of data collection, such as participant-observation or 

ethnography, which “usually require[s] long periods of time in the ‘field’ and emphasize[s] 

detailed, observational evidence” (2009, p. 15).  In contrast, Yin stated case studies do not 

depend solely on ethnographic or participant-observer data, and asserted that high quality case 

studies can be done, depending on the topic, “without leaving the telephone or Internet” (Yin, 

2009, p. 15). 
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A technical definition of a case study was presented by Yin (2009) in two parts and 

further discussed the relationship of the case study and its context.  “A case study is an empirical 

inquiry that investigates a contemporary phenomenon in depth and within its real-life context, 

especially when the boundaries between phenomenon and context are not clearly evident” (Yin, 

2009, p. 18).  This deliberate inclusion of contextual conditions in the case study method is 

because they may significantly impact the phenomenon being studied.  This is in contrast to 

experiments, which seek to control contextual variables.  The case study method differs from 

surveys, which have a very limited ability to investigate the context, due to constraints on the 

number of variables studied and the number of required respondents (Yin, 2009). 

The second part of Yin’s technical definition of a case study is related to problems in 

distinguishing the phenomenon studied from its context in real-life situations, and circumstances 

requiring data collection and data analysis strategies.  These problems include having to cope 

with the “technically distinctive situation in which there will be many more variables of interest 

than data points, and as one result relies on multiple sources of evidence, with data needing to 

converge in a triangulating fashion” (Yin, 2009, p. 18).  An additional result is that the case 

study inquiry “benefits from the prior development of theoretical propositions to guide data 

collection and analysis” (Yin, 2009, p. 18).  The case study method is a comprehensive research 

strategy which encompasses “the logic of design, data collection techniques, and specific 

approaches to data analysis” (Yin, 2009, p. 18). 

Yin (2009) stated that case studies not only can include quantitative evidence, but can 

even be limited to it.  Yin (2009) further asserted that “the case study method is not just a form 

of ‘qualitative research’, even though” (p. 19) it is among the “array of qualitative research 

choices.  Some case study research goes beyond being a type of qualitative research, by using a 

mix of quantitative and qualitative evidence” (Yin, 2009, p. 19).  Yin (2003b) also stated that 

“case studies need not always include direct, detailed observations as a source of evidence” 

(p. 15), and that case studies need not “attempt to avoid prior commitment to any theoretical 

model” (Yin, 2003b, p. 14).  In this case study, attachment theory was viewed as the theoretical 

basis for understanding the emotional processes involved with the couples who participated.  In 

addition, case studies may explain causal links in real life situations, which are “too complex for 

the survey or experimental strategies” (Yin, 2009, p. 19).  Case studies may simply present the 

evidence from individual cases to make broader generalizations, and in this case study evidence 
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from individual couples, each constituting a case, was used to make broader generalizations 

concerning the experience of one spouse in the early stage of Alzheimer’s disease, and the 

experience of the other spouse as his/her caregiver. 

1.3.1  Case Study Research Designs  

Yin has defined a research design as the “logic that links the data to be collected (and the 

conclusions to be drawn) to the initial questions of study ... .  Articulating ‘theory’ about what is 

being studied ... helps to operationalize case study designs and make them more explicit” (Yin, 

2009, p. 24).  Yin has emphasized the need to maximize four conditions that are related to design 

quality:  “(a) construct validity, (b) internal validity (for explanatory or causal case studies only), 

(c) external validity, and (d) reliability” (Yin, 2003b, p. 19).  He listed four major types of case 

study designs, using a 2x2 matrix.  The first pair includes single-case and multiple-case studies, 

and the second pair, based on units of analysis, distinguishes between embedded and holistic 

designs (Yin, 2009). 

The five components of a case study’s research design are the study’s “questions; ... its 

propositions, if any; ... its units of analysis; … the logic linking the data to the propositions; and 

... and the criteria for interpreting the findings” (Yin, 2009, p. 27).  Each proposition focuses on 

something to be examined within the study.  However, some exploratory case studies may not 

have any propositions for legitimate reasons (Yin, 2009).  The unit of analysis is related to the 

definition of the case, which may be an individual person, in which case the individual is the 

primary unit of analysis.  In a multiple-case study several individuals, or cases, may be included.  

Cases may also be events, programs, families, or some other entity.  The definition of the case, 

and unit of analysis, are related to the level being addressed and the way the research questions 

are specified (Yin, 2009). 

In this study a case is a couple, with self-reported information presented by each spouse 

on questionnaires about the couple’s relationship, and each couple interviewed and observed 

together.  The inclusion of more than one case or couple constitutes a multiple-case study.  The 

time boundaries which define the beginning and end of the case investigated must be determined, 

and these boundaries limit the collection and analysis of data concerning the case (Yin, 2009). 

Specifying these procedures helps to operationalize the elements in the research design 

which links the theoretical model and research questions to the methods of data collection.  The 



30 

case study method differs from related methods, such as ethnography, in the role and procedure 

of theory development (Yin, 2009).  Other methods typically avoid specifying any theoretical 

propositions at the beginning of the research, whereas theory development is done prior to the 

collection of data in case studies, and theory development is part of the design process and 

blueprint for the study, whether theory is to be developed or tested (Yin, 2009). 

Data may be linked to theoretical propositions in various ways.  Yin stated “one 

promising approach for case studies is the idea of ‘pattern matching’ described by Donald 

Campbell (1975), whereby several pieces of information from the same case may be related to 

some theoretical proposition” (Yin, 2003b, p. 26).  Campbell described two potential patterns for 

the data in a study, and then demonstrated that the findings matched one pattern better than the 

other.  “If the two potential patterns are considered rival propositions (an ‘effects’ proposition 

and a ‘no effects’ proposition ... ), the pattern matching technique” (Yin, 2003, pp. 26-27) shows 

the relationship between the data and the propositions, “even though the entire study consists of 

only one case” (Yin, 2003b, p. 27). 

Campbell’s pattern matching procedure is related to the fifth of the five components of 

the research design of a case study identified by Yin (2009), the criteria for interpreting the 

findings of a case study.  When one pattern is shown to match the data better, the criteria for 

determining how close a match has to be in order to be considered a match has not been 

determined, and “currently, there is no precise way of setting the criteria for interpreting these 

types of findings” (Yin, 2003b, p. 27).  Yin explained that a statistical test to do a comparison of 

the pattern of findings would not be possible because each data point in the pattern would be “a 

single number ... for which one could not calculate a variance or conduct any statistical test” 

(Yin, 2003b, p. 27). 

The alternative method of looking for systematic patterns in the observations made and 

data collected in a case study leads to conclusions (Yin, 2009).  Yin (2003b) stated that the 

research design should indicate what data are to be collected according to the study’s questions, 

propositions and its units of analysis.  The research design structures the steps to follow after the 

data are collected, as indicated by “the logic linking the data” (Yin, 2003b, p. 28) to any 

theoretical propositions which may have been proposed, and to ways to interpret the findings 

(Yin, 2003b).  The theoretical framework leads to the development of criteria and ways of 
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interpreting the findings, and the research design lays a foundation for the data analysis steps in 

case study research (Yin, 2003b). 

The complete case study research design encompasses a theoretical explanation of what 

is being studied, with the goal of having a blueprint for telling a hypothetical story explaining or 

describing the events, acts, and thoughts that occur (Yin, 2009).  A descriptive case study 

focuses on issues such as “the purpose of the descriptive effort, [and] … the full but realistic 

range of topics that might be considered a ‘complete’ description of what is to be studied” (Yin, 

2009, p. 36).  Similarly, Yin stated, “Even an exploratory case study should be preceded by 

statements about what is to be explored, the purpose of the exploration, and the criteria by which 

the exploration will be judged successful” (2009, p. 37).  A degree of “rationale and direction 

should underlie even an exploratory study” (Yin, 2003b, p. 23). 

The theory underlying the research directed the focus of this case study to illuminate the 

questions being investigated, and frame explanations.  Attachment theory is the framework 

which guided the exploration of the couples studied in this dissertation, in an effort to assess the 

quality of their prior relationship before one spouse began to be affected by Alzheimer’s disease, 

as well as the history of their couple relationship.  Attachment theory also guided the 

observations and interviews in the effort to assess how they have been affected by this illness in 

terms of their reported marital satisfaction, level of attachment, couplehood, and level of 

depression.  The history of their attachment relationship is the foundation of their ongoing 

experience as a couple.  As a couple, they have both individual and dyadic characteristics which 

are important in analyzing the processes of their interpersonal interactions.  Data collection of 

couples’ survey and interview data is facilitated by theory development, and “the appropriately 

developed theory is also the level at which the generalization of the case study results will occur” 

(Yin, 2009, p. 38), generalizing from case study to theory in analytic generalization, as opposed 

to statistical generalization commonly utilized in surveys and experiments in a Level One 

inference about a population (Yin, 2009).   

Yin explained that a case is not a sampling unit, but “rather, individual case studies are to 

be selected as a laboratory investigator selects the topic of a new experiment.  Multiple cases, in 

this sense, resemble multiple experiments” (Yin, 2009, p. 38).  Using analytic generalization, 

“previously developed theory is used as a template with which to compare the empirical results 

of the case study.  If two or more cases are shown to support the same theory, replication may be 
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claimed” (Yin, 2009, pp. 38-39).  He further explained that the empirical results are considered 

even stronger, “if two or more cases support the same theory but do not support an equally 

plausible, rival theory, ... [a] type of generalization ... [known] as a Level Two inference” (Yin, 

2009, p. 39).  The theoretical framework not only underlies the appropriate design of the research 

in explanatory, descriptive, and exploratory studies, but also serves as “the main vehicle for 

generalizing the results of the case study” (Yin, 2009, p. 40). 

The quality of research designs for case studies and other types of empirical social 

research has been established by four tests, which include construct validity, internal validity, 

external validity, and reliability.  Yin (2009) identified the case study tactics recommended to be 

used in dealing with each of these tests in case study research.  He defined these four tests and 

the corresponding case study tactics.  Yin (2009) specified three tactics to increase construct 

validity in case studies.  Construct validity was defined as “identifying correct operational 

measures for the concepts being studied” (Yin, 2009, p. 40), using multiple sources of evidence 

and establishing a chain of evidence during data collection, and having informants review the 

case study report.  To address the second test, internal validity, Yin suggested procedures such as 

the analytic tactics of doing pattern matching, explanation building, addressing rival 

explanations, and using logic models in the data analysis phase (Yin, 2009).  Theory is used in 

single-case studies and replication logic is used in multiple case studies in the research design to 

establish external validity, the third test (Yin, 2009).  The tactics of using case study protocol and 

developing a case study data base are used in the data collection phase of the research to 

establish reliability, the fourth test (Yin, 2009). 

Yin (2009) has stated two steps are important in establishing construct validity.  The 

specific concepts to be studied are to be selected and related to the case study’s original 

objectives, and the selected operational measures or indicators of these concepts are to reflect the 

specific concepts.  “The use of multiple sources of evidence, in a manner encouraging 

convergent lines of inquiry” (Yin, 2009, p. 42) increases construct validity.  Yin (2009) noted 

that numerous threats to validity, including internal validity, the second test, have been identified 

and broadly discussed in experimental research “mainly to do with spurious effects” (p. 42), but 

he contributed two additional necessary points related to case studies.  First, Yin (2009) stated 

that “internal validity is mainly a concern for explanatory case studies, when an investigator is 

trying to explain how and why event x led to event y” (p. 42), without incorrectly concluding 
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that the causal relationship exists or overlooking that a plausible third factor (z) may have caused 

y, but that “this logic is inapplicable to descriptive or exploratory studies, ... which are not 

concerned with this kind of causal situation” (p. 43).  Second, Yin stated “the concern over 

internal validity, for case studies, extends to the broader problem of making inferences.  

Basically, a case study involves making an inference every time an event cannot be directly 

observed” (Yin, 2009, p. 43).  For example, a researcher “will ‘infer’ that a particular event 

resulted from some earlier occurrences, based on interview and documentary evidence collected” 

(Yin, 2009, p. 43) in the case study.  The accuracy of such inferences based on evidence versus 

rival explanations are questions to be anticipated in the research design “to deal with the overall 

problem of inferences and therefore the specific problem of internal validity” (Yin, 2009, p. 43). 

The third test, external validity, deals with determining whether the case study’s 

conclusions are generalizable beyond the specific case being studied.  “Critics typically state that 

single cases offer a poor basis for generalizing.  However, such critics are implicitly contrasting 

the situation to survey research, in which a sample is intended to generalize to a larger universe” 

(Yin, 2009, p. 43).  Yin asserted that it is incorrect to use this analogy to samples and universes 

when dealing with case studies, because “survey research relies on statistical generalization, 

whereas case studies (as with experiments) rely on analytic generalization, ... [in which] the 

investigator is striving to generalize a particular set of results to some broader theory” (Yin, 

2009, p. 43).  However, Yin further explained that one cannot make this generalization 

automatically.  If a theory is tested by replicating the findings in a second case, or possibly a 

third case, “where the theory has specified that the same results should occur, once such direct 

replications have been made, the results might be accepted as providing strong  support for the 

theory” (Yin, 2009, p. 94), even without the performance of further replications.  Yin (2009) 

stated that this replication logic is the same as that used in experiments to accumulate knowledge 

across experiments. 

The objective of the fourth test used to establish the quality of case study research, 

reliability, is to check that if another investigator completed the same case study again, and 

followed the same procedure described in the first case study, the later researcher should achieve 

the same findings and conclusions.  “The emphasis is on doing the same case over again, not on 

‘replicating’ the results of one case by doing another case study” (Yin, 2009, p. 45).  In order to 

avoid errors and bias in a case study, it is required that the first investigator carefully document 
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the procedures followed in detail, to allow the subsequent investigator to repeat them.  Reliability 

is generally approached by operationalizing as many steps in the research as possible, and by 

conducting “the research so that an auditor could in principle repeat the procedures and arrive at 

the same results” (Yin, 2009, p. 45). 

Yin (2009) stated the goal is to generalize case study findings to theory, in the same way 

a scientist generalizes from results of an experiment to theory, and it is not to generalize the 

results to other case studies.  Therefore, the researcher does not try to select a representative case 

or cases which can be generalized across a large number of cases (Yin, 2003b). 

Yin (2009) presented four types of case study designs based on the 2 x 2 matrix which 

includes the relationship of the contextual conditions to the case.  On one dimension of the 

matrix, different design situations were shown, including single-case studies and multiple-case 

studies.  “Within these two variants, there also can be unitary or multiple units of analysis” (Yin, 

2009, p. 46), and these two types were shown on the other dimension of the matrix.  The four 

types of case study designs which resulted were “(Type 1) single-case (holistic) designs, (Type 

2) single-case (embedded) designs, (Type 3) multiple-case (holistic) designs, and (Type 4) 

multiple-case (embedded) designs” (Yin, 2009, pp. 46-47). 

1.3.2  Single and Multiple-Case Studies 

Before data collection, the decision must be made to use a single-case study or multiple-

case study to answer the research questions.  Yin (2009) presented five circumstances when a 

single-case study is an appropriate design.  The first rationale for a single case “is when it 

represents the critical case in testing a well-formulated theory” (Yin, 2009, p. 47), which has a 

specified set of propositions, and circumstances in which they are thought to be true.  “A single 

case, meeting all of the conditions for testing the theory, can confirm, challenge, or extend the 

theory” (Yin, 2009, p. 47).  “The single case can then be used to determine whether a theory’s 

propositions are correct or whether some alternative set of explanations might be more relevant” 

(Yin, 2009, p. 47).  In this way the single case can contribute to building theory and knowledge. 

Another rationale for using a single case is when “the case represents an extreme case or 

a unique case” (Yin, 2009, p. 47).  “Conversely, a third rationale for a single case is the 

representative or typical case ... [which captures] the circumstances and conditions of an 

everyday or commonplace situation” (Yin, 2009, p. 48).  “A fourth rationale for a single-case 
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study is the revelatory case, ... when an investigator has an opportunity to observe and analyze” 

(Yin, 2009, p. 48) a phenomenon previously inaccessible to social inquiry.  The longitudinal case 

is Yin’s (2009) fifth rationale for doing a single-case study, investigating the same case at two 

(or more) points in time, and theoretical views on how certain conditions evolve over time. 

In other situations a “single-case study may be used as a pilot case that is the first of a 

multiple-case study” (Yin, 2009, p. 49).  A potential weakness of the single-case design is that 

the case may turn out to be a different type of case than it was perceived to be initially.  It is 

therefore necessary to carefully investigate the potential case in single-case designs “to minimize 

the chances of misrepresentation and to maximize the access needed to collect the case study 

evidence” (Yin, 2009, p. 50).  A single-case study may have a holistic design if the case study 

examines “only the global nature” (Yin, 2009, p. 50) of a case.  Alternatively, in an embedded 

single-case study, “the same case study may involve more than one unit of analysis” (Yin, 2009, 

p. 50), where the case includes an embedded subunit or subunits, which are also studied. 

Yin (2009) reported the strengths and weaknesses of both holistic and embedded single-

case designs.  There are advantages to using the holistic design “when no logical subunits can be 

identified or when the relevant theory underlying the case study is itself of a holistic nature” 

(Yin, 2009, p. 50).  However, problems may arise when a holistic approach “allows an 

investigator to avoid examining any specific phenomenon in operational detail, ... [and] the 

entire case study may be conducted at an unduly abstract level, lacking sufficiently clear 

measures or data” (Yin, 2009, p. 50).  Another problem Yin reported with holistic designs is that 

“the entire nature of the case study may shift” (2009, p. 52), so that the design and the evidence 

may not address the research questions being asked, which is referred to as unsuspected slippage. 

Because having a set of subunits in an embedded design increases the sensitivity to such 

slippage, an embedded design can focus the case study inquiry (Yin, 2009).  On the other hand, a 

major problem in using the embedded design occurs “when the case study focuses only on the 

subunit level and fails to return to the larger unit of analysis” (Yin, 2009, p. 52).  Yin explained 

that when this occurs, “the original phenomenon of interest ... has become the context and not the 

target of study” (2009, p. 52). 

One of the primary steps in designing a single case is determining the unit of analysis, (or 

the case), with an operational definition, to ensure the relevance of the case to the research 

questions and issues (Yin, 2009).  Subunits of analyses may be incorporated in the single case, so 
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an embedded design is created.  These subunits provide the potential for more extensive analysis 

and increased insight into the single case being studied (Yin, 2009). 

When the same study contains more than one individual case study in a multiple-case 

design, Yin has labeled it a multiple-case study (2009).  An advantage of multiple-case designs is 

that the overall study is considered more robust because “the evidence from multiple cases is 

often considered more compelling” (Yin, 2009, p. 53).  Multiple-case studies do not satisfy the 

rationale for single-case designs such as the critical case or the unusual case (Yin, 2009).  They 

also may require resources and time beyond the scope of a single research investigator. 

Every case in a multiple-case study should contribute to the overall scope of the study.  

“A major insight is to consider multiple cases as one would consider multiple experiments—that 

is, to follow a ‘replication’ design” (Yin, 2009, p. 53), such as is used in multiple experiments.  

Following completing one case and obtaining a finding, the research goal would be to replicate 

the study to obtain further results, and to seek support for the theoretical propositions. 

The underlying logic for multiple-case studies is to carefully select each case “so that it 

either (a) predicts similar results (a literal replication) or (b) predicts contrasting results but for 

anticipatable reasons (a theoretical replication)” (Yin, 2009, p. 54).  It is important to develop a 

theoretical framework for the replications which states the conditions under which literal 

replications are predicted to occur or not to occur.  The case study would include the 

phenomenon of interest and its context, yielding the potentially relevant variables (Yin, 2009).  

“The replication approach to multiple-case studies ... [begins with] theory development, and then 

shows that case selection and the definition of specific measures are important steps in the design 

and data collection process” (Yin, 2009, p. 56).  Yin (2009) explained that convergent evidence 

is sought concerning the conclusions of the case, which would be strengthened by replication by 

other cases. 

Multiple-case results can be “the focus of a summary report, ... to indicate how and why a 

particular proposition was demonstrated (or not demonstrated).  Across cases, the report should 

indicate ... why certain cases were predicted to have certain results” (Yin, 2009, p. 56).  A 

feedback loop could lead to reconsideration of the theoretical propositions.  A smaller number of 

replications may be needed when external conditions are not expected to produce much variation 

in results (Yin, 2003b). 
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The rationale for multiple-case designs would be related to the number and type of literal 

and theoretical replications the investigator seeks to cover.  “The simplest multiple-case design 

would be the selection of two or more cases that are believed to be literal replications... .  More 

complicated multiple-case designs would likely result from the number and types of theoretical 

replications” (Yin, 2009, p. 59), such as when including cases from both extremes of a 

theoretical condition (Yin, 2009).  They also can result “from the prior hypothesizing of different 

types of conditions and the desire to have subgroups of cases covering each type” (Yin, 2009, 

p. 59), with a minimum of “two individual cases within each of the subgroups, so that the 

theoretical replications across subgroups are complemented by literal replications within each 

subgroup” (Yin, 2009, p. 59). 

However, Yin (2009) has stressed the benefit of having a minimum of two cases.  The 

analytic benefit “may be substantial.  To begin with, even with two cases, you have the 

possibility of direct replication.  Analytic conclusions independently arising from two cases ... 

will be more powerful than those coming from a single case” (Yin, 2009, p. 61).  Alternatively, if 

two selected cases “offered contrasting situations, and you were not seeking a direct replication, 

in this design, if the subsequent findings support the hypothesized contrast, the results represent a 

strong start toward theoretical replication” (Yin, 2009, p. 61), which strengthens the external 

validity of the findings compared to findings from a single case (Yin, 2009).  In addition, despite 

varied circumstances in the contexts of the two cases, Yin (2003b) stated that if you achieve 

common findings or conclusions from both cases “they will have immeasurably expanded the 

external generalizability of your findings, again compared to those from a single case alone” 

(p. 53). 

For the purpose of this case study, five couples were included in the case study design, 

and a multiple-methods research methodology was used to seek convergence of findings related 

to each couple concerning the individual couple’s relationship.  Possible comparison of 

discoveries across couples were evaluated to seek literal or theoretical replication across cases. 

In multiple-case studies, the individual case may be holistic or embedded.  The variation 

in multiple-case study design may include multiple holistic cases or multiple embedded cases, 

depending on the type of entity being investigated and the research questions (Yin, 2009).  For 

instance, in an embedded design of a multiple-case study of multiple organization sites, each site 

may be a case study, and a survey may be conducted at each site (Yin, 2009).  An individual’s 
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survey results or archival records may be embedded within each individual case, for use in 

addressing research questions, but the results of each survey would not be pooled across cases in 

a case study design (Yin, 2009).  Some studies may “replicate a direct result (literal replication)” 

(Yin, 2009, p. 59) and others may “deal with contrasting conditions (theoretical replications)” 

(Yin, 2009, p. 59). 

When choosing whether to do a case study with a single-case design or a multiple-case 

design, Yin (2009) advised that multiple-case designs may be preferred as less vulnerable, and 

“even if you can do a ‘two-case’ case study, your chances of doing a good case study will be 

better than using a single-case design” (2009, pp. 60-61).  Yin further stated that a case study’s 

design can be modified due to new information being discovered during data collection (2009). 

For this multiple-case study of couples, each couple’s individual case study included the 

collection and analysis of embedded scoring data from questionnaire results which were 

qualitatively evaluated, and qualitative interview and observational data and conclusions.  This 

embedded case study design provided an opportunity for multiple sources of evidence, which 

lead to converging lines of inquiry and methodological triangulation (Yin, 2009).  These 

substantial areas of investigation began with attachment theory as the theoretical basis leading to 

the formulated research questions about the couple relationship of a spouse with Alzheimer’s 

disease, and his/her caregiving spouse.  The research questions were addressed by the research 

methodology, which included the qualitative methods and qualitative evaluations of the 

responses to questionnaires which were used to investigate the history of the quality of the prior 

relationship of the couple before the onset of Alzheimer’s disease, and any changes which have 

occurred in the couple’s marital relationship since the onset of Alzheimer’s disease in one of the 

spouses. 

1.4  Conclusion 

This research study utilized qualitative case study methods to study both spouses in 

marital couples in which one spouse has Alzheimer’s disease in the initial mild stage and the 

other spouse is serving as a caregiver.  First, this case study provided information regarding the 

lived experience of both spouses in these couples.  Second, using a qualitative approach, the 

couples participated in two audio recorded couple interview sessions with a couple therapist who 

included using emotionally focused couple therapy techniques.  The couples discussed the 
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history of their relationship prior to the onset of Alzheimer’s disease in one spouse, their 

experience living with Alzheimer’s, and topics relating to their current attachment and 

relationship, and their strengths and challenges.  Third, this researcher completed summaries of 

observations of the spouses’ participation and interactive patterns in the sessions, immediately 

following the interviews, for comparison with other results.  Fourth, in this case study 

measurement instruments were scored and qualitatively evaluated to investigate how the reported 

quality of the couple’s relationship prior to the onset of Alzheimer’s disease in one spouse is 

related to the spouses’ present attachment to each other, and to their levels of depressive 

symptoms and marital adjustment, as indicated using the Prior Quality of Relationship Scale 

(PQRS), the adapted Experiences in Close Relationships-Revised (ECR-R) questionnaire, the 

Geriatrics Depression Scale (GDS), and the Dyadic Adjustment Scale (DAS).  In addition, 

qualitative comparisons on these measures were made comparing couples married only once 

with any couples in which one or both spouses has been married more than once, and comparing 

couples in marriages of shorter or longer duration.  
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CHAPTER 2 

LITERATURE REVIEW 

2.1  Alzheimer’s Disease: An Increasing Threat to Surviving Elders As They Age 

Because of its devastating impact on both physical and mental capacities of individuals, 

and its prevalence, Alzheimer’s disease is the greatest threat of aging persons who survive into 

older ages beyond 65 (Alzheimer’s Association, 2010).  As the seventh leading cause of death 

overall, it ranks behind heart disease, stroke, cancer, and diabetes with older Americans 

(Alzheimer’s Association, 2010).  Though many people survive those diseases, no one has 

survived Alzheimer’s disease because it is incurable and always ends in death (Alzheimer’s 

Association, 2010). 

The examination of the relevant research literature concerning couples in which one 

spouse has Alzheimer’s disease is focused on identifying the particular individual and 

relationship problems and changes which occur, as well as both of the spouses’ socio-emotional 

stressors and strengths in coping in the marital relationship.  This review provides an analysis of 

current progress in determining the psychological and social needs of these spouses, and what 

changes occur in the marital relationships of the caregiving husbands or wives and their spouses 

with Alzheimer’s disease.  A variety of databases have been employed as sources of pertinent 

published research, including PsycArticles, Worldcat, ERIC, Social Sciences Citation Index, 

Google Scholar, and Index Medicus. 

Additional government and association reports of the magnitude and impact of 

experiencing Alzheimer’s disease in a couple relationship have been included.  In addition to the 

emotional and social problems which the individuals experience, on an economic level the 

Alzheimer’s Association reported the average annual cost of having a family member with 

Alzheimer’s disease was $12,500, even though part of their care was provided by family and 

friends (Alzheimer’s Association, 2004).  In 2010, the average cost for home care paid services 

was $15 per hour, or $152 for an eight-hour day, and the average cost for one day of adult 

daycare was reported to be $67 per day (Alzheimer’s Association, 2010).  In 2009, the national 

average cost of basic residential care in an assisted living facility was $37,572 per year, and it 



41 

cost $53,200 per year for specialized services provided for Alzheimer’s patient care in an 

assisted living facility (Alzheimer’s Association, 2010).  The increasingly higher costs for 

nursing home care are financially prohibitive or stressful for many couples and families.  The 

average cost for a semi-private room in a nursing care facility was $72,270 per year in 2008, and 

the average annual cost for a semi-private room in an Alzheimer’s special care unit in a nursing 

home in 2008 was $85,045 per year (Alzheimer’s Association, 2010). 

More often research studies have focused on the caregiving difficulties experienced by 

daughters or sons in the caregiving role (Barclay et al., 2004); Dura, Slukenberg, & Kiecolt-

Glaser, 1991; Fisher & Lieberman, 1994; Lustbader & Hooyman, 1994), as opposed to the 

particular distress and challenges dealt with by husbands and wives who are the resident and 

non-resident care receivers, or caregivers to their spouses with Alzheimer’s disease (Gallagher-

Thompson et al., 2001; Kaplan, 2001; Kramer, 1993b; Mayer, 2001; Wright, 1994a,b).  Though 

researchers have increasingly included spouses of Alzheimer’s disease patients in the focus of 

their studies of family and caregiver problems in coping with Alzheimer’s disease, the problem 

area of this investigation has not yet been comprehensively addressed in the research literature 

(Barklay et al., 2004; Bell, 2004; Bradley & Palmer, 2003; Epstein et al., 2007; Haley et al., 

2008; Kobak, 1999; Mittelman, 2000; Mittelman et al., 1993; Mittelman, Haley, Clay, & Roth, 

2006).  A goal of this project was to determine what effects Alzheimer’s disease in one spouse 

has on the marital relationship with the other spouse, and on the care receiver as well as on the 

caregiver, and what changes and problems these couples experience. 

In particular, this investigation focused on the psychosocial stressors experienced by 

these individuals, and what needs these couples have for intervention to assist each spouse in 

coping with their problems related to the impact of Alzheimer’s disease.  Limitations and 

implications of the past research are noted to indicate directions for pursuing unresolved 

problems and advancing knowledge in this area of research concerning couples affected by 

Alzheimer’s disease (Auclair et al., 2009; Beeson et al., 2000; Biggs et al., 2003; Boss et al., 

1993; Bradley & Palmer, 2003; Cassidy & Shaver, 1999; Feeney & Collins, 2004; Haley et al., 

2008; Johnson, 2003a; Kramer, 1993b; Mittelman, Roth, Coon, & Haley, 2004).  The research 

studies which are particularly pertinent focus on understanding the effects of Alzheimer’s disease 

on the nature of the couple’s relationship and attachment through changes that occur in the 

caregiving spouse and the spouse with Alzheimer’s disease (Bradley & Palmer, 2003; Gwyther, 
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1990; Kramer, 1993b; Mittelman, 2000; Mittelman et al., 2006; Tarlow et al., 2004; Townsend & 

Franks, 1997; Wright, 1991; Wright et al., 1995; Zarit, 1996).  The literature reviewed includes 

articles which utilize quantitative measurement instruments and qualitative evaluations for 

methodological and statistical analysis of changes in spouses in relationships in which one 

spouse in each couple has Alzheimer’s disease. 

Though dementia is caused by various diseases and conditions that damage brain cells 

and cause decline in memory and other cognitive functions, dementia of the Alzheimer’s type is 

the most common type of dementia, and accounts for approximately 60-80% of the cases of 

dementia (Alzheimer’s Association, 2010).  In addition to decline in memory, at least one of the 

following problems must occur to meet the criteria for dementia:  inability to produce coherent 

speech or comprehend language, recognize objects, execute motor functions, think abstractly, 

make sound judgments, and plan and execute complex tasks (Alzheimer’s Association, 2010). 

Early symptoms of Alzheimer’s disease include problems remembering names and recent 

events, and apathy and depression.  Later symptoms are “impaired judgment, disorientation, 

confusion, behavior changes, and difficulty speaking, swallowing, and walking.  Hallmark 

abnormalities are deposits of the protein fragment beta-amyloid (plaques) and twisted strands of 

the protein tau (tangles)” (Alzheimer’s Association, 2010, p. 5). 

A healthy brain has 100 billion neurons with “long branching extensions connected at 

100 trillion ... synapses, [where] information flows in tiny chemical pulses [between neurons].  

Different strengths and patterns of signals move constantly through the brain’s circuits, creating 

the cellular basis of memories, thoughts, and skills” (Alzheimer’s Association, 2010, p. 7).  

Alzheimer’s disease causes failure in the transfer of information at the synapses and brain cell 

death, with gradual brain shrinkage from cell loss (Alzheimer’s Association, 2010). 

Damage usually occurs in the area of the brain where new information forms new 

memories, so new information is not retained, and memory loss causes disruption in daily life, 

and problems with planning, solving problems, completing tasks, speaking and writing, keeping 

track of things, and understanding visual and spatial images (Alzheimer’s Association, 2010).  

Additional warning signs of Alzheimer’s disease are poor judgment, withdrawal from work and 

social interactions, mood and personality changes, and confusion (Alzheimer’s Association, 

2010).  “A genetic risk factor in late-onset Alzheimer’s disease (Alzheimer’s disease developing 

at age 65 or older) is apolipo-protein E-e4 (ApoE-e4), one of 3 common forms of the ApoE 
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gene” (Alzheimer’s Association, 2010, p. 8).  Each parent contributes one form of the ApoE 

gene, and if one inherits one or two ApoE-e4 genes, the risk of developing Alzheimer’s disease 

is increased (Alzheimer’s Association, 2010). 

The increasing prevalence of Alzheimer’s disease is documented in the number of 

Americans over the age of 65 with the disease today (5.4 million), and the number projected to 

possibly have it by 2050 (16 million) (Alzheimer’s Association, 2010, 2012).  Starting with an 

estimate of the percentage of Americans over 65 with Alzheimer’s at 10%, the percentage is 

estimated to be 10% higher for every additional five years of age, up to an estimate that 

approximately 50% of the population aged 85 and above have Alzheimer’s disease (Alzheimer’s 

Association, 2010).  Alzheimer’s disease is estimated to be currently affecting 26 million 

individuals globally, and the American Health Assistance Foundation (2010) has predicted that 

this number will reach 106 million by 2050. 

Because the older population is steadily growing as a segment of the aging population 

every year, the number of Americans with Alzheimer’s disease is increasing.  There is a higher 

lifetime risk for Alzheimer’s disease in women compared to men, but differences in lifetime 

risks have been due to the longer life expectancy for women (Alzheimer’s Association, 2010).  

In the United States, “compared with the numbers of people with Alzheimer’s estimated for 

2000, the South, Midwest, and West are expected to experience 30- to 50-percent (and greater) 

increases” (Alzheimer’s Association, 2010, p. 12) by 2025, due to the distribution of the 

population aged 65 and older. 

Though it has been documented that Alzheimer’s disease as a cause of death has been 

underreported, deaths attributed to Alzheimer’s disease have continued to rise while deaths due 

to other major causes have experienced significant declines (Alzheimer’s Association, 2010).  

When changes in selected causes of death were compared, “between final data for 2000 and final 

data for 2006, ... deaths attributed to Alzheimer’s disease increased 46.1 percent, while those 

attributed to the number one cause of death, heart disease, decreased 11.1 percent” (Alzheimer’s 

Association, 2010, p. 18).  Complications caused by Alzheimer’s disease, such as becoming 

immobile and bedridden, swallowing disorders and malnutrition can greatly increase the risk of 

pneumonia, which has been found to be the most commonly specified cause of death among 

older people with Alzheimer’s disease (Alzheimer’s Association, 2010). 
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“Despite the current lack of disease-modifying therapies, studies have consistently shown 

that active medical management of Alzheimer’s ... can significantly improve quality of life 

through all stages of the disease for diagnosed individuals and their caregivers” (Alzheimer’s 

Association, 2010, p. 8).  The key to active management is appropriately using “available 

treatment options [with] coordination of care among physicians and others involved in 

maximizing quality of life for people with Alzheimer’s ... and use of such supportive services as 

counseling, activity and support groups, and adult day center programs” (Alzheimer’s 

Association, 2010, p. 8).  Though Alzheimer’s disease is currently widely recognized as a serious 

progressive disease, other milder cognitive impairments including Mild Cognitive Impairment 

(MCI) are not well known or widely understood. 

Mild Cognitive Impairment (MCI) is “a condition in which an individual has problems 

with memory, language or another essential cognitive function that are severe enough to be 

noticeable to others and show up on tests, but not severe enough to interfere with daily life” 

(Alzheimer’s Association, 2009, p. 74).  Mild cognitive impairment is a type of memory change 

which is different from both Alzheimer’s disease and normal age-related memory problems, and 

involves ongoing memory problems without other losses, such as confusion or attention 

problems (Alzheimer’s Association, 2009). 

A National Institute of Aging Memory Impairment Study compared treatment with 

donepezil (Aricept) or a placebo in participants with MCI to see whether the medication might 

delay or prevent them from developing Alzheimer’s disease.  This study found that the group 

who took the donepezil showed a reduced risk of progressing from MCI to Alzheimer’s for the 

first 18 months of a three year study, but by the end of the study the probability of progressing to 

Alzheimer’s disease was the same as that for the control group (National Institute of Aging, 

August 29, 2006).  Persons with MCI have a higher risk of developing Alzheimer’s disease than 

those who do not have it, but it is not clearly determined what mechanisms put them at higher 

risk.  Some persons with MCI will ultimately revert to normal cognitive function and will not 

develop dementia (Alzheimer’s Association, 2009). 

According to the Alzheimer’s Association (2009), an individual’s movement from 

healthy cognitive function to dementia is along a continuum, with gradual decline in the normal 

range to three stages of cognitive impairment, moving from mild to moderate to severe cognitive 

impairment in a non-distinct transition.  Persons in this potentially transitional state between 



45 

normal aging and the beginning symptoms of Alzheimer’s disease experience increasing 

forgetfulness, of which the individual is often aware.  However, they function quite well, driving, 

performing responsibilities, and interacting in society, except when their memories are 

overstressed, sometimes by multitasking (Alzheimer’s Association, 2009).  When forgetfulness 

becomes significant, a thorough examination by a physician is appropriate, including the health 

history, a mental status examination, and a medical examination.  If further testing is warranted, 

a neuropsychological inventory of the person’s cognitive abilities, including memory, language, 

problem solving, and visual spatial skills is performed to determine if the person’s abilities are 

age appropriate (Alzheimer’s Association, 2009).  In addition, a magnetic resonance imaging 

(MRI) scan and other tests for treatable causes of impairment, such as a thyroid problem or 

vitamin B12 deficiency, might be done.  If gradually developing forgetfulness cannot be 

attributed to medication side effects, co-existing illnesses, or depression or anxiety, “a 

neurodegenerative process, such as MCI, is a possibility” (Alzheimer’s Association, 2009, p. 62). 

“Several international studies have indicated a prevalence of MCI of between 10 percent 

and 20 percent in individuals aged 65 and older” (Alzheimer’s Association, 2009, p. 62).  Of 

those persons aged 65 and older who have MCI “it is estimated that as many as 15 percent of 

them progress from MCI to Alzheimer’s or another dementia each year ... MCI may represent a 

transitional state between normal aging and the earliest symptoms of Alzheimer’s” (Alzheimer’s 

Association, 2010, p. 8). 

Further in the direction of deterioration on the continuum of cognitive functioning are 

transitions between cognitive impairment and Alzheimer’s disease or other dementia, moving 

from severe cognitive impairment to mild, moderate, and severe dementia (Alzheimer’s 

Association, 2009).  Certain characteristics of persons with MCI may indicate a greater 

likelihood that they will develop Alzheimer’s disease.  These include atrophy of brain regions 

associated with memory, a particular pattern of glucose metabolism characteristic of Alzheimer’s 

and levels of certain proteins in cerebral spinal fluid consistent with Alzheimer’s disease 

(Alzheimer’s Association, 2009).  Some individuals also receive positron emission tomography 

(PET) brain scans to detect beta amyloid, which is a protein that is a hallmark of Alzheimer’s 

disease (Alzheimer’s Association, 2009).  Neuroimaging techniques and biomarker studies are 

used to determine the early features of Alzheimer’s, and the severity of disease in individuals 

with early signs of Alzheimer’s (Alzheimer’s Association, 2009). 
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Due to a growing constituency of individuals in the early stages of Alzheimer’s disease, 

the Alzheimer’s Association in 2006 launched a national Early Stage Initiative of regional town 

hall meetings, held in 2007 and 2008, for discussion and feedback from participants with early-

stage Alzheimer’s.  The 301 participants with early stage Alzheimer’s disease served as 

spokespersons and provided first-hand insight and knowledge of the experience of Alzheimer’s 

disease (Alzheimer’s Association, 2008).  Because the Alzheimer’s Association (2008) reported 

the field had historically focused on core strategies for people with Alzheimer’s in the middle 

and late stages, there had been a lack of knowledge of the perspectives and experience of persons 

diagnosed with the disease in the early stage, when individuals could articulate their insight 

about their experience with the disease, and the unique issues faced in the early stages.  “With as 

many as half of those with Alzheimer’s in the early stages, there is a great need for increased 

understanding of the experience, and ways to appropriately engage people with the disease 

directly” (Alzheimer’s Association, 2008, p. 3). 

With increasing life expectancy and a projected increase in the number of persons with 

Alzheimer’s disease, the Alzheimer’s Association (2008) has predicted that increase in 

awareness and understanding of the early signs of deterioration, and improvement in diagnostic 

technologies will lead to disease-modifying treatments to arrest the progression of the disease.  

This would lead to increasing numbers of people remaining in the early stage longer, and a larger 

proportion of persons with Alzheimer’s disease would be in the early stage (Alzheimer’s 

Association, 2008). 

Before the more debilitating effects of the disease occur, persons in the early stage of 

Alzheimer’s disease have the opportunity to take an active role in their own decision making and 

to participate in planning their experience and utilizing their remaining abilities (Alzheimer’s 

Association, 2008).  In the early stage of the illness, persons with Alzheimer’s disease appear to 

have less energy and less spontaneity.  They seem to be slower at learning new information and 

reacting, and they exhibit minor memory loss and mood swings.  They also show a tendency to 

prefer familiar experiences, and avoid new situations (American Health Assistance Foundation, 

2009).  In this early stage, they “can still perform tasks independently, but may need assistance 

with more complicated activities” (American Health Assistance Foundation, 2009, para. 8).  

Speech and understanding become slower, and “patients often lose their train of thought in mid-

sentence.  They may also get lost while traveling and forget to pay bills.  As Alzheimer’s victims 
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become aware of this loss of control, they may become depressed, irritable, and restless” 

(American Health Assistance Foundation, 2009, para. 8).  “It is essential that the Association, 

along with the field of Alzheimer’s professionals and researchers, better understand those with 

early stage Alzheimer’s and prepare to respond” (Alzheimer’s Association, 2008, p. 3). 

The National Early Stage Initiative of the Alzheimer’s Association (2008) led the way in 

facilitating advancement toward these goals.  Structured discussion led to the sharing of the 

experiences and perspectives of the early stage participants on the following eight subtopics:  

“diagnosis, available treatments and medicines, participation in research, loss of 

independence/coping with changes in function, changes in roles and relationships (personal and 

professional), safety issues (driving, wandering, home safety), care and support services, [and] 

meaningful activities and social opportunities” (Alzheimer’s Association, 2008, p. 5).  Though 

this qualitative data provided in-depth understanding of the experience and viewpoints of the 

participants in the early stage of Alzheimer’s disease, it was not concluded that the information 

gathered could be generalized to the estimated 2.6 million individuals with early stage 

Alzheimer’s disease (Alzheimer’s Association, 2008).  “Likewise, unlike a quantitative analysis, 

the number of individuals participating is not as relevant to interpreting this data as is 

consideration of the themes that emerged in the discussion and the common perspectives that 

were shared” (Alzheimer’s Association, 2008, p. 6).  The participants offered suggestions on 

how to engage and empower people in early stage Alzheimer’s “by reducing stigma, improving 

relationships, and maintaining independence for as long as possible” (Alzheimer’s Association, 

2008, p. 7), enabling them to remain active contributors to their communities. 

A major theme that extended through the discussions was a reported stigma associated 

with having Alzheimer’s disease and the effects of experiencing symptoms and diagnosis.  

“Many people reported a hesitation in admitting they had Alzheimer’s disease for fear of 

negative public perceptions about the disease and its potential for causing social isolation” 

(Alzheimer’s Association, 2008, p. 7).  When many people were given the diagnosis of 

Alzheimer’s, they reported they tried to deny their symptoms and what they needed to do to 

handle them.  They reported that often they had tried to accommodate or hide the symptoms 

from loved ones and co-workers.  Though denial often persisted after diagnosis, some 

participants were angry and grieved about their condition (Alzheimer’s Association, 2008).  
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Some participants shared that the ability to adapt and accept their condition led to an 

improvement in moving forward and coping better (Alzheimer’s Association, 2008). 

Denial and a lack of understanding was also a persistent problem among some family 

members and friends, long after the individual with Alzheimer’s had come to terms with the 

disease (Alzheimer’s Association, 2008).  Participants generally agreed that it was beneficial to 

recognize signs of the disease as early as possible and to be diagnosed early, because there were 

benefits after the difficult process of accepting the condition (Alzheimer’s Association, 2008).  

They reported the diagnostic process itself was prolonged, difficult, demoralizing, frustrating, 

and fraught with fear and uncertainty (Alzheimer’s Association, 2008). 

These intensely personal disclosures by participants with Alzheimer’s disease in the 

National Early Stage Initiative of the Alzheimer’s Association (2008), clearly illustrate the 

serious need for couples counseling to help the spouse with Alzheimer’s disease and the 

caregiving spouse to deal with their situation at this stage.  The problem of facing stigma and the 

isolation and rejection that can follow others’ awareness of the Alzheimer’s disease, and the 

intrapersonal problem of one or both spouses’ denial of the reality of the disease, are but two of 

the issues which frequently occur.  Emotionally Focused Marital Therapy is an intervention 

which would allow couples to share the painfulness and uncertainty of coping with the disease, 

and to share anger, grief, anxiety, and other emotions described by the participants above.  This 

therapy can provide a timely opportunity to meet the couples’ needs when they need it most, 

while undergoing stress and changes that come with Alzheimer’s disease from diagnosis on 

through the early stage of the disease.  Therefore, the current study was well suited to investigate 

the use of couple interviews using Emotionally Focused Marital Therapy techniques with 

couples in which one spouse has Alzheimer’s disease in the early stage. 

2.2  Marital Therapy Research with Persons with Alzheimer’s Disease 

Research studies which addressed treatment of family caregivers of Alzheimer’s disease 

patients increasingly began to focus on spouse-caregivers of persons with Alzheimer’s disease in 

the early 1990s.  Significant long-term research, including a series of research studies of 

interventions with spouse-caregivers of Alzheimer’s patients was undertaken at the New York 

University School of Medicine Alzheimer’s Disease Center (Ferris & Mittelman, 1996; Haley et 

al., 2008; Mittelman, 2000; Mittelman et al., 1995; Mittelman et al., 1994; Mittelman et al., 
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1993; Mittelman, Haley, Clay, & Roth, 2006; Mittelman, Roth, Clay, & Haley, 2007; Mittelman, 

Roth, Coon, & Haley, 2004).  Mittelman et al. (1994) found that a multi-component spouse-

caregiver counseling and support program could improve the well-being of 200 spouse-

caregivers of Alzheimer’s patients, and delay the institutionalization of the spouses with 

Alzheimer’s disease.  They also analyzed the relationships among different aspects of burden 

measured by a battery of assessments. 

This study followed a study by Mittelman et al. (1993) of 206 spouse-caregivers of 

patients with Alzheimer’s disease who were randomly assigned to either a treatment group or a 

control group.  The multicomponent model of treatment used included individual and family 

counseling, support group participation, and ad hoc consultation.  Results indicated that a 

comprehensive counseling program could reduce the socioeconomic impact of Alzheimer’s 

disease, and that the treatment group had less than half as many nursing home placements of the 

AD spouses as the control group after one year (Mittelman et al., 1993).  Mittelman et al. (1995) 

examined the effects of participation of spouse-caregivers of Alzheimer’s patients in a treatment 

program to alleviate depression.  The treatment group participated in 6 individual and family 

counseling sessions within four months after entering the program, joined an AD caregiver 

support group, and participated in informal consultation with family counselors.  The control 

group received no formal counseling.  Changes in the numbers of symptoms of depression which 

the caregivers reported were obtained by using measures including the Geriatric Depression 

Scale score at baseline and at subsequent 4 month intervals.  The authors reported greater 

improvement in depression in the treatment group, and significant differences between the 

changes in the treatment group and the control group eight months after the treatment (Mittelman 

et al., 1995). 

Ferris and Mittelman (1996) discussed the above multicomponent treatment regimen of 

the New York University caregiver study of spouses of Alzheimer’s disease patients, with a 

focus on issues relevant to the design of future research on behavioral or psychosocial 

interventions.  Results of this 1996 study suggested that the multifaceted treatment model 

provided to the caregivers was effective in reducing the need for the caregiving spouses to place 

their spouses in nursing homes, and that the intervention had a palliative effect on depression in 

the caregivers (Ferris & Mittelman, 1996). 
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Mittelman (2000) evaluated the effect of counseling and support on 206 spouse 

caregivers of patients with Alzheimer’s disease.  In addition to receiving the regimen of 

treatment including individual and family counseling sessions, weekly support groups, and the 

continuous opportunity to consult counselors, the caregiving spouses completed questionnaires 

concerning their physical and mental health, the extent of their burden, the size of their social 

network, family cohesion and adaptability, management of behavior problems, and home safety 

(Mittelman, 2000).  Mittelman reported that the results of this study indicated that the 

psychosocial intervention significantly positively affected the well-being of both the spouse-

caregiver and the spouses with Alzheimer’s disease (2000). 

The long-term benefits of counseling and support for symptoms of depression was 

studied in 406 spouse-caregivers of patients with Alzheimer’s disease who lived at home 

(Mittelman, Roth, Coon, & Haley, 2004).  In this research study caregivers were randomly 

assigned to either a control group, or to an enhanced treatment group who were provided with six 

sessions of individual and family counseling, participation in a support group, and ongoing 

availability of counselors to caregivers.  The caregivers were given the Geriatric Depression 

Scale at baseline and at regular follow-up intervals.  Caregivers in the treatment group had 

significantly fewer depressed symptoms after the intervention than did the control subjects, with 

similar results across gender and severity of patient illness, with effects sustained for 3.1 years 

after baseline, even after the placement of the patient in a nursing home or the patient’s death 

(Mittelman et al., 2004). 

Haley et al. (2008) examined how bereavement and the caregiver intervention in the New 

York University Caregiver Intervention Study (NYUCI) affected long-term depressive 

symptoms.  “Caregivers who received the enhanced support intervention were more likely to 

show long-term patterns of fewer depressive symptoms before and after the death of their 

spouse” (2008, p. 732) than caregivers in the control group.  Haley et al. (2008) reported the six 

sessions of individual and family counseling provided in the caregiver counseling component of 

the NYUCI study included two individual counseling sessions with the spouse-caregiver, and 

four family counseling sessions.  The four family counseling sessions in the NYUCI study 

intervention included family members designated by the spouse-caregivers, and the spouse who 

was the care recipient did not participate (Haley et al., 2008).  Haley et al. (2008) further 

reported the goals of counseling included improving communication between family members, 
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seeing reduction of family conflicts, strengthening family support of the caregiving spouses, 

improving caregiver skills in managing the care recipient’s difficult behaviors, and discussing 

information about Alzheimer’s diseases. 

In further research to determine the effectiveness of a counseling and support intervention 

for 406 spouse-caregivers and their spouses with Alzheimer’s disease, Mittelman, Haley, Clay 

and Roth (2006) investigated the effect of the NYUCI study intervention on delaying the time 

until nursing home placement of spouses with Alzheimer’s disease through improvement of 

caregiver well-being.  These participants were a referred volunteer sample of spouse-caregivers 

of community-residing patients who were enrolled in the study over a period of 9.5 years.  The 

treatment intervention included three components consisting of six sessions of individual and 

family counseling, participation in support groups, and the continuous availability of ad hoc 

telephone counseling (Mittelman et al., 2006).  In addition, structured questionnaires were 

administered to the participants at baseline and at regular subsequent intervals, every 4 months 

during the first year, then every 6 months thereafter. 

The results of this study were that the patients whose spouses had received the 

intervention had a 28.3% reduction in the rate of nursing home placement when compared to a 

control group who experienced only usual care (Mittelman et al., 2006).  Factors which 

accounted for 61.2% of the beneficial impact of the intervention on delaying placement were 

improvements in the caregivers’ satisfaction with social support, their response to patients’ 

behavior problems, and their symptoms of depression (Mittelman et al., 2006).  The authors 

concluded that greater access to effective counseling and support programs could provide 

significant benefits for both caregivers and their spouses with Alzheimer’s disease, and for 

society in general (Mittelman et al., 2006). 

In addition to evaluating the psychological and social benefits of counseling and support 

for caregiving spouses and their spouses with Alzheimer’s disease, Mittelman, Roth, Clay, and 

Haley (2007) utilized the research subjects of a long-term study conducted between 1997 and 

2006 to determine the effects of the psychosocial intervention on the physical health of these 

caregivers.  In a randomized controlled study at a New York City outpatient research clinic, the 

effectiveness of a psychosocial intervention consisting of six sessions of individual and family 

counseling, participation in support groups, and continuously available ad hoc telephone 

counseling was compared to usual care (Mittelman et al., 2007).  The referred volunteer sample 
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of 406 spouse-caregivers also completed structured questionnaires at baseline and at regular 

follow-up intervals (Mittelman et al., 2007).  Controlling for baseline self-rated health, the 

caregivers in the intervention group had significantly better self-rated health and fewer numbers 

of reported illnesses than the control group after four months, and the results were maintained for 

two years (Mittelman et al., 2007). 

The long-term New York University Spouse-Caregiver Intervention Study which 

investigated several of the previously discussed research studies, primarily focused on 

interventions provided to the caregiving spouses of persons diagnosed with Alzheimer’s disease.  

More recently members of this research group began a new study to investigate the value of 

couples counseling in marriages of older spouses in which one spouse has a diagnosis of 

Alzheimer’s disease in the early stage. 

Epstein, Auclair, and Mittelman (2007) published the first observations of this novel 

intervention study after developing the research intervention and completing the protocol with 

ten couples.  Epstein et al. (2007) stated that “until now, interventions have focused either on the 

person with AD or on the family caregiver separately” (p. 22).  However, the authors asserted 

that “focusing on the couple as a unit when the person with AD is still in the mild stage of 

dementia is consonant with the way that spouses perceive themselves and the importance of their 

ongoing relationship” (Epstein et al., 2007, p. 22).  Current growing understanding of the 

retained capacities of the person in the initial stage of Alzheimer’s disease further supports “the 

timeliness of treating the couple as a unit” (Epstein et al., 2007, p. 22). 

A diagnosis of Alzheimer’s disease in one spouse unbalances the marital system for both, 

and changes each of the spouses as well as their marital relationship (Epstein et al., 2007).  When 

the realities of the impending situation begin to sink in, the needs for couples therapy are acute.  

The changes in the roles and identities of both spouses are life-altering and deeply affect all 

aspects of their lives, as indicated by Robinson, Clare, and Evans (2005), who interviewed 

couples who were coping with a diagnosis of dementia in one spouse.  Additional problems 

experienced with deterioration in the quality of a couple’s relationship with a diagnosis of 

Alzheimer’s disease or other dementias have included declines in communication and loss of 

shared activities and experiences, as reported in a study by deVugt et al. (2003). 

Family members as caregivers of persons with Alzheimer’s disease have been 

experiencing burdensome tasks and challenging struggles to cope as long as the disease has 
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existed.  A vast literature has chronicled decades of the history of family caregiving by 

individuals needing services to assist them.  The newer perspective of viewing the impact of 

Alzheimer’s disease on married couples who have structured their lives as life partners, has been 

overdue as a means for understanding the experience of living with Alzheimer’s disease on a 

different plane.  With a clearer focus on problems experienced by these couples in marital 

therapy, the effect of Alzheimer’s disease on their marital relationships can be perceived on 

psychological, social, and sexual levels.  There has been a growing need for therapeutic 

assistance to assess and address these problems experienced by an increasing number of couples 

in which one of the two spouses has Alzheimer’s disease.  It has been the goal of this exploratory 

study to provide couple interviews using Emotionally Focused Marital Therapy techniques for 

these couples to assist them in maintaining intimacy, connection, companionship, and support. 

The use of couples counseling (working with the couples as a unit) in the study by 

Epstein, Auclair, and Mittelman (2007) was a significant advancement in work with married 

couples in which one spouse has Alzheimer’s disease.  They stated, “While couples counseling is 

an established therapeutic modality, our trial is the first to test its efficacy for people with AD 

and their spouses” (Epstein et al., 2007, p. 23).  This ground-breaking study also established that 

the intervention was intended “for couples in which one member is in the early stage of AD and 

can still understand his or her situation and participate in a counseling session” (Epstein et al., 

2007, p. 23).  They noted that couples counseling provides a supportive environment in which 

each spouse “can share emotional reactions to the diagnosis, hear and be heard by the other, ... 

identify coping strategies ... they have used in the past and ... develop new approaches ... more 

responsive to the current situation” (Epstein et al., 2007, p. 23).  The above described features of 

the study by Epstein et al. (2007) provide a significant and relevant precedent for the present 

exploratory study. 

Epstein, Auclair, and Mittelman (2007) reported the treatment intervention which they 

used in this study included “elements of Cognitive Behavior Therapy (CBT), psychodynamic 

and short-term supportive therapies ... modified to be appropriate to the special needs of older 

adults facing AD” (p. 23).  The reported goal of this treatment was to “facilitate the changes 

necessary to maintain the ongoing viability of the couple relationship” (Epstein et al., 2007, 

p. 23).  Among the elements of CBT utilized were identifying unrealistic expectations and causal 
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misattributions, and “reframing, interpreting, and educating within a holding environment” 

(Epstein et al., 2007, p. 23). 

The couples counseling intervention was provided in six sessions which were flexibly 

scheduled during a two-month period.  The content of the sessions was also adjusted to the needs 

and goals of the couple, and the specific limitations of the ill spouse (Epstein et al., 2007).  An 

additional qualitative feature of the study design was that the counselors “maintained detailed 

notes of the sessions” (Epstein et al., 2007, p. 27). 

The design of this study was a randomized wait-list control design in which all 

participants were eventually offered treatment (Epstein et al., 2007).  Telephone and in-person 

interviews with a counselor were part of a multi-step screening process.  The protocol for the 

study was approved by the New York University Institutional Board of Review (Epstein et al., 

2007).  Before being enrolled in the study, informed consents were obtained from both members 

of each couple.  Each spouse was given an intake evaluation separately.  Demographic 

information was also collected at intake, including number of marriages, length of time married, 

and number of adult children, as well as age, sex, ethnic group, education, and income (Epstein 

et al., 2007). 

To be eligible to participate one member of each couple was required to be diagnosed 

with Alzheimer’s disease, and to be in the early stage of the disease, with sufficient expressive 

and receptive language skills to follow and participate in a conversation despite experiencing 

short-term memory loss (Epstein et al., 2007).  In addition, both spouses “must acknowledge the 

diagnosis and be concerned about the impact of the illness on their relationship” (Epstein et al., 

2007, p. 25).  The majority of the participants were recruited from the NYU Aging and Dementia 

Research Center (NYU-ADRC), with others recruited from community agencies, physicians, and 

support groups which provide services to older adults, as well as from advertisements (Epstein et 

al., 2007). 

Couples were randomly assigned to either an immediate treatment group, or to a wait-list 

control group which received the treatment four months after the baseline for the treatment group 

(Epstein et al., 2007).  Because the structured evaluation was repeated two and four months after 

the baseline for initiation of treatment for the treatment group, the effectiveness of the 

intervention was estimated by comparing “the change from baseline to the two- and four-month 

follow-ups in the treatment with wait-list control groups” (Epstein et al., 2007, p. 24). 
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The measurement instruments used in this couples’ therapy study included a formal 

assessment battery which consisted entirely of structured questionnaires “to minimize 

interviewer bias and expedite statistical analyses” (Epstein et al., 2007, p. 25).  These 

questionnaires included instruments “currently used in the NYU-Alzheimer’s Disease Center 

psychosocial core and/or the ongoing NIA-funded Caregiver Intervention Study, supplemented 

by instruments specifically selected for the objectives of this study (e.g., relationship of couple)” 

(Epstein et al., 2007, p. 25).  Both spouses completed the assessment battery at intake and at 

follow-up assessment, including the Dyadic Adjustment Scale (DAS) and the Goal Attainment 

Scale “(GAS; Rockwood et al., 2003).  Goal Attainment Scaling is a formal method of 

measuring expectations for change with treatment that has been successfully used with people 

with dementia and their caregivers” (Epstein et al., 2007, p. 26).  The GAS provides a subjective 

method of evaluating the impact of treatment on goal attainment in a short series of sessions 

(Epstein et al., 2007). 

Structured written instruments were used to evaluate the mental health and quality of the 

marital relationships of the participant couples, and to measure outcomes in a comprehensive 

evaluation (Epstein et al., 2007).  Epstein et al. (2007) reported using “multiple measures of 

outcome, including symptoms of depression, self-rated physical health” (p. 26), as well as the 

Dyadic Adjustment Scale as a measure of marital quality. 

The counselors in this study recorded the number and length of ad hoc requests for 

counseling by each participant with Alzheimer’s disease and by the well spouse, and the specific 

types and amounts of formal services used by them.  In addition, Epstein et al. (2007) reported 

one or more of the participant caregiving spouses was also attending a caregiver support group, 

and one or more of the spouses with Alzheimer’s disease was also attending an early patient 

support group.  After the last follow-up assessment subsequent to the couple counseling sessions 

counselors conducted “qualitative interviews to get an impression of satisfaction with the 

treatment” (Epstein et al., 2007, p. 27). 

Epstein, Auclair, and Mittelman (2007) described this innovative intervention study as 

“designed to investigate the value of couples counseling in marriages of older individuals in 

which one member has a diagnosis of Alzheimer’s” (p. 21).  They noted that this process 

requires a counselor knowledgeable about both Alzheimer’s disease and couples counseling, and 

skillful at adjusting to the particular limitations of the spouse with Alzheimer’s disease, while 
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assisting the couple in trying to maintain the viability of the most important aspects of their 

marital relationship.  Among the challenges faced by the therapist in this situation is steering the 

couple to shared understanding of the strengths and qualities each continues to be able to 

contribute to the relationship, as well as to the acceptance of the changes made necessary by the 

Alzheimer’s disease (Epstein et al., 2007). 

Vignettes of case studies of the couples treated illustrated unrealistic expectations and 

conflicts fueled by depression, anxiety, impairments, and role modifications (Epstein et al., 

2007).  The process focused on the couple as a unit and the dynamic of the interactions between 

them.  Epstein et al. (2007) concluded that “it is possible and beneficial to counsel elderly 

couples when one of them is in the early stage of AD” (p. 33). 

A second research article followed the publication of the above described study by 

Epstein, Auclair, and Mittelman (2007), which evaluated their first research using couples 

therapy in a treatment intervention with 12 couples in which one of each pair of spouses has 

Alzheimer’s disease in the early stage.  The second study (Auclair, Epstein, & Mittelman, 2009) 

followed the same intervention protocol and provision of services, with the exception of the 

particular type of counseling provided in the six sessions of couples therapy.  Auclair et al. 

(2009) changed the type of couples therapy provided in the treatment intervention to utilizing 

concepts of Gestalt Therapy and Transactional Analysis.  The second article reported the 

additional clinical findings based on the enrollment of 30 additional couples, though eight of the 

couples in the wait-list group did not receive treatment, and one couple in the treatment group 

did not complete the treatment (Auclair et al., 2009). 

The counselors reported their theoretical backgrounds were in psychodynamic and 

Gestalt therapies, but that their clinical approach was present-oriented and addressed “long-

established dynamics only when they interfere with mastering current challenges” (Auclair et al., 

2009, p. 134).  Auclair et al. (2009) stated they “found theoretical support and useful conceptual 

formulations from Transactional Analysis (Harris, 1969; Ernst, 1971; Berne, 1961) and from 

writings by Winnicott (1971)” (p. 134).  Auclair et al. stated that Transactional Analysis (TA) 

theorizes that there are four existential life positions, one of which each person uses as a starting 

point from which to interact with others, with a rating of each person as being either “OK” or 

“not OK” (2009, p. 134).  They further stated that adults may return temporarily to what Berne 

referred to as the child ego state, when they replay experiences from their childhood during 
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difficult and demanding adult circumstances.  Transactional Analysis pursues the treatment goal 

of moving the couple to seeing both of them are in an “okay” position (Auclair et al., 2009, 

p. 135).  The clinicians in this study also used these formulations to bring the spouses’ present 

life positions into the open, in order to reduce blame and negative judgment (Auclair et al., 

2009). 

Auclair et al. (2009) utilized Winnicott’s concept of a holding environment as a safe zone 

created in the session, where the couple could engage in confronting issues and feelings in a 

blame-free place.  Auclair et al. (2009) sought to move the spouses toward mutual acceptance 

using Winnicott’s “definition of psychotherapy as an activity where two (or three) people play 

together” (p. 135).  In the process, Auclair et al. reported that “the holding of the reality of each 

with equal attention, offering them the opportunity to consider the validity of each other’s 

experience without judgment” (2009, p. 135) balanced the couple therapy by treating the ill 

spouse on an equal plane with the well spouse. 

A goal of this study was to validate each of the two spouses and strengthen each person’s 

sense of self in their relationship, while acknowledging how Alzheimer’s disease impacts the 

caregiving spouse and the ill spouse differently (Auclair et al., 2009).  Rankin, Haut, and 

Keefover (2001) have emphasized the primary importance of marriage for most caregiving 

spouses as the most enduring and significant relationship in their lives.  However, the subjective 

meaning of the marital relationship and its influence on the awareness of the self of the spouse 

with dementia has been less recognized (Hellstrom, Nolan & Lundh, 2005).  Auclair et al. (2009) 

discussed how these dynamics and the couple’s interaction may affect the developing course of 

the Alzheimer’s disease as they try to cope with it.  In addition, there has been an increase in 

awareness of the impact of Alzheimer’s disease on the afflicted spouse, after a predominant 

emphasis on the needs of the caregiving spouse.  There has been a recent increase in focusing on 

the psychological needs of the person with Alzheimer’s disease (Zarit, 2004), and the impact of 

the disease on the quality of the marital relationship (Auclair et al., 2009). 

As discussed, Auclair, Epstein, and Mittelman (2009) presented additional clinical 

findings following continuation of their novel intervention study (Epstein et al., 2007).  The 

study design remained the same, as well as the procedures and criteria for participation by 

recruited couples.  The second article emphasized the importance of assessment of the couple by 

the therapist, to determine if the couple is “in a crisis and requires immediate intervention, ... 
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needs a supportive approach, or ... can tolerate and appreciate more insight oriented work” 

(Auclair et al., 2009, p. 133).  Among the other clinical tasks listed by these authors were 

addressing issues arising from the diagnosis of Alzheimer’s disease and its impact on the couple, 

and evaluating how much therapeutic work is needed to deal with practical, emotional, and 

educational issues.  Auclair et al. (2009) noted the importance of the ethnic and religious 

backgrounds of the couple, and “the degree to which the couple’s history together and dynamics 

might interfere with or support their ability to cope with the new situation” (p. 134).  In addition, 

these authors noted that the issues of commitment and disappointment may be greater problems 

in a second marriage, especially of relatively short duration, and that adult children may 

complicate the process of coping with Alzheimer’s disease (Auclair et al., 2009). 

Auclair et al. (2009) reported that efforts to understand “the impact of dementia on the 

person with the disease, as well as on the spousal relationship” (p. 131), have increased in the 

last few years, including effects on the quality of the marital relationship.  Auclair et al. (2009) 

stated their study had been “suitable for both members of the dyad” (p. 145) when one spouse 

was in the early stage of Alzheimer’s disease.  These authors reported that “six sessions proved 

sufficient to shift the couples into a mode in which they could face the future together more 

optimistically and collaboratively” (Auclair et al., 2009, p. 145).  They also asserted the 

importance of recognizing and supporting the continuing connection between the two spouses.  

Auclair et al. (2009) concluded that “treating a couple faced with AD as a unit is an effective 

modality” (p. 132). 

This groundbreaking research on the use of marital therapy with the couple as a unit 

facing Alzheimer’s disease (Auclair et al., 2009; Epstein et al., 2007), has provided a substantial 

foundation on which to continue investigating and implementing effective methods of therapy 

with couples in which one spouse has Alzheimer’s disease in the early stage.  The attachment to 

each other that the spouses have developed fuels the need to maintain their emotional connection 

and the qualities of their relationship to the degree that they can when one spouse has 

Alzheimer’s disease. 

This literature review has encompassed streams of research leading to current 

understanding of the way attachment theory explains the interactions and relationship challenges 

experienced by couples (Bowlby, 1969, 1973, 1980; Cassidy & Shaver, 1999; Hazan & Shaver, 

1987; Johnson, 1986, 1996, 2003b, 2004a; Johnson & Greenberg, 1994a,b; Kobak, Ruckdeschel, 
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& Hazan, 1994), and has strengthened the understanding that Emotionally Focused Marital 

Therapy is based on attachment theory (Greenberg & Johnson, 1988; Johnson 2003a,b, 2004a; 

Johnson & Greenberg, 1994b; Johnson & Whiffen, 2003a,b).  The literature reviewed has 

supported the effectiveness of using Emotionally Focused Couple Therapy techniques for 

addressing the psychological and social needs of couples (Greenberg & Johnson, 1986, 1988; 

Johnson, 2003a,b, 2004a,b; Johnson & Denton, 2002; Johnson & Greenberg, 1994b). 

The struggle to overcome losses in their relationship and problems of negative emotions 

of depression and anxiety is at the core of much of the distress experienced by a couple 

attempting to cope with one of them having Alzheimer’s disease.  Emotionally focused couples 

therapy addresses the obstacles in the way of emotional connection in couples, and is particularly 

suitable for use with couples experiencing these stressors in their relationship (Johnson 2003a,b, 

2004a,b).  These research methods were used to investigate how the prior quality of the couple’s 

relationship before the onset of Alzheimer’s disease in one spouse is related to the spouses’ 

present attachment to each other and their levels of depression and marital adjustment.  This 

exploratory study investigated the use of couple interview sessions utilizing Emotionally 

Focused Couple Therapy techniques with couples in addition to measurement instruments and 

qualitative observations of the couples’ interactions in which one spouse has Alzheimer’s disease 

in the early stage. 

This case study builds on vast literature which has investigated topics related to family 

members and other caregivers who care for persons with Alzheimer’s, and problems and stresses 

they endure in caring for their relatives in their home or community settings.  This heritage of 

caregiving research has advanced understanding of the difficult situations faced by these families 

and by the 5.4 million individuals living with the experience of Alzheimer’s currently in the 

United States.  But very few studies, as cited above, have included the spouse with Alzheimer’s 

in researching the experiences of the spouses in a couple unit together, yet have attempted to deal 

with deeply felt emotional issues faced by the persons with Alzheimer’s together with their 

spouses.  With currently improving knowledge of when and how these individuals with 

Alzheimer’s can be included in couple research, boundaries have been broken down in 

overcoming some missing opportunities.  That has been a goal in establishing the rationale for 

this study, which has focused on addressing the subjective, emotional, personal, and 
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interpersonal levels of the couples’ attempts to cope with distressing losses, and on identifying 

their unmet needs. 

This has not been a treatment study, but has focused more deeply on the attachment 

relationship of these couples.  This has been a new approach using semi-structured interviews 

with the couple together, and utilizing some emotionally focused techniques when appropriate.  

Five questionnaires were used to further allow the spouses to individually express their 

viewpoints on the topic of their prior relationship before the onset of Alzheimer’s, and on their 

current attachment relationship while one spouse is in the early stage of Alzheimer’s.  This study 

has combined these elements in a new combination of methods to explore this topic in a 

qualitative, descriptive case study, to advance the current knowledge in the field of couple 

research.  It has explored how the prior quality of the couple’s relationship before the onset of 

Alzheimer’s disease in one spouse has been related to the spouses’ present attachment to each 

other and their levels of depressive symptoms and marital adjustment. 

2.3  Advances in Case Study Research 

A case study protocol may be used to describe the data collection methods and 

procedures to be used to gather qualitative and quantitative data for each case within a multiple-

case study (Yin, 2009).  The protocol guides the researcher in carrying out the data collection 

procedures consistently with each individual case in a multiple-case study.  According to Yin 

(2009), the basis for good preparation for data collection is the desired skillset of the case study 

investigator.  “Some [skills] are critical and can be learned or practiced” (Yin, 2009, p. 67).  The 

agenda for the investigator’s line of inquiry includes the steps to be taken from planning the 

contacting, screening, and selection of couples to be included, to conducting a pilot study, and on 

to following the protocol to the conclusion of the procedures to increase the overall reliability of 

the case study (Yin, 2009). 

Yin (2009) has described the case study procedures for interviewing clients as open-

ended and somewhat variable, due to differences in the interviewees’ responsiveness and 

cooperation.  The situation is somewhat similar when making observations in the world or home 

of the participants, because the observer (or even a participant-observer) is entering the domain 

of the client, where the observer is the person whose behavior is likely to be constrained (Yin, 

2009).  Yin has asserted that the demands of a case study on the “intellect, ego and emotions are 
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far greater than those of any other research method ... because the data collection procedures are 

not routinized” (2009, p. 68), which involves discretionary behavior by an investigator 

continuously following the interaction of theoretical issues with the data collection process.  A 

list of five case study skills provided by Yin (2009) included the requirements that a good case 

study investigator be able “to ask good questions and interpret the answers, ... be a good 

‘listener’ and not be trapped by his or her own ideologies or preconceptions, ... and be adaptive 

and flexible, so that newly encountered situations can be seen as opportunities” (p. 69).  In 

addition, he stated the investigator must “have a firm grasp of the issues being studied, even if in 

an exploratory mode, ... [and] should be unbiased by preconceived notions, including those 

derived from theory, ... [and] should be sensitive and responsive to contradictory evidence” (Yin, 

2009, p. 69). 

This process of asking questions requires the investigator to utilize an inquiring mind 

during, as well as before and after the interviews, considering the ideas in relation to familiarity 

with the topic, and noting discrepancies between what was anticipated and what was disclosed 

(Yin, 2009).  Yin (2009) has further stated this process of data collection does not anticipate or 

predict all relevant information, and involves asking “why events or facts appear as they do” 

(p. 69), in an emotionally and mentally demanding depletion of analytic energy, beyond the 

routinized collection of experimental or survey data. 

The task of listening is similarly complex, “receiving information through multiple 

modalities—for example, making keen observations or sensing what might be going on—not just 

using the aural modality, … [hearing] the exact words used by the interviewee ... , [capturing] 

the mood and affective components” (Yin, 2009, p. 70), and interpreting and understanding the 

interviewee’s perception in its context.  In a multiple-methods case study, the findings and 

inferences are corroborated with other sources of information, such as the questionnaires which 

were used in this investigation to describe the history and current attributes of the couple 

relationship. 

Adaptiveness and flexibility in the conducting of the case study is required in making 

minor or major changes, such as pursuing a minor unexpected lead, or identifying a new case for 

study or a change in procedures.  Yin (2009) has stated that attention to the original research 

design and redocumentation of any revision to eliminate gaps or biases is needed.  It is important 

that the case study investigator be able to function as an independent investigator who addresses 
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the stated research questions and the case study design after preparation with any necessary 

reading or training for the understanding of the substantive issues and procedures (Yin, 2009).  

In addition, the researcher is to understand the purpose of the study, the evidence being sought, 

possible variations to be expected in the data, and what sources and evidence would support or 

not support any stated proposition to be investigated (Yin, 2009). 

The case study protocol as discussed by Yin (2009) is used to inform and structure the 

steps in the data collection and in the review of the findings, particularly when multiple 

interviewers are utilized.  It lists the research questions, the procedures for selecting the 

participants in the case study, and arrangements for conducting the data collection on site, 

including fieldwork procedures, such as observations of interactions and note taking (Yin, 2009).  

Following the interviews and administration of questionnaires or other procedures, the protocol 

may list steps to be followed in the preparation of the case study report, including consideration 

of the relationship of the types of evidence to the research questions and the indications of 

convergence of the findings (Yin, 2009).  “The protocol is a major way of increasing the 

reliability of case study research” (Yin, 2009, p. 79).  It “is intended to guide the investigator in 

carrying out the data collection from a single-case, ... even if the single-case is one of several in a 

multiple-case study” (Yin, 2009, p. 79). 

Case studies were defined by Yin (2009) as “studies of events within their real-life 

context” (p. 83), which involves interviewing people “in their everyday situations, not within the 

controlled confines of a laboratory” (2009, p. 83).  This involves adjusting to the daily schedule 

of the interviewee, rather than that of the researcher, and the interview is open-ended (Yin, 

2009).  A researcher who makes observations of persons interacting in real-life activities is 

intruding into the world of the persons being studied (Yin, 2009).  Therefore, the researcher 

“may have to make special arrangements to be able to act as an observer (or even as a 

participant-observer)” (Yin, 2009, p. 85).  Yin (2009) further suggested “providing for 

unanticipated events, including changes in the availability of interviewees as well as changes in 

the mood and motivation” (p. 85) of the participants, which pertains to the possible fluctuation 

which did occur in the availability of one person with Alzheimer’s disease and their caregiving 

spouse for data collection. 

Yin (2009) has described five different levels of questions in a case study design which 

relate to “information that needs to be collected and why” (p. 86), including different sources, 
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such as interviewees, documents or questionnaires, or observations.  Questions of level one are 

types of inquiry addressed to specific interviewees, and questions at level two are questions 

asked regarding the individual case, which are “to be answered by the investigator during a 

single case, even when the single case is part of a larger, multiple-case study” (Yin, 2009, p. 87).  

This applied to the present investigation of each single case consisting of one couple in a 

multiple-case study of several couples.  Level three questions were described by Yin (2009) as 

being “asked of the pattern of findings across multiple cases” (p. 87), or in this situation, across 

the multiple-case study of couples.  Level four questions were described as “questions asked of 

an entire study, ... calling on information beyond the case study evidence and including other 

literature or published data ... reviewed” (Yin, 2009, p. 87).  Level five questions are normative 

questions concerning conclusions or recommendations “going beyond the narrow scope of the 

study” (Yin, 2009, p. 87).  Only questions at levels one and two are to be articulated for data 

collection purposes, but Yin (2009) stressed the importance of disentangling questions asked in 

the field (level one) in a verbal line of inquiry, from level two questions in the mental line of 

inquiry of the researcher.  Level three cross-case questions are addressed following the collection 

of data from the single cases in a multiple-case study (Yin, 2009). 

The issue of articulating the research questions of inquiry without the “undesired 

confusion between unit of data collection and unit of analysis” (Yin, 2009, p. 88) applies when 

some units of data collection are at a different level from the unit of analysis of the case study, 

and in such a situation, Yin (2009) stated “the questions should cater to the unit of analysis of the 

case study” (p. 88).  .  In one example, Yin (2009) identified the data collection units or sources 

as “individual people (e.g., interviews with individuals)” (p. 88), which would be different from 

an interview with a couple as a data collection unit or source utilized in this investigation, 

specifically in the interview situation.  In the situation of collecting the individual spouse’s 

responses to the research instruments or questionnaires, the unit of data collection is the 

individual spouse, whereas the unit of analysis of each case study is the couple.  The individual 

spouse’s behavior, attitude, perceptions and responses can be analyzed at the individual level.  In 

addition, the analysis of the unit of analysis, which is the couple to which each spouse belongs, 

included the observation of the couple and their interactive behavior, indications of shared 

attachment and intimacy, the shared history, and documentation of their relationship, their 

current lifestyle, and how they function as a couple undergoing the process of living with 
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Alzheimer’s disease.  The case report has included discussion of these levels of inquiry for each 

couple and across couples included in this multiple-case study. 

Though Yin (2009) explained the research situation in terms of distinguishing the 

potential confusion of levels of the unit of collection and unit of analysis as between the level of 

an individual and the level of an organization, this research investigation extended the research 

application of this principle to the collection of individual data, such as primarily collected in 

questionnaires individually administered, and the collection of couple data, primarily collected in 

the couple interviews and observations of couples, as opposed to larger organizations discussed 

by Yin (2009).  In parallel to Yin’s (2009) comment about a case study in which the unit of 

analysis and case study was about an organization, “even though your data collection may have 

to rely heavily on information from individual interviewees, interviews [or alternatively, 

questionnaires, as a source of information from individual interviewees or respondents to 

questionnaires], your conclusions cannot be based entirely on interviews [or questionnaires] as a 

source of information” (Yin, 2009, p. 88).  He further explained, “You would then have collected 

information about individuals’ reports about the organization [or in this investigation, couples], 

not necessarily about organizational [or couple] events as they actually had occurred” (Yin, 

2009, p. 88). 

In this case study using both couple level and individual level data and observations, the 

selection of the couples included was a process dependent on factors including a set of 

previously determined “operational criteria whereby candidates will be deemed qualified to serve 

as cases” (Yin, 2009, p. 91).  The selection depended on the availability and consent of 

appropriate couples in which one spouse was in the first stage of Alzheimer’s disease, and the 

other spouse was serving as the primary caregiver.  For some case studies, it may be possible to 

obtain relevant quantitative or other archival data from a central source, such as a local agency, 

to assist in obtaining a pool of potential cases which meet the criteria.  From those qualified, Yin 

(2009) stated, “you must choose your ... single case or array of multiple cases from among them” 

(p. 91), but a goal of the selection procedure is to be sure that the screening includes sufficient 

knowledge and documentation about each candidate couple prior to data collection to avoid 

having a case that “turns out not to be viable” (Yin, 2009, p. 91).  A pilot case study may be 

conducted as a final preparation for selection and collection of data for the cases in an overall 

case study (Yin, 2009).  The pilot case may be selected due to the convenience, accessibility or 
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complicated nature of the case, to provide an opportunity to utilize and refine the data collection 

procedures and the research design (Yin, 2009).  Yin stated the pilot case study can provide 

empirical observations about the logistics and issues in the relevant data collection situations 

(2009). 

Three general principles to follow in case study data collection include the use of 

“evidence from two or more sources converging on the same set of facts or findings, ... a case 

study database (a formal assembly of evidence distinct from the final case study report), and ... a 

chain of evidence” (Yin, 2009, p. 98).  The chain of evidence explicitly links the questions asked 

with the data collected and the conclusions drawn from the results obtained (Yin, 2009).  Yin 

stated that these principles are “important for doing high-quality case studies, are relevant to all 

six types of sources of evidence, ... [and] will help deal with the problems of construct validity 

and reliability” (2009, p. 101). 

Documents which can corroborate and augment information gained from interviews or 

other sources are examples of evidence from additional sources, which may be utilized to verify 

or provide correct names or facts (Yin, 2009).  Other archival records of events or medical 

histories may also provide verification of facts.  Another source of documented evidence to be 

analyzed and interpreted was information collected from the questionnaires administered to the 

spouses in the couples in this case study. 

The interviews were one of the most important and comprehensive sources of evidence 

for each couple’s case study in this investigation.  Yin (2009) has described case study 

interviews as resembling “guided conversations rather than structured queries, ... although 

pursuing a consistent line of inquiry” (p. 106), with the “stream of questions ... likely to be fluid” 

(p. 106) and flexibly worded.  This process involves following the line of inquiry, as indicated by 

the case study protocol, and by conversational questions presented in an unbiased way (Yin, 

2009).  Yin (2009) reported that questions posed as “why” questions, when asking why 

something happened as it did, may produce defensiveness in the respondent, whereas wording it 

as a “how” question often sounds less threatening or challenging, and more friendly in seeking 

both facts and opinions.  Yin (2009) also described in-depth case study interviews as open-ended 

in that key respondents may be asked about facts concerning a subject, but also may be asked to 

propose their own insights about events.  The interviewees may suggest other sources of 

information which may corroborate or contradict the information gained in the interviews. 
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Focused interviews may be open-ended but shorter and more likely to follow a specific 

set of questions derived from the case study protocol (Yin, 2009).  Some specific questions are to 

be worded so that the interviewer appears “genuinely naïve about the topic and allow[s] the 

interviewee to provide a fresh commentary about it” (Yin, 2009, p. 107), rather than to ask 

leading questions.  It is significant to report the manner and type of responsiveness of the 

interviewee, and any refusal to respond or reply (Yin, 2009). 

“Overall, interviews are an essential source of case study evidence because most case 

studies are about human affairs or behavioral events ... [about which] ... interviewees can provide 

important insights” (Yin, 2009, p. 108).  The spouses interviewed in this case study can provide 

passageways into the prior history of their marital relationships, helping to identify significant 

turning points.  However, Yin (2009) cautioned that the interviews are “verbal reports only, ... 

subject to the common problems of bias, poor recall, and poor or inaccurate articulation, [so] ... a 

reasonable approach is to corroborate interview data with information from other sources” 

(pp. 108-109), such as direct observations and questionnaire responses.  The more structured 

questions in the questionnaires administered to the spouses in each couple produced quantitative 

data as part of the evidence embedded in this case study. 

Yin has stated that whether or not to use recording devices to record interviews is “a 

matter of personal preference.  Audiotapes certainly provide a more accurate rendition of any 

interview than any other method.  However, a recording device should not be used when (a) an 

interviewee refuses permission or appears uncomfortable in its presence” (Yin, 2009, p. 109).  

Yin (2009) continued by providing the following additional prohibitive situations when a 

recording device should not be used:  when “(b) there is no specific plan for transcribing or 

systematically listening to the contents of the electronic record—a process that takes enormous 

time and energy” (p. 109), or when “(c) the investigator is clumsy enough with mechanical 

devices that the recording creates distractions during the interview itself, or (d) the investigator 

thinks that the recording device is a substitute for ‘listening’ closely throughout the course of an 

interview” (Yin, 2009, p. 109). 

In particular, in this investigation the purpose of the interview was for the couple 

therapist to focus on (a) the qualitative assessment of the couple relationship and the systemic 

interpersonal dynamics, overt and covert, in the interactions and statements of the spouses, as 

one mode of assessment.  This was to be combined with (b) the quantitative evaluation of the 
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individual spouse’s responses to the research instruments and the comparison of the responses of 

the two spouses in each couple, and (c) the direct observations of the spouses noted by the 

therapist in all of these situations.  Therefore, the goal was to use these multiple modes of data 

collection to formulate the conclusions of the therapist, based on the convergence of information 

from these multiple sources.  These conclusions focus on how the couple is functioning and 

being affected by the experience of living with Alzheimer’s disease, as indicated by any reported 

changes in regard to their present couple relationship adjustment, attachment and individual 

depression, as compared to the couple’s reported prior quality of relationship.  For this overall 

purpose, consent for an audio recording of the couple interviews was requested with each couple, 

and an audio recording was obtained if they consented.  The recording was utilized by the 

therapist as needed for verification of the conclusions made concerning the interview, and as a 

reference in the database materials along with the other data collection records, including the 

questionnaires and reported direct observations by the couple therapist. 

The opportunity for direct observations of the couple was created “ by making a field 

visit to the ... case study ‘site’” (Yin, 2003b, p. 92), in all cases the home of the couple.  Some 

relevant behaviors and environmental features in the home were observable qualitative 

information, which sometimes included indications of the activities the couple currently shares 

and indications of their daily life.  Artifacts about their shared history and the quality of their 

prior relationship and lifestyle may be displayed, such as family pictures.  The direct 

observations of the couple in their natural setting as they participate together in the interviews, 

and respond to the questions in the measurement instruments individually, was informal and 

coincident to pursuing the above tasks. 

The data collection procedures in this case study entailed “the development of converging 

lines of inquiry, a process of triangulation” (Yin, 2009, p. 115) in which the conclusions were 

based on two or more sources of information in a corroboratory mode.  This triangulating from 

multiple sources of evidence involved data triangulation, where data from different sources of 

evidence corroborate the same phenomenon and “the events or facts of the case study have been 

supported by more than a single source of evidence” (Yin, 2009, p. 116).  This case study also 

included methodological triangulation, where findings from different data collection methods 

converge (Yin, 2009).  “With data triangulation, the potential problems of construct validity also 

can be addressed because the multiple sources of evidence essentially provide multiple measures 
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of the same phenomenon” (Yin, 2009, pp. 116-117).  Yin (2009) stated that in the situation 

where “many graduate training programs emphasize one type of data collection activity over all 

others” (p. 118), the expertise in the case study investigation is strengthened, and this limitation 

is overcome by working “in a multidisciplinary research organization rather than being limited to 

a single academic department” (Yin, 2009, p. 118), to afford the opportunity, as utilized in this 

case study, to use multiple methods of data collection in case study procedures. 

This case study followed Yin’s principle of organizing and documenting the data 

collected from the multiple research methods in the case study in “two separate collections:  1. 

the data or evidentiary base, and 2. the report of the investigator” (2003b, p. 101), the 

dissertation, covering the lines of inquiry and procedures and the conclusions obtained.  The case 

study questionnaires, couple interview session summaries and recordings, and direct observation 

case study notes, therefore, remain separately compiled as a database for review as needed (Yin, 

2009). 

Case study notes, according to Yin (2003b), are the most common component of a 

database, and can be organized in categories of information most useful to the investigation, and 

may be grouped according to the steps or tasks as outlined in the case study protocol listing the 

procedures which comprise the case study, as followed in this research investigation.  These 

notes may take a variety of forms, including notes from interviews, observations, and document 

and questionnaire analysis, and may be “handwritten, typed, on audiotapes, or in word-

processing or other electronic files, and they may be assembled in the form of a diary, on index 

cards, or in some less organized fashion” (Yin, 2009, p. 120).  Yin stated “identification of the 

notes as part of the case study database does not mean, however, that you need to spend 

excessive amounts of time in rewriting interviews, or making extensive editorial changes to 

make the notes presentable” (2009, p. 120).  Yin (2003b) stated these materials may be retained 

without excessive refinements for future access, and along with the other database components, 

“remain a rich source of evidence that could be used again, even as part of another study” 

(p. 104).  However, the compiling of an adequate database “does not preclude the need to present 

sufficient evidence within the case study report itself ... so that the reader of the report can draw 

independent conclusions about the case study” (Yin, 2003b, p. 103). 

In addition to these case study procedures, Yin recommended that the investigator 

compose narrative “open-ended answers to the questions in the case study protocol” (Yin, 2009, 
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p. 121), a practice he used in several multiple-case studies.  These narratives may be preliminary 

attempts “to integrate the available evidence and to converge upon the facts of the matter or their 

tentative interpretation” (Yin, 2009, p. 121).  In this case study this process begins with the case 

study analysis in which the researcher cites the relevant evidence concerning each couple 

separately, from interviews, histories, questionnaires, and observations, in composing answers to 

the research questions for each couple.  The main purpose of this analytical process is to 

“document the connection between specific pieces of evidence and various issues in the case 

study” (Yin, 2009, p. 122).  The preliminary answers can be included as part of the case study 

database, which may be used to compose the final case study report.  These narrative answers 

served as the basis for the individual case report for each couple and for the cross-case analysis 

for the multiple-case study across cases. 

Another principle Yin (2009) introduced to increase the reliability of the case study 

evidence is to clearly maintain a chain of evidence, as it is derived from the research questions to 

the conclusions of the case study.  Yin further stipulated that an “external observer should be 

able to trace the steps in either direction (from conclusions back to initial research questions or 

from questions to conclusions)” (2009, p. 122).  If the following two objectives are achieved, the 

study “also will have addressed the methodological problem of determining construct validity, 

thereby increasing the overall quality of the case study” (Yin, 2009, p. 123).  The first of these 

objectives is for the process to assure that the evidence presented in the case study report is the 

same evidence collected during the data collection period (Yin, 2009).  The second of these 

objectives is that “conversely, no original evidence should have been lost, through carelessness 

or bias, and therefore fail to receive appropriate attention in considering the ‘facts’ of a case” 

(Yin, 2009, p. 123).  Yin (2009) stated the procedures should also follow those listed in the case 

study protocol based on the research questions.  These procedures strengthen the connection 

between the research questions and the conclusions reached to answer these questions (Yin, 

2009).  This cross-referencing of the methodology to the resulting evidence will establish the 

chain of evidence (Yin, 2003b). 

The process of analyzing the case study evidence began with compiling and examining 

the data and written records collected during the research.  Each category of evidence collected 

was reviewed and evaluated according to the research method employed.  Each questionnaire for 

each spouse was individually scored, carefully following the scoring procedures stipulated for 
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each instrument.  Subsequently, the set of quantitative measurement instruments for each pair of 

spouses was compared, and the findings were summarized to determine which results of the 

scoring indicated commonly shared conclusions for the two spouses in each couple, as well as 

how the results for the two spouses differed.  These findings indicated the ways the husband and 

wife in each couple differed and agreed in the measures of the prior quality of their relationship, 

their attachment, their marital adjustment, and the degree of depression reported by each person.  

After compiling the results for each couple from the measurement instruments, a narrative 

summary of the conclusions obtained has been written by the investigator, noting how the 

caregiving spouse and the spouse with Alzheimer’s disease shared common and differing results.  

Next, in this multiple-case analysis, results and conclusions obtained from the different couples 

on these questionnaires were compared and contrasted.  Overall conclusions obtained from these 

quantitative instruments were summarized by the couple therapist for this category of evidence 

for the case study. 

The statements made by each spouse individually in each couple interview were analyzed 

and summarized in a narrative by the couple therapist.  A report of the combined findings from 

the interview of each couple was written, including the reports of the couple’s oral history 

covering their relationship since it began as described by each spouse.  This qualitative research 

focused on indications of the history of their attachment to each other (Johnson, 2003a,b), and 

the evolution of their marital relationship during the period prior to one spouse becoming ill with 

Alzheimer’s disease, and as their relationship has changed subsequently.  Another focus of this 

qualitative research has been to identify particular evidence of the emotional experience and 

lifestyle changes reported by the spouses with Alzheimer’s disease, as they have dealt with some 

types of experienced and anticipated changes.  Similarly, reports by the caregiving spouses 

which indicate patterns of change in the marital relationship which they identify, and how they 

have been affected by them, have been noted by the couple therapist.  After summarizing 

findings from these interviews of each couple, which is a case study of the couple as the unit of 

analysis in the overall case study, the multiple-case analysis of the interviews across cases or 

couples has been completed, to provide the larger overview of findings and identified patterns in 

the experience of the couples interviewed. 

In addition to the writing and compiling of the above spousal, individual couple, and 

multiple-couple narrative summaries from the analysis of the couple interviews conducted by the 
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couple therapist with the couples, and the analysis of the responses to quantitative research 

instruments administered, the researcher has reported the direct observations made of each 

individual and couple observed as they participated in the interviews and responded to the 

questionnaires with the therapist.  The focus of the couple therapist’s direct observations was 

particularly attuned to the interactive and emotional processes observed, and the interpersonal 

and systemic dynamics indicated and directly observed.  This qualitative research method 

complemented the interview process and the questionnaire responses as a facet of the mixed-

methods case study of the participant couples in this investigation.  The direct observations of 

each spouse were summarized, and the observed indications of the quality and characteristics of 

each couple relationship were compiled in a narrative concerning each couple, with particular 

attention paid to the manner in which the spouses interact and relate to each other.  This 

emotionally-focused analysis was to observe any indications of patterns in the interaction of the 

spouses with each other (Johnson, 2004b), in an effort to identify the needs and challenges they 

experience, and the ways each spouse supports or withdraws from his or her spouse in the 

interactions observed by the couple therapist. 

Yin (2009) has stated that certain types of narrative composed for case studies by the 

researcher, such as those which summarize and characterize the questions and answers on topics 

dealt with in the interviews or other interactions with the couples in this case study, “are part of 

the database and not part of the final [case study] report” (p. 122).  The set of observation notes 

and narrative summaries in the database are cited in the case study report as relevant evidence 

concerning individual cases and in the cross-case analysis (Yin, 2009).  Using these multiple 

methods of data collection in this case study research has documented the connection between 

the specific sources of evidence and the issues involved in this investigation of couples dealing 

with one spouse having Alzheimer’s disease.  The goal was to integrate the evidence from these 

three sources to converge on the facts concerning these issues and their interpretation (Yin, 

2009). 

Case study data analysis consists of examining, categorizing, scoring, comparing, or 

otherwise recombining the qualitative and quantitative evidence to address the research questions 

of the study (Yin, 2009).  Yin has listed four analytic strategies, “relying on theoretical 

propositions, developing case descriptions, using both quantitative and qualitative data, and 

examining rival explanations” (Yin, 2009, p. 126).  Any of these strategies can utilize techniques 
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such as pattern matching, explanation building, and cross-case synthesis in a multiple-case study 

(Yin, 2009). 

To analyze the data well, “much depends on an investigator’s own style of rigorous 

empirical thinking, along with the sufficient presentation of evidence and careful consideration 

of alternative interpretations” (Yin, 2009, p. 127).  Yin (2003b) reported that historically some 

types of computer-assisted routines and software have been used “to code and categorize large 

amounts of narrative text, ... when (a) the narrative texts represent a verbatim record ... or the 

literal content of a document, and (b) the empirical study ... [was] trying to derive meaning and 

insight from word usage” (Yin, 2003b, p. 110) and patterns of frequency in the texts.  Yin stated 

content analysis of “verbatim or documentary records are likely to be only part of ... [a] total case 

study” (2003b, p. 110), which would require an analytic strategy to deal with the larger case 

study.  Yin (2003b) stated “a study focused entirely on verbatim or documentary text ... would be 

a study of verbal behavior and not necessarily of actual events” (p. 110).  Yin (2009) later stated 

case studies provide more serious challenges to the use of computer assisted tools.  “Verbatim 

records such as interviewees’ responses are likely to be only part of the total array of case study 

evidence, ... [which] will typically be about complex events and behavior, occurring within a 

possibly more complex, real life context” (Yin, 2009, p. 129).  Yin further concluded that “unless 

you convert all of your evidence—including your field notes and the archival documents you 

might have collected—into the needed textual form, computerized tools cannot readily handle 

this more diverse array of evidence’ (2009, p. 129). 

Among other ways of putting the data in order Yin reported one “set of analytic 

manipulations has been comprehensively described and summarized by Miles and Huberman 

(1994) and includes putting information into different arrays” (2009, p. 129).  These 

manipulations also included “making a matrix of categories and placing the evidence within such 

categories, creating data displays—flowcharts and other graphics—for examining the data, 

tabulating  ... events, examining ... their relationships by calculating second-order numbers such 

as means and variances” (Yin, 2009, p. 129), and organizing the case study information in 

chronological order.  Yin (2009) emphasized the priority of using such manipulations or tools 

within a larger analytic strategy to consider the case as a whole.  Using an overall strategy to 

consider the evidence facilitates treating the data more objectively, ruling out alternative 

interpretations, and producing supported conclusions (Yin, 2009). 
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Yin reported relying on the theoretical propositions that led to the case study is the “first 

and most preferred strategy... .  Theoretical propositions about causal relations—answers to 

‘how’ and ‘why’ questions—can be extremely useful in guiding case study analysis in this 

manner” (Yin, 2003b, pp. 111-112).  “The original objectives and design of the case study 

presumably were based on such propositions, which in turn reflected a set of research questions, 

reviews of the literature, and new hypotheses or propositions” (Yin, 2009, p. 130).  A second 

analytic strategy is to define and consider alternative explanations of the study’s findings.  For 

example, if an alternative or rival explanation “would be that the observed outcomes were in fact 

the result of some other influence” (Yin, 2009, p. 134) besides the theoretical proposition or 

intervention proposed, consideration or collection of evidence about such alternative influences 

would clarify the analysis of the observed outcomes of the case study.  Yin has further stated that 

some alternative explanations “may not become apparent until you are in the midst of your data 

collection, and attending to them at that point is acceptable and desirable” (Yin, 2009, p. 134). 

Another general analytic strategy Yin (2009) presented was “to develop a descriptive 

framework for organizing the case study” (p. 131), rather than to use theoretical propositions or 

rival explanations.  The descriptive approach has been used to identify causal links to be 

analyzed, embedded units of analysis, or overall patterns of complexity which enriched causal 

explanations in case study analyses (Yin, 2009). 

In addition to the above general analytic strategies, Yin (2009) presented some specific 

techniques which may possibly be used along with these strategies, and which may assist with 

developing internal validity and external validity in case studies.  Pattern matching is a technique 

used to compare an empirically based pattern with one or more alternative predictions; when the 

patterns coincide, the results can strengthen the internal validity of a case study (Yin, 2009).  “If 

the case study is an explanatory one, the patterns may be related to the dependent or the 

independent variables of the study (or both) (Yin, 2009, p. 136).  Yin stated pattern matching is 

also useful if the case study is a descriptive one, “as long as the predicted pattern of specific 

variables is defined prior to data collection” (2009, pp. 136-137). 

One type of pattern matching is to use “a ‘nonequivalent, dependent variables design’ 

(Cook & Campbell, 1979, p. 118),” as cited by Yin (2009, p. 137).  An experiment or quasi-

experiment or case study may have multiple outcomes and multiple dependent variables, 

according to this design.  “If, for each outcome, the initially predicted values have been found, 
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and ... alternative ‘patterns’ of predicted values ... have not been found, strong causal links can 

be made” (Yin, 2009, p. 137).  When different dependent variables representing their respective 

outcomes are assessed with different measures and instruments, the study would have “specified 

nonequivalent dependent variables,” (Yin, 2009, p. 137) and a predicted “overall pattern of 

outcomes covering each of these variables.  If the results are as predicted” (Yin, 2009, p. 137) a 

solid conclusion may be drawn. 

A second type of pattern matching which may be used in case studies involves the use of 

rival or alternate explanations as patterns for independent variables (Yin, 2009).  “In such a 

situation, ... several cases may be known to have had a certain type of outcome” (Yin, 2009, 

p. 139) and the study “has focused on how and why this outcome occurred in each case.  This 

analysis requires the development of rival theoretical propositions, articulated in operational 

terms” (Yin, 2009, pp. 139-140), such that each explanation involves “a pattern of independent 

variables that is mutually exclusive:  If one explanation is to be valid, the others cannot be” (Yin, 

2009, p. 140).  Yin has further explained that “this means that the presence of certain 

independent variables (predicted by one explanation) precludes the presence of other 

independent variables (predicted by a rival explanation)” (2009, p. 140).  Yin (2009) stated the 

case study analysis is focused on the overall pattern of the results and whether and how closely 

the observed pattern matches the predicted pattern.  This type of independent variables pattern 

matching can be used with a single case or multiple-case study (Yin, 2009). 

Yin (2009) stated a third type of the pattern matching technique is applied to simpler 

patterns which have a minimum number of either dependent or independent variables.  “Pattern 

matching is possible as long as a different pattern has been stipulated” (Yin, 2009, p. 140) for as 

few as two different dependent or independent variables.  The general analytic strategy would 

focus on determining how to draw sharp contrasts between any differences and to formulate 

explanations which are theoretically significant for the differing outcomes (Yin, 2009). 

Another analytic technique is explanation building, where “the goal is to analyze the case 

study data by building an explanation about the case” (Yin, 2009, p. 141).  The explanation may 

specify a presumed set of causal links about a phenomenon, though the links may not be 

precisely measurable (Yin, 2009).  Yin (2009) reported explanation building has currently 

occurred primarily in narrative form.  “Because such narratives cannot be precise, the better case 

studies are the ones in which the explanations have reflected some theoretically significant 
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propositions” (Yin, 2009, p. 141), and may lead to theory building.  In a similar procedure, Yin 

(2003b) reported a hypothesis-generating process has been used in exploratory case studies. 

Explanation building in multiple-case studies is building a general explanation which 

applies to each of the individual cases (Yin, 2009).  For explanatory case studies, Yin (2009) 

reported the explanation is generally a result of a series of iterations.  The steps in the process 

begin with making an initial theoretical statement or proposition, then “comparing the findings of 

an initial case against such a statement or proposition, revising the statement or proposition, 

[and] comparing other details of the case against the revision” (Yin, 2009, p. 143).  The next step 

is to compare the revision “to the facts of a second, third, or more cases” (Yin, 2009, p. 143), and 

to repeat the process as many times as appropriate.  This process differs from pattern matching in 

that the final explanation may be different from that which was stated at the beginning of the 

case study, and instead, the examination of the case study evidence proceeds through this 

iterative mode in building the explanation, and theoretical positions may be revised (Yin, 2009).  

In this gradual refining of the set of ideas, other plausible or alternative explanations are 

considered, and “the objective is to show how these rival explanations cannot be supported, 

given the actual set of case study events” (Yin, 2009, p. 144).  Explanation building is applied to 

multiple-case studies in a cross-case analysis, and may be used to test a general theoretical case 

or proposition (Yin, 2003b). 

A third technique Yin (2009) presented for analyzing case study evidence is time-series 

analysis, analogous to that utilized in experiments and quasi-experiments “in experimental and 

clinical psychology with single subjects” (p. 144).  Yin traced this method to earlier research 

particularly relevant to case studies, “a methodological analysis of qualitative research by Louise 

Kidder (1981), who demonstrated that certain types of participant-observer studies followed 

time-series designs, ... the hypothesis being that a sequence or ‘time series’ of at least three 

conditions was necessary” (Yin, 2003b, p. 123) for this series of events to result in a theoretical 

outcome.  This type of post analysis is conducted after events in the series can be observed (Yin, 

2003b). 

In simple time series, the case study time-series design may be simple in the sense that 

there may be only one dependent or independent variable, but it can be more complicated 

because the appropriate points where the variable begins or ends may be unclear (Yin, 2009).  In 

spite of this, Yin (2009) asserted “the ability to trace changes over time is a major strength of 
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case studies—which are not limited to cross-sectional or static assessments of a particular 

situation” (p. 145), so if events have been traced precisely, a time-series analysis may always be 

possible, “even if the case study analysis involves some other techniques as well” (Yin, 2009, 

p. 145).  A time-series design has an essential underlying logic which is “the match between a 

trend of data points compared to (a) a theoretically significant trend specified before the onset of 

the investigation versus (b) some rival trend, also specified earlier, versus (c) any other trend 

based on some ... threat to internal validity” (Yin, 2003b, p. 124).  Yin (2003b) explained how 

two alternative patterns of events over time may be hypothesized in a single-case study:  for 

instance, it may be hypothesized that an interruption in a course or series of events had altered 

the outcome or trend, and alternatively, that the interruption did not do so.  An examination of 

the data or evidence then determines which proposed time series best fits the evidence (Yin, 

2003b).  This logic may be used in a multiple-case study, with “contrasting time-series patterns 

postulated for different cases” (Yin, 2009, p. 146). 

In complex case study time series, the “designs can be more complex when the trends 

within a given case are postulated to be more complex, ... for instance, not merely rising or 

declining (or flat) trends but some rise followed by some decline within the same case” (Yin, 

2009, p. 146).  Such a mixed pattern over time would indicate a more complex time series where 

“the strength of the case study strategy would not merely be in assessing this type of time series, 

but also in having developed a rich explanation for the complex pattern of outcomes” (Yin, 2009, 

p. 146), and in making a comparison of the explanation with the observed outcomes.  Yin (2009) 

explained that further complexities in time-series analysis occur when multiple variables are 

analyzed in a case study, and for each variable a different pattern over time is predicted.  “Any 

match of a predicted with an actual time series, when both are complex, will produce strong 

evidence for an initial theoretical proposition” (Yin, 2009, p. 148). 

Chronologies, or the compilation of chronological events is considered a special type of 

time-series analysis (Yin, 2009).  This technique of analysis, frequently used in case studies, 

places events in chronological sequence and focuses on the strength of case studies, that they 

allow the tracing of the events of a case over time (Yin, 2009).  Yin (2009) stated this arraying of 

events into chronological order is not only a descriptive device.  “The procedure can have an 

important analytic purpose—to investigate presumed causal events—because the basic sequence 

of a cause and its effect cannot be temporally inverted, ... [and] the chronology is likely to cover 
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many different types of variables” (Yin, 2009, p. 148), and is not limited to one independent or 

dependent variable (Yin, 2009).  The goal of this analysis is to compile the chronological events 

of a case in sequential order, and to compare this chronology to the chronology predicted by 

some explanatory theory, which has stipulated at least one of a series of conditions (Yin, 2009).  

These conditions are:  that [1.] Certain “events must always occur before other events, with the 

reverse sequence being impossible; [2.] Some events must always be followed by other events, 

on a contingency basis; [3.] Some events can only follow other events after a prespecified 

interval of time” (Yin, 2009, p. 148); and that [4.] “Certain time periods in a case study may be 

marked by classes of events that differ substantially from those of other time periods” (Yin, 

2009, p. 148).  Yin (2009) stated that if the investigator has determined and documented that the 

events of a case study “have followed one predicted sequence of events and not those of a 

compelling rival sequence, the single-case study can again become the initial basis for causal 

inferences” (p. 148).  This inference will be further strengthened by comparison to additional 

cases and by considering threats to the study’s internal validity (Yin, 2009). 

The primary case study objective for all time-series analyses, however stipulated, is to 

consider the relationship of the events of the case over time to answering relevant “how” and 

“why” questions about the study, and not only to observe documented time trends (Yin, 2009).  

Sequences of events in a case study of couples’ relationship histories could be listed in 

chronological order and be analyzed to potentially answer “how” and “why” research questions.  

Interruptions in time series “will be the occasion for postulating potential causal relationships; 

similarly, a chronological sequence should contain causal postulates” (Yin, 2009, p. 148).  Prior 

to the collection of evidence for a case study, when time-series analysis is considered relevant, 

Yin (2009) has stated that it is essential to specify the particular indicator(s) to be tracked, and 

the time intervals to be included, as well as “the presumed temporal relationships among events” 

(p. 149), in order to analyze the evidence correctly.  If a case study is limited to a descriptive 

study, “without any hypotheses or causal propositions, chronologies become chronicles—

valuable descriptive renditions of events but having no focus on causal inferences” (Yin, 2009, 

p. 149). 

Yin (2009) presented a fourth technique, using logic models, for analyzing case study 

evidence using a chain of events over a period of time.  “The events are staged in repeated cause-

effect-cause-effect patterns, whereby a dependent variable (event) at an earlier stage becomes the 
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independent variable (causal event) for the next stage ... over an extended period of time” (Yin, 

2003b, p. 127).  This technique matches events which are observed to theoretically predicted 

events (Yin, 2009).  Yin explained that logic models differ from pattern matching because they 

involve sequential stages linked together (2009).  The case study analysis would consider 

alternative chains of events and “the potential importance of spurious external events (Yin, 

2009).  If the data were supportive of the initial chain ... the analysis could claim a causal effect, 

... [or], alternatively, the conclusion might be reached that the specified series of events was 

illogical” (Yin, 2003b, p. 128). 

The logic model should be defined prior to collecting the data, and then the model is 

tested by seeing how well the data collected supports it (Yin, 2009).  Logic models vary 

depending on the unit of analysis relevant to the case study (Yin, 2009).  The hypothesized 

course of behavioral events flow from left to right across a sequence of boxes and arrows, and 

this model could be used to illustrate the major turning points and changes in a couple’s 

relationship.  “The data analysis for ... [a] case study would then consist of tracing the actual 

events over time, at a minimum giving close attention to their chronological sequence” (Yin, 

2009, 154).  Yin (2009) further explained that “the data collection also should ... identify ways in 

which the boxes were actually linked in real life, thereby corroborating the layout of the arrows 

connecting the boxes” (p. 154) in the logic model.  Though almost all logic models present a 

linear sequence, moving from left to right or top to bottom, actual life events can be more 

dynamic (Yin, 2009).  Instead of the process being linear, “changes may reverse course and not 

just progress in one direction...   The completed transformation or systemic reform is not 

necessarily an end point implied by the linear models ... ; continued transforming ... may be 

ongoing processes even over the long haul” (Yin, 2003b, p. 130). 

Yin (2009) presented the procedures for an additional data analysis technique, cross-case 

analysis, which can specifically be used to analyze multiple-case studies with two or more cases, 

such as this present case study of couples.  Using this technique, each individual case is treated 

as a separate study, and the synthesis aggregates findings across the series of individual studies 

(Yin, 2009).  With larger numbers of cases, the meta-analysis can incorporate quantitative 

techniques, but alternative procedures are used with smaller multiple-case studies with only a 

few cases (Yin, 2009).  Yin (2003b) stated one of these procedures is to create a framework 

containing word tables which display the evidence from the individual cases, capturing the 
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variables and findings and how they interrelate in statements in the word tables.  The overall 

pattern in the word table illustrates the causal and other related findings in each study which lead 

to particular outcomes (Yin, 2009).  The cross-case analysis of the word tables facilitates 

drawing conclusions which apply to more than one case, and to determining what differentiates 

their outcomes (Yin, 2009).  The analysis can examine “whether different groups of cases appear 

to share some similarity and deserve to be considered instances of the same ‘type’ of general 

case” (Yin, 2009, p. 160).  Reviewing and observing the evidence can lead to determining if the 

“arrayed case studies reflect subgroups or categories of general cases—raising the possibility of 

a typology of individual cases that can be highly insightful” (Yin, 2009, p. 160).  The cross-case 

“syntheses can become more complex and cover broader issues” (Yin, 2003b, p. 135) beyond 

examining single features.  Yin noted a caveat in performing this cross-case synthesis is that the 

analysis of the word tables for patterns across cases will depend on “argumentative 

interpretation, not numeric tallies” (2009, p. 160).  This method is similar to cross-experiment 

studies which also do not have numeric features when there are only a small number of 

experiments (Yin, 2003b). 

Regardless which of the analytic strategies or techniques are chosen for a case study, four 

major principles which support quality social science research were listed by Yin (2009) as 

essential requirements for a high quality analysis (p. 160).  The first of these principles is that the 

analysis must consider all of the relevant evidence that is available, and account for it in the 

interpretations, so that evidence that could lead to alternative interpretations is not ignored (Yin, 

2009).  The second principle is that the case study “analysis should address, if possible, all major 

rival interpretations” (Yin, 2009, p. 160), whether there is evidence supporting the alternative, or 

if not, whether the matter should be examined in future studies.  The third principle for a quality 

analysis presented by Yin is that “the analysis should address the most significant aspect” (2009, 

p. 161) of the case study, so the analysis is “less vulnerable to the possibility that the main issue 

was being avoided because of possibly negative findings” (Yin, 2009, p. 161).  The last of Yin’s 

principles for analysis is that the investigator’s “prior expert knowledge” (2009, p. 161) should 

be used in the case study, “to demonstrate awareness of current thinking and discourse about the 

case study topic” (Yin, 2009, p. 161). 

Reporting the case study procedures and findings brings these findings and results to 

conclusion or closure (Yin, 2009).  Yin (2009) recommended developing the compositional 
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structure prior to data collection and analysis, particularly the methodology section and 

bibliography.  Six alternative compositional structures were suggested:  “linear-analytic, 

comparative, chronological, theory-building, ‘suspense,’ and unsequenced structures, ... [but] the 

case study report does not follow any stereotypic form, such as a journal article” (Yin, 2009, 

pp. 164-165).  Because “the case study report should not be the main way of recording or storing 

the evidentiary base of a case study” (Yin, 2009, p.166), the use of a separate case study database 

is used for this purpose. 

Composing and targeting a case study report for an academic and professional audience, 

as is the case with this dissertation case study, involves focusing on the theoretical and 

methodological issues, and the “relationships among the case study, its findings, and previous 

theory and research” (Yin, 2009, p. 167).  Yin (2009) noted that the case study audience 

frequently is academic “due to the large number of theses and dissertations in the social sciences 

that rely on case studies” (p. 167), but the academic case study, whether descriptive or 

explanatory, can also “communicate research-based information about a phenomenon to a 

variety of nonspecialists” (Yin, 2009, p. 169), as well as to policymakers and funders of research 

(Yin, 2003b).  The case study report can be a significant method of communicating with these 

audiences, when “the description and analysis of a single case ... suggest implications about a 

more general phenomenon, ... [such as] an understanding of health care for the elderly more 

generally—based on this ‘case’, ... [or direct] attention to the health care issue” (Yin, 2003b, 

pp. 144-145), such as the issue of a couple coping with Alzheimer’s disease in one spouse. 

The classic single-case study report is one of four formats for case studies described by 

Yin (2009).  “A single narrative is used to describe and analyze the case” (Yin, 2009, p. 170), 

which may be augmented with tabular and graphic displays.  The multiple-case version of the 

single case report “will contain multiple narratives, covering each of the cases singly, usually 

presented as separate chapters or sections ... [and] also will contain a chapter or section covering 

the cross-case analysis and results” (Yin, 2009, pp. 170-171).  A third type of case study report 

“covers either a multiple- or a single-case study but does not contain the traditional narrative.  

Instead, the composition for each case follows a series of questions and answers” (Yin, 2009, 

p. 171), based on those in the database.  The database content is edited for readability, and the set 

of questions are answered (Yin, 2009).  This format provides advantages for multiple-case 

studies, in which the answers to the same questions within each case study and cross-case 
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comparisons are more clearly indicated (Yin, 2009).  The fourth type of written case study 

applies only to multiple-case studies where there may not be any specific, separate chapters 

devoted to individual cases, and the entire case study may be focused on cross-case analysis, 

either entirely descriptive or also discussing explanatory topics (Yin, 2009).  In this type of 

multiple-case study, each of the individual chapters or sections “would be devoted to a separate 

cross-case issue, and the information from the individual cases would be dispersed throughout 

each chapter or section” (Yin, 2009, p. 172).  Yin (2009) stated that the specific type of case 

study composition which is selected from the alternatives should be identified at the time the 

study is designed.  This early selection facilitates “both the design and the conduct of the case 

study” (Yin, 2009, p. 172). 

Some case studies have been designed to be part of larger, mixed-methods studies which 

contain the case studies and report the case study findings separately from the findings obtained 

from data from the other methods in the multimethod studies (Yin, 2009).  In such a situation, 

the basis of the overall report of the larger study would be “the pattern of evidence from both the 

case study and the other methods” (Yin, 2009, p. 174).  In such a scenario, the case study and the 

other methods would explore the same research questions, but the case study would conduct, 

analyze and report the case study evidence independently (Yin, 2009).  “Part of the larger study’s 

assessment would then be to compare the case study results with those based on the other 

methods” (Yin, 2009, p. 174), to determine whether the evidence converges (triangulation).  

Some larger multimethod research studies have encompassed case studies used to clarify 

underlying processes which have been defined and measured by another research method, such 

as a survey, and the case study and survey evidence have been integrated in a complementarity 

of findings (Yin, 2003b). 

In contrast, when the mixed-methods study is a case study which includes data from 

surveys or other quantitative research methods embedded as units of analysis within the larger 

case study, “the completed case study report would incorporate the reporting of the data from 

these other methods” (Yin, 2009, p. 173).  This is the research design used in the present mixed-

methods case study, which has included the evidence obtained from couple interviews and 

questionnaires within embedded units of analysis in the overall case study of these couples. 

Yin (2009) stated that the chapters, sections, and subtopics of the case study report are 

organized in a way that constitutes the case study’s compositional structure.  Yin (2009) 
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presented six alternative structures for case studies, some of which are applicable to exploratory, 

explanatory, and descriptive case studies, and some of these structures are applicable only to one 

or two of these purposes for single or multiple-case studies. 

The linear-analytic type of structure for case studies is a “standard approach for 

composing research reports.  The sequence of subtopics starts with the issue or problem being 

studied and a review of the relevant prior literature.  The subtopics then proceed to cover the 

methods used” (Yin, 2009, p. 176).  Subsequently, Yin (2009) stated the findings from the data 

collection and analysis are included, and the conclusions and implications from the evidence.  

This structure is applicable for explanatory, descriptive, or exploratory case studies (Yin, 2009). 

Another type of case study structure is the comparative structure, “which repeats the 

same case study two or three times, comparing alternative descriptions or explanations of the 

same case (Yin, 2009, p. 176), which may correspond to two or three different conceptual 

models used to show how the facts fit each mold in a pattern-matching procedure.  Similarly, for 

a descriptive, but not explanatory, purpose Yin (2009) stated a case can be repeatedly described 

from different points of view or descriptive models, to determine how it might best be 

categorized, such as in determining the correct diagnosis of a clinical patient.  The complete case 

study or the cross-case analysis results are repeated in an overt comparison (Yin, 2009).  A third 

type of case study structure Yin (2009) presented is the chronological structure in which the case 

study evidence is presented in chronological order in the sections or chapters.  “This approach 

can serve an important purpose in doing explanatory case studies because presumed causal 

sequences must occur linearly over time” (Yin, 2009, p. 177).  Yin (2003b) recommended 

drafting the case backward, to focus on the current status of a case first, and the sequential 

background and history subsequently then finally combined in chronological sequences. 

A theory-building structure for case studies described by Yin (2009) involves following a 

theory-building logic in the sequence of chapters in a compelling statement, as each reveals an 

additional step in the logical argument.  Explanatory case studies examine the multiple facets of 

a causal argument, and exploratory case studies debate the merit of further investigation of 

relevant hypotheses or propositions (Yin, 2003b).  Another type of case study structure described 

by Yin (2003b) is an unsequential structure, usually sufficient for descriptive studies in which 

the sequence of the sections or topics is not important to the descriptive value of the case study.  
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However, the completeness of the description of the case study is required, with coverage of the 

key topics, to provide an unbiased investigation (Yin, 2003b). 

Recommended case study report writing procedures include drafting sections of the 

report near the beginning of the research investigation and should proceed before data collection 

and analysis have been completed (Yin, 2003b).  Yin stated that “after the literature has been 

reviewed and the case study has been designed, two sections of a case study report can be 

drafted:  the bibliography and the methodological sections, ... because the major procedures for 

data collection and analysis” (2003b, p. 156) are integral parts of the case study design.  Yin 

(2009) stated these sections of the report include substantial documentation, such as the case 

study protocol of stops in the process.  Methods and issues regarding selection of the case(s) 

belong in the Methods section (Yin, 2009).  After data collection is completed but prior to 

analyzing the evidence, Yin recommended composing the section of the report covering the 

descriptive information about the cases studied, including the “qualitative and quantitative 

information about the case(s)... .  The descriptive data are likely to be useful regardless of the 

format or structure” (2003, p. 157). 

Five general characteristics of an exemplary case study were presented by Yin (2003b).  

The first consideration was that the case study must be significant, in the following ways:  1. 

“The individual case or cases are unusual and of general public interest; [2.] The underlying 

issues are nationally important, either in theoretical terms or in policy or practical terms, or [3.] 

Both of the preceding conditions have been met” (Yin, 2003b, p. 162).  The topic of this case 

study which has investigated the impact of Alzheimer’s disease on both spouses and the 

relationship of couples in which one spouse is experiencing Alzheimer’s disease is a significant 

topic which affects and distresses millions of couples in the United States at present, according to 

the Alzheimer’s Association (2012, 2010), and this is a problem of widespread public interest.  

The impact of this debilitating disease for many couples nationally is to cause significant 

changes in the couples’ relationships due to the loss of the memories of one spouse in each 

couple, and the impact on each couple’s shared present experiences and on the memories of the 

shared history of their life together.  These issues are related to attachment theory as the 

theoretical basis of the couple’s emotional relationship (Johnson, 2003a,b).  The alteration and 

loss of emotional connection which gradually occurs eventually threatens to destroy these close 

and vital spousal relationships, with the eventual development of Alzheimer’s disease ending in 
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the death of one of the spouses in each couple dealing with this disease (Alzheimer’s 

Association, 2010).  The need to alleviate the untreated emotional suffering in these couples, and 

to seek a cure for the disease itself, both have significant practical and policy implications in this 

country (Alzheimer’s Association, 2010). 

Yin also stated the case study must be complete; the completeness was described in three 

ways by Yin (2003b).  “First, the boundaries of the case—that is, the distinction between the 

phenomenon being studied and its context—are given explicit attention” (Yin, 2003b, p. 162).  

This is done not only by stating at the beginning that “only arbitrary time intervals or special 

boundaries will be considered; ... [Instead,] show through either logical argument or the 

presentation of evidence, that as the analytic periphery is reached, the information is of 

decreasing relevance to the case study” (Yin, 2003b, p. 163).  A second way completeness in a 

case study is indicated is in the collection of evidence, when it is demonstrated that the 

investigator expended extensive effort to collect the evidence that is relevant within the case 

boundaries, and that critical pieces which represent rival propositions were considered (Yin, 

2003b).  Yin (2003b) stated a third indication of completeness is the absence of conditions in 

which time or resource constraints curtail the case study, such as the termination of a study 

because support was exhausted or the investigator ran out of time.  A case study should be 

designed to be completed within anticipated time or resource constructs (Yin, 2003b). 

Another characteristic of exemplary explanatory case studies identified by Yin (2003b) is 

that they consider alternative perspectives, “rival propositions and the analysis of the evidence in 

terms of such rivals” (p. 163).  Also in exploratory and descriptive case studies the quality of the 

study will be improved by the examination of the evidence from different perspectives (Yin, 

2003b).  In a descriptive case study that does not account for different perspectives or 

interpretations, the relevant evidence which supports one point of view may be selectively 

collected, in a one-sided case, even if the investigator is not intentionally biased.  An “exemplary 

case study anticipates these ‘obvious’ alternatives, even advocates their positions as forcefully as 

possible, and shows –empirically—the basis on which such alternatives can be rejected” (Yin, 

2003b, p. 164). 

Yin stated another requirement of a quality case study is that it must display sufficient 

evidence (Yin, 2003b).  Though investigators are urged to create a database for the case study, 

the critical evidence must be placed in the case study report, so that a “reader can reach an 
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independent judgment regarding the merits of the analysis, ... and the evidence should be 

presented neutrally, with both supportive and challenging data” (Yin, 2003b, p. 164).  Another 

goal of presenting sufficient evidence is to convince the reader that the investigator has 

knowledgably covered the subject.  Similarly, the goal of multiple-case studies is to demonstrate 

that all of the single cases have been objectively and fairly interpreted, and that none of the group 

of cases has biased the cross-case conclusions (Yin, 2003b, p. 165).  Yin (2009) stated the report 

should also present adequate evidence, along with the indication that the validity of the evidence 

has been considered, and a chain of evidence has been maintained.  Finally, Yin stated “the 

composition of the case study report ... must be engaging” (2003b, p. 165), and clearly and 

effectively communicated. 

Creswell (1998) presented several different perspectives concerning what constitutes 

qualitative research.  He stated there is agreement among researchers that “qualitative research 

[occurs] in a natural setting where the researcher is an instrument of data collection who gathers 

words ... , analyzes them inductively, focuses on the meaning to participants, and describes a 

process that is expressive and persuasive in language” (Creswell, 1998, p. 14).  Denzin and 

Lincoln (1994) stated “qualitative research is multimethod in focus, involving an interpretive 

naturalistic approach” (p. 2) to researching phenomena in their natural settings, and attempting to 

“interpret phenomena in terms of the meanings people bring to them ... [involving] use and 

collection of a variety of empirical materials—case study, personal experience, introspective, life 

story, interview, observational, historical, interactional, and visual texts” (Denzin & Lincoln, 

1994, p. 2) which described regular and problematical periods in peoples’ lives and what they 

mean to them (Denzin & Lincoln, 1994).  Creswell (1998) refined his definition of qualitative 

research to say it is an “inquiry process of understanding based on distinct methodological 

traditions of inquiry that explore a social or human problem” (p. 15), through conducting 

research in a natural setting and building a complex, holistic description, analyzing the words 

and reported views of participants (Creswell, 1998).  Stake (1995) asserted that interpretation is 

the most distinctive characteristic of qualitative research.  The researcher observes and “records 

objectively what is happening but simultaneously examines its meaning” (Stake, 1995, p. 8).  

Based on observations and other evidence, the qualitative research investigator draws 

conclusions and formulates assertions, in a form of generalization.  “The qualitative researcher 
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tries to preserve the multiple realities, the different and even contradictory views of what is 

happening” (Stake, 1995, p. 12). 

Stake (1995) discussed differences between quantitative and qualitative methods as 

differences in emphases, because both are mixtures containing some common features.  For 

finding common characteristics or relationships among cases, we attempt to study multiple cases, 

called casting nets, seeking aggregate measures across cases, but when studying how an 

individual case works, we examine single cases (Stake, 1995).  “Case study researchers, both 

qualitative and quantitative in orientation, cast nets when they look at frequencies within a case, 

... and when they do cross-case analyses” (Stake, 1995, p. 36).  Stake (1995) identified three 

major differences between qualitative and quantitative emphases in research: “(1) the distinction 

between explanation and understanding as the purpose of inquiry; (2) the distinction between a 

personal and impersonal role for the researcher; and (3) a distinction between knowledge 

discovered and knowledge constructed” (Stake, 1995, p. 37).  Other differences Stake (1995) 

noted were differences in searching for causal relationships versus happenings.  “Quantitative 

researchers have pressed for explanation and control; qualitative researchers have pressed for 

understanding the complex interrelationships among all that exists” (Stake, 1995, p. 37), and for 

searching for “a description of things happening more or less at the same time without 

expectation of causal explanation.  Such noncausal contingency descriptions ... are commonly 

asked for by the issue questions of qualitative case study” (Stake, 1995, p. 38).  For qualitative 

researchers, “the understanding of human experience is a matter of chronologies more than of 

causes and effects” (Stake, 1995, p. 39).  In contrast, quantitative research methods have 

developed out of “scientific search for cause and effect ... to establish generalizations that hold 

over diverse situations” (Stake, 1995, p. 39). 

Quantitative researchers also try to nullify or control context “in order to find the most 

general and pervasive explanatory relationships” (Stake, 1995, p. 39), whereas qualitative 

investigators consider the uniqueness of a case and the context as important to understanding the 

particularity of the case (Stake, 1995).  Another difference noted between quantitative and 

qualitative researchers is that quantitative researchers determine what is happening in terms of 

descriptive variables, and use scales and measurements to measure variables.  In contrast, 

qualitative researchers use observations of key events and interviews in case studies to gain 

understanding and to determine meaning, which they represent in their own narratives and direct 
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interpretation, “exercising subjective judgment, analyzing and synthesizing ... .  Dependent 

variables are experientially rather than operationally defined.  Situational conditions are not 

known in advance or controlled’ (Stake, 1995, p. 41).  Stake described “the epistemology of 

quantitative researchers as existential (nondeterminist) and constructivist” (1995, p. 43), and 

concluded the research findings are actually assertions, developed through interpretation.  He 

stated that understanding phenomena “requires looking at a wide sweep of contexts: temporal 

and special, historical, political, economic, cultural, social, and personal” (Stake, 1995, p. 43). 

Creswell’s (1998) discussion comparing the characteristics and procedures of five major 

qualitative research methods, referred to as traditions of inquiry, provided further support for the 

use of the case study methodology for this study.  For example, one of Creswell’s eight 

comparisons of the way a tradition of inquiry shapes the design of a qualitative study was in how 

“the tradition influences what and who is studied... .  A study may consist of a single individual, 

... groups of people ... , or a culture.  A case study might fit into all three of these categories” 

(Creswell, 1998, p. 228).  Creswell further compared how the traditions varied in “the extent of 

data collection, from primarily unidimensional approaches ... to multidimensional approaches 

(i.e., ... case studies, interviews, observations, documents)” (1998, p. 228).  Creswell (1998) also 

stated that case studies procedures “provide direction for narrative approaches [and] employ 

substantial description” (p. 228) when compared to other research traditions in the way they 

shape “the amount of relative weight given to description in the analysis of the data” (Creswell, 

1998, p. 228). 

Creswell (1998) also concluded that “a theoretical orientation plays a more central role in 

some traditions than others.  The extent to which one enters the field with a priori theories or a 

strong theoretical or philosophical lens varies” (p. 127).  Creswell also stated “case studies and 

biographies reside in the middle of a continuum of theory-before and theory-after where 

examples of both extremes exist” (1998, p. 227).  Creswell (1998) reported that case study 

qualitative researchers differ in their employment of theory, noting that Yin (1989) used theory 

“to guide the study in an explanatory way” (Creswell, 1998, p. 87), whereas in Stake’s (1995) 

extensive descriptive, issue-oriented case study of school reform, Creswell concluded “theory 

did not come into the study” (Creswell, 1998, p. 87). 

All research is designed using conceptual organization to express ideas, build bridges 

from what is already known and to guide data gathering and present interpretations.  The most 
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common social science conceptual organization is around hypotheses which sharpen the focus, 

within the situation and circumstance (Stake, 1995).  Stake (1995) stated he has preferred to use 

issues as conceptual structure, formulated into research questions “to force attention to 

complexity and contextuality” (Stake, 1999, p. 16), and to clarify the embeddedness of a case 

and its interaction with its contexts.  Issue statements may identify specific observed conditions 

which “might be linked in a causal way with a specific problematic effect” (Stake, 1995, p. 18). 

Qualitative researchers who have written texts and articles describing case studies have 

shown much agreement in describing the characteristics of case studies and the use of this 

research methodology.  Stake (1995) discussed the use of a disciplined, qualitative mode of 

inquiry into the single case ... which emphasizes episodes of nuance, the sequentiality of 

happenings in context, the wholeness of the individual” (p. xii) in a case study organized around 

issues.  Creswell (1998) defined a case as a bounded system, bounded by time of data collection 

and the place where it is conducted.  Stake has defined a case as a bounded integrated system, 

“an object rather than a process” (1995, p. 2).  He further differentiated intrinsic and instrumental 

case studies.  An intrinsic case study is one which is focused on learning about a particular case, 

whereas an instrumental case study is studying a particular case not to understand the case, but 

where the case study is instrumental to gaining understanding of a general problem or insight 

into a research question (Stake, 1995). 

When conducting data collection for the study “during observation, the qualitative case 

study researcher keeps a good record of events to provide a relatively incontestable description 

for further analysis and ultimate reporting” (Stake, 1995, p. 62).  Stake (1995) stated that the 

experienced researcher schedules the time and place to write up observations very soon after the 

event while the observations are fresh. 

The question of whether or not to use audiotaping was discussed by Stake (1995): 

“Audiotaping is valuable for catching exact words used, but the cost in making transcripts and 

the annoyance for both respondent and researcher argue strongly against it... .  The amount of 

taped data a researcher can work with is very small” (Stake, 1995, p. 56).  The negative factors 

which would apply to recording the interactions or interviews were stressed in Stake’s statement 

arguing against recording.  Instead, Stake (1995) recommended that “the researcher should 

develop skill in taking shorthand notes and count on member checks to get the meaning straight” 

(p. 56). 
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When gathering observation data, Stake (1995) asserted an interviewer needs to have a 

well planned set of questions addressing what needs to be known.  “The qualitative interviewer 

should arrive with a short list of issue-oriented questions, ... indicating there is a concern about 

completing an agenda” (Stake, 1995, p. 65).  The purpose is to elicit open-ended responses 

providing descriptions of episodes or events, emotional reactions, linkages, and explanations.  

The case study “interviewer needs most to listen, maybe take a few notes, as fits the occasion, 

but to stay in control of the data gathering, thinking about what form the account will take in 

writing” (Stake, 1995, p. 65). 

Within a few hours following the interview, Stake stated the investigator should prepare a 

written account “with key ideas and episodes captured.  For many researchers, the tape recorder 

is of little value unless ultimately an audio presentation is intended’ (Stake, 1995, p. 66).  Stake 

stated that getting the exact words of the interviewee “is usually not very important, it is what 

they mean that is important.  a good interviewer can reconstruct the account ... .  Rather than 

taperecord or write furiously, it is better to listen, to take a few notes, to ask for clarification” 

(1995, p. 66).  Stake (1995) again stated it is most important to schedule “ample time and space 

immediately following the interview to prepare the facsimile and interpretive commentary” 

(p. 66). 

Stake (1995) identified categorical aggregation and direct interpretation as the two 

strategic ways qualitative researchers analyze their research findings to reach new meanings.  

“Case study relies on both of these methods,” ... direct interpretation of the individual instance 

and aggregation of instances until something can be said about them as a class” (Stake, 1995, 

p. 74).  Analysis and interpretation involve intuitive processing in the search for meaning.  “The 

qualitative researcher concentrates on the instance, trying to pull it apart and put it back together 

again more meaningfully—analysis and synthesis in direct interpretation” (Stake, 1995, p. 75).  

The quantitative researcher, “seeks a collection of instances, expecting that, from the aggregate, 

issue-relevant meanings will emerge” (Stake, 1995, p. 75), from the repetition of the phenomena.  

Stake (1995) stated that he does not seek to fully describe the case, but to make sense of certain 

observations of it.  With intrinsic case studies, the primary task is to understand the single case, 

and subordinate tasks are “to tease out relationships, to probe issues, and to categorize 

categorical data” (Stake, 1995, p. 77).  Stake (1995) reported he tries to spend most of his 

analytical effort in direct interpretation, and not to “devote much time to formal aggregation of 
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categorical data ... [or] its various contexts” (p. 77).  However, Stake explained that with 

“instrumental case studies, where the case serves to help us understand phenomena or 

relationships within it, the need for categorical data and measurements is greater ... [in order] to 

concentrate on relationships identified in our research questions” (Stake, 1995, p. 77).  “The 

nature of the study [and] the focus of the research questions ... determine what analytic strategies 

should be followed: categorical aggregation or direct interpretation” (Stake, 1995, p. 77). 

The search for meaning often involves searching for patterns and for consistency within 

specific conditions, referred to as correspondence (Stake, 1995).  “Both categorical aggregation 

and direct interpretation depend greatly on the search for patterns” (Stake, 1995, p. 78).  Stake 

(1995) stated that what he refers to as correlation or covariation in quantitative research, he calls 

pattern in qualitative research.  Stake (1995) noted that often the patterns are known in advance 

and are drawn from the research questions, but that the patterns may unexpectedly emerge from 

the analysis.  In trying to understand the case, episodes and other evidence are analyzed to 

understand the issues, behavior, and contexts of the case, in a search for consistency within 

certain conditions (Stake, 1995). 

Stake (1995) asserted a general standard for researchers is to be “accurate in measuring 

things but logical in interpreting the meaning of those measurements” (p. 108), and to require 

“measurements to be demonstrably reliable and valid” (p. 108).  He noted that meaning of a 

single observation may be assumed, “but additional observations give us grounds for revising our 

interpretation” (Stake, 1995, p. 110).  To describe a case, Stake (1995) stated a substantial 

uncontestable description is used, and evidence is added to support the interpretations.  “For any 

... descriptive and interpretive statements, triangulation may be needed” (Stake, 1995, p. 111), 

particularly to differentiate between conflicting meanings or to support assertions about a case 

(Creswell, 1998; Stake, 1995). 

Denzin (1984) identified several types of triangulation.  One type of triangulation is data 

source triangulation used to determine “if the phenomenon or case remains the same at other 

times, in other spaces, or as persons interact differently” (Stake, 1995, p. 112).  Data source 

triangulation is the effort applied to check that what is observed and reported maintains the same 

meaning when observed in different circumstances (Stake, 1995). 

Another type of triangulation described, theory triangulation, occurs when additional 

investigators or reviewers with alternative theoretical viewpoints view the phenomenon and 
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“compare, ... their data, ... though no two investigators ever interpret things entirely the same, ... 

[and] they describe the phenomenon with similar detail ... or to the extent they agree on its 

meaning” (Stake, 1995, p. 113).  Methodological triangulation in case study involves the use of 

multiple methods focused on the “same construct from independent points of observation 

through a kind of triangulation” (Campbell & Fiske, 1959, p. 81, cited in Stake, 1995, p. 114).  

Using multiple methods within a single case study, Stake noted, primarily includes “observation, 

interview, and document review” (1995, p. 114) in the methodological triangulation.  

“Triangulation is used to minimize misperception and the invalidity of our conclusions” (Stake, 

1995, p. 134).  Creswell (1998) described triangulation as one of eight verification procedures 

used by qualitative researchers “to make use of multiple and different sources, methods, 

investigators, and theories to provide corroborating evidence... to shed light on a theme or 

perspective” (p. 202).  In Creswell’s (1998) glossary of case study terms, he stated that the 

triangulation of ideas is represented by the convergence of multiple sources of information, the 

views of investigators, different theories and different methodologies. 

Stake (1995) presented structures for organizing the writing of a case study report.  He 

considered the research questions, the contexts, and the history and chronology of a case to be 

developed in the report, and identified a sequence of sections of the report, which he filled in 

later with the content for each section obtained from observations, interviews, and ideas about 

issues (Stake, 1995).  Stake stated the final writing goes beyond the aggregating of the sequence 

of sections as they are shaped “into a narrative that makes the case comprehensible ... .  The 

chapters of a case report might be identified by the issues, ... [or] follow ... a chronological or 

biographical development of the case” (Stake, 1995, p. 127), or a description of the sequential 

components of the case (Stake, 1995). 

Stake reported the data gathering and reporting is often organized around issues, “which 

are problems about which people disagree, complicated problems within situations and contexts” 

(1995, p. 133).  Stake (1995) reported the data gathering process may cause the researcher to 

reconsider the identified issues and new issues may emerge.  “Case study work is often said to be 

‘progressively focused’ (i.e., the organizing concepts change somewhat as the study moves 

along” (Stake, 1995, p. 133). 

The case study investigator seeks and presents multiple viewpoints and perspectives of 

events and issues (Stake, 1995).  Stake (1995) stated it is seldom necessary to resolve 
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contradictions or competing values, because they all may increase understanding of the case.  

Differences are noted when cases are compared, and highly atypical cases contribute more to the 

understanding of other cases than typical cases, according to Stake (1995).  Cases are 

comprehensively portrayed using description and narrative and interpretive observations, but 

researchers seldom try to generalize to other cases (Stake, 1995).  Stake concluded that “the way 

the case and the researcher interact is presumed unique and not necessarily reproducible for other 

cases and researchers” (Stake, 1995, p. 135). 

2.4  Multiple Theories Used in Alzheimer’s Couples Research 

The review of the literature on this topic examined the use of various theoretical 

frameworks to explain changes which occur to couples in this situation.  Among the published 

research contributions which have been reviewed are studies categorized according to the 

theoretical framework they used and discussed, if any.  Implications of the relevant findings in 

the literature and directions for further research have been included.  The theoretical frameworks 

which were identified in selected research publications in the literature reviewed have been listed 

in the following categories:  the broad category of family stress theory also referred to as stress-

process theory; symbolic interactionism; Riegel’s dialectical theory of human development; 

cognitive behavioral theory related to experimental psychological studies; gender-related 

theoretical models; and other contributions to the literature without a stated theoretical basis. 

Within the broad category of family stress theories were three subgroups of related 

theoretical models, utilized in research studies of couples coping with Alzheimer’s disease which 

were reviewed.  The first subgroup of studies used stress process models related to the general 

model of stress process originated by Pearlin and his colleagues, and modified by groups of 

authors, including Pearlin, since 1981, including Pearlin, Mullan, Semple, and Skaff (1990).  

Other research studies reviewed in this subgroup included Beeson et al. (2000), Skaff et al. 

(1996), and Hooker et al. (1994). 

In the theoretical model of the stress process experienced by the caregivers of 

Alzheimer’s patients which was presented by Pearlin et al. (1990), four “domains were 

identified:  the background and context of stress ... ; the stressors; the mediators of stress (e.g., 

coping, social support); and the outcomes of stress” (Hooker et al., 1994, p. 386).  Skaff et al. 

(1996) examined the impact that caregiving can have on the caregivers’ (and care recipients’) 
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sense of control over the salient aspects of their lives, with consequences to their emotional and 

physical health and other areas of their lives.  Skaff et al. (1996) identified primary stressors 

which arise directly from caregiving, and secondary stressors that are in domains other than 

caregiving, but that “arise from or are exacerbated by caregiving demands” (p. 248), such as 

problems with work life or financial resources. 

The second subgroup of family stress models represented in the literature reviewed on 

this topic were presented in the research studies by authors who utilized McCubbin and 

McCubbin’s (1989) resiliency model of family stress, adjustment and adaptation, or 

modifications of this theoretical model with reference to the influence of systems theory and the 

ABCX family crisis model (McCubbin & Patterson, 1983).  These research studies concerning 

couples in which one spouse has Alzheimer’s disease, included articles by Mayer (2001) and 

Kramer (1993a,b), which included a version of the family stress model of McCubbin and 

McCubbin (1983), called the person-environment model of stress and coping, developed by 

Lazarus and groups of colleagues beginning in 1984 (Lazarus & Folkman, 1984).  The third 

subgroup of research studies reviewed which presented family stress related theoretical bases 

included the diathesis stress model of psychopathology utilized by Russo, Vitaliano, Brewer, 

Katon, and Becker (1995), and a variant of family stress theory derived from symbolic 

interactionism and Hill’s ABCX model of the family stress process, used in an article by 

Townsend and Franks (1997).  Townsend and Franks (1997) examined how the quality of the 

relationship between a cognitively impaired spouse and the caregiving spouse may mediate the 

stressfulness and burden of the ill spouse’s cognitive deterioration.  They found that emotional 

closeness between spouses was susceptible to the damaging effect of cognitive impairment, and 

discussed the potential benefits of interventions to modify subjective interpretation of marital 

interactions that take on symbolic importance as reflecting a spouse’s love and commitment 

(Townsend & Franks, 1997). 

The second theoretical model used in the spouse-caregiving literature reviewed was 

symbolic interactionism.  Research articles which used this theoretical basis included the 

quantitative study presented by Kaplan and Boss (1999) and the qualitative research study by 

Kaplan (2001), both of which studied wives of institutionalized husbands with Alzheimer’s 

disease.  Kaplan and Boss (1999) evaluated the variable of couplehood on a scale.  The use of an 

“I” – “We” continuum of couplehood allowed each wife to rate their communication with their 
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husband on decision-making, sharing, and expressing intimacy, affection, and sexuality on a 1-

10 scale (Kaplan, 2001).  The degree that a sense of couplehood is maintained, despite boundary 

ambiguity and ambiguous loss in the relationship was found to be associated with reduced 

depression in the caregiving wives (Kaplan & Boss, 1999).  Maintaining a sense of couplehood 

with their spouses with Alzheimer’s disease may help the caregiving spouses in this case study to 

cope with the ambiguous losses they may experience. 

The third conceptual framework used in the literature reviewed was Riegel’s dialectical 

theory of human development which posits that crises which are consequent to synchronized 

psychological, social, and physical life dimensions are the impetus to developmental changes in 

relationships and persons, with outcomes such as the loss of the capacity for shared meaning in 

couples, due to Alzheimer’s disease.  The article by Wright (1991) and another study by Wright 

et al. (1995) both utilized this theory.  A third article by Wright (1998) also presented a human 

developmental theoretical perspective, but differed somewhat from Riegel’s dialectical theory.  

Wright (1991) studied caregivers of persons with Alzheimer’s disease and stroke.  The author 

found that caring for a spouse with cognitive impairment adversely affected the caregiver’s 

emotional and physical health.  In this article on the impact of Alzheimer’s disease on the marital 

relationship Wright (1991) found that caregivers evidenced adaptation, while the Alzheimer’s 

afflicted spouses showed a tendency to have distorted perceptions of their interactions with their 

spouses (Wright, 1991). 

Wright’s (1998) longitudinal study of affection and sexuality in couples in which one 

spouse has Alzheimer’s disease provides insight into one of the most important areas of the 

marital relationship, the sexual relationship as it evolves with Alzheimer’s disease in one spouse.  

The trajectory of Alzheimer’s disease is one of progressive decline in psychological and physical 

functioning.  Wright (1998) compared two groups of couples, one group of 30 couples, each with 

one spouse as the primary caregiver and the other spouse in the early to middle stages of 

Alzheimer’s disease.  The other group included 17 couples without cognitive impairment, but 

with some medical problems (Wright, 1998).  In questioning about affection and sexual 

intimacy, congruence between answers from each husband and wife dyad was tested, and both 

groups had similar frequency of affection (Wright, 1998).  These studies contribute to an 

understanding of emotional functioning in couples coping with Alzheimer’s disease, such as 

those included in this exploratory case study. 
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A fourth group of research studies reviewed were based on or referenced gender-related 

theoretical models, and focused on spouses who were coping with one of them having 

Alzheimer’s disease.  This conceptual framework was represented in a study by Motenko (1989), 

which referenced Gilligan’s (1982) writing on differences in development of women and men 

relevant to caregiving.  Motenko (1989) reported that “some social psychologists believe that 

caring and nurturing define both the identity and the activity of women” (p. 166), and that “these 

factors suggest that it is important for wives to care for their sick husbands to maintain their 

sense of well-being (Motenko, 1989, p. 166).  This author further asserted that “the role of 

caregiving embodies emotional attachment” (Motenko, 1989, p. 166).  Motenko (1989) 

interviewed 50 older women caring for their husbands with dementia at home.  “Wives who 

perceived continuity in marital closeness since the illness had greater gratification than those 

who perceived changes” (Motenko, 1989, p. 166).  Motenko (1989) reported the wives’ 

frustrations due to disruptions in life plans were greatest at the beginning of symptoms of 

dementia, but diminished as routines were developed, even though nearly constant care was 

required. 

The subjective meaning of the caregiving to the caregiver was found to be more 

important to caregiver well-being than the amount of care provided (Motenko, 1989).  Motenko 

(1989) stated that caregiving gives caregivers the opportunity to express intimacy, love, and 

other basic emotions.  “Long meaningful marriages that continue to remain meaningful despite 

the existence of dementing illness have been shown to contribute to caregiver gratification and 

well-being” (Motenko, 1989, p. 172).  Motenko (1989) further concluded that caregivers who 

“perceived caregiving as reciprocity for past affection and care and as nurturing ... derived more 

gratification than those who perceived care as a responsibility” (p. 171).  Clinical assessment of 

the caregiver’s frustration and gratification from the caregiving situation “can identify those 

caregivers who are at risk of distress and mental health problems” (Motenko, 1989, p. 172) 

including depression.  The caregivers who participated in the exploratory study were observed 

for indications that they were at risk of developing these problems. 

Harris’ (1993) article, which also discussed Gilligan’s (1982) model concerning 

differences in psychological and moral development of males and females, reported Gilligan 

proposed “that women act out of an ethic of care and men act out of an ethic of right or duty, 

thus male caregivers would have less of a sense of commitment and emotional attachment” 
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(Harris, 1993, p. 551).  Harris (1993) found that the male caregivers for their spouses with 

Alzheimer’s disease provided caregiving out of a sense of duty and a sense of love.  Harris 

identified a typology of four categories of male caregivers, who were called “the worker,” “the 

labor of love,” “the sense of duty,” and “at the crossroads” (Harris, 1993, p. 551).  Another study 

which represented the gender-related theoretical framework (Pruchno & Resch, 1987), also 

referenced traditional gender roles as predictive of different effects of caregiving on husbands 

and wives as caregivers.  Pruchno and Resch (1987) found that caregiving wives were more 

depressed and more burdened than were caregiving husbands. 

A fifth type of theoretical framework represented in the literature reviewed concerning 

caregivers of spouses with Alzheimer’s disease was the use of behavioral theory and 

experimental design as exemplified in a research study by Mittelman et al. (1995), which used a 

treatment group and a control group to test the effects of a caregiver intervention in reducing 

depression in spouse caregivers of spouses with Alzheimer’s disease.  This study was one of a 

series of studies by this research group, which included various findings concerning longitudinal 

research with spouse caregivers for their husbands or wives with Alzheimer’s disease (Mittelman 

et al., 1995).  These studies included aspects of cognitive behavioral treatment in counseling with 

family groups and individuals, and support groups for individual spouses (Ferris & Mittelman, 

1996; Mittelman, 2000; Mittelman et al., 1993, 1994; 2004).  In a small number of the research 

articles reviewed in the literature concerning spouse caregivers of spouses with Alzheimer’s 

disease, the authors did not present or discuss a theoretical framework or theoretical model.  

These articles which reported the caregiving spouses experience physical and mental stressors 

included O’Rourke et al. (1996), Knop, Bergman-Evans, and McCabe (1998), and deVugt et al. 

(2003).  DeVugt et al. (2003) examined the relationship between problem behaviors in patients 

with dementia, and changes in the marital relationship.  They found that patient apathy 

diminished the amount of interaction and reciprocity between the spouses, and was more 

troublesome for spouses than other symptoms (deVugt et al., 2003).  O’Rourke et al. (1996) also 

studied the stressful effects of caregiving for spouses with Alzheimer’s disease, including burden 

and depression, and changes in the quality of the marital relationship. 

None of the research studies in the above groups was written from the perspective of 

using attachment theory to explain and predict their outcomes and findings.  Following the 

review of their findings concerning the effect of Alzheimer’s disease on the marital relationships 
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and individual spouses involved, observations have been made concerning common and notable 

factors which would be compatible with using attachment theory as the theoretical basis for 

understanding their findings.  The survey of studies concerning couples who have been 

experiencing Alzheimer’s in one of the spouses has indicated the need for advancement of 

research on the effects of Alzheimer’s disease on the nature of the couples’ relationship and 

attachment to each other.  For this purpose, attachment theory directly focuses on the 

characteristics and dynamics of the couples’ relationships. 

2.5  Viewing the Research Through the Lens of Attachment Theory 

In the following section of this literature review attachment theory and its usefulness for 

investigating and interpreting the findings of research on this topic are discussed.  The major 

concepts of attachment theory and their applicability to understanding the experience of couples 

in which one spouse has Alzheimer’s disease are explained.  The following section of this 

literature review further describes the particular relevance of attachment theory to this research 

investigation.  Using attachment theory as the lens through which to view what happens to the 

caregiving spouses and their spouses with Alzheimer’s disease has clarified the focus on the 

central emotional dynamics involved in the process. 

Attachment theory was selected as the theoretical basis particularly suited to explaining 

the emotional processes involved with husbands and wives when one of the spouses has 

Alzheimer’s disease (Cassidy & Shaver, 1999; Feeney, 1999; Fraley & Shaver, 1999; Johnson & 

Whiffen, 2003; Kobak, 1999).  The quality of attachment and related degree of emotional 

intimacy experienced by each spouse in a marriage is one of the most fundamental aspects of 

each person’s individual experience and feeling of relatedness to his/her marital partner 

(Greenberg & Johnson, 1988, 1994b; Greenberg & Marques, 1998; Hazan & Shaver, 1987; 

Johnson, 2004b).  This investigation was limited to utilizing the constructs and propositions of 

attachment theory as they are applicable to marital relationships in late adulthood, and as adapted 

and employed in the research reviewed concerning aging couples in which one spouse has 

Alzheimer’s disease.  This literature review and investigation is delimited in not being inclusive 

of the body of attachment theory focused on child development through adolescence to early 

adulthood.  The attachment relationship to a spouse parallels the earlier prototype of attachment 

relationship, the infant-parent relationship.  Attachment could be described as the glue holding 
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two people together in a family as it encompasses their emotional bond (Cassidy & Shaver, 

1999; Johnson, 2003b). 

2.5.1  Attachment Is the Emotional Bond Connecting a Couple 

Attachment is the emotional bond between the members of the marital dyad, which is the 

foundation of the family system (Johnson, 2003a,b).  Because attachment theory is a family 

systems theory, the interactions between the spouses form self-perpetuating patterns, reflecting 

the cohesion that strengthens the family system with secure attachment, or demonstrating 

negative patterns of interaction with the strain of insecure attachment (Feeney, 1999; Johnson, 

2003b).  Feeney (1999) reported that secure attachment was associated with beneficial 

caregiving to the spouse, but that attachment behaviors of couples change when stressful 

situations threaten the couple system. 

Johnson (2003b) further applied attachment theory to explain spouses’ behavioral 

responses used to “regulate emotion and protect the self from rejection and abandonment, and 

cognitive schemas, or working models, of self or other” (p. 8).  One of the categories of 

responses described by Johnson (2003b) as further stressing the interpersonal nature of the 

behavioral patterns was “forms of engagement” (p. 8).  These responses “can and do change 

when relationships change, and are best thought of as continuous, not absolute (one can be more 

secure or less secure) ... Attachment strategies will also play out differently depending on the 

attachment characteristics of a partner” (Johnson, 2003b, p. 8).  Johnson further reported that 

marital satisfaction was affected by attachment style in the marriage; individuals with insecurely 

attached spouses have reported lower satisfaction, while couples in which both spouses are 

securely attached to each other have reported better marital adjustment than couples in which 

either or both partners are insecurely attached to the other spouse (Johnson, 2003b). 

Johnson (2003b) reported that many of the cited earlier theoretical writings on attachment 

theory were written by Bowlby in books, or chapters in books he authored between 1969 and 

1980 (Bowlby, 1969, 1973, 1980).  Following developmental theorists’ placement of importance 

on interactions between person and environment, writers focused on the concept of attachment, 

which occurs through interactions with a person or object within specific social contexts.  

Bowlby noted “attachment can be observed throughout the life cycle, especially in emergencies” 
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(Bowlby, 1980, p. 27).  Attachment links older people to their environment and is vital for 

human development to continue in all life dimensions. 

Subsequently, the theoretical application of attachment theory to couple relationships has 

burgeoned as applications to adult relationships began to be explored.  Attachment theory is “a 

broad, integrative theory of relationships” (Johnson, 2003b, p. 3) particularly suited to 

understand, predict, and explain the relationship between spouses.  Bowlby’s earlier emphasis on 

the need for emotional accessibility and responsiveness from an attachment figure was extended 

and followed by articles which emerged in the late 1980s (Hazan & Shaver, 1987; Johnson, 

1986).  Johnson (2003b) reported the rise in importance of “attachment research, including an 

extensive body of research on adult attachment” (p. 4), and Cassidy & Shaver described it as 

“one of the broadest, most profound, and most creative lines of research in 20th century 

psychology” (1999, p. x).  Johnson (2003b) described the emergence of adult attachment articles 

in the literature in the 1980s, in response to Bowlby’s published conclusions on emotional 

attachment.  “Bowlby’s emphasis on emotional accessibility and responsiveness, and the 

necessity for soothing interactions in all attachment relationships, once so unfashionable, is now 

supported by empirical work” (Johnson 2003b, p. 4), such as Gottman’s (1994) research on the 

nature of distress in marital relationships (Johnson, 2003b). 

Discussing vulnerability to distress if a marital bond is threatened, Hazan and Zeifman 

reported that Bowlby stated “the pair bond, in which sexual partners mutually derive and provide 

security, is the prototype of attachment in adulthood” (Hazan & Zeifman, 1999, p. 337).  Hazan 

and Zeifman (1999) described the reaction of a spouse to the loss or separation from their pair-

bonded spouse, triggered by even temporary separation; the spouse experienced anxiety and 

depression in a process of grieving for the person to whom they were attached.  Both an 

Alzheimer’s afflicted spouse and the caregiving spouse experience recurrent episodes of this 

emotional process, in different awareness of loss.  The person with Alzheimer’s disease often 

experiences the additional discomfort of confusion and insecurity when their attachment figure is 

not present.  Such reactions typify the general principle that distress coupled with increased 

attachment behavior has been likely to occur whenever conditions have appeared to threaten the 

future of the attachment relationship between spouses (Johnson, 2004a,b). 

Many of the relevant theoretical advances of attachment theory applied to older adult 

couples in attachment relationships has been published in chapters in books or books, such as 
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The Handbook of Attachment, edited by J. Cassidy and p. K. Shaver (1999), and Adult 

Attachment: Theory, Research, and Clinical Implications by W. Rholes and J. Simpson (2004).  

These and other current theoretical sources have been utilized in applying the following 

principles of attachment theory to understanding the interactive processes husbands and wives 

have experienced in dealing with the effects of Alzheimer’s disease on their marital relationships 

(Johnson, 2003a,b). 

2.5.2  Ten Principles of Adult Attachment Theory 

The following ten principles of attachment theory were identified by Johnson (2003b), 

and were selected and adapted to illustrate the appropriateness of applying attachment theory 

principles to older adult relationships.  These principles have been identified as particularly vital 

to understanding the emotional dynamics which affect the couples’ relationships which are the 

topic of this dissertation. 

1 “Attachment is an innate motivating force” (Johnson, 2003b, p. 5).  It is a basic motivation 

throughout life.  “Dependency, which has been pathologized in our culture (Bowlby, 1988), 

is an innate part of being human rather than a childhood trait that we outgrow” (Johnson, 

2003b, p. 5). 

2 “Secure dependence complements autonomy [and] ... fosters autonomy and self confidence; 

... secure attachment is associated with ... a positive sense of self” (Johnson, 2003b, p. 5).  A 

healthy interdependence in a securely connected relationship nurtures individuality. 

3 “Attachment offers a safe haven” (Johnson, 2003b, p. 5).  Proximity to attachment figures, 

such as “parents, children, spouses, and lovers provides comfort and security, while the 

perceived inaccessibility of such figures creates distress” (Johnson, 2003b, p. 5).  “Positive 

attachments create a safe haven that offers a buffer against the effects of stress and 

uncertainty (Mikulincer, Florian, & Weller, 1993) and an optimal context for the continuing 

development of the personality” (Johnson, 2003b, p. 5). 

4 “Attachment offers a secure base from which individuals can explore ... and most adaptively 

respond to their environment” (Johnson, 2003b, p. 5), and new contexts, with an open mind 

and the confidence to update models of self and others.  In a relationship with secure 

attachment, individuals are able to be supportive to others and to “deal with conflict and 



101 

stress positively” (Johnson, 2003b, p. 6), which results in more stable and satisfying 

relationships (Johnson, 2003b). 

5 “The building blocks of secure bonds are emotional accessibility and responsiveness” 

(Johnson, 2003b, p. 6).  Emotional engagement and trust in the attachment figure to respond 

when needed is crucial to feeling secure (Johnson, 2003b).  “Separation distress results from 

the appraisal that an attachment figure is inaccessible... .  In attachment terms, any response 

(even anger) is better than none... .  Emotion is central to attachment” (Johnson, 2003b, p. 6).  

Johnson (2003b) stated that “attachment relationships are where our strongest emotions arise 

and where they seem to have most impact” (p. 6) and cited Bowlby’s (1979, p. 130) 

conclusion, “The psychology and psychopathology of emotion is ... in large part the 

psychology and psychopathology of affectional bonds” (Johnson, 2003b, p. 6). 

6 “Fear and uncertainty activate attachment needs” (Johnson, 2003b, p. 6).  When someone 

feels threatened by trauma, illness, negative life events, or an attack on the attachment bond, 

“powerful affect arises, attachment needs for comfort and connection become particularly 

salient and compelling, and attachment behaviors, such as proximity seeking, are activated” 

(Johnson, 2003b, p. 6). 

7 “The process of separation distress is predictable” (Johnson, 2003b, p. 6).  If the attachment 

figure has failed to respond with comfort and contact to a person’s attachment behaviors, a 

reaction of “angry protest, clinging, depression, and despair occurs, culminating eventually in 

detachment” (Johnson, 2003b, p. 6).  “Bowlby (1969, 1973, 1980) viewed anger in close 

relationships as often being an attempt to make contact with an inaccessible attachment 

figure, and distinguished between the anger of hope and the anger of despair which becomes 

desperate and coercive” (Johnson, 2003b, pp. 6-7). 

8 “A finite number of insecure forms of engagement can be identified” (Johnson, 2003b, p. 7).  

Three strategies for dealing with the unresponsiveness of an attachment figure have been 

identified by Johnson (2003b).  Johnson (2003b) stated anxiety and avoidance are the two 

dimensions along which attachment responses appear to be organized.  The first strategy of 

response to the threatened loss of connection to an irreplaceable attachment figure that has 

not yet been severed, has been an anxious reaction hyperactivating the attachment system 

with heightened, intense attachment behaviors, including preoccupied “clinging, pursuit, and 

even aggressive attempts to obtain a response from the loved one” (Johnson, 2003b, p. 7).  
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The second strategy of response to a lack of emotional engagement has been a detached 

avoidant response, seeking “to deactivate the attachment system and suppress attachment 

needs, focusing on tasks, and limiting or avoiding distressing attempts at emotional 

engagement with attachment figures” (Johnson, 2003b, p. 7).  The first two strategies can 

become “habitual styles of engagement with intimate others” (Johnson, 2003, p. 7). 

The third strategy of response to a lack of engagement with an attachment figure discussed 

by Johnson (2003b) is “essentially a combination of seeking closeness and then responding 

with fearful avoidance of closeness when it is offered” (p. 7), which has been “referred to as 

disorganized in the child literature and fearful-avoidant in the adult literature (Bartholomew 

& Horowitz, 1991).  This strategy is associated with traumatic and chaotic attachments” 

(Johnson, 2003b, p. 7), when someone is perceived simultaneously as both “the source of and 

the solution to fear” (Johnson, 2003b, p. 7).  These strategies of emotional regulation in 

relationships have become “self-maintaining patterns” (Johnson, 2003b, p. 7).  Johnson 

(2003b) concluded that “these habitual forms of engagement ... involve specific behavioral 

responses to regulate emotions and protect the self from rejection and abandonment, and 

cognitive schemas, or working models, of self and other” (p. 8).  Johnson (2003b) noted that 

individual characteristics have been referred to as styles, and more context specific behaviors 

have been referred to as strategies.  The “third term, forms of engagement, ... coined by 

Stroufe (1996), further stresses the interpersonal nature of this concept” (Johnson, 2003b, 

p. 8). 

9 “Attachment involves working models of self and others” (Johnson, 2003b, p. 8).  Though 

attachment strategies have dealt with ways of processing and managing emotion, “Bowlby 

(1969, 1973, 1980) outlined the cognitive content of these representations of self and other 

that are inherent in these responses (Johnson, 2003b, p. 8).  A working model of self in a 

secure attachment is seeing oneself as deserving of love, “confident and competent” 

(Johnson, 2003b, p. 8). 

10 “Isolation and loss are inherently traumatizing” (Johnson, 2003b, p. 9).  Attachment 

“explains the trauma of deprivation, loss, rejection and abandonment” (Johnson, 2003b, p. 9) 

by needed objects of attachment.  Experiencing these stressors affects personality changes.  

Adults have displayed reactions to the losses in distressed marriages with “symptoms such as 

depression and anxious hypervigilance” (Johnson, 2003b, p. 9). 
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Attachment theory has indicated that the most significant problem husbands and wives 

face in crises in their marital relationships are those which threaten both the security of the 

emotional bond between the spouses and their definition of the relationship as a safe haven, and 

a secure base (Johnson, 2003a).  Certainly, Alzheimer’s disease will destroy that emotional bond, 

and/or mutual awareness that they have shared it (Alzheimer’s Association, 2010).  A task of this 

exploratory review has been to examine selected studies within the literature which have focused 

on the effects on the marital relationship which occur as one of the spouses with Alzheimer’s 

disease changes with the progression of the Alzheimer’s disease.  The characteristics of the 

marital relationship which hinder or help the spouses to cope with these changes, and any unmet 

needs which could be more clearly understood and reduced have been identified (Kaplan, 2001; 

Knop, Bergman-Evans, & McCabe, 1998; Wright, 1994b).  The purpose of this endeavor has 

been to determine what is dependably known about the effects of a spouse’s Alzheimer’s disease 

on the marital relationship and on the strength of attachment between the spouses through 

changes in the caregiving wives or husbands and their spouses with Alzheimer’s disease.  

Husbands and wives whose marriages are being affected by Alzheimer’s disease are in need of a 

treatment to assist them in maintaining their attachment relationship and coping with the changes 

they are experiencing.  Emotionally focused marital therapy techniques were included in the 

couple interview sessions used in this case study with couples dealing with such challenging 

problems. 

2.6  Historical Highlights in the Development of Trends in Couple Therapy 

Johnson and Greenberg (1985a,b) introduced the theoretical concepts of Emotionally 

Focused Marital Therapy, in their groundbreaking early studies which discussed the importance 

of accessing and exploring the spouses’ emotional experience in order to create therapeutic 

change.  Greenberg and Johnson (1986, p. 4) reported their new approach which focused on the 

couple’s present emotional experience was “validated and found to be successful in changing the 

marital adjustment of distressed couples (Johnson & Greenberg, 1985a,b).”  Greenberg and 

Johnson (1986) created a therapeutic process of evoking underlying emotions, discussed in a 

treatment manual which described nine procedural steps and the emotionally focused therapy 

techniques used in facilitating the “spouses’ accessing, heightening, and exploring their 

emotional responses to their partners, and communicating these in such a way as to restructure 
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their subjective experiences and the interactional positions each partner takes in relation to the 

other” (Greenberg & Johnson, 1986, pp. 3-4). 

Greenberg and Johnson (1986) stated this process is focused on evoking new emotional 

experiences with accompanying perceptions and meanings, which translate into new actions and 

responses towards the other spouse.  “Emotional experience is a primary source of information 

about what is occurring for a person and is a primary tool for accessing and changing perceptions 

and meanings” (Greenberg & Johnson, 1986, p. 3).  These authors explained that as one spouse 

experiences the emotions of vulnerability or fear, this leads that spouse to new expressiveness 

and seeking of comfort, while the (observing) other spouse’s new view of the emotionally 

expressive spouse as vulnerable, rather than threatening or attacking, often allows the second 

spouse to respond more compassionately (Greenberg & Johnson, 1986). 

For example, as a spouse in the initial stage of Alzheimer’s disease interacts with the 

other spouse in an emotionally focused therapy session, and is able to express feelings of fear 

and distress due to the loss of abilities, the strength of this spouse’s emotional expressiveness of 

need and loneliness may evoke in the other spouse a fuller perception of the continuing 

emotional availability and needs of the spouse with Alzheimer’s disease.  This may lead to the 

expression of positive regard, love, and reassurance by the caregiving spouse, who may then be 

perceived as more supportive and emotionally available to the other spouse with Alzheimer’s, 

rather than as rejecting or critical.  Conversely, the process of Emotionally Focused Marital 

Therapy (Greenberg & Johnson, 1986, 1988) may facilitate a distant and depressed caregiving 

spouse, who has shut off support due to feeling overwhelmed with feelings of loss of the past 

relationship with the other spouse with Alzheimer’s disease, to open up and express the needs 

and ongoing affection they have for their spouse.  The observing spouse with Alzheimer’s 

disease may be able to express some emotional compassion and connection to the caregiving 

spouse in response. 

In further explanation of their model, Greenberg and Johnson (1986) explained that 

emotions in marriage, such as described above, “are often not ‘teachable’ or subject to cognitive 

control” (p. 3).  Instead love, trust, fear, and respect may be evoked in the spouses in a process of 

mutual emotional expressiveness through accessing, heightening, and exploring emotional 

responsiveness to each other, and communicating their subjective experiences so that change in 

their interactional positions occurs (Greenberg & Johnson, 1986). 
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Change in the marital relationship is facilitated by processes which focus on primary 

emotional experience because “affective experience is extremely salient and overrides other 

cues.  Emotional experience, therefore, provides an organizing and integrative framework for the 

creation of meaning in general, and the perception of one’s spouse in particular” (Greenberg & 

Johnson, 1986, p. 4).  “Affective experience is a rich source of appraisals of the other and the self 

in relation to the other ... [but] cognitions are more accessible when the emotional state with 

which they are associated has been aroused” (1986, p. 4), so maladaptable cognitions can be 

modified. 

In further describing this change process, Greenberg and Johnson (1986) stated that 

because emotions required for marital satisfaction, such as love, trust, and compassion, are 

difficult to bring under cognitive control, they have to be evoked at the affective level.  “Bonding 

and attachment are facilitated by heightened emotional experience... .  The expression of deeply 

felt emotional experience facilitates mutual disclosure and the growth of intimacy” (Greenberg & 

Johnson, 1986, p. 4). 

In marital relationships of couples dealing with Alzheimer’s disease in one spouse, 

communication by the caregiving spouse on an affective level may convey loyalty, 

trustworthiness, and protectiveness or rejection as an indication of the spouses’ positions in the 

relationship.  This affective communication, with the responsiveness of the spouse with 

Alzheimer’s disease, may provide a salient emotional experience which may impact the distress 

felt by each in the relationship. 

Greenberg and Johnson (1986) theorized that “calmly talking about past emotional 

experience does not change perceptions or create intimacy; rather, it is the experience and 

expression of emotion in the session that is important” (p. 4).  A shift in perception and 

emotional experience is needed ... to achieve change in marital interaction, rather than simply a 

change in behavior” (Greenberg & Johnson, 1986, p. 4).  The above stated principles were the 

foundation of the new model of Emotionally Focused Marital Therapy presented by Greenberg 

and Johnson (1986; Johnson & Greenberg, 1985a,b), which has subsequently grown and 

expanded into one of the dominant, currently most followed models of marital therapy. 

During the emotionally focused therapeutic process, primary emotions may be 

experienced with felt bodily components and accompanied by strongly expressive language, 

which indicates “that the feeling is actually experienced and not just talked about” (Greenberg & 
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Johnson, 1986, p. 5).  Greenberg and Johnson (1986) explained that a therapist working with a 

couple would pursue the emotion underlying the established positions the spouses take with each 

other.  The therapist would explore and probe for the affect not consciously acknowledged or 

available, to use it as an agent of change, with the potential to impact the couple on both 

intrapersonal and interpersonal levels (Greenberg & Johnson, 1986).  The role of the therapist 

also has required the skills “to evoke emotional experience, in the present ... in order to promote 

adaptive problem solving” (Greenberg & Johnson, 1986, p. 5) and to help the clients fully 

engage in the process.  Greenberg and Johnson (1986) reported the couple therapist working with 

emotion continually assesses “whether a particular emotional response is an instrumental or 

secondary reactive emotion” (pp. 5-6) to be blocked or bypassed, or a primary adaptive response 

to be explored and expressed.  Within this framework presented in 1986 by Greenberg and 

Johnson, “if primary emotion is an independent variable rather than a response to cognition, then 

it is not surprising that Fincham and O’Leary (1983) found that behavioral responses ... seemed 

to be primarily mediated by affective responses rather than ... attributions” (1986, p. 6) in 

marriage. 

In their early development of this model of Emotionally Focused Marital Therapy, 

Greenberg and Johnson (1986) stated that “the experience and expression of emotion by partners 

in couples therapy promotes a number of different kinds of cognitive change” (p. 6).  A spouse’s 

“view of the other’s predominant affective experience provides a framework within which new 

attributions about the other’s thoughts and feelings are made.  The expression of new affective 

experience in one spouse creates a reorganization of the other’s perceptual framework” 

(Greenberg & Johnson, 1986, 1986, p. 6).  The observing spouse then sees and responds to the 

first spouse in new ways.  Greenberg and Johnson (1986, p. 6) stated, “Affective expression is ... 

a tool to change perceptions and meanings; ... couples involved in Emotionally Focused marital 

therapy reported that one of the results of therapy was a change in their dominant perception of 

their partner (Johnson & Greenberg, 1985a.)”. 

Greenberg and Johnson (1986) observed that emotions have also been “viewed as 

motivators of behavior in that they are dispositions to act (Long, 1983)” (p. 7) and have been 

described by Pinsof (1983) as “facilitating problem solving by evoking new responses to 

problem situations” (1986, p. 7).  “On an interactional level, the expression of newly synthesized 

emotions to one’s spouse has the potential to communicate new powerful interpersonal 
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messages” (Greenberg & Johnson, 1986, p. 7) which change the definition of the relationship 

and can facilitate intimacy.  “Emotional self-disclosure also increases intimacy” (p. 7) and 

intimacy increases marital satisfaction (Greenberg & Johnson, 1986).  Greenberg and Johnson 

further noted that in addition to verbal expression of emotion, emotion which is expressed 

nonverbally to a partner adds visible authentication of the experience (1986). 

Greenberg and Johnson indicated that the development of the Emotionally Focused 

Marital Therapy model with emotional responsiveness increased by spouses’ disclosure of 

unacknowledged feelings to each other, is in agreement with the earlier view by Ainsworth 

(1973) that “sensitive responsiveness seems to be the one quality which fosters secure bonds 

between people” (1986, p. 8).  This process of emotional expression provides “the potential for 

fostering the clarification of needs and each spouse’s ability to respond to those needs” 

(Greenberg & Johnson, 1986, p. 8).  When a husband or wife discovers they have Alzheimer’s 

disease, the sensitivity of their spouse’s responsiveness to this frightening situation affects the 

closeness of their bond.  If the caregiving spouse openly asks about the feelings and needs of the 

other spouse with Alzheimer’s, and expresses their own concerns and needs, this not only brings 

their emotional needs into the open, but provides the opportunity for each partner to respond 

more clearly to the other’s needs which have been disclosed.  Expressing emotions in therapy, 

which is a safe environment for self-disclosure, “enables couples to ‘engage’ each other in ways 

that promote the growth of trust and closeness” (Greenberg & Johnson, 1986, p. 8).  In the in-

depth interviews of couples in  this case study, the therapeutic process of using Emotionally 

Focused Couple Therapy techniques for couples coping with Alzheimer’s disease will facilitate 

their self-disclosure and expression of emotion. 

In her 1986 paper on marital relationship paradigms and their implications for the process 

of marital therapy, Susan Johnson stated that marital therapy in the prior decade had become a 

significant mode of intervention for “the alleviation of marital distress and the facilitation of 

adult intimacy and family cohesion” (p. 259).  Whereas many disorders such as depression were 

treated in the past as intrapsychic issues, Johnson (1986) noted that they were then frequently 

being treated in an interpersonal context.  Johnson stated that the couple level, as compared to 

the individual and family levels of intervention, appears to have the greatest potential to create 

change across the family, couple, and individual levels of functioning (1986). 
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Johnson (1986) reviewed the evolution of two major paradigms for the treatment of 

intimate relationships, the behavioral and psychodynamic orientations, and found them clearly 

distinguishable in theory and techniques employed with distressed couples.  She further noted 

that more recent experiential treatment methods had developed out of the psychodynamic 

paradigm, and emphasize the role which emotion plays in intimate relationships, with distress 

based on a deprivation of healthy needs (Johnson, 1986).  “Such approaches would appear to 

lend themselves to a conceptualization of the marital relationship in terms of an emotional bond 

or attachment” (Johnson, 1986, pp. 259-260).  Johnson and Greenberg (1985a) found that one 

experiential approach, Emotionally Focused Therapy (EFT), was effective in terms of outcome 

when it was compared to a cognitive behavioral treatment and a control group.  Johnson (1986) 

stated that the expression of affect in a new synthesis of the emotional experience shared 

between adults in an intimate relationship is both primary and necessary in order to restructure 

their intimate bond. 

In contrast, the behavioral model in the marital therapy literature had focused on couples 

reinforcing each other over time at an equitable rate, with the behavior of each spouse seen as 

determined by the consequences of the behavior provided in response by the partner (Johnson, 

1986).  Johnson (1986) characterized this view of relationships as emphasizing bargaining and 

negotiating skill, and the use of conscious rational control to change behavior.  “It is presumed 

that such change will then be accompanied by changes in affect, for example, increased affection 

levels, and in cognition, for example, more positive attributions concerning the partner’s 

responses” (Johnson, 1986, p. 260).  In the behavioral treatment model the couple was trained in 

effective communication, and the skills were taught in rational terms for cognitive reframing of 

attributions of the responsibilities shared in a relationship (Johnson, 1986). 

In the alternative paradigm which conceptualizes close relationships as intimate bonds, 

this tie between spouses is viewed as an “organizational construct encompassing a set of 

attachment behaviors such as proximity-seeking, and an affectional aspect such as a sense of 

security in the presence of the other and distress upon separation” (Johnson, 1986, p. 261).  The 

strength and quality of the bond is continually determined in the process of interaction (Johnson, 

1986).  Johnson (1986) connected this process to Bowlby’s (1973) discussion of attachment 

theory which asserted that the quality of the child’s successful or unsuccessful early bonding 

process with the parents subsequently affects the person’s ability to establish emotional bonds in 
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adulthood, due to the formation of internal representational models of the self in relationship 

with others.  Just as a child expresses anxiety and despair after losing the primary attachment 

figure, adults exhibit increases in depression, psychosomatic illness and psychological 

deterioration after the loss of a marriage (Johnson, 1986). 

Stemming from Bowlby, Johnson (1986) presented an in-depth theoretical explanation of 

the intricate dynamics of the development of attachment needs between intimate adult partners, 

and the reactive attachment behaviors which occur when that emotional bond is threatened.  The 

ability to access the marital partner, who is the attachment figure, is a critical need in a bonded 

intimate relationship (Johnson, 1986).  Johnson (1986) reported this is a greater perceived need 

at times of stress, when closeness to the partner provides comfort and reduces anxiety.  When the 

emotional bond is threatened, “then attachment behaviors such as clinging, crying and/or angry 

coercion generally became more frequent and extreme” (Johnson, 1986, p. 262).  These 

behaviors are commonly observed in distressed marriages where “disagreement or distance are 

perceived as threatening the relationship” (1986, p. 262), and can build to withdrawal and 

despair, which suggests “the issue of separateness and connectedness is, in fact, the core issue in 

marital conflict” (1986, p. 262).  For example, Johnson (1986) explained, in a distressed 

marriage “the blaming coercive wife who continues to blame, even though she understands that 

this behavior has the effect of driving her spouse away from her, is involved in a desperate 

intensification of attachment behaviors” (p. 262) which are “difficult to bring under cognitive 

control and end only in the event of reassuring contact with the spouse or an emotional divorce 

and withdrawal” (Johnson, 1986, p. 262).  This coercive behavior is not due as much to a lack of 

communication skills, as to lack of assurance that the spouse will be available and responsive 

(Johnson, 1986).  “Responsiveness reflects the willingness to be affected or influenced by the 

other and to recognize the other’s needs or desires” (Johnson, 1986, p. 262). 

Johnson (1986) summarized this viewpoint on marital conflict by stating it “arises as a 

result of an insecure bond, involving perceived inaccessibility and emotional unresponsiveness 

on the part of at least one of the partners” (p. 262).  This insecure attachment often leads to 

distorted attachment behaviors, with angry or coercive requests for contact (Johnson, 1986).  The 

first treatment implication of this perspective which Johnson identified was that marital therapy 

should “directly address each partner’s sense of security or, conversely, sense of deprivation and 

isolation in the relationship” (1986, p. 263), focusing on these emotional issues, rather than 
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solving instrumental problems.  A second treatment goal identified by Johnson (1986) was the 

validation of each partner’s need for contact and security as being a natural part of being human, 

as opposed to being a cause of relationship problems.  Johnson stated the task of the therapist 

would be to explain that the problems are not created by these needs, but “by how individuals 

react to, cope with and disown their own desires” (1986, p. 263) and invalidate those of their 

spouse (Johnson, 1986). 

Johnson (1986) further emphasized that viewing a relationship as an intimate bond means 

that each partner nurtures the other as an expression of genuine affection and caring, and in 

response to the partner’s needs.  This results in the relationship becoming a place of emotional 

safety and affirmation of the value of each partner (Johnson, 1986).  Johnson (1986) stated affect 

is the organizing force for attachment.  Johnson acknowledged Bowlby’s (1973) conclusion that 

the primary source of intense human emotion is “the formation, maintenance, disruption, and 

renewal of affectional bonds” (1986, p. 263). 

Two approaches to marital therapy were identified by Johnson (1986) as consistent with 

the bonding paradigm:  “the insight-oriented therapy of Wile (1981) ... and Emotionally Focused 

Marital Therapy (Greenberg & Johnson, 1986b)” (p. 263).  She stated that both “view marital 

distress in terms of alienation and emotional deprivation; both consider the disowning and 

distortion of normal desires to be crucial in distressed relationships and attempt to validate such 

desires” (Johnson, 1986, p. 263).  When partners “exhibit particular sensitivities or insecurities 

(Wile, 1981) in relation to their spouse” (Johnson, 1986, p. 263), these “can be explored in 

therapy and incorporated into the relationship in such a way that the relationship becomes a place 

of safety, and each partner is able to affirm the other as a worthwhile acceptable human being” 

(Johnson, 1986, p. 263).  If a spouse distrusts and doubts the honesty of expressions by their 

partner, “such emotional responses, if they are to be experienced and perceived as congruent and 

genuine may then be evoked” (Johnson, 1986, p. 263).  Johnson (1986) supported the therapeutic 

goal of helping “the needy partner evoke the desired response from their spouse.  This may be 

achieved by an increased understanding of the partner’s needs (Wile, 1981),” (p. 263) or by 

disclosure of vulnerability. 

Greenberg and Johnson (1986) explained that in therapy the process of evoking and 

expressing underlying emotions to a partner who accepts them “relieves the loneliness and 

alienation that has crept into a dysfunctional relationship” (p. 7).  This “provides the opportunity 
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for the attachment system to operate” (Greenberg & Johnson, 1986, p. 7) in what Bowlby (1980) 

referred to as a renewal of the bond they experience as a source of happiness.  “Attachment 

bonds between adults in marriage appear to be an important basis for reliable pair bonding even 

more important than sexual desire (Weiss, 1982).  Attachment appears to be fostered by states of 

heightened emotion” (Greenberg & Johnson, 1986, p. 7). 

Johnson further concluded that Emotionally Focused Therapy (EFT) is “consonant with 

bonding theory in that it stresses, not insight into emotion, as much as a new synthesis of 

emotional experience which enables partners to modify their interactional positions and become 

accessible and responsive to each other’s emotional needs” (1986, pp. 263-264).  Johnson (1986) 

stated that all types of marital therapy seek to increase marital partners’ openness and willingness 

to emotionally respond to each other to some degree.  “However, in a therapeutic process based 

on rational skill building and contractual exchange, such phenomena would appear to be a by-

product” (Johnson, 1986, p. 264).  Johnson (1986) emphasized that “the exploration and 

expression of new aspects of the self, particularly of emotional vulnerability” (p. 264) in 

Emotionally Focused Marital Therapy increases trust, which then results in new perceptions of 

the spouse and a greater willingness to respond in a caring way. 

Particularly in times of stress, the need for access to the attachment figure is strongly 

manifested in both children and adults (Greenberg & Johnson, 1988).  The presence and 

closeness of the attachment figure provides reassurance and comfort, which reduces distress and 

anxiety (Greenberg & Johnson, 1988).  “Bowlby (1969) placed attachment in the framework of 

evolutionary adaptation:  In a dangerous world, a close and responsive attachment figure ensured 

survival” (Greenberg & Johnson, 1988, p. 19).  The mutual protection and support of a paired 

relationship provides safety to vulnerable individuals (Greenberg & Johnson, 1988). 

The goal of attachment behaviors is to seek and maintain closeness and comforting 

contact with others, particularly the primary caregiver, as “Harlow (1958) showed that contact-

comfort was a primary mediator of attachment in primates” (Greenberg & Johnson, 1988, p. 18).  

As infant monkeys and children were shown to be able to pursue the freedom to move beyond 

their secure base because “they can return to the soothing softness of a caretaker, ... adults fare 

much better ... when they can return for emotional refueling to the haven of a supportive 

marriage... .  Marriage ... is a social framework for the attainment of adult intimacy” (Greenberg 

& Johnson, 1988, p. 18), as are other types of coupling relationships.  Marriage provides a 



112 

widely acceptable opportunity for human closeness, and “the dual psychological processes of 

connecting and separating, joining and individuating, are central to marriage” (Greenberg & 

Johnson, 1988, p. 18). 

The primal importance of the need for attachment is basic to the origin of emotional 

bonding in the development of the individual; though other needs and motivations to be satisfied 

include mastery and curiosity, the need for attachment continues to be significantly important in 

couples’ relationships (Greenberg & Johnson, 1988).  “Attachment needs in infancy (Bowlby, 

1958, 1969, 1973, 1980), and the primary tendency toward other relatedness, as postulated by 

object relations theorists (Fairbairn, 1952; Greenberg & Mitchell, 1983; Guntrip, 1969), appear 

to be crucial human drives” (Greenberg & Johnson, 1988, p. 18). 

Greenberg and Johnson (1988) stated that interdependence “is the highest form of 

development, and not independence, as is posited by many developmental theorists” (p. 18), and 

“interdependence is the goal of healthy attachment” (p. 18).  Greenberg and Johnson (1988) 

stated their agreement with object relations theorists that “a basic tendency in human nature is to 

seek contact and connection with other humans.  From birth to old age, human connectedness is 

an essential need” (p. 18).  Greenberg and Johnson (1988) stated an interdependent relationship 

entails mutual caring and concerns for the other person, and the need to feel cared for by the 

partner.  Mature adults are able to express their needs and respond to their partner’s needs 

(Greenberg & Johnson, 1988).  Attachment needs are the heart of the close couple relationship 

and their emotional bond to each other in healthy adulthood (Greenberg & Johnson, 1988; 

Johnson, 2003a,b, 2004b, 2008; Johnson & Greenberg, 1994c). 

2.6.1  Development of a Focus on Emotions in Couples Therapy 

Johnson and Greenberg (1994b) expanded their focus on attachment needs in 

highlighting the changes in trends from past practices in psychotherapy into current trends which 

increasingly recognize the importance of emotion in marital dynamics (1994b).  Johnson and 

Greenberg (1994b) described some general changes in psychotherapy, and marital therapy in 

particular, since the 1970s when marital therapists became concerned with refining and applying 

marital interventions, and began to conduct outcome studies of the effects of specific 

interventions.  However, these authors noted “the lack of specification of interventions, whether 

focused on behavior, cognition, or affect, continued to be problematic (Gurman & Kniskern, 
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1981),” (1994b, pp. 5-6) and was still noted to be a problem in the 1990s.  The primary strategies 

of change in marital therapy, as in individual therapy, “involved the expansion of behavioral 

repertoires, or in the more dynamic therapies, insight into marital dynamics” (1994b, p. 6). 

In the early 1980s, Greenberg and Johnson began to develop and test a type of couple 

therapy which reprocessed the partners’ emotional responses and facilitated change in negative 

cycles of interaction, which helped to establish more secure bonding between the partners 

(Greenberg & Johnson, 1986, 1988; Johnson, 1986; Johnson & Greenberg, 1985a,b, 1988).  

Clinical developments in psychotherapy, and in marital therapy in particular, “increasingly 

recognized the importance of emotion.  Generally in psychotherapy, the 1980s saw a growing 

emphasis on affect and an acknowledgment that a focus on behavior and cognition was 

necessarily incomplete” (Johnson & Greenberg, 1994b, p. 5). 

Johnson and Greenberg (1994b, p. 6) reported that cognitive and behavioral marital 

therapists in the 1980s increasingly acknowledged that the “problems couples brought into 

marital therapy were emotional in nature, and that the quality of the emotional connection 

between partners had a great impact on the outcome of therapy (Margolin & Weinstein, 1983).”  

Broderick and O’Leary (1986) viewed “affect as a critical factor which affected marital 

adjustment and must be addressed in marital therapy” (Johnson & Greenberg, 1994b, p. 6).  

Following the publications by Greenberg and Johnson, the developers of Emotionally Focused 

Therapy (1986, 1988; Johnson & Greenberg, 1985a, 1985b, 1988), in the latter years of the 

1980s and into the 1990s, Johnson and Greenberg (1994b, pp. 6-7) reported that other 

clinicians/researchers included interventions focusing upon affect in cognitive-behavioral 

approaches, including “teaching the skills of affective expression (Baucom, Sayers, & Sher, 

1990), helping couples label the emotional consequences of their partner’s behavior (Jacobson, 

1991), [and] including emotion as part of an insight-oriented change strategy (Snyder & Wills, 

1989).”  Systems theorists also began to include emotion in their work.  “Napier (1988) has 

included working with emotion as part of family-of-origin work.” (Johnson & Greenberg, 1994b, 

p. 7). 

When Emotionally Focused Therapy was formulated in the mid-1980s, the literature on 

couple therapy was not focused “on the need to address emotion and the power of emotion to 

create change in marital therapy” (Johnson, 2004b, p. 4).  In fact the name of the therapy itself—

EFT—was employed to “draw attention to the crucial significance of emotion and emotional 
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communication in the organization of patterns of interaction and key defining experiences in 

close relationships” (Johnson, 2004b, p. 4).  This new model of therapy centered on emotion as a 

powerful agent of change in marital therapy, which was not “presumed to arise through cognitive 

and behavioral means” (p. 5).  EFT developed as an intervention from “systematic observation of 

couples in therapy and the process by which they succeeded in repairing their relationships” 

(Johnson, 2004b, p. 5).  Johnson (2004b) reported that other current models of marital distress, 

including Gottman’s model, also have been based on the observation and coding of interactions 

between couple partners, as “models of adult close relationships such as attachment theory” 

(p. 5) have been. 

In the forward to the 2004 second edition, Gurman acclaimed the impact of Johnson’s 

(1996) book and method of therapy in the intervening years, and discussed the evolving trends in 

couple treatment (Gurman, 2004).  He placed emotionally focused couple therapy in the context 

of two other approaches, object-relations theory, which had made only a limited comeback due 

to the lack of mainstream acceptance, and behavioral approaches which had provided a rational 

alternative to the “murky psychodynamic (pre-object relations) approaches of the preceding 

several decades of couple therapy” (Gurman, 2004, p. x).  However, Gurman (2004) stated that 

the behavioral approaches to couple therapy had focused on observability of behavior and 

cognitive processes, but had been lacking consideration of affect, with consequential limitations 

on their lasting benefits to couples.  He asserted that “there has been no reason, from a 

behavioral or social learning theory perspective—not to attend to affect, even highlight it, in 

couple therapy” (Gurman, 2004, p. x), and he reported behavior therapy had somewhat begun to 

embrace affect.  Gurman (2004) strongly affirmed that emotion organizes attachment bonds, 

which are the basis of long-term couple relationships.  Gurman (2004) also asserted that 

attachment theory is “a scientifically substantial basis” (p. x) for understanding intimate 

relationships, and is rooted in modern neuroscience and family psychology.  “Attachment theory 

allows ... for the inevitable interaction between the inner and outer lives of people that is truly 

integrative and systemic” (Gurman, 2004, p. x). 

Greenberg and Johnson (1988) applied these principles of the centrality of the couple’s 

affectional bond in further explaining the reaction of a partner to the perceived threatening of 

that bond, when “attachment behavior such as clinging, crying, or angry coercion becomes more 

extreme.  In distressed relationships, where disagreement and distance are perceived as 
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threatening, such behavior is commonplace and every disagreement is viewed as a possible 

threat” (p. 19).  Efforts to secure the relationship by crying or appealing to the partner for support 

are adaptive, rather than an indication of a psychological or developmental problem.  Greenberg 

and Johnson (1988) noted that this behavior is consistent with the explanation by Bowlby (1973) 

that stress is alleviated when attachment behaviors result in the successful securing of the bond, 

but if unsuccessful, increased stress, withdrawal and despair will result. 

2.6.2  Emotionally Focused Processes and Couple Therapy Techniques 

Following early articles by Greenberg and Johnson (1985a, 1985b) which began to 

explicate the theory and process of Emotionally Focused Therapy (EFT), Greenberg and Johnson 

provided an in-depth exploration of the role of emotion in interaction and the use of interventions 

to access emotional experiences and restructure couple interactions in their book, Emotionally 

Focused Therapy for Couples (1988).  Integrating an experiential focus on the individuals’ 

experience and a “systemic focus on patterns and cycles of interaction” (Greenberg & Johnson, 

1988, p. vii), Greenberg and Johnson presented outcome data from studies which used 

emotionally focused couple therapy and discussed clinical issues the authors dealt with in case 

examples. 

Greenberg and Johnson (1988) integrated intrapsychic and interpersonal dimensions 

within the EFT model which they originated (Johnson, 2004).  These authors emphasized that 

“the name emotionally focused therapy (EFT) does not mean that cognition and behavior are 

unimportant in this approach” (1988, p. vii), but that emotional experience and expression is at 

the heart of the process and structure of couples’ relationships.  Greenberg and Johnson credited 

earlier therapists including “(Perls, 1973; Rogers, 1951; Satir, 1972) ... [with adeptly] working 

with the experience and expression of feelings in therapy” (1988, p. 4), but stated no clear 

framework for working with emotion in therapy had yet been articulated. 

Emotions play a motivational and biologically adaptive role in human relationships, and 

in couples in particular.  Greenberg and Johnson (1988) further explained that emotions 

communicate a connection with the environment, and motives for behavior are amplified by 

emotions.  “Higher level processing of the emotional response leads to motivated action.  

Emotions thus provide the impetus for action although they do not necessarily lead directly to 

behavior by themselves” (Greenberg & Johnson, 1988, p. 5). 
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Greenberg and Johnson (1988) asserted that emotions can be affected by social 

experience, and can be classified as biologically based emotions which are “automatic direct 

responses to situations that are biological” (p. 6), and socially derived emotions which are 

derived from biological emotions.  In addition socially based emotions reflect learning and 

culture, and may or may not be biologically or socially adaptive (Greenberg & Johnson, 1988).  

“Pride and envy are socially based emotions that depend on what is culturally regarded as 

valuable, whereas primary sadness and anger are biologically based responses to loss or 

intrusion” (Greenberg & Johnson, 1988, p. 6), but can be influenced by learning and social 

factors. 

Greenberg and Johnson (1988) categorized emotions into four classes of emotional 

expression:  adaptive primary emotions (biologically based); secondary emotions and 

instrumental emotions (culturally based); and maladaptive primary emotions “in which 

biological and cultural factors interact” (Greenberg & Johnson, 1988, p. 6).  Experiencing and 

expressing adaptive primary emotions can “convey biologically adaptive information that aids in 

problem-solving, unified action, and constructive interaction ... [while] secondary emotional 

reactions often take the form of defensive coping strategies, ... counterproductive in creating 

change [and] often problematic” (Greenberg & Johnson, 1988, p. 6).  Greenberg and Johnson 

(1988) stated other emotions in the category of secondary emotions are hatred, rage and revenge.  

Since secondary emotions can indicate underlying thoughts and feelings, the therapist has to 

distinguish between primary adaptive responses and secondary reactions, and often the 

determination has been based on the context (Greenberg & Johnson, 1988).  For example, anger 

could be an adaptive affective response to a violation of a person’s boundaries, or could be a 

secondary response to underlying hurt or fear (Greenberg & Johnson, 1988). 

Greenberg and Johnson (1988) concluded that instrumental emotions primarily serve an 

interpersonal function, such as in a social role or as a manipulation to control the responses of 

others.  Greenberg and Johnson (1988) noted that instrumental emotional expressions can be 

interrupted, because the focus and attention of the person in control can be diverted.  Therapists 

who have focused on instrumental feelings have emphasized “understanding why clients do 

things or the interpersonal effects of what they do” (Greenberg & Johnson, 1988, p. 7). 

When emotion has been used as an agent of change by the couple therapist, through 

exploring and probing for affect currently unavailable, the expression of the discovered 
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underlying emotion may come as a powerful revelation to both partners (Greenberg & Johnson, 

1988).  Integrating the new experience produces change on both intrapersonal and interpersonal 

levels (Greenberg & Johnson, 1988).  Unlike rational restructuring of experience through insight 

or relabeling physiological cues, Greenberg and Johnson (1988) reported the emotional 

experience is evoked in the present.  “It is the difference between thinking about feeling and 

feeling itself, between experience remembered and life itself” (Greenberg & Johnson, 1988, 

p. 9).  These authors explained that the immediate reflexive integration of incoming information 

about a person’s current state and processes is experienced as emotion, and emotion is the most 

complete source of feedback about what is occurring in the present, but must be brought to 

attention for informed problem solving (1988).  Greenberg and Johnson (1988, p. 10) stated, 

“Emphasis is placed on the fundamental role of the initial, perceptual experience in the 

construction and organization of reality (Greenberg & Johnson, 1985, 1986); ... Safran & 

Greenberg, 1986).” 

Greenberg and Johnson (1988, p. 10) described “Leventhal’s perceptual motor-

processing model of emotion (1979), in which emotion is viewed as a complex integration of a 

number of different information-processing components, ... [which] has recently been adapted 

for use in psychotherapy (Greenberg & Safron, 1984a, 1987a).”  Cognition and emotion were 

viewed as intertwined rather than related linearly, with “no thought without feeling and no 

feeling without thought” (Greenberg & Johnson, 1988, p. 10).  In this perspective, Greenberg 

and Johnson stated three automatic mechanisms are involved in emotional processing:  an 

expressive motor system of responses which are “elaborations of responses that were 

biologically in-wired in the neonate” (1988, p. 10); “a schematic or emotional memory; and a 

conceptual system that stores rules and beliefs about emotional experiences” (1988, p. 10).  

Schemata were defined as “representations of prior emotional experience that contain stored 

subjective reactions, stimulus features, and physiological responses to earlier situations” 

(Greenberg & Johnson, 1988, p. 10), and act to direct attention and perception in current 

functioning.  The third mechanism, the conceptual system, was described as handling conscious 

and volitional processing and analysis and evaluation of concrete experience, as well as “storing 

the situational antecedents and consequences of feelings” (Greenberg & Johnson, 1988, p. 11). 

In summary Greenberg and Johnson (1988) concluded, “Experienced emotion results 

from a preattentive synthesis of expressive motor information, implicit emotional schemata, and 
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conceptual cognition” (p. 11), and in this model, “affect cognition, physiology, and behavior are 

all integrated into a comprehensive model of human emotion” (p. 11).  According to this model 

of affect, activation of any one of the network of components stimulates the other parts, so that 

evoking specific thoughts or meanings or physical reactions in therapy affects other components 

of the emotional experience (Greenberg & Johnson, 1988). 

Greenberg and Johnson (1988) further described the interpersonal dynamics of the 

expression of experienced emotion by one partner, and a corresponding response by the other 

partner, with consequent changes in their relationship.  For example, the expression of 

vulnerability in the communication of fear or sadness has generally evoked protectiveness and 

compassion from the partner, drawing a couple closer (Greenberg & Johnson, 1988).  

Conversely, the expression of anger or disgust has resulted in interactional boundaries and 

emotional distancing (Greenberg & Johnson, 1988).  In assessing interaction in couples, “the 

degree of closeness—distance and dominance—submission [are] the two indices of greatest 

importance” (Greenberg & Johnson, 1988, p. 13) in emotional communication in couples. 

In addition to the communication of emotion, the study of other aspects of 

communication in couples therapy is an important part of analyzing the process which occurs.  

Greenberg and Johnson (1988, p. 13) reported that, initially the significance of communication in 

the field of marriage and family therapy “was highlighted by the Palo Alto group (Bateson, 

Jackson, Haley, & Weakland, 1956; Jackson, 1967; Watzlawick, Beavin, & Jackson, 1967)” at 

the Mental Health Research Institute, where “they posited that everything done in a relationship 

is a form of communicating, and that it is impossible not to communicate” (Greenberg & 

Johnson, 1988, p. 13).  The Palo Alto group analyzed analogical communication, which is 

usually a nonverbal, somewhat vague reference to an object, and digital communication, which 

uses an arbitrary name to represent its object and facilitates more logical precision (Greenberg & 

Johnson, 1988).  Though the Palo Alto group saw the importance of analogical communication 

in indicating the roles of relationship partners, Greenberg and Johnson (1988) contended that this 

group emphasized the cognitive aspects of the process of communication, but they failed to pay 

“attention to the affectional and motivational aspects of emotional communication” (p. 14).  In 

addition, Greenberg and Johnson (1988) asserted the Palo Alto group focused on the encoding 

and decoding of communicated messages, and viewed the person as a cybernetic machine for 

information processing. 
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In contrast, Greenberg and Johnson (1988) viewed the person as a “more complex human 

being, a motivated, affective-cognitive, information-processor” (p. 14) by adding emotion to 

their model.  Greenberg and Johnson stated that both communication and emotion determine 

behavior in “an affective-systemic approach to couple therapy” (1988, p. 14).  Greenberg and 

Johnson (1988) stated partners exchange small nonverbal signals “facially, gesturally, and 

paralinguistically” (p. 14) which indicate emotional states, which influences the process of 

interaction.  The sending of signals of emotional messages and the picking up of the signals are 

important aspects of partners relating to each other (Greenberg & Johnson, 1988).  The couple’s 

therapist must follow this nonverbal emotional communication between the partners while 

observing and listening to the conversation (Greenberg & Johnson, 1988). 

Greenberg and Johnson (1988) stated the facial expression of emotion, such as an 

aggressive look indicating the intent to harm, has been a strong regulator of social interaction.  

Greenberg and Johnson (1988) reported the facial expression of emotion is known to be cross-

culturally consistent, and generally the facial expression has priority over verbal expression 

when the two are inconsistent.  However, in family and couple therapy, such inconsistency of the 

facial and verbal messages has been associated with the manipulative insincerity of some 

individuals, and contradictory, “double-bind” messages.  Greenberg and Johnson (1988) reported 

voice quality also has influenced interactions by conveying emotional states of excitement, 

dominance, submission, anger, or sympathy.  Because nonverbal communication of emotion “is 

spontaneous rather than intentional, and ... analogical rather than symbolic, ... the face will often 

display anger, disgust, sadness, or joy before the reaction can be controlled... .  Facial and vocal 

expression is trusted more than content” (Greenberg & Johnson, 1988, p. 15). 

Emotion is communicated in a complex interactional process in couples, with reciprocal 

verbal and nonverbal emotional cues affecting the emotional experience, including eye contact, 

physical posturing and distance, and movement (Greenberg & Johnson, 1988).  Greenberg and 

Johnson asserted, “Intimacy, for example, is highly controlled by reciprocal nonverbal signals” 

(1988, p. 16).  Greenberg and Johnson (1988) concluded both internal and external forces affect 

a spouse’s feeling state, and communication from the other spouse is a major factor.  

“Communication patterns can maintain current feeling states as much as current feeling states 

can maintain certain communication patterns” (Greenberg & Johnson, 1988, p. 17).  Greenberg 

and Johnson (1988) concluded this analysis of emotion by elaborating on this reciprocal process:  
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“Emotional states organize certain interactional stances and verbal and nonverbal patterns of 

communication, while interactional stances and communication patterns reciprocally organize 

certain emotional states and the availability of internal resources and capacities” (p. 17). 

Greenberg and Johnson (1988) presented evidence of the efficacy of Emotionally 

Focused Therapy (EFT) for dealing with the interactional patterns of couples in three outcome 

research studies.  In the first of these studies Johnson and Greenberg (1985a) investigated the 

relative effectiveness of EFT compared with a cognitive behavioral problem-solving approach 

(PS), which combined communication training and problem solving.  In this study, the 

researchers randomly assigned 45 moderately distressed couples to one of the two treatment 

groups or a waiting list control group.  Six experienced therapists who were committed to the 

particular treatment approach they were using implemented the treatment in eight sessions.  

Measurement of the perceived quality of the therapeutic alliance across the treatment groups was 

found to be equivalently high, and adherence to treatment procedures was monitored and found 

to be maintained with consistency (Johnson & Greenberg, 1985a). 

Both treatment groups demonstrated significant improvement over untreated controls in 

measures of marital adjustment, goal attainment, intimacy levels, and target complaint reduction 

(Greenberg & Johnson, 1988).  At termination, Greenberg and Johnson reported the results of 

EFT were shown to be “superior to those of the problem solving PS intervention on marital 

adjustment level ... measured by the Dyadic Adjustment Scale (DAS; Spanier, 1976), on 

intellectual intimacy, as measured by the Personal Assessment of Intimacy in Relationships 

(PAIR; Shaefer & Olson, 1981)” (1988, p. 48), as well as on the target complaint level.  “The 

posttreatment and follow-up mean DAS score for EFT couples was within two points of 

Spanier’s norm (1976) for [nondistressed] married couples (M = 114.8), and 47% of the EFT 

couples scored above this norm” (Greenberg & Johnson, 1988, p. 49). 

Greenberg and Johnson (1988) concluded that this study (Johnson & Greenberg, 1985a) 

demonstrated that EFT treatment had a positive effect on couples’ ability to achieve goals, and 

“on variables such as marital satisfaction which ... are viewed by marital partners as being highly 

related to positive emotions (Broderick, 1981)” (p. 49).  Greenberg and Johnson (1988) reported 

that this was one of the first controlled studies which compared experiential and behavioral 

treatments for marital distress, and “one of the few controlled studies of a more dynamically 

oriented (as opposed to behaviorally oriented) marital therapy” (p. 49). 
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In a second outcome study Johnson and Greenberg (1985b) used a within-subjects’ 

design, and provided EFT treatment to the control group of moderately distressed couples who 

had been placed on a three month waiting list in the first study (1985a), and “postwait, 

posttreatment, and follow-up outcomes were assessed” (Greenberg & Johnson, 1988, p. 50).  No 

significant changes had been found in the dependent measures at the end of the three month 

postwait period, which provided evidence “that marital distress is not a phenomenon prone to 

spontaneous remission” (Greenberg & Johnson, 1988, p. 50), and the same dependent measures 

were used in the second study.  However, after eight weeks of EFT treatment, the couples 

showed changes on all outcome measures which were generally consistent with the first study, 

but the effect size (0.94) was smaller (Greenberg & Johnson, 1988). 

Further follow-up results were reported.  In the first study (Johnson & Greenberg, 1985a), 

at a two month follow-up both the problem solving (PS) and EFT groups maintained their gains 

in improvement, and the EFT group scored higher than the PS group on two outcome measures; 

no follow-up was completed for the second study (Johnson & Greenberg, 1985b). 

An additional interpretation of the data from these outcome studies offered by Greenberg 

and Johnson (1988) was that EFT “provides the couple with a self-generating set of conditions 

for maintaining satisfaction, if couples reach normative levels of marital satisfaction (DAS = 114 

± 10) by termination, as they did in the first study” (p. 52).  However, Greenberg and Johnson 

(1988) reported when couples have not reached an adequate level of satisfaction and intimacy by 

the time therapy terminates, despite some improvement, the change in their interaction and 

experience is not strong enough to maintain their improved functioning, so they deteriorate 

somewhat.  Thus, unless the couple reaches a sufficient level of experience of trust and 

satisfaction, permanent or second order change does not result (Greenberg & Johnson, 1988). 

Greenberg and Johnson (1988) further explained the circular process of positive emotions 

increasing the motivation to change behavior, thus causing modifications in cycles of interaction, 

which in turn increases positive feelings.  However, Greenberg and Johnson (1988) concluded 

that unless this process occurs repeatedly until trust is increased and the couple’s emotional bond 

is restructured, the change process remains reversible.  “Interaction is understood in terms of 

circular causality or reciprocal determinism, rather than linear cause and effect... .  Thus, therapy 

focuses on changing both the interactional cycle and each person’s inner experience of self and 

the relationship” (Greenberg & Johnson, 1988, p. 53). 
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Greenberg and Johnson (1988) stated that explaining how change occurs by relating 

process to outcome has been a vital goal of psychotherapy research, and they discussed two types 

of investigation to determine processes of change.  The two types of analyses have been carried 

out in studies of Emotionally Focused Therapy (Greenberg & Johnson, 1988).  Greenberg and 

Johnson (1988) reported that intensively analyzing in-session change has led to the discovery of 

processes of change, and that designs which relate process to outcome have been used to test 

hypotheses that certain processes and outcomes are linked.  Greenberg and Johnson (1988) stated 

that “the primary hypothesis about the process of change in EFT is that accessing underlying 

emotion leads to change in partners’ perceptions of self and each other, leading to change in the 

interaction” (p. 203), and they discussed several studies which were conducted to isolate active 

ingredients of change in Emotionally Focused Therapy (Greenberg & Johnson, 1988).  The use 

of Emotionally Focused Therapy techniques, such as validation and empathic attunement, enable 

partners to share their underlying emotions. 

The non-verbal expression of emotion also is viewed as a primary channel of couple 

communication.  For some couples whose problems frequently stem from the inability to express 

feelings and needs to each other, increasing the emotional expression is a significant change 

process (Greenberg & Johnson, 1988).  The partners’ increase in awareness that they have some 

responsibility for their experiences was identified by Greenberg and Johnson (1988) as a 

common factor with other models of couples therapy, in that this process “resulted in making a 

shift from attributing blame to taking a self-focus, ... which supports the ideas in the couples 

therapy literature that suggest that the attainment of a self-focus is essential to successful change 

(Bowen, 1978)” (p. 206). 

Following the reported major impact of the first text about Emotionally Focused Therapy, 

(Greenberg & Johnson, 1988), on theoretical and research bases of the field of marriage and 

family therapy, and couple therapy in particular, the literature and clinical practice in the field 

reflected the incorporation of a focus on emotion in dealing with affective and cognitive issues in 

treating couple relationships (Gottman, 1994a, 2001; Gurman, 1996; Kobak, Ruckdeschel, & 

Hazan, 1994).  Over the following decade the affective experience of a couple was increasingly 

recognized as a significant pathway to changing the couple’s relationship in therapy (Johnson & 

Greenberg, 1994c). 
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2.6.3  Affective Processes in Couple Relationships 

Johnson and Greenberg, the developers of Emotionally Focused Therapy, edited a 

volume which expanded in-depth exploration of the role of affective processes and how they 

operate in intimate relationships, from the perspectives of clinical psychologists and researchers 

from a variety of psychotherapeutic traditions (Johnson & Greenberg, 1994c).  This text 

discussed how to deal with emotion in the process of cognitive-behavioral, systemic, humanistic, 

experiential, and dynamic ego-analytic therapy approaches, from theoretical, empirical, and 

clinical viewpoints (Johnson & Greenberg, 1994c).  On a theoretical level, this volume presented 

a variety of conceptions of emotion, and explored how affective processes can influence both the 

disintegration and repair of intimate relationships (Johnson & Greenberg, 1994c).  These 

affective processes affect the quality of all couple relationships of all ages, including the 

emotional interactions of couples in which one spouse is in the early stage of Alzheimer’s, with 

the difficult task of maintaining an emotional relationship. 

Johnson and Greenberg (1994a) provided a synthesis and critical analysis of the book’s 

chapters by the variety of authors and discussed implications for future interventions and 

research.  Johnson and Greenberg (1994b) discussed findings from empirical and clinical 

research providing evidence of the importance of emotional expression in marital relationships, 

particularly concerning couples experiencing marital distress.  They reported that levels of 

physiological arousal and facial expressions of fear or disgust or unhappiness are predictive of 

separation and divorce (Johnson & Greenberg, 1994b).  In a chapter of this text, Gottman (1994) 

identified the Four Horsemen of the Apocalypse for marriage as critical anger, contempt 

expressed by one spouse, fearful defensiveness, and withdrawal by the other spouse.  The 

communication of these emotions and accompanying actions, and responses by the partner affect 

the regulation of their interaction and the continuation of the marriage (Gottman, 1994).  

Research by Gottman and Krokoff (1989) found that couples who fight over issues which remain 

unresolved, can still sustain a satisfying relationship, if they can remain emotionally engaged and 

not become distant and defensive. 

Aversiveness and distancing from the partner produces cycles of anger and alienation, 

which “explain why outcome studies of marital therapy find extremely little evidence of 

spontaneous remission in marital distress” (Johnson & Greenberg, 1994, p. 4).  Such negative 

patterns of experience seem to become emotionally absorbing and to dominate the couple’s 
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relationship, overriding other responses, and making it difficult to initiate and maintain 

alternative responses (Johnson & Greenberg, 1994b). 

Johnson and Greenberg (1994b, p. 4) contended that the usefulness of focusing on 

emotion to understand the cycles of interaction and bond shared by a couple has been supported 

by continued “applications of attachment theory to adult love relationships... .  Attachment seems 

to be the most promising theoretical perspective for understanding adult love (Shaver, Hazan, & 

Bradshaw, 1988).”  According to attachment theory emotion is the primary indicator of the 

success or failure of attachment in a relationship, and is the driving force behind attachment-

seeking behaviors (Johnson & Greenberg, 1994b). 

Expanding on earlier themes, Johnson and Greenberg (1994b) further described adult 

love, as conceptualized by attachment theory, as an emotional bond that addresses the “innate 

needs for security, protection, and contact with significant others, ... and regulates closeness and 

distance” (p. 4), and as a bond in which attachment behaviors are organized by emotional 

expression and experience (Johnson & Greenberg, 1994b).  A couple’s bond is based on each 

being accessible and responsive to the other, which facilitates contact and engagement (Johnson 

& Greenberg, 1994b).  “In this framework, attachment and the emotions that organize attachment 

behaviors are adaptive and serve to form a secure base (Bowlby, 1969, 1988) from which the 

individual can confront the world... .  Confiding, intimate relationships buffer individuals against 

stress” (Johnson & Greenberg, 1994b, p. 4), which promotes their well-being mentally and 

physically.  If the relationship is threatened attachment behaviors intensify, and “in the face of 

separation, protest and anger, clinging, despair, and detachment follow” (Johnson & Greenberg, 

1994b, p. 4).  Individuals’ “emotional responses and working models of self and other learned in 

early attachment contexts” (Johnson & Greenberg, 1994b, p. 5) mediate the quality of their adult 

attachments. 

Viewing adult intimate relationships from this perspective leads to the conclusion that 

marital therapy would appropriately focus on affect as both the target of change and a medium 

for the growth and reorganization of bonds between partners (Johnson & Greenberg, 1994b).  

These authors asserted that, otherwise, “there is a risk of focusing on more peripheral elements 

rather than on the central building blocks of intimate relationships; the acquiring of specific 

relationship skills” (Johnson & Greenberg, 1994b, p. 5) may not result in strengthened intimacy 

and marital happiness (Johnson & Greenberg, 1994b, p. 5), and change in the present may not 
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result from gaining insight into repeated patterns in past relationships.  Using an attachment 

perspective, goals of marital therapy are to focus on emotional responses which structure 

attachment behaviors, and to assist the partners in becoming more accessible and responsive 

through restructuring their interactions (Johnson & Greenberg, 1994b).  “Rigid negative 

interactional cycles of hostility and distance, which preclude secure contact and the satisfaction 

of attachment needs, then give way to cycles of increasing trust, intimate engagement, and the 

creation of a secure bond’ (Johnson & Greenberg, 1994b, p. 5). 

With increasing recognition of the powerful role of affect in creating a bond in intimate 

relationships, “theoretical formulations of affective change processes have begun to be 

delineated” (Johnson & Greenberg, 1994b, p. 7), and use of affective interventions has increased 

in current research studies (Johnson & Greenberg, 1994b).  Emotions arise through automatic 

appraisals of situations, and their relevance to the person’s basic concerns and ability to cope 

with the event (Johnson & Greenberg, 1994b). 

Another function of emotions identified by Johnson and Greenberg (1994b) is that 

emotions communicate intentions and fuel action tendencies.  “Basic primary emotions have, in 

addition, been shown to be universal, with associated characteristic facial expressions, 

neuroendocrine patterns, and brain sites.  Emotions have also been shown to influence 

information processing in higher cognitive areas of the cortex” (Johnson & Greenberg, 1994b, 

p. 8).  Johnson and Greenberg (1994b) provided further explanation of the complex processing 

and effects of emotions, and stated that primary basic “emotions appear to have a distinct 

nonsymbolic manner of internal signaling” (p. 8), and the interpretation of these emotion-based 

signals is not semantic (Johnson & Greenberg, 1994b).  “Effects of mood on memory have been 

investigated (Blaney, 1986), and a mood-congruent memory effect has been reliably found 

demonstrating that people’s moods affect what they recall and what they encode” (Johnson & 

Greenberg, 1994b, p. 8). 

Emotions are socially constructed, as well as being biologically based, and “constituted 

by language in that they need to be named and symbolized in awareness.  Complex emotional 

organizations such as feeling ‘humiliated’ or ‘vulnerable’ are biological, psychological, and 

socially constructed states” (Johnson & Greenberg, 1994b, pp. 8-9).  The emotional language 

used indicates an individual’s degree of awareness and compliance with social roles and norms, 
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and also displays culturally defined emotional states and behavior, as is commonly witnessed 

when a marital or family argument occurs in a public place. 

Johnson and Greenberg (1994b) stated that emotional experience consists of “different 

degrees of cognition and affect” (p. 9) and involves “an integration of many different levels of 

information (Lazarus, 1982; Leventhal, 1979; Lang, 1983).  Consciously experienced feelings 

are a complex synthesis” (Johnson & Greenberg, 1994b, p. 9), which integrates “at least three 

measurable systems:  a physiologically based expressive-motor system, a semantically based 

emotional memory system, and a verbally based conceptual system” (Johnson & Greenberg, 

1994b, p. 9). 

It is expected that complex cognitive and affective functioning required for couples to 

experience and communicate using these three systems is impacted by declines caused by 

Alzheimer’s disease in one of the spouses (Alzheimer’s Association, 2010).  The emotions 

experienced by the spouse with Alzheimer’s disease, and that person’s responses to the 

caregiving spouse, and reactions to situations may not be fully expressed, particularly verbally 

(Alzheimer’s Association, 2008; Hooyman & Kiyak, 1999; Powell, 2002). 

However, strong emotional bonds and meaningful emotional interactions can continue for 

many couples into the middle stage of the disease, and emotional expressions and responses to 

spouses and other close family members reportedly endure beyond the time when less 

emotionally significant memories and cognitions are lost due to Alzheimer’s disease 

(Alzheimer’s Association, 2008; Davies et al., 1998; Hooyman & Kiyak, 1999; Powell, 2002).  

Emotional experience also includes sensory and physiological experience, and awareness of 

meaning and action tendencies (Johnson & Greenberg, 1994b), which both spouses may continue 

to access.  On the other hand, emotional expression communicates to others an individual’s 

emotional state and intentions, and feedback about the person’s responses to situations 

(Hooyman & Kiyak, 1999). 

Emotional experience and expression have been identified as the foundation of adult 

intimate relationships (Johnson & Greenberg, 1994b).  This is one of eight major perspectives on 

emotion identified in the current literature by Johnson and Greenberg (1994b).  Johnson and 

Greenberg concluded that evolutionary processes have provided humans with an “innate capacity 

for and need to, attach to significant others” (1994b, p. 10), which produces a “sense of felt 

security when we are close to caregivers whom we see as responsive to us and anxiety and anger 



127 

when we are unwillingly separated from them (Bowlby, 1969).  In Western society, we 

institutionalize the attachment in marriage” (Johnson & Greenberg, 1994b, p. 10).  Emotional 

intimacy was described as including understanding, validation, and caring, and as a critical part 

of couple relationships (Johnson & Greenberg, 1994b). 

In later adulthood as spouses progressively experience health declines of aging and 

become more essential to each other as helpmates and caregivers, the importance of remaining 

together as a couple has frequently been expressed, as described by Bowlby (1969).  Conversely, 

loneliness and loss have been experienced by spouses separated by placement of one of them in a 

caregiving nursing facility (Kaplan, 2001; Kaplan & Boss, 1999).  Spouses with Alzheimer’s 

disease have particularly exhibited the keen desire to remain close to the caregiving spouse for 

security and assistance with coping with their situation of memory decline (Chadiha et al., 2003; 

Hooyman & Kiyak, 1999). 

A second major perspective on emotion which Johnson and Greenberg (1994b, p. 10) 

identified in the literature was that “emotions such as love, are adaptive in human functioning.  

Love, and caring, although they can be defined in many ways (Sternberg & Barnes, 1988), are 

essentially part of attachment (Shaver et al., 1988; Johnson, 1986).”  A secure base formed by 

attachment provides for protection and intimacy, which reduces stress, promotes positive 

wellbeing, and builds confidence that a caregiver will be accessible and responsive, which leads 

the recipient of care to feel worthy of love and care in a nurturing bond (Johnson & Greenberg, 

1994b). 

A third perspective on emotion is that it is a primary signaling system, which plays a 

major role in organizing social interaction through emotional communication, especially 

nonverbal communication, in a relationship (Johnson & Greenberg, 1994b).  Johnson and 

Greenberg (1994b) reported two important dimensions of couple interaction, “levels of 

closeness-distance and dominance-submission ... can be modified via affective expression” 

(p. 11), and that expressing sadness or pain communicates a person’s need for support.  Another 

perspective in the literature on emotion is that it “primes and organizes people for action in 

general [and] for interpersonal responses in particular” (Johnson & Greenberg, 1994b, p. 11), 

and these responses may range from rescuing a partner signaling distress to patterns of 

avoidance.  The emotional response may be impulsive or uninhibited action that overrides long 

term goals and consequences (Johnson & Greenberg, 1994b). 
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Johnson and Greenberg (1994b) asserted that experienced emotion also connects 

individuals to their intrapsychic needs and desires essential for awareness of the motivations 

required to build an emotional bond.  “Awareness of one’s own needs is certainly necessary 

before a partner can present such needs to a spouse” (Johnson & Greenberg, 1994b, p. 12).  For 

example, when a spouse with Alzheimer’s disease becomes aware of feelings of loneliness, 

despair, and self-doubt, this leads to a natural desire for connection with and support from the 

other spouse. 

The last perspective on emotion identified by Johnson and Greenberg (1994b) was that it 

links the self, with its biological arousal patterns and psychological needs, to the social system(s) 

of which it is a part.  Johnson and Greenberg (1994b) further asserted that emotion plays a large 

part in the organization of interpersonal role relationships, and in how the individual is perceived 

in relation to significant others in their interactional system.  Sullivan (1953) as cited by Johnson 

and Greenberg (1994b), concluded, “An interaction is already an integration of two realities, and 

these realities then construct a third interpersonal domain, which is not a mechanical reflection of 

the first two but is transformative” (1994b, p. 13).  Couple therapists with the goal of 

restructuring intimate couple relationships are challenged by the dynamic interaction between the 

two individuals’ external and internal realities (Greenberg & Johnson, 1988). 

In discussing the interaction of cognition and the emotional process in determining the 

spouses’ individual realities, Greenberg and Johnson (1988) stated that meaning is “the 

overarching concept that integrates emotion and cognition in therapy; ... meaning based on 

cognitive and affective processing ... then determines much inner experience and overt behavior” 

(p. 21).  While one of the essential purposes of thinking is the determination of meaning, 

“emotion is also involved in providing meaning (Solomon, 1977) ... .  In cognitive psychology, 

the notion of schemata has come to represent the individual’s internal representation of reality” 

(Greenberg & Johnson, 1988, p. 21).  The complex constructions of reality in couples control 

and shape their interactions and have to be changed in order to alter their interactions (Greenberg 

& Johnson, 1988).  Greenberg and Johnson (1988) stated that “the ultimate target of change in 

emotionally focused therapy” (p. 21) is the schemata which represent the individual’s internal 

reality. 

The individual’s internal reality is also based on past experience with their current partner 

and other significant others, including how the behavior and intentions of the partner are 
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perceived, which is determined by selective attention resulting in constructions of the person as 

having attributes and motives which are “stored in the schematic emotional memory” (Greenberg 

& Johnson, 1988, p. 21).  Greenberg and Johnson (1988) concluded that the accumulation of 

emotional experience with a partner often leads to distorted perceptions about that person and 

hypersensitivity and heightened reactivity to his or her attributes and behavior. 

Cognition and emotional processing are closely related in the individual’s functioning 

(Greenberg & Johnson, 1988).  “There is no affective behavior without cognitive behavior, since 

affect and cognition are two aspects of behavior” (Greenberg & Johnson, 1988, p. 22).  They 

stated that determining which one causes or precedes the other is not essential to understanding 

that, though they are theoretically distinct, they are “complementary aspects of human 

functioning, not separable entities” (Greenberg & Johnson, 1988, p. 22).  Greenberg and Johnson 

further stated that though it is constructive in clinical practice to identify processes as 

predominantly emotional or rational or behavioral, “affect, cognition, behavior, and interaction 

are ultimately inseparable” (1988, p. 22).  Greenberg and Johnson (1988) noted that a multitude 

of therapeutic interventions already in existence, including “prescribing interactional cycles, 

setting homework, challenging beliefs, or reflecting feelings are thought of, respectively, as 

interactional, behavioral, cognitive, or affective” (1988, p. 22) at the level of clinical practice. 

Rather than viewing cognition as separate from emotion or action or interaction, 

Greenberg and Johnson (1988) focused on what cognitive processes are important in an 

emotionally focused therapy at an applied level.  Three cognitive processes which Greenberg and 

Johnson stated were particularly important in EFT were “attribution of meaning, accessing, and 

modifying dysfunctional cognitions” (1988, p. 22).  The couples therapist works with the 

couple’s attribution of meaning in what each person views in the other, how they interpret their 

observations of their partners, and how these interpretations affect their feelings and behavior 

(Greenberg & Johnson, 1988).  The meaning each person attributes to the partner’s behavior is as 

crucial as the behavior itself in determining the other’s reaction (Greenberg & Johnson, 1988).   

Greenberg and Johnson stated that increasing evidence has demonstrated “the effects of 

affect on cognition; it appears that mood may determine memory and cognition as well as 

cognition and memory determining mood (Bowie, 1981), ... in sharp contrast to the previous 

examples on cognition” (1988, p. 23).  Greenberg and Johnson emphasized that though “the 

experimental study of these links unfortunately involves a somewhat linear causal 
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conceptualization of the relationship between affect and cognition, it highlights that cognitions 

interact with and are influenced by emotions” (1988, p. 23). 

The third of the three key cognitive processes identified by Greenberg and Johnson 

(1988) as important in emotionally focused therapy is the modification of the dysfunctional 

cognitions, the core beliefs at the center of the partners’ self schemata.  These individual and 

relational cognitions are “related to important relationship issues such as attachment-

abandonment or dependence-independence” (Greenberg & Johnson, 1988, p. 24), or are “related 

to self-worth, assertion or autonomy” (Greenberg & Johnson, 1988, p. 24).  Because individuals 

act in ways to protect themselves from possible disasters they think may encounter, catastrophic 

expectations about the consequences of particular actions often govern their behavior (Greenberg 

& Johnson, 1988). 

A major goal in the process of Emotionally Focused Marital Therapy is to place the core 

dysfunctional belief or expectation under examination in the open, and to subject it to 

experiential disconfirmation, which occurs if the partner passes the test by responding 

supportively, so that a painful catastrophe is not experienced by the partner expecting it to 

happen (Greenberg & Johnson, 1988).  When the responding partner behaves in a new positive 

way in therapy, the core pathogenic belief of the other partner is disconfirmed.  Such relational 

beliefs are an important type of cognition which must be activated and felt in the present in order 

for new experiential learning to occur in couple therapy (Greenberg & Johnson, 1988). 

Trust is another important aspect of couple relationships that influences interaction, and 

alters the meanings a spouse attributes to his or her partner’s behavior according to the degree 

the partner is trusted or mistrusted (Greenberg & Johnson, 1988).  Greenberg and Johnson (1988) 

stated the affective factors which determine trust are the strength of the emotional bond, the 

feeling of security in the relationship, and hope for the future.  Aspects of trust based on 

cognitive evaluation and learning are expectations about the motivations, reliability and 

dependability of the partner (Greenberg & Johnson, 1988). 

For couples experiencing the early stage of Alzheimer’s in one spouse, their security is 

shaken, and often many of their hopes for the future are terminated.  Greenberg and Johnson 

(1988) reported “Berscheid (1983) suggested that events in relationships are personally relevant 

if they interrupt or facilitate an individual’s plans or goals” (1988, p. 26).  This is particularly 

true when the disappointment in the partner or the relationship is life altering, such as the 
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disappointments a spouse experiences following the diagnosis of his or her spouse with 

Alzheimer’s disease.  This development in a marital relationship, in which spouses have lifelong 

dreams of a loving, rewarding, and dream-fulfilling life into retirement and old age together, may 

be a devastating disappointment, cognitively and affectively.  Accessing and modifying the 

cognitive expectations, and facilitating the emotional expression of each spouse’s needs and 

desires are important therapeutic tasks to pursue in utilizing emotionally focused therapy with 

couples dealing with Alzheimer’s disease as it changes their relationship and their expectations.  

The emotional expression of the spouses’ needs for attachment and intimacy may strengthen and 

support the emotional bond between the partners.  Emotional experience and expression were 

described by Johnson and Greenberg (1994b) as operating as a complex information processing 

system which integrates “innate biological and emotional needs with past experience, with 

perceptions of the present environment” (p. 13), and with interpersonal consequences anticipated 

to occur in the future. 

2.6.4  Emotional Connection in Couples Therapy 

Signaling that a major advancement in couples therapy had occurred in 1996, Alan 

Gurman wrote that Susan Johnson had successfully crossed boundaries from prior treatment 

methods to produce significant emotional partner-partner couple connections, focusing on the 

experiential level of connection between spouses, as well as the reconnection of each individual 

to their inner experience instead of facilitating changes only on an interaction level, with the 

publication of the book which most clearly consolidated the steps and techniques of the EFT 

model, The Practice of Emotionally Focused Couple Therapy:  Creating Connection (Johnson, 

1996).  At that time, Gurman (1996) wrote in the forward to the book that Johnson had rekindled 

the awareness that “significant change in couple therapy can come about by individually focused, 

yet contextually sensitive clinical methods that, for too long, have been discounted and 

demeaned in the field of family and couple therapy” (Gurman, 2004, p. xiv).  Johnson (2004b) 

stated that the 2004 second edition of her text was intended to be the basic therapeutic guide for 

doing Emotionally Focused Couple Therapy (EFT).  She reported that “outcome research had 

consistently validated the effectiveness of the model and its ability to create lasting change, even 

with high risk populations” (Johnson, 2004b, p. xix). 
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Couple therapy was described as maturing, with broader applications including chronic 

illness and depression (Johnson, 2002).  Johnson (2004b) reported that current research had 

linked intimate relationship quality and social support to the individual spouses’ “physical and 

psychological health” (p. 3) and resilience to disease which is pertinent to this case study.  Many 

couples have become more isolated in society, with fewer sources of social support, and depend 

and focus primarily only on each other (Hooyman & Kiyak, 1999).  Older couples often find 

themselves living great distances from their adult children in an increasingly mobile society.  

Some couples have been removed from prior social supports following retirement.  In such 

situations spouses have relied more on their partners for emotional connection and support.  

Because of this, the problem of a threat or stress to the relationship has become more significant 

as a rationale for seeking couple therapy as a mental health intervention to support the 

relationship.  The threat to the relationship when one spouse has been diagnosed with 

Alzheimer’s disease particularly exemplifies this problem. 

Emotionally Focused Marital Therapy has been utilized as a treatment intervention in 

various other types of situations of marital distress (Johnson, 2004a,b, 2008a,b; Johnson & 

Denton, 2002).  Johnson (2004b) reported that of eight current studies which evaluated the effect 

of EFT on marital distress, the most rigorous were integrated into a meta-analysis.  “The meta-

analysis found that EFT demonstrates a very healthy and encouraging effect size.  Couples 

included ... showed a 70 to 73 percent recovery rate from marital distress in 10 to 12 sessions of 

therapy” (Johnson, 2004b, p. 6) as well as a rate of significant improvement of 90 percent 

(Johnson, 2004b).  Johnson (2004b, p. 6) reported these EFT results were compared to “a 35% 

recovery rate for couples receiving behavioral intervention (Jacobson et al., 1984),” which 

demonstrated EFT compared strongly on outcome measures.  Johnson (2004b) reported evidence 

has been found that prediction of outcome with EFT also has been linked to the strength of the 

alliance with the therapist, and to the female partner’s faith in her partner’s caring. 

The relevance of attachment theory has continued to parallel the continuing growth in the 

use of EFT interventions, as further research has explored both the effects of EFT interventions 

and the theoretical basis of EFT (Johnson, 2002, 2004b).  Johnson (2004b) stated that 

“attachment theory is now clearly the most promising perspective on adult love relationships 

(Hazen & Shaver, 1987; Hazan & Zeifman, 1999; Feeney, 1999)” (p. 7).  Other research findings 

concerning “the nature of marital distress (Gottman, 1994) and adult attachment (Cassidy & 
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Shaver, 1999; Johnson & Whiffen, 2003) have provided strong validation of the focus of the 

EFT therapy process and the targets of intervention” (Johnson, 2004b, p. 7).  Johnson further 

asserted, “At this point, EFT is the most empirically validated approach to couple therapy, apart 

from the behavioral approaches, and has 20 years of outcome and process research to draw on” 

(2004b, p. 8). 

The strengths of EFT are grounded on a theoretical basis consisting of both a theory of 

change, developed from a synthesis of systems theory and humanistic experiential therapy, and a 

theory of adult love as an attachment process (Johnson, 1986, 2003a,b, 2004b).  Johnson (2004b) 

reported emotionally focused therapy has been used with a wide variety of couples, cultures, and 

social classes (Denton, Burleson, Clarke, Rodriguez, & Hobbs, 2000), and with couples suffering 

from chronic illness (Kowal, Johnson, & Lee, 2003), with older couples (Bradley & Palmer, 

2003), and couples dealing with depression and anxiety disorders such as post-traumatic stress 

disorder (Johnson, 2002).  Johnson (2004b) reported EFT has been routinely used to treat clinical 

depression in a hospital clinic. 

Of special relevance to the focus of this investigation of including the use of EFT 

techniques with couples suffering the stress of Alzheimer’s disease, EFT “has been used with 

non-clinical couples who were experiencing a lack of intimacy and with couples where one 

partner has suffered a recent stressor, such as a life-threatening illness, which requires a change 

in the couple’s relationship” (Johnson, 2004b, p. 17). 

In reviewing the evolution of EFT and couple therapy over the prior decade, Johnson 

(2004b) concluded that EFT has become more widely accepted as a part of the mainstream of 

couple therapy because “couple and family therapy have changed and become more consonant 

with the experiential philosophy of EFT” (p. 319), and the couple therapy field “has also become 

more open to working with emotion and to the growing research on adult love and attachment” 

(p. 319).   

Couple therapy has become more integrative “so that a systemic perspective is no longer 

seen as necessarily excluding a focus on inner experience” (p. 319).  Susan Johnson initially 

created Emotionally Focused Therapy with Leslie Greenberg (Greenberg & Johnson, 1986, 

1988; Johnson, 1986; Johnson & Greenberg, 1985a,b; 1994a,b,c).  However, in general, since 

that time beginning in 1996, Johnson (1996, 1998, 2002, 2003a,b, 2004a,b, 2008a,b) has 

frequently been credited as being a predominant developer of applications of Emotionally 
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Focused Therapy and Emotionally Focused Couple Therapy internationally.  Johnson has 

developed and extended the application of Emotionally Focused Couples Therapy, along with 

other colleagues, for over 25 years, with numerous research publications and contributions to the 

field of clinical practice with couples.  Johnson (2004b) noted the strengthening of appreciation 

of research and the importance of empirical support for interventions, and asserted the need for 

“case studies, clinical observation, and research studies that focus on the process of change and 

the impact of specifically described interventions” (Johnson, 2004b, p. 320). 

Mental health clinicians have been expanding the applications of EFT to benefit 

additional populations in need of this treatment modality (Johnson, 2002; Johnson & Zuccarini, 

2010).  Johnson (2002) strengthened and broadened understanding of the application of 

Emotionally Focused Therapy with couples dealing with the symptoms and subsequent problems 

of trauma, including post-traumatic stress disorder, life threatening physical illness, and 

depression.  Johnson (2008b) has further explained the application and clinical practice insights 

of Emotionally Focused Couples Therapy on a level more easily understood by client couples, 

and presented case transcripts of couples in distressed relationships to further illustrate the 

emotionally focused therapy process. 

2.7  Couples Research on Emotional Processes 

Clinicians have continued to use Emotionally Focused Marital Therapy in new settings 

with additional problem situations and populations.  Leading a major segment of clinical 

research on marriage and marital therapy, John Gottman has incorporated the impact of emotion 

in his analysis of the factors which affect and reflect processes which occur in distressed marital 

relationships and are investigated in his research (Gottman, 1994, 2001, 2010). 

2.7.1  The Prior Quality of Relationship in Gottman’s Oral History Interview 

John Gottman (1994) described the research approach he pursued with Levenson as a 

social psychophysiological approach to the study of emotion in marriage and families.  Gottman 

(1994) reported studying six cohorts of married couples at different specific stages in the family 

life cycle in his laboratory in Seattle.  These included one cohort of couples in their sixties, 

which is of special relevance to this study of couples in their sixties or older which include one 

spouse with Alzheimer’s disease in each couple. 
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Gottman (1994) stated this research was useful because the existing literature on emotion 

had contained more theory than data. Gottman concluded that “emotion can tell us a great deal 

about marriage ... [but] a general positive/negative emotion categorization, although important, is 

probably not going to be adequate for describing what goes wrong in an ailing marriage” (1994, 

p. 259).  Gottman further stated that up to that time current research had not succeeded in 

identifying “which marital interaction processes are antecedents” (1994, p. 259) of marital 

dissolution, nor in predicting which married couples will separate or divorce.  Similarly, there 

has been a lack of research conclusions concerning which marital interaction processes are 

antecedents of loss of marital quality and satisfaction in couples in which one spouse has 

Alzheimer’s disease, and the decisions made by the caregiver concerning the possible outcome 

for the marriage. 

In an Oral History Interview, Gottman (1994) interviewed couples and used six variables 

about the history of the couples’ marriages that he obtained from an interview with each couple, 

plus five self-report questionnaires, to “identify measures that are related to both behavior and 

the cascade toward marital dissolution, [and] ... these measures ... have validity in predicting the 

cascade toward marital dissolution over time” (p. 262).  Similarly, the use of the questions in 

Gottman’s Oral History Interview interviews and self-report questionnaires in this study, and 

indicated evolving changes in interactions and a possible cascade toward marital dissatisfaction, 

or closeness and satisfaction, in couples in which one spouse has Alzheimer’s disease. 

Gottman (1994) reported that the means of marital satisfaction were calculated for the 

couples studied in his 1983 and 1987 cohorts.  Observational data from the couple’s interactions 

were collected as well as self-reported information about the history of their marriage from 

interviews and five self-report questionnaires.  Gottman (1994) reported “these measures taken 

from the interview and the questionnaires have validity in predicting the cascade toward marital 

dissolution over time” (p. 262).  Evaluating the history of attachment and marital satisfaction and 

adjustment over time using interviews and self-report questionnaires would be similarly valid for 

predicting the possible decrease in spouses’ attachment and marital satisfaction, and a possible 

cascade of relationship decline for couples including a spouse with Alzheimer’s disease.  The 

quality of the prior relationship has been found to be relevant to understanding the process and 

trajectory toward the outcome of these marital relationships (Kramer, 1993b). 
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Gottman (1994) proposed a process cascade of accumulating negative behaviors that 

predict marital dissolution, called the “Four Horsemen of the Apocalypse.  This cascade is that 

Complaining and Criticizing lead to Contempt, which leads to Defensiveness, which leads to 

Listener Withdrawal from Interaction (‘Stonewalling’)” (Gottman, 1994, p. 269).  In a three year 

longitudinal study, defensiveness and stonewalling were found to predict “deterioration in 

marital satisfaction” (Gottman, 1994, p. 269).  Gottman (1994) discussed gender differences in 

the Complain/Criticize and the Stonewall codes, at the two ends of the process cascade.  

Gottman and Levenson (1988) reviewed evidence for consistent sex differences in marital 

complaints.  Gottman (1994) noted that one of the earliest studies on marriage by “Terman, 

Buttenweiser, Ferguson, Johnson, and Wilson (1938) reported that husbands’ marital grievances 

were most likely to involve their wives’ complaining, criticizing, and escalating emotion, 

whereas wives’ grievances were most likely to involve their husband’s emotional withdrawal” 

(Gottman, 1994, p. 271).  “Locke (1951) found that divorced men complained of constant 

bickering more than divorced women, and suggested that in unhappy marriages it is the men and 

not the women who evince withdrawal in terms of reduced demonstration of affection” 

(Gottman, 1994, p. 271).  Gottman (1994) concluded that during the decades spanned by these 

studies, “there is consistent qualitative evidence that, despite marked societal changes in sex 

roles, ... men are perceived by their wives as emotionally withdrawn in unhappy marriages, 

whereas women are perceived by their husbands as complaining and conflict engaging” 

(Gottman, 1994, p. 272). 

Gottman (1994) reported further anecdotal evidence by “Komarovsky (1962) [who] noted 

that unhappily married men conceal their feelings” (p. 271), and would stop talking and 

withdraw in situations of marital conflict.  Gottman reported “anecdotal data support the idea 

that male withdrawal is related to the intensity of marital conflict” (1994, p. 271) in 

Komarovsky’s retrospective accounts, as well as in a “pattern of husbands’ withdrawal in the 

face of intense negative affect ... described by Rubin (1976)” (Gottman, 1994, p. 271).  Gottman 

(1994) examined gender differences in his marital interaction data quantitatively, and found 

statistically significantly greater differences in stonewalling by husbands than wives, and 

significantly greater complaining and criticizing by wives than husbands.  He stated these 

“results supported the anecdotal reports of gender difference between husbands and wives that 

have appeared in the marital literature over the past 50 years” (Gottman, 1994, p. 272). 
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Gottman (1994) used a set of five questionnaires in his research with couples in marital 

therapy, each designed to assess one of five variables describing the increasing distance and 

isolation in the couple, driven by an underlying variable of being overloaded by the partner’s 

negative affect, referred to as flooding (Gottman, 1994).  The five questionnaires measured 

(1) Loneliness; (2) Parallel Lives, the extent that spouses “have arranged their lives so that they 

do not interact very much and do not do things together” (Gottman, 1994, p. 274); (3) Severity of 

Problems, “based on a subjective estimate of the severity of a set of issues in the marriage” 

(Gottman, 1994, p. 274); (4) Flooded by Partner’s Negative Affect, the extent to which each 

spouse feels the other’s negative emotions “are overwhelming and disorganizing” (Gottman, 

1994, p. 274); and (5) Works Problems Out Alone, Not with Spouse (Gottman, 1994). 

Gottman (1994) examined the correlation of these measures with observed behavior and 

marital outcome and stated that “the questionnaires correlate quite well with the behavioral 

measures” (1994, p. 275), which were obtained using the complain-criticize scale, the defensive 

scale, the contemptuous scale, and the stonewalling scale.  In the present case study of couples 

dealing with Alzheimer’s disease, the qualitative observational data of the behavior in the marital 

interaction and interview sessions was compared to the questionnaires used to assess the prior 

quality of the couple relationship and each spouse’s marital satisfaction and adjustment, 

attachment, and depression. 

Gottman (1994) presented a semi-structured “Oral History Interview” (pp. 278-279), 

which was used to identify processes predictive of marital dissolution by Gottman in the 1986 

study and which he reported was “developed in [his] laboratory with L. Krokoff” (p. 280).  The 

interview asks a specified set of open-ended questions about the history of the couple’s 

relationship (Gottman, 1994, p. 279).  Gottman stated the procedure is to “go with the natural 

course of conversation, and try to get the subjects to be as expansive and involved as possible” 

(Gottman, 1994, p. 278), seeking to get answers to all the questions, though the unstructured 

procedure allows for overlapping and rearrangement of the order of the questions and topics.  

Gottman (1994) listed the following four couple characteristics to be noted if observed.  The first 

characteristic is “We-ness” where “one person may be talking about the ‘we’ while the other is 

emphasizing separateness and difference” (Gottman, 1994, p. 278).  Secondly, Gottman (1994) 

stated “glorifying the struggle,” is exemplified by some couples expressing “the philosophy that 

marriage is hard, that it is a struggle, but that it is worth it” (p. 278).  Thirdly, differences 
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between spouses may be identified that indicate “gender differences in emotional expression, 

responsiveness, and role” (Gottman, 1994, p. 278).  Finally, Gottman (1994) emphasized the 

importance of identifying conflict-engaging couples, versus conflict-avoiding couples “who 

minimize the emotional side of their marital interaction, either positive or negative affect, ... tend 

to avoid disagreements,” (pp. 278-279), talk about events rather than feelings, minimize self-

disclosure, and have fairly stereotyped roles prescribed by cultural norms (Gottman, 1994). 

Other negative variables Gottman (1994) evaluated included “the extent that the couple 

seemed to feel out of control of their lives” (p. 280), and the husband’s and wife’s 

disappointment in their marriage as not meeting their expectations (Gottman, 1994).   

The subjects in the Oral History Interview included how the couple met, dated, and 

married, what their good and bad times were, and how they handled them, the couple’s 

philosophy regarding marriage, and how their marriage compares with particular good and bad 

marriages with which they are familiar, and with the marriages of their parents (Gottman, 1994).  

Gottman (1994) reported the interview was used at the beginning of the couple’s work as a way 

to build rapport, and also at the conclusion of their work together.  This Oral History Interview 

provided a model for interviewing the couples included in this study, and includes eleven 

question topics which provided material discussed in the initial session with the couples dealing 

with one spouse being diagnosed with Alzheimer’s disease. 

Gottman (1994) found that the variable which best discriminates between low risk and 

high risk groups of couples on marital stability is “the balance between negative and positive” 

(p. 282).  Gottman (1994) stated that there appears to be “a constant of positivity to negativity in 

both affect and problem-solving” (p. 282) that needs to be maintained or exceeded for a marriage 

to be stable, with “a ratio of positive to negative codes [of] ... about 5.0 for stable marriages, and 

it is less than one for unstable marriages” (Gottman, 1994, p. 282).  Gottman (1994) noted that 

some negative acts are particularly corrosive, particularly the four which he called the Four 

Horsemen.  Gottman (1994) reported his data supported that there is a chain effect in the 

sequencing of these behaviors such that Complain/Criticize leads to Contempt, which leads to 

Defensiveness, which leads to Stonewalling.  Gottman (1994) stated the Four Horsemen were 

probably related to physiological arousal.  Stonewalling was associated with a high degree of 

negativity in the marital interaction, and with physiological arousal of both husbands and wives, 

though “85% of the stonewallers were male” (Gottman, 1994, p. 283). Gottman (1994) 
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concluded there is physiological arousal and physiological linkage between the spouses, causally 

mediated by their behavior during interactions. 

When a couple cannot regulate their increasing negativity and physiological and 

psychological distress in interactions, Gottman (1994) stated important aspects of this pattern are 

likely “the male’s inability to soothe himself, and the inability of the couple to soothe one 

another” (1994, p. 284).  Gottman developed the concept “called negative affect reciprocity 

(Gottman, 1979) ... [for] the physiological counterpart of cycles of negativity in behavior” 

(Gottman, 1994, p. 284), and physiological linkage is the physical counterpart to these cycles.  

This process appears similar to aspects of Johnson’s identified couple negative interaction cycles 

dealt with in Emotionally Focused Couple Therapy (Johnson, 1986, 2003a,b, 2004a,b). 

Gottman (1994) discussed the results of his research on factors that predict the cascade 

toward marital dissolution (p. 289), and from these results, created an agenda for marital therapy.  

The first topic presented was a marital “therapy agenda with respect to our knowledge about 

marital interaction” (Gottman, 1994, p. 289), which contained two general ground rules.  First, 

Gottman emphasized that “negativity needs to be balanced with positivity by a factor of 5 to 1” 

(1994, p. 289), using the Oral History Interview to seek to achieve this balance.  Secondly, the 

couple needs to find alternatives to “the Four Horsemen:  complaining/criticizing, contempt, 

defensiveness, and stonewalling; these actions are so corrosive to the marriage that they ought to 

be eliminated from the repertoire” (Gottman, 1994, p. 289).  He stated that these behaviors may 

be responses to a perceived sense of threat and “a sense that this marriage is not a safe place 

emotionally” (Gottman, 1994, p. 290). 

The next area Gottman included in his therapy agenda was related to the questionnaire 

data.  He suggested that the marital therapy include discussions of issues related to “flooding by 

the partner’s negative affect” (Gottman, 1994, p. 291) as part of the processing of disputes that 

occur in the therapy sessions.  This process may depend on the degree to which the couple has 

progressed toward distance and isolation or the experience of parallel lives and loneliness. 

The last area Gottman (1994) included in his therapy agenda was connected to the oral 

history interview.  The interview was viewed as a way to discuss various dimensions of the 

couple’s affect about their marriage and their philosophy about the marriage, as well as their 

expectations and disappointments about their marriage, ideas about romance, their we-ness 

versus separateness, and fondness for each other or the absence of positive affect (Gottman, 
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1994).  The oral history interview can be used as a therapeutic technique to open further 

discussion of the topics it includes (Gottman, 1994). 

In their book on meta-emotion, Gottman, Katz, and Hooven (1997) reported that a 

spouse’s suppression of anger and sadness in a marital relationship can have negative effects on 

the spouse’s health.  For example, a spouse who is angry and sad because of having to deal with 

the distressing prognosis of being diagnosed with Alzheimer’s disease is in a seriously disturbing 

situation in which the person could be helped to express their distress using Emotionally Focused 

Marital Therapy techniques.  The caregiving spouse faced with the impact of this situation would 

be at risk of health impairment from the suppression of the sadness and anger usually 

experienced in their situation of burden and loss, and also would usually benefit from this 

therapeutic intervention to assist them in expressing their emotional distress. 

2.7.2  Attachment Research Related to Couples and Caregiving 

Wile (1994) stated that couple therapy became feasible when therapists were able “to 

interrupt the accusation and defensiveness in which partners frequently engage” (p. 43), because 

these emotional experiences can be barriers to progress.  “However, the partners’ emotional 

reactions are what couples therapy and the relationships are all about” (Wile, 1994, p. 43).  

Couples therapy is essentially an effort to see whether the partners will be able to be less 

accusing and less defensive in the therapy sessions than they are at home, or, alternatively, “if 

they don’t talk much at home, whether in the couples’ therapy setting they will be able to talk” 

(Wile, 1994, p. 43).  The latter situation may be expected to occur more frequently than the 

former with couples’ dealing with Alzheimer’s disease in one spouse. 

When the absence or lack of specific emotional responses to one’s spouse leads to 

problems, such as “mutual withdrawal and devitalization—we try to heighten emotional 

responses” (Wile, 1994, p. 44).  This is done by trying to help each partner to identify the 

emotional feelings they have and to appropriately express them.  “Ideally, partners can use their 

feelings to connect to their partners, and they can use their partners to connect to their feelings” 

(Wile, 1994, p. 44), rather than to be disconnected and alienated. 

Further evidence of the role attachment processes play in marital distress has been 

presented by other authors in the literature on clinical theory and intervention.  Kobak et al. 

(1994) cited the work of Greenberg and Johnson (1988) for providing pioneering work in 
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utilizing experiential and systemic theories to understand emotional processes in marriages in 

their emotionally focused approach to marital therapy.  They stated, “The EFT approach is 

remarkably consistent with an attachment approach and offers a specification of the emotional 

processes that maintain attachment relationships” (Kobak et al., 1994, p. 50).  These authors 

described attachment theory as offering a useful framework which can be incorporated and built 

upon in Emotionally Focused Marital Therapy. 

Kobak, Ruckdeschel, and Hazan (1994) presented their attachment view of the 

importance of emotion in marital therapy.  As spouses in distressed marriages are able to 

“increase their understanding and communication of attachment concerns, emotions become 

signals that facilitate rather than hinder intimacy and problem-solving” (Kobak et al., 1994, 

p. 47).  Kobak et al. (1994) described many dysfunctional processes displayed by couples who 

come to therapy.  Due to their mutual fears about their partners’ availability and commitment to 

the relationship, many couples exhibit escalating patterns of reciprocated negative emotion and 

demanding or withdrawing interactions. 

Kobak et al. (1994) asserted that such symptoms of relationship problems are “distorted 

attachment signals” (p. 47), which can be understood as reasonable “reactions to attachment-

related fears and expectations... .  When spouses begin to view their partners as unavailable 

and/or unresponsive, normal attachment feelings of anger, fear, and sadness become prone to 

defensive distortions” (p. 47), which interfere with the couple’s ability to resolve problems.  

Attachment theory leads to viewing symptoms of marital problems as “distorted expressions of 

normal attachment emotions” (Kobak et al., 1994, p. 47).  Maintaining comfortable access to the 

attachment figure is the primary goal of the attachment system.  For many individuals facing a 

threat to the physical or psychological availability of the caregiver, their attachment needs are 

their central concern, and maintaining access to the caregiver becomes a higher priority than 

other activities. 

Adult attachment bonds are similar to childhood attachments in that they provide a safe 

haven and a secure base for confronting distressing adult situations (Kobak et al., 1994).  

However, adult attachments between partners provide for reciprocal caregiving roles and needs, 

as well as attachment roles.  In addition, Kobak et al. (1994) concurred with Ainsworth (1989) in 

describing adult attachment relationships as often “integrating the attachment and sexual 

behavioral systems” (Kobak et al., 1994, p. 49).  “Hazan and Shaver (1987) have sketched the 
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parallels between the formation of infant and adult attachment bonds by examining links 

between infant research and adults’ experiences of falling in love” (Kobak et al., 1994, p. 49).  

Other writers in the literature have utilized attachment theory to explain responses to marital 

losses.  Robert Weiss (1975, 1982) “used attachment theory to understand adults’ responses to 

marital separations and divorce, and Bowlby (1981) drew extensively on literature about the 

death of a spouse in his study of response to loss and grieving” (Kobak et al., 1994, p. 49). 

Johnson (1986) described Bowlby’s theory of attachment processes as providing an 

integrated view of cognitive, behavioral and emotional processes coordinated to maintain the 

marital attachment bond and access to the attachment figure.  Kobak et al. (1994) stated that 

emotions provide indications of spouses’ “underlying assumptions of each others’ availability 

and responsiveness.  In this sense, the new interest in the role of emotions in marital relationships 

points to attachment processes that have previously received relatively little attention from 

marital researchers” (Kobak et al., 1994, p. 49). 

Kobak et al. (1994) emphasized the central relationship between attachment processes 

and successful marital problem-solving communication.  Kobak et al. (1994) stated that when 

partners are assured of the other’s availability and responsiveness, they feel free to disagree 

without concern that the disagreements will escalate into “reciprocal negative exchanges... .  

These findings suggest that attachment concerns may accompany the well-documented links 

between problem-solving communication and marital satisfaction” (Kobak et al., 1994, p. 50). 

Kobak et al. (1994) described the importance of the construct of working models, the 

“generalized expectations for a caregiver’s availability” (p. 50) derived from past relationship 

experiences.  They stated that working models regulate attachment feelings and behavior, 

orienting the individual to future interactions and guiding strategies for maintaining the 

attachment relationship.  Emotions such as fear or anger can serve as strong dispositions to 

restore access to an attachment figure, and “sadness or despair accompanies perceptions that 

attempts to regain access to the attachment figure are futile or hopeless... .  Primary attachment 

emotions not only motivate attachment behavior but also communicate valuable information to 

the caregiving partner” (Kobak, 1994, p. 52).  These expressive signals often elicit caregiving 

responses; a contingent soothing response occurs in response to sadness, and positive signals 

may elicit positive affect.  Over time, individuals develop “expectations or working models for 
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caregiver responses” (Kobak, 1994, p. 52).  “Emotions thus serve as signals for maintaining the 

attachment relationship” (Kobak et al., 1994, p. 53). 

A spouse with Alzheimer’s disease may frequently experience emotional distress, such as 

fearing a loss of support or affection from a partner.  “When negative emotions are clearly linked 

to concern with [a spouse’s] availability, a partner can more easily respond in a way that 

alleviates distress” (Kobak et al., 1994, p. 54).  Similarly, when disruption in the relationship 

leads to anger, a supportive partner “can respond in a manner that increases closeness and 

intimacy... .  Gottman and Krokoff (1989) found that couples who engaged in conflict and 

openly expressed anger showed increases in marital satisfaction” (Kobak et al., 1994, p. 55).  By 

discussing expectations and assumptions, misunderstandings and problematic responses can be 

corrected, and issues can be better communicated. 

On the other hand, when a partner’s working model anticipates negative responses, 

“direct expression of fear and anger may be associated with expectations for rejecting or 

unpredictable responses... .  To cope with this situation, the individual must develop alternative 

or secondary strategies for modulating [or] suppressing attachment-related signals” (Kobak et al., 

1994, pp. 56-57).  This may result in the person deactivating the attachment system by turning 

away from the partner or suppressing emotional expression.  When a caregiver is inconsistent in 

responding, the partner may “maintain the attachment system in a hyperactivated state ... in an 

attempt to increase the likelihood of caregiver response ... [which] may also result in increased 

monitoring or hypervigilance toward the caregiver” (Kobak et al., 1994, p. 57).  Demand and 

withdraw cycles in distressed marriages occur with attempts to maintain a threatened 

relationship, with one spouse’s hypervigilance and pursuit leading to the other’s deactivating 

strategy of withdrawal or stonewalling (Kobak et al., 1994). 

Kobak et al. (1994) stated that behavior therapists have focused on distressed couples’ 

use of negative behaviors including criticism and threats in efforts to influence or control 

partners, but that such aversive actions generally result in declines in marital satisfaction.  When 

spouses’ expressions of attachment emotions become distorted, Kobak et al. (1994) asserted that 

problem-solving communication declines, and individuals with insecure working models may 

become accusatory, or jump to conclusions that the other spouse is rejecting them when they are 

anxious or preoccupied with other matters.  Kobak et al. concluded, “Compared with cognitive-

behavioral approaches, an attachment perspective provides a more complete understanding of 
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how cognitions about an attachment figure’s availability guide emotional communications” 

(1994, p. 60). 

Kobak et al. (1994) also contrasted the emotionally focused therapists’ approach with the 

communication therapists’ approach of attributing spouses’ problems to poor communication 

patterns.  “The EFT approach uses relationship themes such as pursue/withdraw to call attention 

to how each individual’s behavior perpetuates relationship distress” (Kobak et al., 1994, p. 61).  

They stated the EFT approach developed by Greenberg and Johnson (1988) allows each partner 

to move forward with “increased tolerance for difficult feelings and vulnerabilities... .  Their use 

of experiential techniques and evocative responding provides valuable therapeutic tools for 

helping spouses to access insecure working models” (Kobak et al., 1994, p. 62).  They stressed 

the importance of the therapist providing the spouses with a setting of support and safety.  The 

therapist’s role is to listen and validate each spouse’s experienced emotion, and to interpret 

symptomatic behavior as distortions of normal attachment emotions and needs (Kobak et al., 

1994).  By helping the couple to stop the cycle of escalating blame, the spouses are assisted in 

disconfirming attachment fears, and insure working models are accessed and revised.  In the 

marital therapy process, the partners have opportunities to acknowledge their fears and respond 

with acceptance and validation of each other (Kobak et al., 1994).  “Thus, emotion can be turned 

into a powerful communicative signal that elicits a caregiving response” (Kobak et al., 1994, 

p. 64), so that the communication of their primary attachment emotions further consolidates their 

commitment to their relationship. 

Caregiving for aging family members has become a normative family stressor in 

American society, due to the numbers of older persons who have a functional disability which 

requires long-term care and are cared for by family members in their homes (Myers, 2003).  

“The numbers of older Americans (i.e., those aged 60 and older) in this group will increase by 

90% over the next half century” (Myers, 2003, p. 153).  The length of time spent caregiving is 

variable, from a short time to several years, but typically caregiving for a person with 

Alzheimer’s lasts several years (Alzheimer’s Association, 2010). 

This life event challenge has been reported to cause the caregiver “stress, burden, and 

negative physical and mental health outcomes” (Myers, 2003, p. 153).  While a strengths-based 

and wellness-oriented approach to dealing with the stress of caregiving has been advocated 

(Myers, 2003), the wellness-oriented focus is primarily well-suited to apply to the caregiving 
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spouse of a person with Alzheimer’s disease, because anticipation of the possibility of 

maintaining current physical and mental functioning indefinitely, or becoming well again, is not 

reality-based for the spouse with Alzheimer’s disease.  However, it is helpful and appropriate to 

work with a strengths-based approach when working with both spouses, and it is both realistic 

and encouraging to both spouses to build upon their individual qualities and strengths while 

providing marital therapy to them as a couple to assist them in coping with their situation. 

The documented consequences of caregiving in the literature, primarily negative, have 

been broadly recognized (Myers, 2003).  Shultz and Williamson (1994) have reported that the 

caregivers “experience more chronic illness, provide self-ratings of health as poor, and may use 

health care services more often than do noncaregivers” (Myers, 2003, p. 154).  “The 

consequences of having to place the needs of care recipients before the needs of the caregiver” 

(Myers, 2003, p. 154) has been referred to as burden.  Myers (2003) explained the distinction 

that has been made “between objective burden, including the negative effects on the household 

due to caregiving” (p. 154), and the caregiver’s “subjective burden, or personal appraisals, of 

their caregiving situation and its consequences” (Myers, 2003, p. 154) to them. 

Myers (2003) reported that the greatest objective burden of caregiving has been 

associated with assistance with activities of daily living, or personal care.  Myers (1994) also 

noted that subjective burden has been reported to be greatest with supervision activities, and that 

Connell, Janovic, and Gallant (2001) found that subjective burden “is most acute and sustained 

when dementia is present” (Myers, 2003, p. 154).  Pearlin’s (1990) conceptual model of 

caregiving stress identified four domains of the stress process, which are specific to Alzheimer’s 

disease caregivers, but have been found to be generally relevant to all situations of caregiving.  

These include primary stressors, secondary role strains, constriction of social interactions, and 

secondary intrapsychic strains (Myers, 2003).  The primary stressors “include both objective and 

subjective indicators (i.e., objective burden and subjective burden)” (Myers, 2003, p. 154). 

A caregiver may appraise the caregiving situation and decide it is one in which the 

caregiver can deal with the problems.  “A positive or benign appraisal leads to positive emotional 

responses and a sense of well-being” (Myers, 2003, p. 14).  Myers (2003) discussed positive 

emotional reactions or outcomes which caregiving spouses of spouses with Alzheimer’s disease 

or other dementias may have, which include feeling useful and needed, and possible positive 

feelings of increased self-worth, confidence, self efficacy, compassion, and companionship.  
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Alternatively, “an appraisal of the situation as stressful leads to negative emotional reactions 

(e.g., anxiety, depression); these reactions may interact with care recipient behaviors to create an 

escalation of negative outcomes” (Myers, 2003, p. 154).  The health and mental health of the 

caregiver is usually affected with increased risk of physical and emotional difficulties (Myers, 

2003).  Rabins (1998) “noted that Alzheimer’s care providers experience rates of emotional 

morbidity three times greater than do their same-aged noncaregiving ... peers” (Myers, 2003, 

p. 154).  Among the negative mental health consequences of caregiving on the caregiver reported 

by Schulz and Williamson (1994) were “distress, depression, demoralization, ... anxiety, and 

psychiatric symptomatology” (Myers, 2003, p. 154), such as excessive irritability and insomnia, 

which can further complicate interaction with the spouse with Alzheimer’s disease. 

Once the caregiving role is assumed by the spouse of a person with Alzheimer’s disease, 

an intervention with caregivers, as well as care recipients, is needed early in the disease, with a 

strengths-based approach to prevent or limit the emotional and mental health consequences.  

Roberts et al. (2000) “conducted a systematic review of literature on services and models of care 

for dementia caregivers” (Myers, 2003, p. 155).  “Roberts et al. (2000) found that individual, 

supportive counseling in Canada was effective in reducing the number of nursing home 

placements, particularly in the early stages of dementia, and was instrumental in increasing 

[caregivers’] psychosocial adjustment to care recipients’ illnesses” (Myers, 2003, p. 155).  

Rabins (1998) also emphasized the importance of intervention with emotional and social support 

in the early stage of the disease for Alzheimer’s and other dementia caregivers, who are at risk of 

developing both physical and emotional problems.  Spouse caregivers are particularly vulnerable 

to the negative outcomes of caregiving for their spouses with Alzheimer’s disease (Alzheimer’s 

Association, 2010; Myers, 2003).  Myers (2003) discussed the gradual, insidious process of 

aging and decline, with the often slow onset of caregiving responsibility in families, with the 

common result that the bulk of the burden falls on the spouse as the primary caregiver for 

spouses with Alzheimer’s disease and other dementias.  Connell et al. stated that spouse 

caregivers are most vulnerable because they “provide the most comprehensive care ... maintain 

the caregiving role for longer periods, care for the most impaired individuals, and spend the most 

hours per week on caregiving tasks” (2001, p. 180).  Myers (2003) also cited the conclusion by 

Connell et al. (2001) that caregiving “spouses also have higher levels of depression, lower levels 



147 

of life satisfaction, and lower participation in social activities than do other caregivers in the 

family” (Myers, 2003, p. 155). 
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CHAPTER 3 

METHOD 

This research was conducted using the case study methodology to work with individuals 

in the initial stage of Alzheimer’s disease and their caregiving spouses in an exploratory study to 

discover the challenges they experience while attempting to cope with this situation.  A goal of 

this case study was to shed light on this identified subpopulation of older couples who have 

largely unmet needs for clinical assistance and intervention at this difficult transition in their 

relationships.  In so doing, this case study allowed couples to identify and discuss the strengths, 

challenges, and problems they were experiencing with a couple therapist.  Through the use of 

qualitative research methods supported by quantitative instruments, this study investigated the 

problems experienced by these spouses, and the nature and strength of their attachment to each 

other at this point in their marital journey.  Attachment theory was the basis for understanding 

the emotional and social bond of the couple relationship.  Review of the narrative and interactive 

process which occurred in the interview sessions illuminated the core areas for which future 

therapeutic intervention may be needed.  Emotionally focused couple therapy techniques were 

used to facilitate expression of emotional needs and other relationship concerns.  In addition, this 

case study demonstrated the applicability and benefit of using this combination of measurement 

instruments and qualitative interview and observational methods for couples in which one spouse 

has been given the working diagnosis of dementia of the Alzheimer’s type in the initial stage of 

the disease. 

3.1  Participants 

This was a multiple-case study of couples in which one spouse provides some caregiving 

assistance to the other spouse who has self-reported Alzheimer’s disease in the initial stage.  At 

this earlier stage, the disease has not progressed to the extent that the spouse with Alzheimer’s 

disease is not able to verbally communicate thoughts and emotional concerns (Alzheimer’s 

Association, 2010).  Both spouses were able to willingly participate.  However, in some cases in 

which the caregiving spouse had obtained power of attorney to make treatment decisions for the 

spouse with Alzheimer’s disease, the caregiving spouse was the one designated to sign the 



149 

consents for both spouses to participate in this study.  For other participants, if both of the 

spouses were deemed to have the capacity to sign the consent to participate, prior to beginning 

their participation at the first meeting with the marital therapist, individual consent forms were 

signed. 

To be eligible to participate in this study, one spouse in each couple had to be a caregiver 

for his/her spouse, who had been evaluated by a physician at a Memory Disorder Clinic, and 

received a diagnosis of Alzheimer’s disease, according to the self-report of that spouse and the 

report of the caregiving spouse.  It was also necessary for both spouses to be told about the 

Alzheimer’s diagnosis.  In order to be eligible, the spouse with self-reported Alzheimer’s 

diseases had to be in the early stage of the disease, as indicated by having sufficient expressive 

and receptive language skills to follow and participate in a conversation despite experiencing 

short-term memory loss, as determined by the researcher in conversation with the spouse at the 

beginning of the first meeting, or before.  Both spouses consented to participate in the study. 

If the capacity of a spouse with Alzheimer’s disease was in question, due to insufficient 

evidence that the spouse could communicate and comprehend the interactions in the couple 

sessions, the Mini-Mental State Examination (Folstein, Folstein, & McHugh, 1975) was to be 

administered by the therapist to determine if that spouse with Alzheimer’s disease had the mental 

capacity to consent and to participate; in the course of this study, this was unnecessary, for all 

spouses.  To be eligible, the spouse with Alzheimer’s disease had to be 65 years old or older and 

the caregiving spouse had to be 55 years old or older, and they had to have been married at least 

10 years. 

The five couples who participated were recruited through a process of community 

referrals requested from various sources in the Tallahassee, Florida area, including physicians, 

agencies providing elder services, mental health providers, the Alzheimer’s Project in 

Tallahassee, the Alzheimer’s Association, the Tallahassee Neuroscience Center Memory 

Disorder Clinic, and the Florida State University College of Medicine.   

To recruit participant couples, the researcher was authorized by the chairman of the 

Alzheimer’s Project, the primary local provider of services for individuals with Alzheimer’s and 

their families, to attend their various respite and caregiver support groups.  Ten of these groups 

in four counties in Florida were attended at least once by the researcher, who contacted couples, 

and made presentations to the caregiver support groups to announce the opportunity to 
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participate in this couples study.  In addition the researcher attended three groups sponsored by 

the Alzheimer’s Association, the Early Stage group for persons with Alzheimer’s and their 

caregivers, the Connection Café social group, and a meeting for caregivers.  Flyers announcing 

this study were posted at the Tallahassee Neuroscience Center Memory Disorder Clinic and the 

Tallahassee Senior Center.  The researcher also met with a geriatric research group at the Florida 

State University College of Medicine.  Many individuals were ineligible because either they 

were beyond the early stage into more advanced Alzheimer’s, or had no spouse.  Prior to the 

commencement of selection of participants, approval for doing this research with human subjects 

was received from the Institutional Review Board of Florida State University. 

3.2  Measurement Instruments 

The following assessment instruments were presented to the couples who participated in 

this study early in the interview process following initial establishment of rapport, collection of 

basic demographic facts, and participation by both spouses together in the Oral History Interview 

(Gottman, 1994) with the researcher.  Though the instruments can be administered as paper and 

pencil tests, they can also be presented orally in an interview setting, which is the manner in 

which they were presented to the participants with Alzheimer’s disease and their spouses 

individually.  The researcher read each question, and marked each response for all spouses.  This 

facilitated easy verbal response while each participant held and viewed the questionnaire items. 

In selecting the measurement instruments used for this research, a thorough review of all 

items in each instrument was done in order to select only those instruments with items which 

were relevant and useful for measuring important constructs related to the purpose of this study.  

In particular, items more easily comprehended by elderly persons of varying capabilities were 

selected.  Instruments selected also contain a manageable number of items, and the syntax and 

complexity of the response formats were considered to minimize the difficulty of understanding 

and responding to each item (Corcoran & Fischer, 2000b; Touliatos, Perlmutter, & Holden, 

2001a; Touliatos, Perlmutter, & Holden, 2001b; Vitaliano, Russo, Young, Becker, & Mauro, 

1991).  Instruments with sufficient validity and reliability were selected (Corcoran & Fischer, 

2000a; Corcoran & Fischer, 2000b; Touliatos, Perlmutter & Strauss, 2001). 
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3.2.1  Dyadic Adjustment Scale 

The first of these quantitative research instruments used in this study is the Dyadic 

Adjustment Scale (Spanier, 1976).  This scale was designed to measure the quality of adjustment 

in married couples or unmarried couples living together in a marital-type relationship.  The 

Dyadic Adjustment Scale is a 32-item scale which has four subscales (Spanier, 1987). 

The Dyadic Adjustment Scale can be used as an overall measure of a couple’s 

adjustment, or one or more of the subscales can be used alone without significantly decreasing 

the reliability or validity of the instrument (Spanier, 1987).  The 32 test items are grouped into 

four subscales, with 13 items measuring dyadic consensus, 10 measuring dyadic satisfaction, five 

measuring dyadic cohesion, and four measuring affectional expression (Spanier, 1987). 

The items were selected by Spanier (1976) through an extensive process which began 

with a pool of 300 items compiled from other known marital adjustment or similar scales, in 

addition to items developed specifically for this scale.  These items were judged by three 

independent evaluators, with duplicate and irrelevant items eliminated.  Statistical tests were 

used to eliminate unacceptable items, which left 32 remaining items which comprise the Dyadic 

Adjustment Scale (DAS) (Spanier, 1976).  Examples of items included were questions asking 

each spouse, “Do you and your mate engage in outside interests together?” (Spanier, 1976, 

p. 28), with five responses from “all of them” to “none of them” (p. 28), and “In general, how 

often do you think that things between you and your partner are going well?”, with six response 

choices from “all of the time” to “never” (Spanier, p. 28). 

Spanier first tested this instrument by administering the questionnaire to three samples of 

persons in Pennsylvania.  The first group of 218 white married people were working and middle 

class residents.  The second group included every person listed on a county’s divorce records of 

the past year.  They were asked to respond to the questions based on the last year spent with their 

former spouses.  Ninety-four of these 400 persons contacted responded with usable 

questionnaires.  A small sample of never-married cohabitating couples also answered the 

questionnaire (Spanier, 1987). 

Spanier reported there were no significant differences found between the male and female 

scores.  “Reliability for the entire 32-item scale is quite high (.96) and surprisingly high for the 

subscales:  Dyadic Consensus (.90), Dyadic Satisfaction (.94), and Dyadic Cohesion (.86).  Only 
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the ... Affectional Expression subscale has a reliability that dictates caution (.73)” (Spanier, 

1987, pp. 53-54). 

Validity of the Dyadic Adjustment Scale was established by the evaluation of all 

questionnaire items for content validity by three judges (Spanier, 1976).  Items were included if 

they were deemed consistent with definitions previously given by Spanier and Cole (1974) for 

adjustment and the components of satisfaction, cohesion, and consensus, and if they were 

considered appropriately worded and relevant to contemporary measures of dyadic adjustment in 

relationships (Spanier, 1976). 

Validity of the Dyadic Adjustment Scale was supported by the significantly higher scores 

of the married sample (114.8) compared to the divorced sample (70.7) (Spanier, 1987).  In 

addition, the Locke-Wallace Marital Adjustment Test (1959) was a scale which frequently was 

used to measure marital adjustment, and was selected to assess how the Dyadic Adjustment 

Scale correlated with other similar scales.  The correlation between the scales was .86 among 

married respondents and .88 among divorced respondents (Spanier, 1987).  The Dyadic 

Adjustment Scale has appeared to be a reliable, valid, relevant measure useful for research 

concerning marital and non-marital dyadic relationships (Spanier, 1987). 

Though many previous measures were not, the Dyadic Adjustment Scale “has been 

assessed for content, criterion-related, and construct validity.  Reliability has been established, 

and the factor structure of the scale examined ... [as well as] issues such as item weighting and 

uses in clinical samples” (Spanier & Lewis, 1980, p. 832).  The Dyadic Adjustment Scale, along 

with nearly all measurements of marital quality, measures the individual’s perception of the 

marriage as the unit of analysis, rather than the couple’s joint evaluation of the marriage or the 

evaluation of the couple by the researcher (Spanier & Lewis, 1980). 

Spanier and Lewis asserted that using the Dyadic Adjustment Scale to measure marital 

adjustment, rather than to measure the concept of marital satisfaction, allows for the inclusion of 

a larger range of marital phenomena, because “a marriage is much more than subjective feelings 

about the relationship” (1980, p. 832).  The multidimensional concept of marital adjustment has 

been defined as “a process, the outcome of which is determined by the degree of: (1) 

troublesome dyadic differences; (2) interpersonal tensions and personal anxiety; (3) dyadic 

satisfaction; (4) dyadic cohesion; and (5) consensus on matters of importance to dyadic 

functioning” (Spanier, 1976, p. 17). 
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Subsequent to wide use of the Dyadic Adjustment Scale by over 300 researchers, a 

confirmatory analysis of the Dyadic Adjustment Scale was done by Spanier and Thompson 

(1982), who reconsidered the factor structure of the scale and its subscales, using a maximum 

likelihood factor-analysis procedure.  The four subscale factors appeared robust and accounted 

for 94% of the covariance among the questionnaire items.  The overall reliability of .96 was 

confirmed for the entire scale, using Cronbach’s coefficient alpha (Spanier & Thompson, 1982). 

The original analysis of the scale used divorced individuals, in addition to married 

couples, to facilitate the assessment of criterion-related (concurrent) validity, and internal 

consistence reliability was re-evaluated; “coefficient alpha for this sample was .91 for the total 

scale” (Spanier & Thompson, 1982, p. 732).  A sample of 205 recently separated individuals 

were the participants who completed the interview.  The researchers used non-probability, 

purposive sampling techniques to obtain the sample, including using court records and contacts, 

newspaper articles, and letters to attorneys.  “The dyadic adjustment scale was administered in 

interview format with the help of response cards” (Spanier & Thompson, 1982, p. 732). 

The confirmatory analysis was to statistically verify the results found through exploratory 

factor analysis in the earlier study sample.  The program provides a chi-square with degrees-of-

freedom, which indicate the fit of the hypothesized model to the current data.  “The chi-square 

was 765, with 443 degrees of freedom, and had a probability of less than .001” (Spanier & 

Thompson, 1982).  The factor intercorrelations demonstrated that three factors, “consensus, 

satisfaction and cohesion, are substantially related to each other, [which is] not surprising ... 

among the dimensions of a global concept such as dyadic adjustment” (Spanier & Thompson, 

1982, p. 732).  The items for affectional expression, the fourth factor, are related to specific 

items from the other three dimensions (Spanier & Thompson, 1982). 

3.2.2  Prior Quality of Relationship Scale 

The quality of the relationship of the couple prior to the onset of Alzheimer’s disease is 

an independent variable that was assessed using a newly created composite scale administered to 

each spouse, the Prior Quality of Relationship Scale (PQRS), created by Zahn using revised and 

adapted items from Lawrence, Tennstedt, and Assman, 1998; Whitlatch, Schur, Noelker, Ejaz, 

and Looman, 2001; Williamson and Schulz, 1990; and Williamson, Shaffer, and Schulz, 1998.  

This scale includes additional adapted items, combined with other items which were selected and 
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reworded for couple use with both spouses from items adapted by Williamson and Schulz (1990) 

to measure the caregiver’s reported quality of relationship with a family member recipient of 

care before the onset of Alzheimer’s disease.  Williamson and Schulz (1990) adapted “14 items 

selected from the Communication, Affective Expression, and Involvement subscales of the 

Dyadic Relationship component of the Family Assessment Measure” (Williamson & Schulz, 

1990, p. 504).  The Family Assessment Measure was created by Skinner, Steinhauer, and Santa-

Barbara (1983). 

Williamson and Schulz asked caregivers of family members “to rate the appropriateness 

of each item statement in describing their relationship with the patient before illness onset on a 

scale of 1 (disagree strongly) to 4 (agree strongly)” (1990, p. 504).  Items were selected to 

measure aspects of the quality of the prior relationship including communication, expression of 

affect, and involvement, and indicated the closeness of the relationship to the family member 

(Williamson & Schulz, 1990).  After the scores on the positively worded items were reversed, 

the “responses were summed to yield a prior relationship rating.  Scores could range from 14 to 

56, with lower ratings indicating closer relationships.  Cronbach’s alpha for the 14-item 

instrument used in the study was .87” (Williamson & Schulz, 1990, p. 504). 

These 14 items were adapted for use with couples and were combined with 10 additional 

items to form the Prior Quality of Relationship Scale.  Examples of these 14 items included in 

the Prior Quality of Relationship Scale are “My [husband/wife] and I were not close to each 

other” and “When I was upset, I knew my [husband/wife] really cared”, found in the Appendix 

section of this dissertation.  All of the positively worded items in this scale are scored as follows:  

responses of strong agreement with the statement are given a score of 4; responses of agreement, 

a score of 3; responses of disagreement, a score of 2; and responses of strong disagreement with 

the statement are given a score of 1.  The items contain statements describing the quality of the 

couple relationship as positive or close when answered with the affirmative response of 

agreement with each statement. 

Conversely, the remaining items (items 2, 3, 4, 7, 11, 14, 16 and 18) are negatively 

worded statements about the quality of the relationship, describing a negative attribute or aspect 

of the couple relationship as not close.  These items, when answered with a response indicating 

disagreement or strong disagreement with the statement (a score 2 or 1 respectively), are reverse 

scored, receiving a score of 3 or 4 respectively.  A score of 2 is reverse scored as a 3, a score of 3 
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is reverse scored as a 2, and a 4 is reverse scored as a 1.  Disagreement with the negative 

statements about the quality of the couple relationship therefore reflects a positive report of the 

couple relationship.  So for all items, a higher score indicates a closer, more positive quality of 

the prior relationship before one spouse became ill.  This is consistent with the positive wording 

of all items numbered 19 through 24. 

The first group of items which were added to items 1 through 14, items 15, 16, 17, and 

18, were adapted from items used by Whitlatch, Schur, Noelker, Ejaz, and Looman to measure 

the caregiver’s perception of the “closeness of the relationship” (2001, p. 465) that has existed 

between the caregiver and a relative with dementia living in a nursing home.  “This measure of 

closeness (α = .90) included six items ... with four response options ... from ‘strongly agree’ to 

‘strongly disagree’ with higher scores reflecting a more close relationship between caregiver and 

impaired relative (range from 6 to 24)” (Whitlatch et al., 2001, p. 465).  Four of these items were 

adapted for use with both spouses in the Prior Quality of Relationship Scale to evaluate the 

closeness of their prior relationship before illness in this case study. 

The next four items used in the Prior Quality of Relationship Scale (items 19, 20, 21, and 

22) were adapted for use with couples from items used with older people as measures of positive 

affect to assess “current relationship quality ... [and to] assess general closeness, ... 

communication, ... similarity of views about life, ... and degree of getting along” (Lawrence, 

Tennstedt, & Assman, 1998, p. 152) between a caregiver and a family member who was the 

care-recipient.  The categories of responses for the four items “ranged from not at all 

close/well/similar (1) to very close/well/similar (4).  Cronbach’s alpha for this scale was .85 

(standardized)” (Lawrence et al., 1998, p. 152).  Scoring for this scale ranged “from 4 to 16” 

(Lawrence et al., 1998, p. 152). 

The final two items adapted for inclusion in the Prior Quality of Relationship Scale 

(items 23 and 24) are used to measure how satisfying each spouse’s “opportunities for 

affectionate contact had been before care recipient illness” (Williamson, Shaffer, & Schulz, 

1998, p. 154) (item 23), and how satisfying each spouse’s “opportunities for sexual intimacy had 

been before care recipient illness” (Williamson et al., 1998, p. 154) (item 24).  The response 

choices of these two items are 1 (not at all satisfying), 2 (slightly satisfying), 3 (moderately 

satisfying), and 4 (very satisfying).  The range of scores for the 24 item Prior Quality of 

Relationship Scale is 24 to 96.  A higher score indicates a closer, more positive prior quality of 
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relationship.  The scores which each caregiver and care-recipient spouse reported for the quality 

of their marital relationship prior to the onset of Alzheimer’s disease in one spouse were used to 

indicate whether each has experienced a positive prior quality of relationship (PPQ) or a negative 

prior quality of relationship (NPQ). 

3.2.3  Experiences in Close Relationships-Revised Questionnaire 

Another instrument administered in this study to both the caregiving spouses and their 

spouses with Alzheimer’s disease is the Experiences in Close Relationships-Revised (ECR-R) 

questionnaire, a 36-item self-report measure of attachment which was developed by Fraley, 

Waller, & Brennan (2000).  The Experiences in Close Relationships-Revised (ECR-R) 

questionnaire contains items selected using techniques based on Item Response Theory, and 

those items in the ECR-R were selected from the same item pool compiled for Brennan, Clark, 

and Shaver’s (1998) Experiences in Close Relationships (ECR) questionnaire (Fraley et al., 

2000).  The ECR-R questionnaire is a revised version of the ECR questionnaire.  Both of these 

questionnaires were created to assess individual differences in “attachment-related anxiety (i.e., 

the extent to which people are insecure vs. secure about ... their partner’s availability and 

responsiveness) and attachment-related avoidance (i.e., the extent to which people are 

uncomfortable being close to others vs. secure depending on others” as reported by Fraley 

(October 22, 2008, p. 1). 

In the Experiences in Close Relationships-Revised (ECR-R) questionnaire presented in 

Fraley et al. (2000), the first 18 items comprise the attachment-related anxiety scale, and the 

subsequent 18 items (items 19-36) form the attachment-related avoidance scale.  The items are 

each rated on “a 7 point scale where 1 = strongly disagree, and 7 = strongly agree” (Fraley et al., 

2000, p. 355).  Examples of these items are “I get uncomfortable when my wife wants to be very 

close” (Fraley et al., 2000, p. 361), and “It is easy for me to be affectionate with my husband” 

(Fraley et al., 2000, p. 361).  Scores for items 1-18 are averaged to obtain the score for the 

attachment-related anxiety scale.  “However, because items 9 and 11 are ‘reverse keyed’ (i.e., 

high numbers represent low anxiety rather than high anxiety)” (Fraley, October 22, 2008, p. 1), 

the scores for the answers to those items are reversed in equivalent value for the scale before the 

responses are averaged.  For example, a 7 would be reverse keyed to a score of 1. 
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Similarly, the score for the attachment-related avoidance scale is obtained by averaging 

the responses on items 19-36, but the scores for items 20, 22, 26, 27, 28, 29, 30, 31, 33, 34, 35 

and 36 must be reverse keyed for the scale before the average is computed (Fraley, October 22, 

2008, p. 1).  Fraley (October 22, 2008) suggested modifying the items to refer to a romantic 

partner or spouse, as appropriate to the researcher’s focus.  For this study including married 

couples, the word “husband” or “wife” replaces other words referring to the participant’s partner 

in each item, as appropriate to each spouse to whom the instrument was administered. 

Sibley and Liu (2004) examined the short term temporal stability and factor structure, of 

the Experiences in Close Relationships-Revised (ECR-R) questionnaire (Fraley et al., 2000), a 

measure of adult attachment.  “Separate exploratory and confirmatory factor analyses indicated 

that the ECR-R provided a reliable and replicable dual factor self-report measure of adult 

romantic attachment” (Sibley & Liu, 2004, p. 969).  Sibley and Liu concluded that the results of 

this New Zealand study suggest that the ECR-R questionnaire maintains “acceptable classical 

psychometric properties while also assessing a range of trait scores more evenly distributed than 

previous measures (as reported by Fraley et al., 2000)” (2004, p. 969), and that “latent variable 

path analyses suggested that longitudinal measures of both the anxiety and avoidance subscales 

were remarkably stable over a 6-week assessment period (86% shared variance over time)” 

(Sibley & Liu, 2004, p. 969).  The results of this study support “previously published test-retest 

reliability estimates based on simulation analyses” (p. 969), and indicate that the ECR-R 

instrument provides “stable estimates of trait attachment which are largely free from 

measurement error over short assessment periods” (Sibley & Liu, 2004, p. 969). 

In another study by Tsagarakis, Kafetsios, and Stalikas (2007) in the European Journal of 

Psychological Assessment, the reliability and validity of the Greek version of the Experiences in 

Close relationships-Revised self-report inventory (G-ECR-R) were examined.  Tsagarakis et al. 

(2007) evaluated the psychometric properties of this instrument including factor structure, 

internal and test-retest reliability, convergent and criterion validity.  In exploratory and 

confirmatory factor analyses, the results of this study demonstrated a “clear two-factor structure 

consistent with adult attachment research and theory developed mainly in English-speaking 

countries” (Tsagarakis et al., 2007, p. 47).  These authors concluded that this instrument for 

measuring attachment has “adequate classical psychometric properties in terms of internal 

consistency and test-retest reliability” (Tsagarakis et al., 2007, p. 47).  This study by Tsagarakis 
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et al. reported that the questionnaire’s anxiety and avoidance dimensions showed convergent 

validity with the Relationship Questionnaire (Bartholomew & Horowitz, 1991) and that the 

results also demonstrated criterion validity on measures of relationship satisfaction (Tsagarakis 

et al., 2007).  The psychometric properties of the Experiences in Close Relationships-Revised 

questionnaire presented above lend confidence to the appropriateness of the use of the instrument 

with couples in this study. 

3.2.4  Geriatric Depression Scale 

The Geriatric Depression Scale (GDS) (Yesavage, 1983) is another instrument created for 

use with the older population, and is used to measure depression in the elderly using simple 

language (Brink et al., 1983).  This instrument can be administered in an oral or written format, 

but if administered orally, it may be necessary to repeat the question in order to get a clear yes or 

no response (Corcoran & Fischer, 2000b, p. 315).  This screening test for depression was 

developed using two groups of elderly people recruited to provide data for this instrument.  The 

first group of 40 individuals were recruited from senior centers and housing projects, and were 

functioning well with no history of mental problems.  A second group of 60 elderly persons were 

receiving either inpatient or outpatient treatment for depression (Yesavage et al., 1983). 

This 30-item questionnaire was administered in this study to both the caregiving spouses 

and their spouses with Alzheimer’s disease.  The Geriatric Depression Scale classifies persons 

who score 0-10 on the GDS as normal, and persons who score 11-20 are classified as having 

moderate to severe depression (Corcoran & Fischer, 2000b; Yesavage et al., 1983).  The items 

are answered with a yes or no response.  One point is counted for each of 20 items which 

indicate the presence of depression when answered negatively, and the total represents the degree 

of depression (Brink et al., 1983; Corcoran & Fischer, 2000b).  Examples of the items in the 

GDS are “Are you basically satisfied with your life?” and “Do you enjoy getting up in  the 

morning?” (Yesavage et al., 1983, p. 41).  The GDS is described as having strong reliability; it 

“has excellent internal consistency with an alpha of .94 and split-half reliability of .94” 

(Corcoran & Fischer, 2000b, p. 315).  It also is described as having “excellent stability with a 

one week test-retest correlation of .85” (Corcoran & Fisher, 2000b, p. 314). 

Concurrent validity for the GDS is strong, “with correlations of .83 between the GDS and 

Zung’s Self-Rating Scale and .84 with the Hamilton Rating Scale for Depression” (Corcoran & 
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Fischer, 2000b, p. 315).  A strength of the Geriatric Depression Scale is that it has strong known-

groups validity “in distinguishing significantly among respondents classified as normal, mildly 

depressed, and severely depressed” (Corcoran & Fischer, 2000b, p. 315). 

3.2.5  Screen for Caregiver Burden 

To assess the burden of serving as caregiver for a spouse with Alzheimer’s disease, 

following the couple interview session the caregiving spouses were given the Screen for 

Caregiver Burden (SCB) (Vitaliano et al., 1991) after all other instruments had been completed 

early in the interview session.  This 25-item measure was developed to assess the prevalence of 

potentially negative caregiver experiences, referred to as objective burden (OB), and the 

appraisal of distress or subjective burden (SB), associated with these experiences “encountered 

when caring for a spouse with Alzheimer’s disease (AD)” (Vitaliano et al., 1991, p. 76).  

Vitaliano et al. provided evidence suggesting that changes in SB and OB over time are explained 

by changes in care recipient functioning and caregiver distress. 

The Screen for Caregiver Burden was developed and tested in three investigations of 

individuals with Alzheimer’s disease and their spouse caregivers with a total of 191 dyads.  

Initially, “experiences most salient to the caregivers (n = 68) were elicited and a content-valid 

instrument was constructed” (Vitaliano et al., 1991, p. 76).  Secondly, “the reliability and 

construct validity of the SCB, along with its sensitivity to changes in burden over time” (p. 76) 

were established for 79 spouse caregivers living with their spouses.  Thirdly, the criterion 

validity of the SCB was evaluated by comparing the scores of 24 spouses of persons with 

Alzheimer’s disease to those of 20 controls (Vitaliano et al., 1991).  The studies demonstrated 

“the internal consistency, test-retest reliability, and validity (content, divergent, convergent, and 

criterion) of the scales” (Vitaliano et al., 1991, p. 76). 

Objective and subjective burden were assessed using five anchor points in the scaling of 

items:  “0 = no occurrence of the experience; 1 = occurrence of the experience, but no distress; 

2 = occurrence with mild distress; 3 = occurrence with moderate distress; and 4 = occurrence 

with severe distress” (Vitaliano et al., 1991, p. 78).  The total objective burden (OB) score 

“refers to the number of caregiver experiences that have occurred, regardless of their distress.  

Each item that did not occur is scored as 0, and a 1 is scored for all anchor points indicating 

occurrence” (Vitaliano et al., 1991, p. 78).  The total subjective burden (SB) score “evaluates 
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overall distress associated with the experiences endorsed” (p. 78).  The subjective burden anchor 

points are:  “1 (no occurrence or occurrence but no distress), 2 (mild distress), 3 (moderate 

distress), and 4 (severe distress)” (Vitaliano et al., 1991, p. 78).  Examples of items included in 

the Screen for Caregiver Burden are, “My spouse is constantly asking the same questions over 

and over,” and “I have to do too many jobs/chores (feeding, shopping, paying the bills) that my 

spouse used to perform” (Vitaliano et al., 1991, p. 77). 

Assessment of measures of caregiver distress by the Screen for Caregiver Burden 

included measurements of the severity of depressive symptoms, anxiety, and suppressed anger, 

as well as assessment of “anger held in (vulnerability) and positive morale (resources)” 

(Vitaliano et al., 1991, p. 79).  Coefficient alphas and test-retest correlations of the SCB scales 

were used to assess reliabilities.  Vitaliano et al. (1991) reported that over time caregivers with 

“increased SB [subjective burden] scores had significantly greater increases in depression ... and 

their care recipients had significantly greater decreases in cognitive [functioning] (MMS) ... and 

interviewer-rated maintenance functioning ... than did caregivers and their care recipients with 

decreased SB scores,” (p. 80).  Vitaliano et al. (1991) also reported that multiple regressions 

were performed in the third investigation to determine if specific variables related to distress 

predicted changes in burden; the variables included caregiver age, suppressed anger, anxiety, 

depression, and morale related to distress.  The SCB yields objective burden and subjective 

burden scores in relation to both care recipient functioning and caregiver responses. 

Vitaliano et al. (1991) suggested “a more accurate set of labels would be ‘prevalence of 

experiences’ instead of objective burden, and ‘appraisal of distress from experiences’ instead of 

subjective burden” (p. 83), and that such labels “more closely parallel components of the 

cognitive-phenomenological stress model of Lazarus and Folkman (1984).  Several of the criteria 

used clinically to establish a diagnosis of AD [Alzheimer’s disease] are reflected in the SCB” 

(Vitaliano et al., 1991, p. 82).  Though the specificity of the Screen for Caregiver Burden may 

have its limitations because it was developed and tested on spouses of individuals with 

Alzheimer’s disease, the “precision of the SCB in spouse populations is enhanced, however, as a 

result of such specificity” (Vitaliano et al., 1991, p. 82). 

The Screen for Caregiver Burden was used to investigate differences in family 

caregivers’ burden between caregivers of patients with dementia of the Alzheimer’s type and 

caregivers of patients with vascular dementia (Vetter et al., 1999).  Thirty-six homecare patients 
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in each group had diagnoses confirmed by clinical-neurological, internal medical, and 

psychiatric parameters.  The severity of the dementias was graded according to the Global 

Deterioration Scale (Vetter et al., 1999). 

Analyses of the results obtained from instruments administered to the caregivers 

indicated that the patients’ disease symptoms and personality changes, and their inability to cope 

with everyday tasks, as well as the caregivers’ burden, as assessed by the Screen for Caregiver 

Burden (SCB), were all sharply higher for the Alzheimer’s disease patients, compared to the 

vascular dementia patients, in those patients with severe dementia (Vetter et al., 1999).  

However, for the patients with mild or moderately severe dementia, scores for the caregivers for 

patients in the Alzheimer’s disease group were similar or lower than those for caregivers for 

patients in the vascular dementia group (Vetter et al., 1999).  Vetter et al. (1999) concluded that 

in the early stages of dementia, the caregivers’ burden (SCB) was greater for the caregivers of 

vascular dementia patients than for caregivers of Alzheimer’s disease patients.  A reversal 

occurred for caregivers of patients in the advanced stages of dementia, with caregivers of 

Alzheimer’s disease patients experiencing the burden more adversely than caregivers of vascular 

disease patients, as measured by the Screen for Caregiver Burden (Vetter et al., 1999). 

3.2.6  Mini-Mental State Examination 

If needed to clarify the capacity of a spouse with Alzheimer’s disease to participate in 

this study, the Mini-Mental State examination (Folstein et al., 1975) could be administered to 

that individual (Spike, 2007).  Gofton and Weaver (2006) stated that the Mini-Mental State 

Examination (MMSE) is the most widely used cognitive test “to aid in the initial diagnosis and 

continued monitoring of people with suspected AD [Alzheimer’s disease]” (p. 109).  Gofton and 

Weaver utilized the MMSE in a study of 40 patients “with a diagnosis of probable or possible 

AD and with documented MMSE scores between 18 and 24” (2006, p. 110) out of a possible 

maximum score of 30.  They stated that “patients with these scores are considered to have mild 

to moderate AD” (Gofton & Weaver, 2006, p. 110).  “All of the subjects met National Institute 

of Neurological and Communicative Disorders and Stroke-Alzheimer’s Disease and Related 

Disorders Association criteria for probable AD” (Gofton & Weaver, 2006, p. 110). 

The Mini-Mental State examination was developed by Folstein, Folstein, and McHugh 

(1975) due to the need for a practical method of quantitatively assessing the cognitive 
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performance of patients for the clinician, and this instrument concentrates only on the cognitive 

aspects of mental functioning.  This “simplified scored form of the cognitive mental status 

examination ... includes eleven questions, [and] requires only 5-10 minutes to administer” 

(Folstein et al., 1975, p. 189).  The questions are to be asked in the order listed and scored 

immediately.  The clinician is instructed to first “make the patient comfortable, to establish 

rapport, to praise successes, and to avoid pressing on items the patient find difficult” (Folstein et 

al., 1975, pp. 189-190).  The first of two sections only requires vocal responses, and “covers 

orientation, memory, and attention; the maximum score is 21.  The second part tests ability to 

name, follow verbal and written commands, write a sentence spontaneously, and copy a complex 

polygon similar to a Bender-Gestalt Figure” (Folstein et al., 1975, p. 190).  The maximum score 

for the second part is nine.  The maximum total score is 30, and the test is not timed (Folstein et 

al., 1975). 

This short standardized cognitive test was developed for the testing of the cognitive 

mental state of 69 patients on a neurogeriatric hospital ward, and for administration to 137 

consecutively admitted hospital patients (Folstein et al., 1975).  In addition, three normal elderly 

persons similar in age to the patients were tested at a senior citizens center and a retirement 

residence.  When given to the “69 patients with dementia, depression with cognitive impairment, 

and depression, ... the test proved to be valid and reliable.  It was able to separate the three 

diagnostic groups, ... and it was correlated with the WAIS [intellectual assessment] scores” 

(Folstein et al., 1975,  p. 196).  The MMS also separated the diagnosed patients from the normal 

group.  Concurrent validity was established by “correlating MMS scores with the Wechsler 

Adult intelligence Scale [WAIS], Verbal and Performance scores in a group of patients ... 

because they had both an MMS and WAIS Performance in the same week” (Folstein et al., 1975, 

p. 194).  “For Mini-Mental Status vs. Verbal IQ, Pearson r was 0.775 (p < .001).  For Mini-

Mental Status vs. Performance IQ, Pearson r was 0.660 (p < .0001)” (p. 194). 

Reliability of the Mini-Mental State examination was demonstrated on 24-hour and 28-

day retests by single or multiple examiners.  When it was given twice, 24 hours apart by the 

same tester, “the correlation by a Pearson coefficient was 0.887... .  The Pearson r remained high 

at 0.827,” (Folstein et al., 1975, p. 194) when given twice 24 hours apart by two examiners.  

When the MMS was given twice to elderly patients 28 days apart, “the product moment 

correlation for test 1 vs test 2 was 0.98” (Folstein et al., 2975, p. 194).  The Mini-Mental State 
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examination was found to be “useful in quantitatively estimating the severity of cognitive 

impairment” (Folstein et al., 1975, p. 196). 

3.3  Procedures 

3.3.1  Recruitment of Participant Couples 

Several agencies and community providers were contacted to seek referrals of couples to 

participate in this case study.  To be eligible one spouse must be serving as the other spouse’s 

caregiver, and the other spouse must have been given a medical diagnosis of Alzheimer’s disease 

by self-report of that spouse and the caregiver spouse.  Prior to publishing this opportunity, the 

Human Subjects Committee of Florida State University approved this research and all of the 

procedures, consent forms, interview guides and measurement instruments which were used.  

Referrals of eligible couples who could possibly participate in this research study were sought 

initially through the chairman of the Alzheimer’s Project in Tallahassee, Florida, the agency 

which serves individuals, couples, and families dealing with Alzheimer’s disease in the local 

area of the study.   

To recruit couples and announce and describe this study, the researcher attended five 

Alzheimer’s respite groups, three in Tallahassee and two in nearby counties, and five caregiver 

support groups sponsored by the Alzheimer’s Project, four in Tallahassee and three in towns in 

three neighboring counties.  Is addition, the researcher attended caregiver support groups at three 

assisted living and memory care facilities, and one relevant community group.  However, the 

caregivers or persons with Alzheimer’s who attended these meetings were nearly all ineligible 

because the associated individuals with Alzheimer’s had progressed beyond the initial or early 

stage of the disease, or in some cases were divorced, widowed, or given care by an adult child.  

One couple was recruited from among these groups, and several were considered but ineligible.  

Various other persons who were contacted were ineligible or, in one case, unwilling to 

participate.  The researcher also attended two groups sponsored by the local Alzheimer’s 

Association, an Early Stage Alzheimer’s group and a Connection Café social group.  One couple 

from the Early Stage Group later participated in this case study. 

The best source of participants was the Memory Disorder Clinic of the Neuroscience 

Center at the local hospital, whose staff assisted with announcements of this research study and 



164 

who posted a flyer about it.  Three couples called to ask to participate due to these 

announcements, and all of the participant couples had been diagnosed through this or another 

memory disorder clinic.  Finally, the researcher met with researchers in the Florida State 

University College of Medicine for assistance with possible recruitment later in the process.  All 

of the groups and many meetings attended in the various towns broadened the researcher’s 

experience and understanding of the lived experience of individuals with Alzheimer’s and their 

caregivers. 

 The selected couples for this exploratory study initially contacted the researcher or were 

contacted by telephone, for the purpose of briefly informing them of the opportunity to 

participate at no cost in this Florida State University study to assist couples, and to schedule a 

face-to-face meeting with the researcher to further discuss participation in the study.  This 

meeting was scheduled at their convenience, either in their home or at a location acceptable to 

them, such as the Center for Couple and Family Therapy at Florida State University, at a 

mutually agreeable time. 

The marital therapist who conducted the interview sessions with the couples in this study 

has had over 25 years of experience doing individual and couple and family therapy as a 

Licensed Marriage and Family Therapist.  Since 2004 this therapist has participated in training 

workshops to learn the principles and techniques of Emotionally Focused Couple Therapy, 

initially with Susan Johnson in a two-day training workshop in 2004 with the opportunity to 

observe her live sessions with couples, and a one-day institute in 2009 with Susan Johnson, and a 

one-day workshop on Emotionally Focused Couple Therapy with Wayne Denton in 2007 and in 

additional trainings with him.  The potential bias of the therapist/investigator must be 

acknowledged in terms of expectation of positive outcome of the use of using interview sessions 

which included emotionally focused therapy techniques.  Accordingly, the therapist/investigator 

examined the couple therapy interview summaries for evidence of bias. 

3.3.2  Preliminary Tasks Completed with Couples 

At this initial meeting the researcher briefly described this study of couples in which one 

spouse age 65 or above has Alzheimer’s disease in the beginning stage.  The researcher observed 

the individuals to check that each person was aware of the Alzheimer’s disease.  Each person 

was asked to sign a consent form to agree to participate in this research study, and if a caregiver 
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had received the legal power of attorney to make treatment decisions for the other spouse, the 

caregiving spouse was asked to sign the consent forms for both spouses to participate, as 

discussed above.  The spouses were asked if they would consent to audiotape the sessions, and 

the interview sessions were audiotaped and transcribed.  The Oral History Interview (Gottman, 

1994) with open-ended questions, and a demographic form were completed by the researcher, to 

obtain a history of the couple’s relationship since they met, and biographical information 

including contact information, age, number of years married, number of times married, and 

number of children.  All of the names and identifying information about the personal and work 

backgrounds for all spouses who participated have been changed to protect their confidentiality.  

The arrangements for completing the measurement instruments and participating in two 

interview sessions with the researcher were decided. 

In this interview, the process of establishing a therapeutic alliance and rapport between 

the researcher and the two spouses was begun, to facilitate a comfortable and beneficial 

experience for both spouses.  During the session the two spouses were asked to individually 

complete the following brief measurement instruments:  the Prior Quality of Relationship Scale; 

the Dyadic Adjustment Scale (Spanier, 1976), the Geriatric Depression Scale (Yesavage et al., 

1983), and the adapted Experiences in Close Relationships-Revised questionnaire (Fraley et al., 

2000).  These self-report instruments were orally presented by the researcher individually to each 

spouse, while each participant held and viewed the questionnaire items with the response 

choices.  Following the completion of these instruments, the Couplehood interview questions 

were presented.  The caregiving spouse completed the Screen for Caregiver Burden (Vitaliano et 

al., 1991).  The Mini-Mental State Examination (Folstein et al., 1975) was not administered, 

because it was not needed to clarify the capacity of any of the included spouses with Alzheimer’s 

disease to participate in this research study due to their evidenced capabilities in the initial 

meeting. 

The responses from each spouse on each quantitative instrument were scored.  The scores 

for each husband and wife in a couple were compared for each questionnaire.  For each spouse, 

the collection of scores on the questionnaires were reviewed, for any indication of any 

commonalities or patterns in these self-reports related to the spouse’s emotional experience and 

marital satisfaction and adjustment in their attachment relationship, and any reported depressive 

symptoms. 
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One of the dependent variables used to assess the present marital relationship of the 

couples dealing with Alzheimer’s in one spouse is the degree of couplehood perceived by each 

spouse (Kaplan, 2001).  A couplehood typology was developed and discussed in studies by 

Kaplan & Boss (1999) and Kaplan (2001), and in the latter study the typology was refined to 

include five categories of degrees of couplehood.  The concept of couplehood is used to 

represent the degree to which a “spouse perceives oneself as married (feelings of belonging to a 

‘We’ or feeling like an ‘I’)” (Kaplan, 2001, p. 87).   

The set of couplehood related questions included a question asking each spouse to give a 

number between 1 and 10 to indicate how much each person currently felt like a member of a 

couple unit.  The participants were asked the same seven open-ended questions concerning the 

topic of couplehood, and the interviewer was allowed the flexibility to probe about issues which 

arose during the interview (Kaplan, 2001). 

In Kaplan’s (2001) study the interviewer asked each caregiving spouse individually to 

talk about his/her spouse with Alzheimer’s and their marriage relationship to the present time.  

The interviewer commented that spouses often feel differently about their couple relationship at 

different times throughout life.  Kaplan (2001) reported the spouse was then asked to focus on 

how much she/he felt like part of a couple with the spouse at the present time.  The interviewer 

then showed the spouse a graphic representation of the continuum from “I” to “We”, and 

explained that “the ‘I’ pole represented defining the self first as an autonomous individual, 

whereas the ‘We’ pole indicated seeing the self as part of a couple first and as a separate 

individual second” (Kaplan, 2001, p. 97). 

In this case study, a set of couplehood interview questions were developed for use with 

both the spouses with Alzheimer’s disease and their caregiving spouses individually, adapted and 

based on the above series of questions used in Kaplan’s (2001) study of caregivers only.  This set 

of questions was administered to each spouse to determine the degree to which each husband and 

wife perceived him/herself to be part of a couple unit while one spouse is experiencing the early 

stages of Alzheimer’s and the other spouse is his/her caregiver.  Understanding the degree of 

couplehood perceived by each spouse in each couple furthers the investigation of the strength of 

the attachment of each to the other at this stage. 

Kaplan (2001) reviewed and coded the interviews described in her study for categorical 

distinctions, and common themes and phrases about feeling married were recorded and grouped 
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together (Kaplan, 2001).  After analyzing the interviews of those caregiving spouses, perceptions 

of couplehood were noted to range “from strong feelings of belonging to part of a ‘We’ to very 

strong feelings of being an ‘I’.  Five categorical groups of couplehood emerged from the analysis 

of 68 transcribed interviews” (Kaplan, 2001, p. 90).  These five groups were labeled with the 

following names, shown with their corresponding range of couplehood scores:  “(a) ‘Til Death 

Do Us Parts,’ [9-10], (b) ‘We, but … ’ [7-8], (c) ‘Husbandless Wives/Wifeless Husbands’ [5-6], 

(d) ‘Becoming an I,’ [3-4], and (e) ‘Unmarried Marrieds’ [1-2]” (Kaplan, 2001, p. 90). 

3.3.3  Couple Interview Processes 

From the beginning of the couple interview session and during completion of the 

questionnaires, the therapist assessed the couple with a focus on gaining an understanding of 

each spouse’s emotional experience of the other spouse and of their relationship.  The history of 

their relationship was discussed using the question topics in the Oral History Interview 

(Gottman, 1994).  During the initial session, the therapist engaged with the individuals in an 

empathetic manner, and attempted to reduce skepticism and anxiety in the couple to allow them 

to feel safe enough to confide and discuss their emotional bond, as well as their doubts, fears, 

and emotional injuries in the relationship as the interview progressed (Johnson et al., 2005).  This 

assessment progressed as the sessions unfolded, with the researcher following and seeking to 

identify any negative interactive patterns observed with the spouses (Johnson et al., 2005).  The 

researcher acknowledged or validated any negative feelings, and framed the couple’s distress in 

the context of this situation (Johnson et al., 2005).  The assessment continued as an ongoing 

process through the interview sessions, including the individual spouses’ answers to the 

Couplehood interview questions (Kaplan, 2001) about their relationship. 

3.3.3.1  Interview guide.  Much of the history of the development of the couple’s 

relationship from its beginning was discussed during the couple’s first interview session 

together, which focused on topics in the Oral History Interview.  In the second couple interview 

session a semi-structured Interview Guide, created by the researcher, guided the detailed 

discussion of their past and present attachment and relationship. 

The Interview Guide has three sections.  The first section included the history of their 

experiences during their life together prior to the onset of Alzheimer’s.  The second section 

covered the beginning of the symptoms of Alzheimer’s, and how they have been coping with one 
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spouse having Alzheimer’s in the early stage of the disease, and its impact on both of their lives.  

The third section of the Interview Guide focused on the couple’s attachment relationship as it has 

evolved and has been experienced currently, and how the quality of their relationship and 

lifestyle has been affected by one spouse having Alzheimer’s.  This Interview Guide appears in 

the Appendices of this dissertation.  It provided an in-depth exploration of the couple’s history 

together, and their challenges and successes as they have transitioned through the changes in 

their lives.  It provided insight into the pattern in their communication and interaction.  The 

interviews with the couple were audiotaped and transcribed for greater accuracy in analyzing the 

substance of the interviews.  The husbands and wives generally spoke for over two hours in 

responding in-depth to the questions and spontaneously offering their viewpoints about the 

positive and negative experiences in their lives. 

As the couple’s interactive session proceeded, there were more opportunities where the 

therapist used emotionally focused couple therapy techniques where appropriate, including 

“skills of reflection, validating, evocative responding, and some reframing, ... to listen to their 

story, trying to understand how their relationship evolved” (Johnson et al., 2005, p. 105).  The 

couple’s attachment history was also assessed, and the researcher evaluated any identified 

“vulnerabilities and attachment issues underlying each partner’s position in the relationship” 

(Johnson et al., 2005, p. 105).  The researcher also attempted to understand how each spouse has 

dealt with the diagnosis of Alzheimer’s disease in one spouse, and how each partner’s emotional 

experience has proceeded with the incorporation of this challenging new problem in their day to 

day life and in their evolving view of their marital relationship. 

In particular, the researcher looked for indications of the quality of their attachment and 

the general quality of their prior relationship before the onset of the problem of dealing with 

Alzheimer’s disease.  While listening to each spouse’s story of their life together, the researcher 

sought to understand what each spouse’s hopes and dreams of the future had been, and how these 

were currently being affected, along with indications of what emotional changes had been 

occurring in their interactions with each other.  The researcher attempted to understand any 

issues that were interfering with “secure attachment and emotional engagement within and 

between partners” (Johnson et al., 2005, p. 105). 

A comprehensive description of interactive aspects inherent in this process is provided by 

Johnson et al. (2005) with explanation of emotionally focused couple therapy techniques which 
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were very applicable in the in-depth interviews which occurred on the emotional topics 

discussed, and which the therapist used in this study when the opportunity arose in the interactive 

process (Johnson, 2004). 

This exploratory study expanded upon taking a more accepting, open, and inclusive view 

of including a spouse with Alzheimer’s disease with their partner as a couple in interview 

sessions to discuss their marital relationship, which has reportedly occurred in two studies using 

different methods (Auclair et al., 2009; Epstein et al., 2007).  Johnson et al. (2005) stated “EFT 

is used with many different kinds of couples, ... with different kinds of problems (for example, 

partners facing depression or chronic illness)” (p. 4).  This supports the use of emotionally 

focused couple therapy techniques when appropriate in this qualitative investigation with couples 

dealing with Alzheimer’s disease in one spouse, which is a serious chronic illness, often 

accompanied by depressive symptoms in one or both spouses.  The researcher also attempted to 

help the couples to integrate their narratives about their problems, and the process of change they 

have experienced.  Emotionally focused couple therapy techniques have been used “to reduce 

distress in adult love relationships, and create more secure attachment bonds” (Johnson et al., 

2005, p. 3).  The interview process of meeting with the couples in this case study involved using 

the power of emotion to motivate change in the way the spouses respond to each other in their 

interactions.  The researcher sought to expand the expression of key emotions, and the statements 

of supportiveness and caring expressed by either spouse, including concerns about how the 

Alzheimer’s disease would continue to impact each of them, and each person’s needs related to 

the couple’s attachment relationship. 

The researcher worked with the couple to “validate each person’s reality and encourage 

partners to stand together against the common enemy” (Johnson et al., 2005, p. 103), the 

Alzheimer’s disease with which they have been coping.  The therapist encouraged the creation of 

new patterns of interaction which would strengthen the couple’s communication and attachment 

security (Johnson et al., 2005).  Johnson et al. (2005) stated common attachment emotions are 

“fear, shame, and grief; attachment needs most often include the need for reassurance, comfort, 

and connection.” (2005, p. 103).  Two ideas contributed by the EFT literatune which could 

continue to benefit these couples are to “promote acceptance by each partner of the other 

partner’s experience [and to] ... facilitate the expression of needs and wants to restructure the 

interaction based on the new understandings, and [to] create bonding events” (Johnson, 2005, 
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p. 103).  With greater mutual accessibility and responsiveness to each other, the couples may 

become better able to seek comfort and confide in each other (Johnson et al., 2005).  In the two 

extensive interviews with these couples, a type of unifying of the spouses was facilitated by 

openly exploring and focusing on their past attachment and the present communication of thien 

needs, and“by reviewing the accomplishments of the partners ... and helping the couple create a 

narrative of their journey” (Johnson et al., 2005, p. 104).  The researcher also assessed the 

couple’s responses to the couple interview processes, and observed their responses when they 

were asked to interact.  Creating a safe haven for the couple to discuss their emotional concerns 

was a primary objective of the researcher, to allow the spouses to explore both their relationship 

and their own primary attachment-related emotions as they proceeded on their journey together 

(Johnson, 2004). 

Qualitative research methods which were utilized included the identification of narrative 

themes in the emotional expression and the stories of these spouses, and their past and present 

goals and challenges.  The researcher noted observed systemic aspects of the relationship, and 

how reported changes and challenging issues have impacted their relationship, particularly as 

they have begun to deal with the Alzheimer’s disease in one spouse.  The researcher identified 

each spouse’s observed vulnerabilities, and the responsiveness of the spouses to each other, and 

any aspects of bonding in the relationship which occurred during the sessions. 

3.3.3.2  Post-interview summaries.  After each couple interview session, the researcher 

wrote a summary of observations of the process and interactions in the session, and systemic 

features of the relationship indicated.  These qualitative observations and other positive and 

negative aspects of the couple’s interaction, and their expression of attachment-related emotions 

were summarized.  The qualitative summaries from the interactive sessions with the couple were 

combined and analyzed for further conclusions concerning the quality of the couple’s attachment 

relationship, or other observed indications of the individual spouse’s emotional experience and 

level of coping with the impact of Alzheimer’s disease in their lives, and the effect Alzheimer’s 

disease has had on the quality of the couple’s marital relationship. 

The qualitative analysis of the results for each husband and wife dyad on the 

questionnaires were compared for each questionnaire, and reviewed for any correspondence with 

their observed positions in the relationship during the interview sessions.  For each spouse the 

collection of scores on the questionnaires were reviewed for any patterns or common indications 
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of the spouse’s attachment-related emotional experience, subjective level of depressive 

symptoms, and self-reported level of marital adjustment and satisfaction in their attachment 

relationship.  The clinical observations made concerning the comparison of each spouse’s scores 

were reviewed, and combined with the qualitative assessment of each spouse’s functioning in the 

observations of the couple as a case in the couple interview sessions.  This information 

contributed to a clinical assessment of the caregiver’s and care recipient’s response to the couple 

interview process.  This information supplemented the summarized qualitative observations of 

the interactions and attachment behaviors of the couple in the couple interview sessions.  The 

combined qualitative findings for each couple were evaluated to determine how the reported 

quality of the couple’s prior relationship before the onset of Alzheimer’s disease in one spouse is 

related to the spouses’ present attachment to each other, and their levels of depressive symptoms 

and marital adjustment.  Following the conclusion of their participation in this case study, each 

couple was offered a follow-up referral for Emotionally Focused Couple Therapy or other couple 

therapy within the following 6-12 months. 

This qualitative case study was the first study to include couples in which one spouse has 

been diagnosed with Alzheimer’s disease in the initial stage, in couple interview sessions in 

which emotionally focused therapy techniques were employed in addition to the selected set of 

questionnaires.  The response of each spouse, and each couple, were useful in understanding the 

lived experience of these couples, and how this population of couples have been able to respond 

and benefit from couple interview sessions with a couple therapist at this difficult point in their 

marital relationship and in their life together. 
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CHAPTER 4 

FINDINGS 

This research has been a descriptive, qualitative multiple-case study of couples in which 

one spouse has been medically determined to have Alzheimer’s disease by self-report, and 

according to his/her spouse’s report, and has been able to participate in the procedures of this 

research while in the early stage of this process of neurological deterioration, and while the other 

spouse has been a caregiver in their home.  This exploratory case study has a multiple-case 

design with two embedded subunits of analysis (Yin, 2009), the couple interviews for each case 

and the set of questionnaires for each case used to provide qualitative findings to address the 

research questions.  All of the participant spouses were able to meet the criteria of eligibility for 

this research study by being able to follow and participate in the conversations and by expressing 

clear responses to questions in both semi-structured couple interviews and oral questionnaires 

presented to them.  They all were able to complete these procedures and to add spontaneous 

comments when they wished.  All interviews were audio-recorded, transcribed, and analyzed by 

the researcher.  A goal of this case study has been to determine the ability of these persons with 

Alzheimer’s to participate in these couple sessions with a researcher and the caregiving spouse, 

in order to further knowledge of the needs, problems, and strengths of both spouses in couples in 

this life situation.  The focus of these interviews and research instruments has been to 

qualitatively determine the lived experience of both spouses in this situation, and how the quality 

of their prior couple relationship has been related to their present attachment, marital adjustment, 

and any depressive symptoms presented. 

This chapter includes an overview of the couples who participated in this research study, 

which followed a pilot procedure with a similar married couple in which one spouse had 

Parkinson’s disease and his wife was his caregiver.  They completed all interview and 

questionnaire procedures without problems, so no changes in the protocol were necessary for 

using these procedures in this study of five couples dealing with Alzheimer’s disease.  Following 

the overview of these participant couples and their recruitment, the couple interview and 

questionnaire findings for each individual couple are presented, beginning with reports of the 

couple research interviews conducted with them, in two parts, the first including qualitative 
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description of their prior quality of relationship and the couples’ attachment and marital history.  

The second interview focused on their subsequent experience as a couple since the onset of 

Alzheimer’s in one spouse and the other spouse has served as a caregiver, and on the spouses’ 

present attachment, adjustment, and depressive symptoms.  Following this discussion of the 

interview findings, a qualitative review of the couple’s individual responses to the measurement 

instruments they completed is included.  Following each interview session the researcher wrote a 

summary of observations concerning the couple’s participation and interaction during the 

session, and these observations were utilized in discussions by the researcher of the findings 

from the couple’s interview sessions. 

The five couples in this multiple case study came from very different backgrounds, and 

provided a rich variety of past and current life experiences as couples.  As shown in Table 1, they 

varied greatly in length of marriage and age. 

 

Couple Age Years 

Married 

to 

Spouse 

Times 

Married 

Number 

of 

Children 

Times 

Widowed 

Times 

Divorced 

Education Religion 

Mrs. 
Lark 

76 27 2 3 1 0 Master’s 
Deg. 

Methodist 

Mr. 
Lark 

77 27 3 3 1 1 Grad.  
Courses 

Baha’i 

Mrs. 
Green 

69 19 2 2 0 1 Bachelor’s 
Deg. 

Protestant 

Mr. 
Green 

76 19 2 3 1 0 3 Grad.  
Degrees 

Protestant 

Mrs. 
Farmer 

67 16 2 1 0 1 Assoc. 
Arts Deg. 

Protestant 

Mr. 
Farmer 

59 16 1 0 0 0 Master’s  
Deg. 

Protestant 

Mrs. 
Taylor 

66 42 1 2 0 0 Bachelor’s  
Deg. 

Jewish 

Mr. 
Taylor 

69 42 1 2 0 0 High 
School 

Jewish 

Mrs. 
Day 

88 63 1 3 0 0 Bachelor’s 
Deg. 

Presbyterian 

Mr. 
Day 

89 63 1 3 0 0 Assoc.  
Arts Deg. 

Presbyterian 

Table 1   Demographic Descriptions of Spouses 
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Table 1 also shows that the five couples come from different religious and educational 

backgrounds.  They have been married from 1 to 3 times, some were widowed and some were 

divorced. 

Following the series of qualitative presentations of the findings for each couple, including 

comparisons of findings for each individual husband and wife, and generalizations concerning 

them, a cross-case comparison has been done using the five individual couple cases.  In this 

process, the interview and questionnaire findings of the caregivers as a group and spouses with 

Alzheimer’s as a separate group, were compared as two groups, to note any generalizations 

which could be made concerning them.  In addition, comparisons of the findings concerning each 

couple’s present level of attachment are discussed, and compared to findings concerning the 

quality of their prior relationship and attachment before the onset of Alzheimer’s.  Comparisons 

and contrasts across the five couple cases in this multiple-case study are presented to determine 

any generalizations which are observed related to the attachment and closeness of each husband 

and wife in each couple.  Similarly, findings from comparisons within each couple, and across 

the five couple cases are presented concerning how the quality of the couple’s prior quality of 

relationship before the onset of Alzheimer’s is related to their present marital adjustment and to 

any depressive symptoms they present at this point in their couple experience. 

4.1  Research Questions Investigated 

This descriptive case study investigated the following research questions and 

qualitatively evaluated the responses to them in the interviews and several measurement 

instruments.  This qualitative investigation supported by the use of these questionnaires provided 

the opportunity for additional indicators of each spouse’s viewpoint and allowed for possible 

triangulation of findings in seeking conclusions. 

1. What is the level of attachment of the caregiving spouses of persons with Alzheimer’s 

disease to their spouses, and the level of attachment of the persons with Alzheimer’s disease 

to their spouses, when they experience the early stage of Alzheimer’s disease in one spouse 

and the other spouse is his/her caregiver?  How is a couple’s level of attachment affected 

when they experience the early stage of Alzheimer’s disease in one spouse, and the other 

spouse is the caregiver? 
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a. How do the spouses in couples married only once differ from the spouses in couples 

in which one or both spouses has been married more than once, in the self-reported 

level of attachment of each spouse to the other, as measured by the adapted 

Experiences in Close Relationships-Revised (ECR-R) questionnaire (Fraley et al., 

2000), when the couple experiences the early stage of Alzheimer’s disease in one 

spouse? 

b. How is the length of a couple’s marriage related to the self-reported attachment of the 

caregiving spouse and the care-receiving spouse to each other, as measured by the 

adapted Experiences in Close Relationships-Revised (ECR-R) questionnaire (Fraley 

et al., 2000), when they experience the early stage of Alzheimer’s disease in one 

spouse?  How do the spouses in marriages of longer duration (30 years or more) 

differ from the spouses in marriages of shorter duration (less than 15 years) or 

medium duration (15-30 years), in current attachment reported by caregiving spouses 

and care-receiving spouses experiencing the early stage of Alzheimer’s disease in one 

spouse? 

Table 2 (below, p. 176) provides the use of the Experiences in Close Relationships-

Revised (ECR-R) questionnaire to measure each of the participant spouses’ Attachment-Related 

Avoidance score and the Attachment-Related Anxiety score, each relative to the norm for the 

individual’s age.  The Attachment-Related Avoidance score indicates how uncomfortable or 

secure the person is being close to or depending on another person.  The Attachment-Related 

Anxiety score indicates how insecure vs. secure the person is about their romantic partner’s 

availability and responsiveness.  In addition, an overall score reflects the scoring of the total 

number of the anxiety or avoidance questionnaire items on the ECR-R.   

Table 3 (below, p. 176) indicates how persons in a group can be ranked from low scores 

to high scores in each of the two Attachment-Related Avoidance and Attachment-Related 

Anxiety dimension scores, with a lower score in both indicating a more secure attachment style. 
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Couples 
 

Total 

ECR-R 
 

Age 
 

Attachment-

Related Avoidance 
(Uncomfortable 
Being Close or 
Dependent) 

Attachment-

Related Anxiety 
(Insecure About 
Partner’s 
Availability & 
Responsiveness) 

Attachment Style 
 

Age 

Norm 
Score 

Age 

Norm 
Score 

C1 Mrs. Lark 3.8 76 3.33 3.90 3.37 1.7 Fearful (Insecure) 

 Mr. Lark 1.8 77 3.34 2.00 3.36 1.7 Secure 

C2 Mrs. Green 2.6 69 3.27 2.10 3.39 1.8 Fearful (Insecure) 

 Mr. Green 2.5 76 3.33 2.30 3.37 2.2 Fearful (Insecure) 

C3 Mrs. Farmer 1.0 67 3.26 1.00 3.40 1.0 Secure 

 Mr. Farmer 2.5 59 3.19 3.11 3.43 2.3 Fearful (Insecure) 

C4 Mrs. Taylor 1.7 66 3.25 1.00 3.41 2.2 Preoccupied (Insecure) 

 Mr. Taylor 1.4 69 3.27 2.00 3.39 1.0 Secure 

C5 Mrs. Day 2.4 88 3.42 3.39 3.32 1.2 Dismissing (Insecure) 

 Mr. Day 1.5 89 3.43 1.60 3.31 1.3 Secure 

 

 

Avoidance Scores 

Score = 2.72 - .008 * Age 

Anxiety Scores 

Score = 3.67 - .004 * Age 

If Avoidance Score is < Median (MAVOID) and 
Anxiety Score is < Median (MANX) Spouse has 
Secure Attachment Style. 
 
If Avoidance Score is < Median (MAVOID) and 
Anxiety Score is > Median (MANX) Spouse has 
Preoccupied Insecure Attachment Style. 
 
If Avoidance Score is > Median (MAVOID) and 
Anxiety Score is < Median (MANX) Spouse has 
Dismissing Insecure Attachment Style. 
 
If Avoidance Score is > Median (MAVOID) and 
Anxiety Score is > Median (MANX) Spouse has 
Fearful Insecure Attachment Style. 
Note:  From R.C. Fraley (2015). 

Less Secure Attachment 

3.90 Mrs. Lark 2.30 Mr. Farmer 

3.39 Mrs. Day 2.20 Mrs. Taylor 

3.11 Mr. Farmer 2.20 Mr. Green 

2.30 Mr. Green 1.80 Mrs. Green 

2.10 Mrs. Green 1.70 Mrs. Lark 

MAVOID = 2.05 (Median) MANX = 1.70  (Median) 

2.00 Mr. Taylor 1.70 Mr. Lark 

2.00 Mr. Lark 1.30 Mr. Day 

1.60 Mr. Day 1.20 Mrs. Day 

1.00 Mrs. Farmer 1.00 Mr. Taylor 

1.00 Mrs. Taylor 1.00 Mrs. Farmer 

More Secure Attachment 

 

 

The individual spouse’s scores on the two dimensions of attachment, Attachment-Related 

Avoidance and Attachment-Related Anxiety, are shown in Table 2, and how each score is 

compared to the norm for their year of age.  All of the ten spouses in this case study scored less 

Table 2   Attachment Measure, Experiences in Close Relationships-Revised (ECR-R) 

Table 3   Ranked Attachment Dimensions, Less Secure to More Secure 
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than the respective norm in each attachment dimension, except Mrs. Lark, who scored above her 

age norm for the Attachment-Related Avoidance (less secure).  Table 3 shows all 10 spouses 

ranked from highest to lowest scores on each attachment dimension, and the median scores for 

each calculated, the median for Attachment-Related Avoidance scores indicated by MAVOID 

(2.05), and the median for Attachment-Related Anxiety scores as MANX (1.7).  By combining 

whether each spouse’s scores on both dimensions are above or below the respective median, 

each person is categorized as Secure or Fearful or Preoccupied or Dismissive in attachment style.  

Only Mrs. Farmer, Mr. Day (persons with Alzheimer’s), and Mr. Lark and Mr. Taylor 

(caregivers) were in the Secure category.  Scores for four of the 10 spouses placed them in the 

Fearful type of insecure attachment, two spouses with Alzheimer’s (Mrs. Lark and Mr. Green), 

and two caregiving spouses (Mrs. Green and Mr. Farmer).  Fraley (2015) cautioned that those 

measures are only an estimate of these aspects of attachment, and are of limited value in 

considering these dimensions. 

 

2. What was the quality of the couple’s prior relationship before the onset of Alzheimer’s 

disease in one spouse, as measured by the Prior Quality of Relationship Scale completed by 

each spouse? 

a. How is the quality of a couple’s prior relationship before the onset of Alzheimer’s 

disease related to the present attachment of the caregiving spouse and the care-

receiving spouse to each other, as indicated by the adapted Experiences in Close 

Relationships-Revised (ECR-R) questionnaire (Fraley et al., 2000), when they 

experience the early stage of Alzheimer’s disease?   

b. How do the care-receiving and caregiving spouses who report a positive prior quality 

(PPQ) in their marital relationship differ in self-reported attachment from those 

spouses who report a lesser or negative prior quality (NPQ) in their marital 

relationship? 

In Table 4 (below, p. 178) the scores of the spouses in the couples included in this case 

study on the Prior Quality of Relationship Scale (PQRS) are shown, ranked in decreasing value, 

from higher Prior Quality of Relationship to lower Prior Quality.  Quotes by each spouse provide 

some description of the couples’ past experience before the onset of Alzheimer’s in one spouse. 
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Spouse’s  
Ranked Scores 

Spouses’ Statements Score Spouse 

89 
Couple 4 
Mr. Taylor 

“We had a great life in Brooklyn.  I enjoyed being in her big family.  I helped my 
kids with sports and school.  I loved working at my jobs and we enjoyed good work 
relationships and friends in Florida and New York.” 

88 
Couple 3 
Mr. 
Farmer 

“You find someone you’re compatible with and things were good.  I fit in with her 
family.  Love and a sense of commitment gave us a good marriage.  We loved 
travelling and going places.” 

87 

Couple 3 
Mrs. 
Farmer 
(PwA) 

“We talk a lot, and don’t argue a lot.  He helped me take care of my aging mother.  
We just seemed to get along well, right from the beginning.  I’d say ours was a 
good marriage.” 

84 
Couple 5 
Mr. Day 
(PwA) 

“My wife was beautiful and talkative.  I liked that.  We enjoy many things together.  
She is a good wife and mother.  I respect her.  We had a great life in Atlanta, our 
home and all our family.” 

81 

Couple 4 
Mrs. 
Taylor 
(PwA) 

“We spent a lot of time with my family, and I was close to them.  I enjoyed my kids 
and we were involved with all their activities.  We enjoyed friends, and we worked 
a lot.  I was a teacher.” 

81 
Couple 1 
Mr. Lark 

“We shared a lot of experiences working together, like in AmeriCorps.  We enjoyed 
talking, and doing things for others, and had the same values.  We always were 
close and shared a lot.” 

MEAN = 80.6 

80 
Couple 2 
Mrs. Green 

“He and I share the same religious and family values, though we’re different in 
many ways.  We’ve gone through some struggles, finances, jobs, personal illnesses, 
but got through them, but it has not been easy.” 

79 
Couple 5 
Mrs. Day 

“He always made me laugh!  We were very compatible with same values, and he fit 
right in with my family.  We loved Atlanta, our kids growing up, his band, my 
activities.  We resolved any problems.” 

74 
Couple 2 
Mr. Green 
(PwA) 

“We talked for hours, and shared same beliefs and priorities.  She is beautiful.  She 
tries to help people, which I admire.  We have different personalities.  We both 
really enjoy our children.” 

63 
Couple 1 
Mrs. Lark 
(PwA) 

“We could talk and share working together, and shared efforts to help others.  But 
before I got very physically sick, I didn’t know he really cared if I was upset; we 
weren’t close.  Then he changed after I got sick and became very caring.” 

Note: Higher positive score = higher Prior Quality of Relationship 
PwA = Person with Alzheimer’s 

 

Table 4 shows there are six spouses who rated their past marital quality with a score 

above the mean of 80.6 for all 10 spouses, and these six included two caregiving husbands 

ranked 1 and 2 on the quality of their prior years of their marriages, followed by three of the 

wives with self-reported and spouse-reported Alzheimer’s in the early stage.  At the other end of 

Table 4   Prior Quality of Relationship Scale (PQRS) 
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the list is Mrs. Lark, who gave the lowest rating to her prior quality of relationship, and Mr. 

Green, another highly educated spouse who expressed some concerns about individual 

differences between him and his wife as they have been more recently adjusting to dealing with 

his self-reported Alzheimer’s disease.  The ratings of prior quality of relationship ranged from 63 

to 89 out of a maximum score of 96 on the scale, with the higher scores indicating a higher rating 

of the quality of the spouse’s prior marital relationship before the onset of Alzheimer’s in one 

spouse.  None of the spouses reported a negative prior quality of relationship with their spouses. 

 

3. What is the level of perceived couplehood (Kaplan, 2001) and closeness in each spouse when 

one spouse in the couple is in the early stage of Alzheimer’s disease, and the other spouse is 

a caregiver for his/her spouse? 

Table 5 (below) presents the scores of all 10 spouses on the Couplehood rating of their 

current marital relationship, ranging from a 1, which is feeling more like an individual rather 

than a “We” or part of a couple, and a 10, feeling most like part of a couple (Kaplan, 2001).  

Scores are shown for the current time period, where only two of the spouses with Alzheimer’s 

gave a rating less than a 10, Mrs. Lark (8) and Mr. Green (6).  Three of the caregiving spouses 

also reported they currently felt most like a 10 or a “We” in their relationship.  Ratings are 

shown for 10 years ago and estimated for one year in the future also.  Scores for all spouses are 

also shown in Table 5 for the Dyadic Adjustment Scale (DAS), a measure of marital adjustment 

for each spouse, and scores for the Geriatric Depression Scale (GDS), which measures each 

spouse’s current level of depressive symptoms. 

 

Couples 

Couplehood Scores 
Dyadic Adjustment 

Scale (DAS) 

Geriatric Depression 

Scale (GDS) Present 
10 Years 

Ago 

Future  

+1 Year 

C1 Mrs. Lark* 8 2 8 101 22 

 Mr. Lark 10 10 10 138 2 

C2 Mrs. Green 7 8.5 3 112 6 

 Mr. Green* 6 8 7 113 12 

C3 Mrs. Farmer* 10 10 10 128 1 

 Mr. Farmer 10 8 10 120 15 

C4 Mrs. Taylor* 10 10 10 116 8 

 Mr. Taylor 8 10 6 128 12 

Table 5   Spouses’ Relationship Scores and Geriatric Depression Scores 
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Table 5 – continued 

Couples 

Couplehood Scores 
Dyadic Adjustment 

Scale (DAS) 

Geriatric Depression 

Scale (GDS) Present 
10 Years 

Ago 

Future  

+1 Year 

C5 Mrs. Day 10 5.3 10 123 3 

 Mr. Day* 10 10 10 120 2 

* Person with Alzheimer’s 

Notes: * Person with Alzheimer’s.  Couplehood maximum (We) Score = 10.  DAS Norm for Married 
Persons = 114.8; Cut-off Score for Distressed Individuals = 98.6 (Spanier, 1976).  GDS Scoring: 
0-9, No Depression; 10-19, Mild Depressives; ≥ 20, Severe (Yesavage et al., 1983). 

 

On Table 5, three of the five persons with Alzheimer’s reported their rating would be the 

maximum degree of couplehood (10) for all three points in time, which is very positive, in their 

perception of the degree of couplehood they feel in their marriages.  On the Dyadic Adjustment 

Scale, scores for the 10 spouses ranged from 101 (Mrs. Lark) at the lowest marital rating, to 138 

(Mr. Lark) at the highest rating.  The norm for married persons is 114.8, and any score below 

98.6 would indicate the person was distressed in his/her marital situation (Spanier, 1976).  All of 

the spouses scored above the norm for marital adjustment (114.8), except both Mr. and Mrs. 

Green, with scores of 113 and 112 respectively, and Mrs. Lark, with her score of 101. 

The range of scores on the GDS, the Geriatric Depression Scale, was even greater, 

ranging from 1 to 22.  Again, Mrs. Lark scored the highest score, indicating she reported a high 

number of depressive symptoms and an indication of the presence of depression.  Other 

unusually low scores were reported by Mr. Lark (2) and Mrs. Farmer (1), and Mr. and Mrs. Day, 

who score 2 and 3 respectively, indicating they have very few depressive symptoms.  Scores of 

0-9 indicate no depression, and scores of 10-19 indicate mild depressives (Yesavage et al., 1983). 

 

4. What is the level of marital adjustment and satisfaction in care-receiving and caregiving 

spouses in couples in which one spouse is in the early stage of Alzheimer’s disease, and the 

other spouse is a caregiver for his/her spouse, as measured by the Dyadic Adjustment Scale 

(DAS) (Spanier, 1976)? 

5. For couples in which one spouse is in the early stage of Alzheimer’s disease and the other 

spouse is his/her caregiver, what is the level of depressive symptoms in caregiving spouses 
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and care-receiving spouses as measured by the Geriatric Depression Scale (GDS) (Yesavage, 

1983)? 

6. What is the level of caregiver stress perceived by caregiving spouses of persons in the early 

stage of Alzheimer’s disease, as indexed by the Screen for Caregiver Burden (SCB) 

(Vitaliano et al., 1991)?  How is the quality of a couple’s prior relationship before the onset 

of Alzheimer’s disease related to the present level of caregiver stress perceived by spouses of 

persons in the early stage of Alzheimer’s disease, as measured by the Screen for Caregiver 

Burden (SCB) (Vitaliano et al., 1991)?   

In Table 6 (below), Caregiving Spouses’ Themes of Stress, the primary stressors noted in 

the individual caregivers interviewed by the researcher, are listed for each person.  The Screen 

for Caregiver Burden (SCB) was administered to each caregiving spouse, and their scores ranged 

from 9 to 28, with the normal range for this instrument listed as scores of 1-10 (Vitaliano et al., 

1991).  All of the caregivers scored as experiencing a level of caregiver stress above normal, 

except for Mr. Lark, whose score was 9, within the normal range.  Three of the others scored 14, 

15, and 15, but the very high scorer was Mr. Farmer, with a score far above the normal range, at 

28.  This indicated he was feeling a very high degree of subjective burden or stress from a 

number of different reported stressors.  He stated that the burden of his total caregiving time and 

all the tasks he had to handle were increasing.  He reported that the caregiving was interfering 

with his need to be at work at his fulltime job.  Financial limits for him have limited his 

opportunities to get expensive home care service for his wife while he is at work.  He also said 

that she has not been “able to be the person she once was in a lot of respects,” which has likely 

been further distressing him.  

 

Couple Spouse Screen for 

Caregiver Burden 

(SCB) Score 

Themes of Caregiver’s Primary Stressors 

1 Mr. Lark SCB = 9 
Within Normal Range 

1. Increasing Loss of Spouse’s Capabilities 
2. Stress of Unknown Future Loss of Relationship 

Qualities 

Caregiver’s Quotes  
“We have a strong Couplehood, a 10 now, but in the future, it would depend on her sickness; if she 
remains the same it would be a 10, but if she greatly deteriorated, it would be a 1.” 

Table 6   Caregiving Spouses’ Themes of Stress 
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Table 6 – continued 

Couple Spouse Screen for 

Caregiver Burden 

(SCB) Score 

Themes of Caregiver’s Primary Stressors 

2 Mrs. 
Green 

SCB = 15 
Above Normal Range 

1. Couple’s Growing Differences in Personalities 
2. All Responsibilities Going to Caregiver 
3. Spouse’s Lack of Structure 
4. Lack of Communication of Feelings and Choices 

Caregiver’s Quotes 
“I have a problem with my husband—you don’t tell me how you feel or what you want to do.” 
“The differences in our personalities are accelerating more than they were when we first married.” 
“His absence of structure, such as with tasks, get on my nerves.” 
“Now we see things so differently.” 
“I see and have more responsibilities, and he doesn’t.” 

3 Mr. 
Farmer 

SCB = 28 
High Above Normal 
Range 

1. Burden of Total Caregiving Time and Tasks 
Increasing 

2. Caregiving Interferes with Fulltime Job 
3. Finances Limit Options for Assistance 

Caregiver’s Quotes 
“The elephant in the room is the Alzheimer’s, and her not being able to be the person she once was in a 
lot of respects.” 
“She’s no longer cooking or driving, and it is hard for me to get away from my work.” 

4 Mr. Taylor SCB = 14 
Above Normal Range 

1. Increasing Partial Caregiver Role Captivity, 
Interferes with Caregiver Finding a Job; Finances 
Limit Options 

2. Social Rejection as a Couple 

Caregiver’s Quotes 
“I haven’t been able to find any job here, which I want, and I can’t leave her too many hours to fit a work 
schedule, if they would hire me.” 
“No one calls us back or wants to get together as friends.” 

5 Mrs. Day SCB = 15 
Above Normal Range 

1. Distressing Role Captivity, with Dependent 
Spouse Unwilling to be Apart from Caregiver 

2. Depressing Loss of Former Home, City, Activities 
& Friends, Due to Alzheimer’s 

3. Stress of Repetitive Questions and Constant TV for 
Spouse 

Caregiver’s Quotes 
“I can’t leave him with someone to get out and play bridge, etc. because he doesn’t want me to be out of 
his sight.” 
“When we learned he has Alzheimer’s, I was devastated when we had to leave our home in Atlanta, 
lifetime friends and church and belongings to quickly move here.  I cried and cried every day.  I couldn’t 
find God.  It was bad for my husband, losing a lot.” 
“I can’t stand having the TV on continually, but that’s what he wants and does.” 

Note: Screen for Caregiver Burden (SCB), Normal Range = 1-10 (Vitaliano et al., 1991). 

 

Several themes of the reported experiences of distress for the caregivers in this case study 

showed some commonality, for at least half of the group.  One of the greatest was the stressor of 
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dealing with a terrible progressive disease in their spouse, and the unknown trajectory of 

deterioration of their spouse’s cognitive ability to function which they face.  Mr. Lark and Mrs. 

Day talked about the unknown possibilities of the serious decline their spouses would probably 

experience and the fear they have concerning some problems, though in some cases (Mr. Day), 

he seems unconcerned and apparently not cognizant of those possibilities in his current daily life.  

Whether or not the spouse with Alzheimer’s has expressed these concerns, all five of the 

caregiving spouses discussed these problems openly in the interviews with the researcher, and 

the burden of facing them is extremely heavy and stressful.  Mrs. Day also most intensely 

complained of her distress with the role captivity she reported, all day nearly every day.  Because 

her husband “does not want her out of his sight,” Mrs. Day said she cannot get away to enjoy 

things she cannot take him to attend with her, such as playing bridge, or socializing with a friend 

without him.  Feeling constantly captured and on duty in the role of caregiver is a distressing 

theme in several of the caregiver interviews.  

4.2   Couple Interview and Questionnaire Findings 

The five couples who participated as five individual cases in this multiple-case study 

varied in many ways in their histories and current lives, yet have been brought to some common 

circumstances and experiences they share by the onset of Alzheimer’s in one spouse in each 

couple interviewed.  Though the researcher met a few persons or couples from other racial or 

ethnic groups in the process of recruitment of participants, none of them met the criteria to be 

included in the study, most often because they were already in the more advanced stages of 

Alzheimer’s, so all of the couples included were Caucasian Americans. 

In other demographic characteristics, they included a rich variety of backgrounds.  One 

participant husband was originally Canadian, but the other spouses came from New York City, 

rural Florida, Mississippi, West Virginia, and Georgia.  They ranged in age from 66 to 88.  Some 

had been married to their current spouse only, for periods of 16 to 63 years, and some had been 

married two or three times, in marriages that ended in death or divorce or both.  Their religious 

backgrounds included mainstream Protestantism, Catholicism, Baha’i, and Judaism. 

Their described families of origin ranged from lower to higher socio-economic status, 

and from dysfunctional, unhappy childhood homes to more harmonious, stable childhood 

experiences.  One person was sent away to a boarding school, and another escaped into an early 
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prior marriage at a young age.  From rural to urban city backgrounds, all had moved to 

Tallahassee or Gadsden County, Florida, prior to this study.  Some spouses have had children, 

and others have not.  Some were in good health, and others had multiple medical problems.  

Their educational levels ranged from high school to multiple graduate degrees.  The following 

Couple Interview Findings describe the findings from the couple interviews with each couple in 

sequence, with some demographic descriptive information about them.  For all discussion and 

consideration of all questionnaires or instruments answered by the couples in this exploratory 

study, I wish to clarify and disclaim any indication that they are used in any statistical or 

quantitative research method or interpretation.  Instead, responses given by all the couples in this 

case study are being only generally qualitatively reviewed for any possibly noteworthy additional 

indication on the spouse’s part of present attachment to his/her spouse, and for any indication of 

the spouse’s viewpoint, functioning, and positive or negative emotional responses to their 

situation.  In addition, such disclosures or responses the spouses endorse may suggest possible 

areas in which they may be having difficulty coping with the situation of having Alzheimer’s or 

being the caregiver for a spouse with Alzheimer’s.  This information may corroborate or add to 

the responses or disclosures they are willing to provide in the interview.  

4.2.1  Couple 1, Mr. and Mrs. Lark 

4.2.1.1  Demographic description of Couple 1.  This couple dated for two years before 

they married in 1986.  The duration of their marriage has been 27 years.  Their home is in a small 

community in a rural north Florida county. 

The wife, Rose Lark, age 76, has been married two times.  Her first marriage lasted 27 

years until it ended in widowhood.  From that marriage she has a son and two daughters in their 

50s, plus eight grandchildren, and great-grandchildren.  Her education included earning a 

Master’s Degree in Education, with a focus on Gerontology.  Her work experience included 

program development for Senior Centers and Adult Education.  Her childhood was spent 

growing up in Mississippi.  Her religion is Protestant and Baha’i. 

The husband, Bob Lark, age 77, has been married three times.  His first marriage lasted 

16 years, until it ended in divorce.  He had one son from that marriage, who died at age 23.  His 

second marriage lasted one year, until it ended in widowhood, when he was approximately 48 

years old.  They had no children, but he adopted two of her three daughters.  His education was a 
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Bachelor’s Degree, plus further coursework at Florida State University in Arts and Sciences.  His 

work experience was as an engineer in Canada, then in other jobs in the U.S.  His religion is 

Baha’i.  He spent his childhood in Canada. 

4.2.1.2  Couple 1, interview 1, relationship history and prior quality of relationship.  

Mr. Lark called to participate in this study after seeing a flyer at the Memory Disorder 

Clinic in town.  He said his wife has been exhibiting symptoms for the last year or more, and had 

been hospitalized for months with other major physical problems during the previous year, but 

no one had diagnosed her with Alzheimer’s.  However, she recently was diagnosed with 

Alzheimer’s at the Memory Disorder Clinic, and he said they agreed to participate in whatever 

they could. 

He was articulate and informed about his wife’s physical problems and memory 

difficulties, such as recently having problems finding her way around the city.  She then asked to 

speak on the phone also.  Both spouses agreed to participate in this case study, and the 

procedures were explained.  Mrs. Lark then spoke clearly and coherently, in a congenial and 

open manner about her past illnesses and recent evaluation.  She said, “The doctor met with us 

and clearly stated, ‘There are no ifs, ands, or buts, you definitely have Alzheimer’s disease’ ”, 

and now they want to deal with it.  An appointment was scheduled in their home in a rural area 

of a nearby county. 

At the time of the interview, Mr. Lark greeted me with three dogs and one cat in their 

living room, and we proceeded to talk as Mrs. Lark joined us, carrying one of her shoes.  They 

sat together on the couch as I audio-recorded the interview among the pets.    

Both spouses readily signed the consent forms.  Mr. Lark said he didn’t know much 

about me except from the flyer about the study.  I explained that I had been a Licensed Marriage 

and Family Therapist with over 25 years experience, and that my clinical interest is working with 

couples and seniors dealing with aging issues. 

Both spouses spontaneously shared very substantial, relevant information about their life 

histories, including Mrs. Lark’s extensive work in responsible positions in adult education, and 

award-winning projects she began for seniors, for one of which, they explained, she had been 

honored in Washington by the US Surgeon General Koop.  She had a Master’s degree in 

Education.  Mr. Lark seemed proud of her accomplishments. 
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She spoke in an organized manner, at a slightly slowed, relaxed pace, and discussed 

experiences both in the distant and recent past, with few hesitations in recalling them.  She was 

alert, well-oriented, and loquacious, and seemed at ease sharing information about her husband 

and herself.  Each of them listened patiently to the other, only occasionally correcting each other, 

or adding a comment to each other.  Mr. Lark also presented himself with evidence of strong 

intellectual acuity, education, and a broad fount of knowledge from a long life of varied work, 

study, and social involvements. 

During the Oral History Interview of the couple together, they continued to sit together 

on the couch, and intermittently looked at each other as they talked about their life together.  He 

briefly stroked her arm once or twice.  When asked about how they met, she said they met at a 

meeting of a Widows and Widowers group, only about a month after her husband died, and soon 

after his wife died.  She would have been about age 47, and he was about 48 at that time.  When 

asked what their first impression of each other was, she said she thought he looked like a 

fisherman.  He didn’t offer any impression, but when asked about the early period when they 

decided to date each other, and what impressed each about the other, he said, “She invited me 

over to her hottub, and it was nice that she invited me to her home.”  She said, “He invited me to 

his place for dinner, and grilled.  Then he soon fixed my hottub, and that was helpful.”  When 

asked how each decided the other was the person they wished to marry, Mr. Lark said, “We 

didn’t have choices, or date anyone else.  Since we met, we have always been together” (as a 

couple).  When asked how long they knew each other before getting married, they said it was 

about two years. 

They were asked to describe their wedding.  She said they were married in the Unitarian 

Church.  They had earlier brought up the subject of religion, and he said he was a member of the 

Baha’i faith.  He said she had been Methodist, then later also in a Pentecostal church and other 

denominations, but she indicated she also participates in the Baha’i group now.  She said, “We 

both were originally Catholic.”  In talking more about their wedding she said all her 

grandchildren came.  

Each, when asked if they had a honeymoon, said yes.  She said they went to Key West.  

When asked what they remember, she said her memories of trips to Key West and St. Augustine 

are now somewhat merged and hard to separate; she remembers sunsets, the water and other 

things.  He seemed to be letting her talk more.  He said he remembered driving there, too. 
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They did not seem to recall any major adjustments to becoming married.  When asked 

what they recall as the really good times in their marriage, or the really happy times, they both 

indicated they like to go on cruises.  However, in the long periods of talking about their various 

life experiences over the years together, several special experiences they shared were described.  

Shared values and several endeavors and projects they worked on together to help others were 

discussed individually by each of them.  She said they enjoyed the annual OktoberFest that Mr. 

Lark had been the leader of at the Senior Center. 

He explained they contributed to an ongoing fund used to help deserving individuals 

worldwide, in a recurring contribution commitment.  Later, he added, “Oh, we didn’t even 

mention we were in the AmeriCorps Program for about two years, serving in Gadsden County.”  

They both seemed to indicate that was an important worthwhile shared experience for them. 

They were asked about any periods of ups and downs in their relationship.  Mrs. Lark 

said, “Of course, everyone has that, or they are not being honest.”  Very little was said at this 

time about the hard times they have had in their marriage as it has evolved. 

Through the years of their marriage, which began when they were almost 50 years old, 

she continued to work, partly developing programs, somewhat as she had before, and partly 

working together with him fixing up various rental properties they managed for several years.  

He had previously worked in Canada as an engineer before moving to the United States.  He 

apparently did not find very satisfying work during their early years together, and so he went 

back to school at FSU for further education.   

Through those years, he had few connections remaining with family, but he was 

supportive of her ongoing relationships with her two daughters, and her son living in Charleston.  

Mr. Lark had been married twice before.  His first marriage had lasted 16 years, until it ended in 

divorce.  They had one son, who died at age 23.  His second marriage lasted one year, until she 

died just after they moved to Florida.  He adopted two of her three children, but now generally 

has contact only with a granddaughter who lives nearby.  Mrs. Lark was married to her first 

husband for 27 years, until he died.  They had three children, two daughters and one son.  Mrs. 

Lark’s two daughters and her grandchildren have lived in the same area of Florida.  Both 

daughters have some degree of disability, and one is returning soon to live with them, they 

reported.   
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They did not report many close ties to friends.  He seemed to lead and direct both of them 

into active involvement in the Baha’i religious organization in which he was active, but she also 

attended other churches, and said she wasn’t particularly fond of going to the Baha’i group. 

This seemed to exemplify a pattern in their earlier married life together: he was more 

insistent and in control of financial and social matters, and she apparently was more compliant 

and cooperative in decision making, without strong objections.  However, she said she’d made a 

mistake in letting him have control of all their finances through the years because she did not see 

that things were managed well, and said she actually had had doubts about what he had been 

doing with their funds. 

She also pointedly said that he had not been very caring or respectful of her wishes or 

choices through the years before she became ill, which affected her level of closeness to him and 

her satisfaction in the relationship.  This was readily shared by her during the time when she was 

answering the questions on the questionnaire after the relationship history interview together, 

when no serious problems or indication of any differences or disagreements between them was 

discussed or acknowledged during the interview.  Though they talked at length in the interview 

about their shared values and concern for others over the years together, the degree to which they 

put their mutual values and altruism into action was unusual.  In addition to contributing to a 

fund for individuals’ needs around the world, they participated in AmeriCorps, and other projects 

to help others.  During many of the years of their marriage, they had taken in various persons 

who needed a place to live for extended periods of time.  Some were persons they had not 

known, and some were relatives.  Though in the early stage of Alzheimer’s, she remained quite 

articulate and perceptive.  She was realistically concerned about the future decline in her 

abilities, to which she alluded, but was calm and somewhat accepting of the Alzheimer’s.  She 

had already faced life-threatening illnesses in recent years, which had had a more intense impact 

on both her husband and herself. 

In fact, she noted that experiencing the threat of serious medical problems and extended 

hospitalization in the previous year had been a major turning point in their relationship, which 

she shared when he was out of the room.  She said he was not caring and helpful about her needs 

before, but she said, “When he saw how very ill I was, and that I might actually die, he started to 

be much more thoughtful and helpful” which she said continued as they found out subsequently 

that she has Alzheimer’s. 
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In contrast, when he had an opportunity to speak during the individual questionnaire 

period, he did not report anything negative in their past or present personal relationship, but 

expressed some concern about her present and future with Alzheimer’s.  He stressed his lifelong 

commitment to her, as a natural expectation.  Together they talked about dealing with what 

would come, as a couple together. 

Both of them had been fairly relaxed in responding to this experience, but Mrs. Lark had 

been quite open in disclosing her personal feelings.  The plan to begin with the Oral History 

Interview (Gottman, 1994) worked well, as both spouses gave substantial responses to most of 

the questions.  In addition, both together and individually they were sociable, talkative people, 

who spontaneously interjected important stories of their life experiences.  Audiotaping their 

sessions provided a wealth of descriptive material from which to gain a synopsis of their prior 

relationship and backgrounds.  Following this, it worked well to first administer the 

measurement instruments orally to Mrs. Lark, the spouse with Alzheimer’s.  She was able to 

comfortably provide responses to all questions on the Prior Quality of Relationship Scale 

(PQRS), the Dyadic Adjustment Scale (DAS), and almost all of the adapted ECR-R questions 

measuring attachment before the first home session was concluded.  They both agreed to meet 

for a second interview in their home to complete the remaining individual questionnaires and the 

second interview together. 

4.2.1.3  Couple 1, interview 2, coping with Alzheimer’s, and present attachment, 

adjustment and depressive symptoms.  Mr. and Mrs. Lark warmly greeted me when I arrived 

on the date of the second interview at 8:30 a.m., while all three dogs barked intensely for several 

minutes, though they weren’t aggressive.  She answered the remaining adapted ECR-R questions 

efficiently.  She was alert, nicely dressed in an attractive outfit, with her short blond hair neatly 

groomed.  Mr. Lark excused himself and seemed to be busy calling people in another room.  She 

readily answered all questions on the Geriatric Depression Scale, and responded affirmatively to 

many of the questions indicating depressive symptoms.   

She completed the Couplehood questions, paused reflectively several times, and not 

infrequently elaborated on her responses.  At times she told stories, somewhat tangentially, 

related to her responses, which was her style throughout the sessions, which increased their 

length.  She generally was quite clear and coherent in relating her responses, and did not appear 

to tire or lose interest in participating.  When responding individually to the questionnaires, she 
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was relaxed, open, and able to respond to all topics without hesitation or observable discomfort.  

She readily disclosed some concerns she felt about getting a urinary tract infection when they 

engaged in sexual relations, as well as concerns about not being fully understood by her husband, 

and not being in agreement with his avoidance of difficult problems.  She stated he was much 

more supportive and caring now than he had been before.  She expressed confidence in his 

continuing support and commitment to her, but this was combined with fears of her future 

deterioration and inability to function due to the Alzheimer’s. 

Next Mr. Lark returned to complete his questionnaires, first the Prior Quality of 

Relationship Scale, followed by the other instruments dealing with their current couple 

relationship starting with the Dyadic Adjustment Scale.  He easily decided on his response 

choices on nearly all the questions, but stopped to clearly determine the direction of the 

agreement-to-disagreement continuum on some questions on the adapted ECR-R, because of the 

complexity of the double-negative aspect of some of the statements, on which he commented.  

He obviously made a concerted effort to accurately interpret and respond to the items. 

He easily moved through the response choices on the different parts of the Dyadic 

Adjustment Scale and the Prior Quality of Relationship Scale.  He approached the task in a 

confident, forthright manner, and his confidence was also exhibited in the positive conclusions 

he stated in response to numerous questions concerning the strength of his marital relationship.  

Both of them were very definite in their commitment to their relationship, and said that neither 

had nor would consider divorce.  He did not skip a beat in answering questions relating to the 

intimate aspects of their relationship regarding expression of affection and their sexual 

relationship.  But he did not disclose that any problems were occurring in these areas.  At one 

point, when stating his positive feelings toward his wife, he said, “I hope she would feel that 

way, too,” in a way that was not overly confident.  On the Couplehood questions he consistently 

selected the maximum “We-ness” responses, indicating his perception of strong couplehood in 

their marriage, but he acknowledged their degree of we-ness in the future would depend on “the 

degree of her sickness,… and if she remained the same it would be a 10, but if she greatly 

deteriorated, it would be a 1.” 

After he completed the questionnaires, including the Screen for Caregiver Burden 

(Vitaliano, 1991), Mrs. Lark returned to join him for the semi-structured couple interview 

following the Interview Guide created for this study.  They sat on the couch with a small dog 



191 

nestling on them and a cat walking around their necks from time to time, but causing no 

interruption in their conversation or attention to the task.  Altogether three dogs were moving 

around us in the room at the time. 

When I asked if the housekeeper or friend who had been in the house on the previous 

date we met was there now, Mrs. Lark said, “No, thank goodness.”  She explained various 

problems had occurred when they had taken this middle-aged black woman in with a child 

because they’d been evicted.  She had soon moved a boyfriend in also, until they stopped that.  

This was an example of the kindness both spouses had talked about extending to others in need 

many times in their life together. 

Mr. and Mrs. Lark both focused on the questions asked following the Interview Guide 

topics.  Each or both responded cooperatively to different questions, and did not evidence any 

distress about any of the questions.  However, Mrs. Lark did not speak as openly about some 

topics concerning a health problem interfering in their sexual life, or his unwillingness to 

confront problems. 

Both Mr. and Mrs. Lark responded clearly to the questions, but he tended to provide 

primarily positive responses.  Mr. and Mrs. Lark reported that they had started to be a couple 

from the time they first met, within a couple months or so after each had been widowed.  Each 

responded rather quickly to the opportunity to enjoy each other’s companionship, and were 

attracted to each other.  He said, “She has always had an attractive figure,” indicating his 

physical attraction to her.  They talked about their past educational and occupational attainments, 

and her interest in Senior programs almost led her to seek a certificate in Gerontology.  During 

their marriage they have participated in many projects and activities together, including several 

volunteering and services project activities, events and activities in the Baha’i religious 

organization, and several projects they helped to lead for senior adults, in senior centers and 

elsewhere.  They both said they particularly enjoyed being volunteers for two years in the 

AmeriCorps, working together in that role in Gadsden County. 

It was apparent that they had described multiple examples of shared values they held in 

common, and which supported a strong compatibility and active life spent working together and 

enjoying leisure activities.  They both indicated they had felt close enough to go to the other 

about any problems they experienced, and felt secure that each would be accepting and 

understanding of the other during the ups and downs of their married life through the years.  
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They agreed that they dealt with disagreements by working them out together rather than failing 

to do so.  In particular both spouses talked about having a strong desire to help others who were 

experiencing difficulties in life, by taking people into their home at different times to help people 

and contributing to a fund used to help individuals around the world get necessary help.  Both 

Mr. and Mrs. Lark expressed being comfortable letting their spouses know if they wanted to be 

emotionally and physically close and intimate over the years, and said they felt they could count 

on each other to respond to their needs and feel supported.  During the years prior to Mrs. Lark 

becoming ill with Alzheimer’s disease, they each said they felt a strong commitment to their 

spouse, and had not even considered divorce.  They said they helped each other through the good 

and bad times.  They said they enjoyed sharing their leisure time and particularly were happy 

going on cruises together.  Mr. Lark and Mrs. Lark reported they felt secure in feeling close to 

their spouse during the prior years of their marriage. 

Turning to the couple’s more recent experience experiencing the symptoms of 

Alzheimer’s disease, they were asked what led them to go to see what illness or problem they 

were dealing with.  Mr. Lark explained that during the past year or more Mrs. Lark had shown 

some changes regarding her memory, but more recently she had been unable to find her way 

around most of Tallahassee, where she had lived for many years.  He wanted her to go to the 

Memory Disorders Clinic to be evaluated, and she agreed.  The evaluations were done by several 

professionals, then the doctor informed her, “There are no ifs, ands, or buts.  You have 

Alzheimer’s disease.”  Both spouses understood what Alzheimer’s disease is, and she spoke of 

her concerns about dealing with several specific anticipated symptoms of advanced Alzheimer’s 

disease in the future, such as reaching the point where she could not feed herself.  

Mrs. Lark has not been driving, so that already has changed.  They are now trying to 

learn all they can about how best to cope with Alzheimer’s, and said they are trying to participate 

in studies about that. 

As an older retired couple, they continue to spend much of their time together, and he 

continues to take care of errands and activities in the community.  She is now doing less of the 

cooking and housekeeping and said she needs more help with that, but also has been slowed by 

other health problems.  They reported participating currently in Baha’i events, but have a more 

limited social life in general.  She reported she only has received limited support and caring 

emotionally from one daughter, even on Mother’s Day when some family members went out 
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together without her, which badly hurt her.  She said her other daughter, who will soon come to 

live with them from Mississippi, also has some significant medical problems.  However, she will 

do much of the housework and cleaning and cooking for them.  They do not currently have 

anyone helping them. 

He did not complain about any changes in her but noted she no longer can carry on some 

of her previous functioning.  She earlier had reported her husband is more supportive and 

understanding of her now since her diagnosis of Alzheimer’s, than before.  What has been most 

difficult for her has been the worry and sadness about what deterioration she will experience 

with Alzheimer’s as it progresses.  She indicated that distresses her, but she feels she can count 

on her husband to be there for her.  Her mood varies from time to time with some good days and 

some not so good, with some depression, she said. 

Mr. Lark has led the way in leading his wife to an accurate diagnosis and possible 

medication and treatment, and has been helpful and supportive of her emotionally, as she tries to 

deal with what she considers the bad news of her current and future illness.  He has been 

motivated to seek whatever help they can receive, and he has not complained of changes in his 

life or admitted to experiencing depressed mood or worry.  Because he had been through her 

medical illnesses and hospitalization and extensive rehabilitation last year, the current situation 

of her being at home with him has not yet become significantly difficult, particularly since her 

thinking and conversation appears to be quite sharp and congenial.  The two of them expressed 

warm and appreciative views toward each other at the time, verbally and non-verbally during this 

interview. 

The couple were then interviewed about aspects of their couple relationship and 

attachment.  The values they currently share were the same as earlier described in discussing 

their early and past years of marriage, primarily being able to count on each other to be there and 

to be supportive through life’s ups and downs.  Secondly, they described sharing a generous 

attitude toward helping out others in unfortunate circumstances.  They continue to share 

activities with the Baha’i religious group to which they belong, and they spend much of their 

time doing things together.  Mr. Lark helps his wife with scheduling appointments and driving 

her where she needs to go.  They are both frequently talking to others on the phone.  She has 

expressed her appreciation of his increased support and understanding now that she has been 

diagnosed with Alzheimer’s disease. 
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They do not spend much time with family members at present.  Her daughter and her 

family who live in the area see them occasionally, but her son lives in Charleston and is busy 

with work, and her other daughter is travelling in Mississippi, but will soon come to live with 

them and help with their household tasks.  Mr. Lark said he had adopted two of his second wife’s 

three daughters but one has been out of touch with him for several years and the other very 

occasionally has contact with him.  However, one granddaughter is a hairdresser in Tallahassee, 

and cuts his hair every few weeks. 

They both reported they can talk to their partners openly about problems, and that their 

communication has not changed.  Neither person disclosed that they avoid confiding anything in 

the other spouse during this interview.  In general, they appeared to continue to feel understood 

by each other.  Though it is a concern to Mr. Lark to see his wife facing the changes which are 

beginning due to the Alzheimer’s disease, he did not express any concern or worry that she 

would not be understanding and accepting of him, and he trusts her and deals with problems with 

her as a couple.  Mrs. Lark concurred with his level of support, and expressed trust and 

confidence in counting on him, also.  He said it is not easy to see her struggling with dealing 

with her diagnosis, and he is concerned about her future health.  Mrs. Lark did not indicate she is 

very concerned about changes in herself which have occurred so far due to the Alzheimer’s, but 

is much more concerned about future losses in her functioning, because she doesn’t know how 

she will manage when she cannot take care of herself or her basic needs. 

When asked how they handle any disagreements between them, both spouses indicated 

they resolve them together, rather than not dealing with problems and that they also have done 

that in the past.  Each of them responded positively and complimented the other about ways each 

feels the other one is special.  Both Mr. and Mrs. Lark said they tell each other they love each 

other almost daily, and he said he always tells her he loves her when he leaves the house.  They 

said they kiss each other daily, and felt they still are alike in wanting to be loving and close to 

each other as they have been in the past.  When asked if they think their closeness has grown 

stronger or weaker now, compared to during past years, they each agreed they feel closer, and 

Mr. Lark added, “but we started entirely close.”  Each indicated that their spouse is the most 

important person they go to, to share good or bad news or feelings. 

When asked what advice they would give to professionals about helping other couples 

like themselves, Mr. and Mrs. Lark said couples need for doctors to better provide diagnostic 
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conclusions to them as early as possible, and she did not get a diagnosis of Alzheimer’s when she 

went through medical tests and evaluations during the previous year.  They indicated couples 

need help to deal with the changes and questions they have. 

When asked what advice they could share with other couples dealing with Alzheimer’s 

disease, they indicated it is important to find out what they are dealing with and to get support as 

they go along.  At the end of the interview as I was leaving, Mrs. Lark said, “This has been a 

good experience.  You made me feel better about myself.” 

4.2.1.4  Couple 1, qualitative review of questionnaire findings.  On the Prior Quality 

of Relationship Scale, Mrs. Lark scored 63, and Mr. Lark scored 81, of a maximum possible 

score of 96.  On the Dyadic Adjustment Scale, her score was 101 and his was 138.  For the 

adapted Experience in Close Relationships-Revised (ECR-R) the total averaged score of 135 

divided by 36 items for Mrs. Lark was 3.8, and the averaged score for Attachment-Related 

Anxiety items was 1.7, and for Attachment-Related Avoidance items was 3.9.  Mr. Lark’s scores 

for the ECR-R were 1.8 for the total averaged score of 64 divided by 36 items, and for the 

Attachment-Related Anxiety items it was 1.7, and for the Attachment-Related Avoidance items, 

it was 2.0. 

The degree of couplehood Mrs. Lark chose to represent how much she currently felt like 

part of a couple (a “We”) versus an individual (an “I”) was an 8 on a 1-10 scale, where 10 is the 

highest couplehood score most like a “We”.  She said she had felt like only a 3, much more like 

an “I” than a “We” one year ago, and had felt like a 2 ten years ago, but said she predicted she 

would feel like an 8, more like a “We,” in one year in the future.  Mr. Lark reported he currently 

felt like a 10 on the degree of Couplehood continuum which was feeling most like a “We.”  He 

said he had felt like a 10 one year ago, a 10 ten years ago, and predicted he would feel like a 10, 

or most like a “We,” one year in the future.  On the Geriatric Depression Scale, she scored 22, 

indicating she reported experiencing a very high number of depressive symptoms, and a higher 

number than all of the other participants.  On the Geriatric Depression Scale, Mr. Lark scored a 

2, which indicated a very low number of possible depressive symptoms.  As a caregiving spouse, 

Mr. Lark orally completed the Screen for Caregiver Burden, and he scored a 9, and reported only 

a Subjective Burden, or level of stress, of 9, as well as an Objective Burden score of 9, indicating 

only nine of the potential stressful events on the list of 25 had occurred at all. 
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In briefly comparing the two spouses’ responses to these questionnaires, Mr. Lark 

consistently presented a very positive viewpoint on the quality of his prior relationship with his 

wife before the onset of Alzheimer’s (PQRS), as well as on the maximum degree of couplehood 

he felt in the marriage at all the specified times.  He reported higher scores than his wife on the 

DAS, indicating a more positive marital adjustment, lower depressive symptoms and fewer 

indications of attachment-related anxiety and attachment-related avoidance on the ECR-R 

questionnaire. 

An unusual pattern of responses occurred for Mr. and Mrs. Lark, Couple 1, on the Prior 

Quality of Relationship Scale.  Rose Lark scored 63, and Bob Lark scored a high score of 81, out 

of a possible 96.  Mrs. Lark stated several negative responses about  her prior relationship with 

her husband : (1) She stated that she and her husband were not close to each other; (2) she 

strongly disagreed with knowing her husband really cared when she was upset, and she added, 

“not before I got sick”; (3) she strongly disagreed that he was available to talk when she wanted 

(and she added “not before I got sick—I strongly disagree”; (4) that considering everything she 

felt “not at all close” to her husband before she became “ill”; and (5) her opportunities for 

affectionate contact with him were “not very satisfying.”  She spontaneously made several other 

negative statements about their prior relationship as well as several positive responses.  While 

answering the PQRS questionnaire, Mrs. Lark added frequent commentary in very clear, definite 

statements. 

4.2.2  Couple 2, Mr. and Mrs. Green 

4.2.2.1  Demographic description of Couple 2.  This couple dated for one year in a long 

distance relationship before they married in 1994.  They have been married 19 years, and live in 

a spacious home in Tallahassee, Florida.  The wife, Jill Green, age 69, has been married twice.  

Her early first marriage lasted 18 years, and ended in divorce.  She has two daughters in their 40s 

from that marriage, and grandchildren.  Her education includes a Bachelor’s Degree, earned 

beginning at age 38.  She has had a successful career in responsible administrative positions in 

education and business settings.  Her religion is mainstream Protestant. 

The husband, Frank Green, age 76, has been married twice.  His first marriage lasted 29 

years until he was widowed.  They had three children, who now live in distant states.  His 
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education includes three graduate degrees.  He worked as a Protestant priest for 39 years.  He 

lived in southern Florida until they married, and she died. 

4.2.2.2  Couple 2, interview 1, relationship history and prior quality of relationship.  

At a meeting of the Early Stage Alzheimer’s support group for persons diagnosed with 

Alzheimer’s disease and their partners I was invited to announce the opportunity to participate in 

this couples research study.  This group is facilitated by the local representative of the 

Alzheimer’s Association, and meets monthly.  Of the six couples present, two couples asked me 

to call them because they were interested in participating, and two more expressed some interest 

and wanted to talk with me about it.  The first two couples eventually participated in the study 

and the latter two did not.   

One of the couples who asked to be called was Mr. and Mrs. Green, who were called and 

the study was briefly described.  They were scheduled for an interview in their home 11 days 

later.  On that date, Mr. Green greeted me at the door, and the three of us sat together in their 

spacious living room to engage in the first session.  I gave them an overview of the sequence of 

events, and they read and signed the consent forms. 

Some basic demographic questions were answered readily as we became better 

acquainted.  Mr. and Mrs. Green have been married 19 years, and this is the second marriage for 

each of them.  Mr. Green, the spouse with the diagnosis of Alzheimer’s disease in the initial 

stage, is 76 years old.  Mrs. Green is 69 years old.  Both spouses were well aware of the 

diagnosis, and were clear and coherent in capably conversing about their past and current life 

experiences. 

Mr. Green was widowed after 29 years of marriage to his first wife, who died of ovarian 

cancer.  They had three children; one son and one daughter live in Kansas, and one son lives in 

Maine.  Mrs. Green was married to her first husband for 18 years, and did not at this time 

disclose how her marriage ended.  She has two daughters, aged 44 and 40, who both live nearby 

in the same city.  Together, they have six grandchildren. 

During Part I of the Oral History Interview, Mr. and Mrs. Green spoke about their work 

experiences, and how they met.  Mr. Green was then in a Protestant denomination and he served 

as a priest for 37 years before he retired.  Mrs. Green worked in responsible positions as a 

Director of Human Resources at a community college and related roles until she was laid off six 

months before she met Mr. Green.  They met at an ecumenical retreat-type event for a week in 
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central Florida, when she was living near Tallahassee and he was living in a city in south Florida 

where he had lived since 1981, and was the priest in a very multicultural/multiracial parish. 

In discussing what made her stand out to him, he smiled at her and said, “She was 

beautiful, and that was nice.  She spoke about her children, and I noticed what a caring person 

she was.”  She said she was a member of the same religious denomination, and she enjoyed 

talking with him about many ideas they shared.  What stood out for her about their courtship, she 

said, was “a lot of driving back and forth” between their cities.  Also she said, “Everybody likes 

him, wherever we go.”  He said a special exciting memory of their dating was tubing down the 

Ichetucknee River.  An important thing for her was that she didn’t know if she could be a priest’s 

wife, with all that might require.  He said they got engaged in Maclay Gardens, which was 

special. 

Their wedding the following year was held at the Church of the Holy Spirit in northeast 

Tallahassee, a church that they said was later destroyed by arson.  She said, “All our children 

stood up for us, and one granddaughter (age 2) was the flower girl.  His family from Michigan 

came.”  He said, “My parish in south Florida got a bus and 50 people came up for the wedding!” 

During their first year, there were several adjustment problems related to living in his 

home, redecorated by his church.  He said he had accumulated a great many things.  She said 

they had problems getting rid of things he was attached to in order to combine their belongings 

in one household. 

Another problem Mrs. Green reported “was finding a job, which took 18 months, because 

I was overqualified.  Then I got a job at a retirement center for about two years, and I liked that 

job.  Then I got a good job with a beer distributor at a corporate location there.  I enjoyed my 

work there for 15 years.  We had planned to move to Tallahassee when he retired, but because of 

my job we spent 10 more years there.” 

After he retired, Mr. Green said she asked him, “What would you really like to do now 

that you have an opportunity?” and he decided, “I wanted to go back to school.  I went to a 

university for two years to get my Master’s in English.  After I graduated, they asked me to teach 

there.” 

They experienced a very serious problem while living in south Florida.  Mrs. Green said, 

“He had prostate cancer 12 years ago.  Five years later, it came back, and he had radiation.  

Recently the cancer came back again.”  They are now seeking medical recommendations for 
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treatment.  But after the cancer had recurred and been treated about seven years ago, Mrs. Green 

explained, “While he was in good health, we had to consider moving, because up here we are 

much closer to several family members.”  Mr. Green also endured problems with pain and 

medication after double knee-replacement surgery. 

Then after all these medical problems, three years ago a neurologist diagnosed him with 

dementia of the Alzheimer’s type in the early stage.  Despite the various problems that Mr. 

Green has dealt with in the past, he also has taught courses up to the present time in Biblical 

Studies, and lifelong learning courses.  Mrs. Green added, “And Sunday he preached at a local 

church,” filling in for another clergyman.  They each expressed pride in their spouse, and strong 

ties and commitment on a spiritual level, with mutual respect and appreciation, though she 

reported less shared physical intimacy, and he more readily stated his emotional attachment to 

her.  Both expressed a solid commitment to permanently continuing their marriage. 

When asked to describe some especially good times during their marriage, Mrs. Green 

described family events and some special occasions, such as a party to celebrate his graduation 

with his latest Master’s degree, his fourth degree.  Mr. Green said one special good time was 

“recently when two of my kids—the daughter and the oldest son, and her two kids visited for a 

family visit, without their spouses.  That was a special close family time for us.”  She said, “He 

has married everyone in his and my families since we’ve been together—and baptized both 

grandchildren.”  He said to her, “Kissing you in public on the street in Tallahassee was special.”  

Mr. Green said a very memorable time for them was “travelling two months this summer to 

Europe, especially to Moscow and Paris.”  She also indicated her pride in him when “in the Atlas 

Mountains in Morocco we did a trek, and he is afraid of heights—but he did it!” 

When they were asked about how their marriage now is different from when they were 

first married, Mr. Green said, “The differences in our personalities are accelerating, more than 

they were when we were first married.”  Mrs. Green said she agreed with her husband about this, 

and this seemed to allude to less sharing, and some drifting apart.  He added, “She’s beginning to 

verbalize more.”  She said, “I never feel restricted by my husband,” in a positive compliment to 

him.  They are spending less time in shared interests and experiences, and she increasingly is 

pursuing activities of her own.  For instance, she runs alone every morning and wants him to be 

more motivated to exercise. 



200 

Part II of the Oral History Interview clearly identified insufficient communication as a 

problem in their marriage.  They also agreed on a marriage they identified as a good marriage: 

Mr. Green said, “They communicate a lot with each other, more than we do.”  In agreement, 

Mrs. Green said, “They vocalize what they feel to each other and around other people, too”.  

Then they talked about a couple with a bad marriage.  Mrs. Green said, “It’s not a bad marriage, 

but they are not good at communicating.”  Mr. Green said, “She talks too much, so he is not able 

to express himself.”  Mrs. Green added, “I have a problem with him [Mr. Green].”  To her 

husband, she said, “You don’t tell me how you feel or what you want to do.”  She politely 

criticized him for this important lack of emotional connection to him, due to his not 

communicating enough about his feelings, and stated this is a problem for her. 

The couple was then asked to talk about their parents’ marriages, and whether each of 

those marriages was similar or different from their own marriage.  Mr. Green said, “My mother 

died when I was almost five.  I don’t remember much, but I remember her.  She died when she 

was 35 of hypertension.  My grandmother on my father’s side lived with us, and my older sister, 

nine years older than me, helped care for me.”  He indicated losing his mother was a major loss, 

and he spoke about his grandmother as not providing a close special attachment, and that his 

father was emotionally distant from him.  Mr. Green said his father wouldn’t say much then, and 

he said he was sort of like him.   

He described his father’s marriage to his second wife when he was 15.  He said his father 

was sort of acquiescent to her, and she seemed to be in charge.  Mr. Green said his father “would 

just agree,” and not get very involved.  He said his stepmother would sometimes get upset if his 

older sister offended her.  The family was further stressed by the presence of the stepmother and 

the paternal grandmother both living in his home.   

During this interview, both Mr. and Mrs. Green had focused significantly on levels and 

quality of communication in the marriages of other couples with whom they compared their 

marriage.  Each spouse had indicated that this is an important quality in marriage which they 

recognize.  They both also indicated they thought their own level of communication in their 

marriage was moderately sufficient at best, and better than that of the marriage they identified as 

a bad marriage, but less than that of the other marriage which they selected as a very good 

marriage.  Mr. and Mrs. Green also seem to have presented a favorable description of their own 
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marriage as better than that of Mr. Green’s father and stepmother, as he had experienced and 

described it. 

Mrs. Green then talked about her parents’ marriage.  “My Dad was an Irishman, an 

alcoholic, but everybody loved him.  Dad’s income went up and down.  My parents had a very 

tumultuous marriage.  My mother worked all along as a hairdresser to support the family and 

provided some security.  Both of my parents died by the age of 59.  My parents divorced when I 

was 18 in my senior year.  They didn’t even tell me when it happened!  My friend told me she 

had read it in the paper.  I mean I had an idea it would happen, but they didn’t let me know.”  

This experience had been very upsetting to her. 

Mrs. Green indicated her parents’ marriage and family circumstances were much less 

secure and stable than her marriage to her husband.  She continued to describe her family and her 

earlier life experiences.  She said one of her brothers got married soon after high school, she 

thought so he could get out of the house (away from family), apparently due to the negative 

family circumstances or dysfunction.   

She then said, “I was 38 when I started college.”  When asked what she did after high 

school, she said, “After high school I immediately got married, and I put my first husband 

through college and a Master’s degree.”  This indicated her eagerness (or at least willingness) to 

leave her family as her brother did, and she had described problems she explained in her family 

of origin.  However, her early marriage did not turn out well.  She later confirmed it ended in 

divorce.  Her daughters would have been born when she was about 25 and 29 years old.  She was 

married 18 years, until about age 36, and she was then able to go to college herself at age 38.  It 

was noted that neither she nor her husband ever referred to their first spouses by their first 

names, though at one point Mrs. Green referred to his deceased wife by her name. 

Following the conclusion of this couple’s Oral History Interview, Mr. Green very 

efficiently and effortlessly completed the series of questionnaires.  Each spouse busied him or 

herself in another room during the other’s participation in answering the questionnaires.  Mrs. 

Green carefully completed all of the questionnaires, including the Screen for Caregiver Burden.  

She made a very important disclosure when taking the Dyadic Adjustment Scale: “We don’t 

have sex now since he had prostate surgery.”  Later she indicated this was a loss to her.  Mr. 

Green significantly never indicated there was a problem with this, or that they had stopped 

engaging in sexual relations or when. 
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After the extensive couple interview during which both spouses talked at length, and after 

the briefer, straightforward completion of all questions on the questionnaires by each spouse 

individually, the session was pleasantly concluded.  They looked at each other, and agreed that 

this experience had made them think about and talk about some things they hadn’t discussed.  

They readily agreed to complete the research process at the second interview.   

4.2.2.3  Couple 2, interview 2, coping with Alzheimer’s, and present attachment, 

adjustment, and depressive symptoms.   The second interview session began with Mr. Green 

alone, who completed the Couplehood questions (Kaplan, 2001) while Mrs. Green was delayed 

in getting home.  He was asked to select a number between 1 and 10 to represent how much he 

feels like part of a couple unit at the present time, with 1 representing feeling most like an 

individual (or an “I”) and least like part of a couples unit (or a “We”), and a 10 representing 

feeling most like a “We” and least like an “I” or individual.  Mr. Green selected the number 6 on 

this Couplehood continuum, which is slightly more toward feeling like part of a “We” or 

couplehood unit than feeling like an “I” or individual.  He said he also felt like a 6 on this 

Couplehood scale one year ago, and that ten years ago he had felt like an 8, which means he then 

felt more like a part of a couplehood unit and less like an “I”, or individual.  He said he and his 

wife had moved to Tallahassee 18 months ago, and earlier he had a stronger sense of being an 

individual.  When asked how he thought he would feel in the future, one year from now, he said 

“a 7, because that is what we are working on now,” indicating he would feel more like part of a 

couple unit. 

He then described what he thought his life and marriage would be like before he got 

Alzheimer’s disease.  He said he thought it would be “more traditional, because my wife is more 

business-oriented, and I was more focused on building a career in the clergy.”  He then was 

asked what he could see in the future for his marriage, and how he would cope with that.  He said 

“issues of aging.  I am the poster boy for getting diseases!”  He was referring to his multiple 

medical problems, including another current recurrence of his prostate cancer, Alzheimer’s 

disease, and, another diagnosis learned this very day, that of Lyme disease.   

When asked what a day spent with his wife is like, he said it is usually a busy day, but 

that she is busier than he.  He said he likes to enjoy their flower gardens.  He said her desire is to 

be useful in serving others.  When asked what makes him feel depressed or discouraged, he said, 
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“I do better with that—aside from my diseases.”  He said what makes him happy, he said, “I’m 

happy when she is happy.  I like conversations with groups of people, too.” 

Mr. Green was asked to think about the story of his life, and what he would write about in 

the first chapter of his life.  He said, “Something about my mother [who died when he was five].  

That set the pattern, trying to live with that great void.  I lived with my father and his mother, 

and she was harsh at times.”  When asked what the second chapter would be about, he said it 

would have to do with society, and his life and the lower middle class experience.  He said the 

last chapter of his life would “not be about listing my accomplishments, but about leaving 

something of value to my wife and my children, psychologically.” 

Following this, he excused himself and Mrs. Green completed the Couplehood questions.  

When asked to talk about their marriage today, and to indicate how much she feels like part of a 

couple unit with Mr. Green now, she stated she felt like a number 7 on a scale of 1 to 10.  It had 

been explained, using the hand-held Couplehood continuum from 1-10, that 1 represented feeling 

most like an “I” or individual, and least like part of a couple unit, and 10 represented most 

feeling like part of a “We” or couple unit.  She said she also felt about the same, most like a 7, 

one year ago.  Ten years ago she said she felt like an 8 or a 9, more part of a “We” or couple.  

When asked how she thought she will feel in the future, about one year from now, she said, 

“Like a 3,” in a somewhat discouraged tone. 

Mrs. Green was asked what she had thought her life and marriage would be like before 

her husband got Alzheimer’s disease, she said “more of a shared responsibility in life; we see 

things so differently.  I see and have more responsibility and he doesn’t.”  She was asked what 

she sees in the future for her marriage, and how she would cope with that.  She responded, “I 

hope better than I am.  Sometimes I have patience, and sometimes I wish I had more patience, 

with the memory and repetition.”   

When asked how she signs cards and gifts, she said, “We sign each as individuals, 

whoever happens to sign first does.  I don’t care how mail is addressed to me.”  She described a 

typical day with her husband.  She said, “I get up much earlier to exercise, and I run.  He reads.  I 

go on errands and return.  In the afternoons, most of the time is spent around here.  In the 

evenings we watch TV.” 
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When Mrs. Green was asked what makes her feel depressed or discouraged, she said, 

“The unknown.  What will the next few years be like?”  She said what makes her happy is 

“doing things with our grandchildren, visits, ballgames, concerts, and church.” 

Mrs. Green was asked to imagine she was writing the story of her life, and what the first 

chapter would be about.  She said, “It would be about growing up thinking you are stupid.”  She 

said the second chapter of her life story would include “going back to college, and proving 

yourself to yourself, and knowing people I would not have known, and problems I have gotten 

through.”  She said the last chapter would be about “probably being healthy enough to enjoy the 

family and spending time together—just being there—wherever.”  

Mr. Green rejoined his wife on the couch to proceed with the couple interview following 

the Interview Guide.  They were asked to think about their past relationship prior to the 

beginning of his illness with Alzheimer’s, and to first talk about the beginnings of their 

relationship.  Mrs. Green first commented that she was attracted to him because he had all the 

qualities she wanted, and a shared faith, and a sense of family.  She had earlier talked about how 

much she enjoyed talking with him and getting to know each other at the weeklong retreat at 

which they met.  Mr. Green then commented about his attraction to her there, and how they 

discovered they shared all their values, and similarity of views, except politically.  He said, “And 

she was so beautiful, and that was nice.” 

Each of them had come to this spiritually related retreat in central Florida after their 

previous marriages had ended, her following divorce, and his after being widowed, and they 

valued contemplation and communication on a meaningful level and connection.  Their mutual 

attraction was sufficiently strong to engender a long-distance courtship after the retreat, during 

which they commuted back and forth as their relationship grew into a permanent commitment 

and marriage. 

Mr. and Mrs. Green then talked about what their relationship was like during the earlier 

years of their marriage.  The amount of free time spent together varied depending on the 

problems they had to deal with in each of their lives, and the demands of their work roles.  After 

they married and Mrs. Green joined her husband to live in south Florida where he was a priest 

involved in demands in his church role, she faced major adjustments and some difficulties.  She 

reported she had trouble finding a job there for 18 months, and was repeatedly told she was 

overqualified after having achieved success in satisfying positions before they married.  “The 
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problems we faced were twofold, financial and personal,” which involved their church housing 

issues, and interactions with church organizations.  During this period they enjoyed sharing 

meaningful church-related experiences and leisure activities.  They both reported feeling close 

enough to go to each other about many of the problems they dealt with in their early years of 

marriage.  One of the strengths of their prior marital relationship which each of them reported 

was that each of them felt secure that his/her spouse would be understanding and committed to 

standing by them as they went through the ups and downs of life. 

The topic of how well they communicated to their spouse that they wanted to be close 

and intimate was not as openly disclosed, but more indirectly Mrs. Green indicated that this part 

of their marriage had been important to her, and Mr. Green continued to report an early and 

abiding affection and desire to be close to his wife.  However, they were rather politely 

restrained in sharing much information about their prior physical intimacy, and Mr. Green did 

not report any problems with his physical ability to be intimate.  Neither provided clear response 

to the question asking how often each let the other spouse know they wanted to be close and 

intimate, nor how the other spouse responded.  Both of them more strongly voiced that they 

solidly trusted the other throughout their years together.  Mr. and Mrs. Green voiced clearly and 

strongly that each of them could request and always count on the other spouse to positively 

respond to their need for emotional support.  

Mr. and Mrs. Green were asked how each of them reacted to disagreements between 

them during the prior years of their marriage, and how each dealt with issues of anger between 

them.  Mrs. Green indicated she more easily and strongly expressed herself when frustrated or 

angry, but he stated he also was able to express himself.  Regarding this topic and other points in 

the interview, Mrs. Green somewhat indicated it was easier for her to be expressive about 

negative feelings, and, in regard to resolving these issues with each other, she mentioned to him, 

“You can misconstrue silence.” 

In general, the tone and gist of their responses would support the idea that she was more 

openly expressive of dissatisfaction, and he was more likely to minimize or try to smooth over 

problems.  However, in regard to facing problems impacting them from outside the relationship, 

such as major problems stemming from situations involving others, or more serious problems 

such as medical threats to his physical health, Mr. and Mrs. Green talked about helping each 

other to face them together, with a show of support which somewhat strengthened their 
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relationship.  For instance, during those prior years, Mr. Green had endured two episodes of 

prostate cancer and double knee replacements.  Both spouses were definite and clear in stating 

they had gotten through all of their prior years without separating or discussing getting a divorce. 

During the years of their marriage prior to the beginning of Mr. Green’s Alzheimer’s 

disease and its diagnosis, some of the happiest times they enjoyed together were the special 

meaningful events shared with their family, on both sides, such as holidays, weddings, and other 

get-togethers, and special vacations as a couple, such as cruises together.  In regard to her feeling 

secure and close to her husband during such times, she said she felt much better and more secure 

than in her previous marriage.  Mr. Green said he felt secure in his relationship to his wife at 

these times. 

The interview of the couple continued, moving to the topic of the couple’s more recent 

experience with Alzheimer’s disease.  They were asked what led them to go to see what illness 

or problems they might be dealing with.  Mrs. Green said that over three or four years, various 

inconsequential things happened, and seemed to add up to the point that they needed to check on 

what might be occurring.  So about four and one-half years ago, they went to consult a doctor in 

south Florida. 

This doctor said Mr. Green’s diagnosis was Alzheimer’s disease in the early stage, and he 

would like to get everybody to come in at this stage of the disease.  Both Mr. and Mrs. Green 

said they understood the diagnosis, and they both found out his diagnosis at the same time when 

they saw the doctor. 

They were asked what had changed for each of them.  They said two or three years had 

passed before they noticed much change, mostly small things.  She became the keeper of the 

meds.  They discussed other major changes occurring, such as both of them becoming retired and 

being home together much more.  Mrs. Green said there were other difficult changes.  She said 

her youngest daughter has been helpful with handling tasks when they need help, such as driving 

them at times. 

Mrs. Green then disclosed that Mr. Green’s “absence of structure” is a problem to her 

frequently, and clearly seems to get on her nerves.  She provided some examples of his lack of 

concern about household tasks or schedules she wants him to manage, but he does not.  Mr. 

Green did not voice any complaints, nor describe any changes in their lives that are problems to 

him.  He also mildly defended his different, more relaxed approach to some things than his wife. 
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She displayed some veiled criticism and sadness regarding the overall change that has 

been occurring as her husband has declined in being able to fully share the life they had before.  

Mr. Green heard his wife, but she was careful not to strongly express disappointment in him 

overtly.  He, on the other hand, alluded to their different attitudes or manner of approaching 

leisure time, and indicated he enjoys taking the time to enjoy things, and likes to spend hours in 

his home office.  He seemed to find the differences in their lifestyle acceptable and practical, 

such as her running daily, and her leaving the house to participate in some activities alone. 

Mr. Green’s mood most of the time has been untroubled and mildly positive, but variable, 

and he had said earlier, “I’m happy when she’s happy.”  In comparison to past years, this has not 

apparently changed, but he also indicated he has felt sad or depressed at times since he learned 

he has Alzheimer’s.  He spoke about having a strong spiritual basis for coping with problems, 

but said what causes him the most concern or worry is not being able to make his wife happy.  

She indicated what causes her the most worry now is the difference in approach to taking care of 

things that she and her husband have, such as her husband’s general decline in getting exercise 

and his general “absence of structure.”  She indicated the most concern or worry overall for her 

is caused by the fear of the unknown future they have, dealing with progressive problems due to 

his Alzheimer’s disease.  When the couple was asked what helps each of them to be happier, he 

added that sharing special family times with his children and his wife have been his happiest 

times.  She agreed that what makes her happier is sharing special family events and visits 

together with their children and grandchildren. 

Mr. and Mrs. Green both expressed positive statements of appreciation of the person they 

married when led to thinking about their relationship today.  He said he had appreciated his 

wife’s attractiveness and elegance when she enjoys dressing fashionably and has admired her 

active participation in activities in the community, and her efforts to help others.  She said she 

appreciated his continued supportiveness of her and his trustworthiness.  However, she noted 

more ways she currently helps her spouse than vice-versa, such as with his medication, following 

up with doctors’ instructions and appointments.  The activities they still enjoy doing together 

have decreased with his health limitations, but they have continued to attend lectures, musical 

and social events, and church-related activities. 

The values and goals they share as a couple have been centered on the same religious and 

family-centered ideals that they initially shared when they became a couple.  The amount of 
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social time they have been spending with friends has been greatly reduced, partly because they 

have only been relocated to a new city for 18 months, but they occasionally have been joining 

friends on social occasions.  They have been spending more time with one or both of her 

daughters than his children, since his family members live in other states. 

Mr. and Mrs. Green were asked in this couple interview if each can go to the other about 

any problems they have, and he readily said yes.  She also answered affirmatively, but was more 

lukewarm and less convincing in her response, which is consistent with other subtle indications 

she has conveyed regarding her sensitivity and lowered expectations about sharing with her 

husband the more negative concerns she has about his diagnoses which have been distressing 

her.  Neither spouse at this time was overtly forthcoming with any acknowledgement that the 

nature or content of their couple communication has changed, and both said their communication 

with each other has been satisfactory.  Similarly they did not acknowledge to each other in this 

couple interview that they have been avoiding talking about some things with the other. 

When they subsequently were specifically asked if each is able to talk to the other spouse 

about cognitive or memory changes noticed in themselves or the partner, Mr. Green responded 

with some openness that his memory lapses have been discussed and not hidden or ignored by 

him or his wife.  He indicated this has not been very easy or comfortable, and he may have been 

keeping some feelings unexpressed.  Mrs. Green somewhat corroborated his responses, and the 

fact that his memory problems have been an open issue of concern for them to manage together, 

but she did not deny keeping some of her feelings about his problems to herself.  She expressed 

restrained concern and frustration about having to cope with the added responsibility she felt she 

had to monitor all the necessary requirements of their life.  Mr. Green, as the person with 

Alzheimer’s disease, initially presented a more lighthearted, offhand manner of minimizing his 

experience of changes in himself, while not actually denying awareness of some changes and 

their negative implication for him.  He expressed mild frustrations and a sense of acceptance on a 

spiritual level.  One of his comments was that he is “a poster boy for diseases”—now having 

been diagnosed with both Alzheimer’s and recurring prostate cancer, plus, on this same date, he 

received a diagnosis of Lyme disease. 

Moving back to focusing on the security of their current couple attachment, Mr. Green 

stated he felt secure about his wife continuing to stand by him, and trying to be understanding 
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and accepting of him, but some of his implied but unstated concerns seemed centered on his 

being less acceptable or appealing to her. 

The couple was asked what problems or strains on their relationship they have been 

currently dealing with as a couple.  The immediate and newest concern they both brought up in 

the interview was the news received on this same interview date that Mr. Green has Lyme 

disease.  They are dealing with this as a couple, with Mrs. Green immediately trying to learn 

what this means, and how this would impact her husband.  They shared their concerns about 

what treatment is needed, and do not know how serious this illness will be for him.  Clearly, this 

situation has demonstrated their mutual strong motivation to immediately confront this new 

illness together to help him. 

Another strain and physical illness which has been threatening their relationship and 

causing more serious worry for both of them is the recent recurrence of his prostate cancer.  At 

the time of both interview sessions, this couple was already involved with seeking medical 

consultations and a trip to a distant medical center in Florida to determine what their best options 

are to fight the cancer.  Together they have been aggressively confronting this serious life and 

health problem as a team.  Mr. Green has been aware he has been receiving strong support from 

his wife with her leadership in planning and treatment, setting up trips and appointments.  

Neither of them have been emotionally expressive of their underlying concerns, nor have voiced 

fear that he may not survive the cancer again. 

When asked if each spouse can always count on the other, Mr. Green said he has felt he 

can always count on his wife and has felt secure in their relationship and that divorce would not 

be considered.  Mrs. Green reiterated her commitment that they would not consider divorce, and 

that she had already experienced that as a bad experience.  She said she could always count on 

her husband and has been feeling secure in their relationship.  

The topic of couple disagreements was addressed, since every couple reacts when one 

spouse does something the other dislikes.  When Mr. and Mrs. Green were asked how the two of 

them have been dealing with disagreements between them, he indicated these have been handled 

amicably overall, but acknowledged there have been times his behavior has irritated or upset his 

wife, such  as when he would just rather look at the flowers in the garden, rather than weeding 

them.  Both spouses verbally acknowledged they somewhat have expressed irritation and anger 

about disagreements openly, rather than ignoring them, but clearly gave only examples of a one-
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way pattern of expression by Mrs. Green of negative complaints and resentment about her 

husband’s failure “to take care of things” and “absence of structure” in his approach as a basic 

difference between them.  A third disagreement between them is that Mr. Green has not wanted 

to exercise enough according to his wife.   

Turning to more positive expressions of caring and endearment, each spouse was asked 

what she or he finds special and endearing about the other, and how often each tells the other that 

she/he loves him/her.  They each repeated some of the same qualities they previously reported 

that they admired earlier in the interviews.  Then each in turn was asked if he or she would turn 

to the other spouse and tell them these feelings.  Each of them told the other one or two of their 

valued and endearing qualities, and each in turn was asked how he/she felt hearing these things, 

in these separate enactments by each one to the other.  Each spouse briefly positively responded 

that it felt good.  He spontaneously looked at his wife and said, “I love you,” and she looked at 

him and responded, “I love you, too.”  This seemed to culminate a shared few minutes of more 

strongly expressed mutual attachment and intimacy.  When they were next asked if each was 

able to tell the other when he/she wanted to be held in physical intimacy, they were not very 

verbally responsive; each indicated they have been able to ask for closeness, and that the other 

spouse was responsive and not rejecting.  However, since Mrs. Green had earlier stated that his 

prostate surgery had curtailed their physical intimacy, they did not discuss that explicitly.  Both 

he and she only generally reported how each felt about each partner’s response to expressing a 

need for intimate closeness, but stated that they kiss each other daily.  They were asked if they 

have felt alike or different in agreeing or sharing this part of their marriage, and if this has been 

different from what it used to be.  Both responded that they felt this part of their marriage had not 

changed since Mr. Green’s Alzheimer’s disease was diagnosed, and subtly indicated he had 

generally always had less of a tendency to talk about physical limitations in their intimacy, but 

was affectionate and caring.  They agreed that their closeness to each other had remained about 

the same. 

Both spouses were positive in wanting to advise professionals that endeavors to help 

couples dealing with Alzheimer’s are needed and important to pursue.  Similarly, they agreed in 

advising other such couples to seek medical and mental health counseling to get help with 

learning what the person with Alzheimer’s might experience and ways to reassure and ease 

concerns.  Mrs. Green was supportive of getting particular help for the caregiving spouse to 
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inform and assist with current problems and provide knowledge of what to anticipate.  The 

interviewer concluded the session with the offer for a free future session of couple therapy with 

her, and stated her good wishes for helpful medical assistance in pursuing Mr. Green’s 

anticipated medical treatments. 

4.2.2.4  Couple 2, qualitative review of questionnaire findings.  On the Prior Quality 

of Relationship Scale, Mrs. Green scored 80, and Mr. Green scored 74, of a maximum score of 

96.  On the Dyadic Adjustment Scale, her score was 112, and his score was 113.  For the adapted 

Experiences in Close Relationship-Revised (ECR-R), the averaged score of 89 divide by 36 

items for Mrs. Green was 2.6, and the averaged score for Attachment-Related Anxiety items was 

1.8, and for Attachment-Related Avoidance items was 2.1.  Mr. Green’s scores for the ECR-R 

were 2.2 for the total averages score of 78 divided by 36 items, and for the Attachment-Related 

Anxiety items it was 2.0, and for the Attachment-Related Avoidance items it was 2.3. 

The degree of Couplehood Mrs. Green chose to represent how much she currently felt 

like part of a couple (a “We”) versus an individual (an “I”) was a 7 on a 1-10 scale, where 10 is 

the highest Couplehood score most like a “We,”.  Mrs. Green said she had also felt like a 7 one 

year ago, and had felt like an 8.5 ten years ago, but said she expected to feel like only a 3, or 

much less like a “We,” in Couplehood in the future.  Mr. Green reported he felt slightly more 

like a “We” than an “I” at present on degree of Couplehood, and felt the same one year ago, but 

had felt like an 8 ten years ago.  For one year in the future he expected to feel like a 7, because 

that is what he is working on now. 

On the Geriatric Depression Scale Mrs. Green scored 6, and Mr. Green scored 12, which 

is above the threshold of 11, for indication of moderate depressive symptoms.  Mrs. Green’s 

score on the Screen for Caregiver Burden was 15, with an Objective Burden score of 6 types of 

stressful occurrences, and a Subjective Burden score of 15 for level of stress from these 

occurrences. 

In briefly comparing the two spouses’ scores on these questionnaires, they presented 

similar scores on the DAS, a measure of current marital adjustment to the current situation, and 

similar scores on the Prior Quality of Relationship Scale, but she scored much lower on her 

expectation of feeling like part of a “We,” in strength of Couplehood in the future, and 

noticeably high on the Screen for Caregiver Burden, a measure of current stress experienced due 

to caregiving. 
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4.2.3  Couple 3, Mr. and Mrs. Farmer 

4.2.3.1  Demographic description of Couple 3.  This couple met at work and started 

dating a year later in 1981.  They continued dating but not living together for 16 years until her 

daughter grew up and graduated from college, and was 25 when they married.  They married in 

1997, and have been married 17 years.  They live in a middle class home in Tallahassee. 

The wife, Gina Farmer, age 67, has been married twice.  She was previously, and that 

marriage ended in divorce after 8 years.  She has a daughter, age 41, from that marriage.  Mr. 

Farmer, age 59, has been married only once and has no children.  He was an only child of his 

now deceased parents, and grew up in West Virginia.  Mrs. Farmer grew up in a small rural 

community in north Florida. 

She has an Associate of Arts degree education, and Mr. Farmer has a Master’s Degree.  

Mrs. Farmer worked for many years for a state environmental agency, and Mr. Farmer continues 

to work for another state agency.  He is serving as her caregiver.  Both spouses are Protestant. 

4.2.3.2  Couple 3, interview 1, relationship history and prior quality of relationship.  

In December 2013, Mr. Farmer called me to ask if he and his wife could participate in this study, 

after reading my flyer outside the Neuroscience Center Memory Disorder Clinic where Mrs. 

Farmer had received the diagnosis of Alzheimer’s disease.  He said his wife had been diagnosed, 

and asked to talk about it further after the December holidays, soon after the beginning of 

January. 

In early January I called and he said they would like to meet with me to participate, but 

needed to meet on a Tuesday.  He said they couldn’t do it until late January, so we agreed to 

meet at 10:00 a.m. on a Tuesday morning at their home.  Before concluding the phone 

conversation, I asked to speak also to Mrs. Farmer, to be sure she was also involved in the plan.  

I introduced myself to her and greeted her and she confirmed it would be alright to meet to talk 

about my study as planned. 

At 10:00 a.m. on the appointment date, I arrived at their home at the time of the 

appointment, and Mrs. Farmer answered the door looking surprised.  I said I was there for our 

appointment and asked if Mr. Farmer was at home.  He came to the door and said he was sorry, 

he’d forgotten all about it.  He said I could come in but they looked so unprepared I suggested I 

come back later in about fifteen minutes, and they agreed. 
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I knocked on the door again 15 minutes later, and they invited me into their living room, 

where we had a friendly conversation.  I briefly repeated that I appreciate their agreeing to help 

me, and that they could help me discover how to help couples where one of them has been 

diagnosed with Alzheimer’s.  I outlined the procedures, and said I usually meet twice with the 

couples, and we could see how the timing proceeds, depending on how long we talk. 

I gave each spouse a copy of the consent form, which each read, and then signed.  Mr. 

Farmer asked if he could get a copy of the report, and I explained it would be a lengthy 

dissertation, but I could see if they could read it through the library, or I could meet with them to 

report the highlights.  I also explained that their names would not be used, so their participation 

would be confidential, and coded by number.  They had no further concerns, and we began the 

demographic questions.  He was 59 (the caregiving spouse) and she was 67 (the person with the 

diagnosis of Alzheimer’s disease by a physician at the Neuroscience Center, self-reported and 

reported by the caregiving spouse).  They have been married about 16 years, but met and later 

dated about 16 years before marrying, while she raised her daughter through college, and both 

persons worked.  This was her second marriage.  Her first marriage lasted about eight years and 

ended in divorce.  He had not been married before and has no children.  She received an 

Associate of Arts degree, and he has a Master’s degree.  Both are Protestant. 

Mrs. Farmer assisted in setting the chairs close to the tape recorder for me.  They were 

relaxed and both participated easily and cooperatively in our initial meeting.  I explained the 

procedures, beginning with the two of them completing the Oral History Interview.  I then 

explained that each would individually answer a series of questionnaires, which would give them 

time to do something else while the other spouse answered the questions.  I said I would return 

another day for the second couple interview. 

The living room had a lived-in, somewhat crowded appearance, and was significant in 

that it contained several very striking mounted wildlife heads, including a deer among others, 

and a very lifelike stuffed wildcat standing on a nearby higher table, which startled me.  Because 

it looked so alive, it was a bit disconcerting when forgotten, but inadvertently noticed again later.  

These animals were representative of Mr. Farmer’s responsible position and career in forestry 

work and his love of related activities.  It also looked as if relaxed housekeeping was the norm, 

and Mrs. Farmer reportedly no longer kept up with the cooking and some of the other tasks she 
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had done prior to her illness.  Both Mr. and Mrs. Farmer seemed at ease with the setting at the 

time. 

During the Oral History Interview, both of them readily talked about how they met when 

Mr. Farmer applied for his job working with an area of agriculture, wildlife and environmental 

work, and she assisted him in applying for his job.  Then each reported that they had positive 

impressions of each other, but he said they later began dating (approximately a year later) after 

they had begun to appreciate that they shared common values, and felt comfortable with each 

other.  She spoke about noticing him and feeling slightly attracted to him early in the process, a 

very long period of first becoming acquainted and a year later gradually dating.  He spoke about 

how nice she was to him, and they had felt compatible with each other. 

As noted in the demographic information, this couple had a 16 year, slow-paced 

courtship period before marrying, and reported relatively happy years of compatibility both 

before marrying and during the years of their marriage.  Each was supportive of the other 

through the pre-marital years of her daughter’s childhood and college years, and busy periods 

when each dealt with losses or illnesses of family members after their marriage.  No emotional 

tensions nor major conflicts, nor marital problems were reported prior to Mrs. Framer’s recent 

diagnosis.  They reported generally feeling positive about their relationships with his and her 

family members also. 

Following the couple’s Oral History Interview, I asked Mrs. Farmer to next begin 

answering the questionnaires while Mr. Farmer waited his turn doing business calls elsewhere.  

She agreed and was able to clearly communicate her answers to all questions orally presented in 

the series of instruments.  When she finished and was leaving the room, Mr. Farmer suggested 

she call someone.  She said OK.  She then left the room and Mr. Farmer answered all of the 

questionnaires that she had completed. 

When almost finished completing these questionnaires with Mr. Farmer, Mrs. Farmer 

came down the hall, looked at us and said “Lunch,” and gestured she was hungry, briefly 

gesturing by rubbing her stomach area with her hand in a circle in a childlike manner.  She then 

returned down the hall.  Just as Mr. Farmer finished with the Couplehood questions, and I was 

packing up my materials to leave, I asked Mr. Farmer to decide when we could meet to do the 

last couple interview together.  Mrs. Farmer briefly joined us and said, “I don’t want to do any 

more.”  Mr. Farmer said something reassuring to her, and I was heading for the door as I again 
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thanked Mrs. Farmer and said she had done a great job helping me.  I said I would call them 

later.  She again said she did not want to do any more.  I politely left, as I thanked them, and 

nothing more was said. 

4.2.3.3  Couple 3, interview 2, coping with Alzheimer’s, and present attachment, 

adjustment, and depressive symptoms.  After about two weeks passed, after the first interview 

with Mr. and Mrs. Farmer, I contacted Mr. Farmer by phone, and he immediately said he and 

Mrs. Farmer would see me again and complete the second interview.  He set up an appointment 

in early February at their home.  I arrived at their home and Mrs. Farmer greeted me in a relaxed, 

friendly manner.  We proceeded to do the interview together, following the semi-structured 

Interview Guide, without problems.  Each listened with interest to the other as they made 

statements disclosing both positive comments and somewhat negative concerns.  Mrs. Farmer 

was quite attentive to her husband’s statements concerning her illness and some changes in their 

life.  Both remained cooperative, and though Mr. Farmer disclosed some significant expressions 

of loss, and indicated worry about the future, no major outward expressions of emotion or 

reactivity were expressed by either of them.  She apparently presented a subjective lack of 

awareness of these issues as problems, giving the impression that her illness is limiting her 

cognitive integration of these reality concerns, as opposed to ordinary denial in a more 

cognitively intact person.  He also appeared to openly and honestly present his feelings of loss 

and apprehension of a negative future. 

The interview seemed to capture an overview of this couple’s current state of adjustment 

and coping with the wife’s diagnosis of Alzheimer’s disease in the early stage, as they 

individually perceived their situation.  The interview was concluded, and I offered Mr. and Mrs. 

Farmer the opportunity for a couple therapy session in the future after the study is completed, if 

they wish to contact me.  Mr. Farmer again stated that he would like to later learn the 

conclusions of this research.  I thanked both of them for participating and assisting me with this 

research, and they thanked me and said good-bye in a friendly manner. 

4.2.3.4  Couple 3, qualitative review of questionnaire findings.   On the Prior Quality 

of Relationship Scale (PQRS), Mrs. Farmer scored 87, and Mr. Farmer scored 88, out of a 

possible 96.  On the Dyadic Adjustment Scale her score was 128, and his score was 120.  For the 

adapted Experiences in Close Relationships-Revised (ECR-R) questionnaire, Mrs. Farmer’s 

averaged score of 36 divided by 36 items was 1.0, and her averaged score for the Attachment-
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Related Anxiety items was 18, divided by 18 items, or 1.0.  Her score of 18 for the Attachment-

Related Avoidance items was also 1.0.  Mr. Farmer’s total ECR-R score was nearly 3 times 

greater than Mrs. Farmer’s.  He had a score of 97 for all ECR-R items, which when averaged, 

equaled 2.5.  His score for the Attachment-Related Avoidance subscale items was 5.6, which 

when divided by the 18 items, provided an averaged score of 3.1.  Mr. Farmer’s Attachment-

Related Anxiety score of 41, when averaged for the 18 items, was 2.3. 

His other most notably higher score was for the Screen for Caregiver Burden (SCB), 

which indicated which Alzheimer’s problems and stresses were occurring and the degree of 

stresses caused by each of them, as reported by the caregiver.  Mr. Farmer’s score for the SCB 

was 28, which was his score also for Subjective Burden which was a very high score for 

stressfulness of caregiving, and he scored 14 for Objective Burden, the number of different 

stressful events he endorsed as occurring.  Outwardly his demeanor and strong approach 

presented in interviews did not fully indicate the degree that he reported being distressed on 

some questionnaires, but he verbally reported great concern about current and future losses as 

indicated by these questionnaire results. 

Mr. Farmer scored 15 on the Geriatric Depression Scale, and Mrs. Farmer scored only 1 

on that scale.  On the Couplehood questions, Mr. Farmer stated he considered himself most like a 

“We,” at a 10 currently, and that he felt at a level of 8 in degree of Couplehood one year ago, and 

an 8 also ten years ago.  However, he stated he expected to feel most like a 10 also in the future.  

He commented, “That might surprise you,” and added, “She will need me more and more.”  Mrs. 

Farmer followed the pattern of some other spouses with Alzheimer’s, and reported she currently 

felt like a 10, and most like a “We,” rather than an I, or Individual, and a 10 one year ago, and a 

10 ten years ago, and said she expected to continue to feel at a 10 one year in the future.  She, as 

well as some others, did not vary in her expectations of a positive future and positive appraisal of 

her current situation.  

4.2.4  Couple 4, Mr. and Mrs. Taylor 

4.2.4.1  Demographic description of Couple 4.  Mr. and Mrs. Taylor met on a blind 

date with friends in the borough of Brooklyn in New York City, where they both grew up.  Ann 

Taylor had graduated from college and worked as a teacher.  Larry Taylor had a high school 

education and had recently completed his years of military service.  They dated about eight 
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months before becoming engaged, and got married one month later.  This is the first marriage for 

both of them, and they have been married for 42 years.  Her age was 66, and his age was 69.  

They are both Jewish.  Mr. Taylor worked in a company that made fur hats for 30 years in New 

York, then in security work when they moved to southern Florida about 21 years ago.  They have 

one daughter in Miami, and a son who lives in Tallahassee, and four grandchildren. 

4.2.4.2  Couple 4, interview 1, relationship history and prior quality of relationship.  

Mr. Taylor called to ask about participating in this research study after learning about it at 

the Memory Disorder Clinic in Tallahassee where his wife had been seen for an appointment.  

He said they had a strongly felt need to learn all they can about her Alzheimer’s illness, and 

wanted to participate in any research studies on that subject.  I briefly explained how the study 

has been done in couples’ homes, usually in two visits.  He said both he and his wife were 

willing to participate, so an appointment was scheduled. 

I arrived at the couple’s relatively new single-family home in an average type of newer 

city development.  The home was neat and clean, and casually decorated with family pictures 

and mementos, with a large birdcage and bird on the far side of the living room where we sat 

down, after they both greeted me graciously at the door and we introduced ourselves.  At the far 

end of the room, glass doors led to a pleasant outdoor patio dining area. 

Mr. Larry Taylor was a somewhat portly man with a deep voice, and he had an 

unmistakable rich Brooklyn accent.  Mrs. Ann Taylor was an attractive, nicely groomed woman, 

dressed casually, and apparently wearing an almost imperceptible brown wig.  She was polite 

and friendly, smiled easily, and she initiated conversation.  She responded to questions 

appropriately as we chatted briefly.   

Both spouses readily signed the consent forms, after I briefly explained the nature of this 

study and the procedures.  Mr. Taylor again said he and his wife wanted to participate in any 

studies they could which are related to her illness.  He said he felt a significant degree of concern 

and foreboding about the future they would face due to his wife’s Alzheimer’s disease.  Mrs. 

Taylor did not noticeably react to these comments, but acknowledged that she was aware of 

having been told that she has this diagnosis. 

The couple provided me with demographic information.  They both grew up in Jewish 

families in Brooklyn, New York.  They explained that after they married, they lived there for 

about 21 years before moving to south Florida for 20 years.  They then moved to Tallahassee 
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about a year ago, basically to be near one of their children, a son aged 38, due to learning that 

Mrs. Taylor has Alzheimer’s.  They also have a daughter in Miami, and each of these children 

has a son and a daughter.  Mr. and Mrs. Taylor have been married for 42 years, and this is the 

first marriage for both spouses.  Mr. Taylor has a high school education, and served in the 

military for a few years before working in New York City.  Mrs. Taylor went to college, and 

became a teacher after she graduated before they were married, and worked as a teacher in New 

York. 

Mrs. Taylor had grown up in a large close-knit family, and was the eldest of two sisters 

and four brothers.  She was very close to her mother, so leaving her family was hard for her 

when they moved to Florida.  Mr. Taylor’s family had lived in a lower socio-economic situation, 

and even lived in public housing for some years before an opportunity to move to a house 

occurred.  He had one brother and fewer close family ties to New York.  When he finished 

serving in the military, he said he was ready to settle down.  

They met on a blind date set up by mutual friends.  When asked about their dating 

experience, Mrs. Taylor said, “He proposed to me on our second date.  I said, ‘Oh, no—it’s too 

soon.  We just met.’”  After about eight months of enjoying doing many things they both liked to 

do in the New York City area, they got engaged, and married about one month later.  They got 

married in a Jewish temple in Brooklyn, with families and friends.  

Mr. Taylor said he really liked her large family, and enjoyed being a part of their 

gatherings.  She said his folks joined with them sometimes, too. 

Their adjustment to marriage wasn’t too difficult.  He traveled to work in New York, and 

loved his job and all the social interactions it provided.  He said he made ladies’ fur hats for over 

30 years.  Both Mr. and Mrs. Taylor talked about many meaningful social and cultural activities 

they enjoyed in Brooklyn.  She continued to work as a teacher until their daughter was born. 

They had a tough time with their first baby, a daughter, who cried almost constantly, and 

was really difficult to care for, for months.  They had the opposite experience of a happy, 

contented child when their other child, a son, was born.  Through the years, both parents were 

closely involved in many activities with their children, and were reportedly attentive to the 

children’s needs, activities, and schooling.  Mrs. Taylor was active with many school activities.  

Mr. Taylor had been a little league coach, and they attended many football, basketball, and 

baseball events for their son. 
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Mrs. Taylor talked about disadvantages of living in a large third-floor apartment, and he 

sharply chastised her for questioning how great it was.  This was characteristic of several brief 

reactive criticisms by Mr. Taylor of Mrs. Taylor, when she offered a comment or a negative or 

differing opinion, though he did not do it in a mean-spirited way.  There was a definite 

imbalance in their communication, and a deference by her to him in allowing his opinion to 

generally stand unquestioned. 

This pattern in their communication paralleled a larger pattern of her deferring to him, or 

being in second place in the relationship, largely due to his dominance and general ability to 

outtalk her.  He presented a frequently sardonic and colorful view of their past and more current 

experiences.  He would usually let her speak, briefly, then immediately correct her, but this was 

not usually a matter of inferior memory, but most always a critiquing of her opinion or a fact.  

He apparently was a very generous father in providing his time, as well as his money as a 

devoted family man, and his sometimes satirical or negative remarks may be partly reflective of 

a certain wry manner of speaking and style of interacting in his cultural background. 

Despite the challenges and changes that this couple reported had occurred, each 

contributed remembrances of a successful productive life together over 21 years in Brooklyn.  

They both described their couple and family relationships there as pleasantly busy and involved, 

though less described as loving or intimately close, after the dating to wedding period. 

On the other hand, it was not a forced requirement that they take the given opportunity to 

talk more about having close feelings for each other.  Mr. Taylor presented a very substantial and 

colorful, detailed history of continual hard work, involvement, and loyalty to his wife and 

children, which he, like many men, seemed to consider evidence of love for their family.  Mr. 

Taylor spoke extensively on the theme in his life, that meaningful, dedicated and rewarding work 

in his jobs was critically important to his satisfaction with life, and essential to his identity.  Mrs. 

Taylor had spoken of her primary role as mother, and less about her feelings or attachment to her 

husband, but evidenced a cooperative, considerate attitude on her part, and a pattern of 

cooperation in decision-making with her husband.  She presented an apparent pattern of 

deference to him as the stronger person to make any final decisions.  However, he had asked her 

whether she wanted to have a third child or not, and they weighed the decision, and then she 

agreed with him not to have another child for several economic and other reasons. 
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Both spouses spoke with nostalgia and very positive emotions about their life together in 

Brooklyn, and she spoke about her strong attachments to her mother there and her strong 

involvement with her extended family of origin in Brooklyn.  He spoke repeatedly about his 

emotional connection to his identity, work and many social relationships over the years there, 

which he greatly missed.  In regard to the theme of loss of meaningful sources of life 

satisfaction, Mr. Taylor strongly expressed sadness and distress due to moving to Tallahassee 

from their home in south Florida, which he continued to wish he could undo or reverse, due to 

the many aspects of his life and work and relationships he found much more satisfying in south 

Florida.  Mrs. Taylor did not express strong connections or nostalgia for her approximately 20 

years spent living in south Florida. 

4.2.4.3  Couple 4, interview 2, coping with Alzheimer’s, and present attachment, 

adjustment, and depressive symptoms.  Mr. and Mrs. Taylor politely invited me into their 

home.  They appeared somewhat more relaxed on this date as we began to follow the questions 

on the Interview Guide.  They sat across from each other on the adjacent seating.  The history of 

the beginning of their relationship was reviewed briefly.   

Mr. Larry Taylor was patient and seemed to be speaking in a softer voice, and Mrs. 

Taylor was somewhat more vocal and confident as she clearly recalled the early days of their 

dating.  He had been very judicious when accepting his friend’s suggestion to meet her on a blind 

date: he knew she was one of seven children and so he said he assumed she was not too spoiled, 

and he knew she was a teacher, so he figured she was smart.  He had previously said he was 

ready to settle down then, after completing his years in the military, so he was doing some 

serious evaluating of the many young women he was meeting.  He found her attractive and they 

got along well.  She again said he fit in with her large family, and seemed to enjoy that.  They 

talked about enjoying doing a number of things together during those early months of dating.  

We continued to cover the topics, and adjusted the questions according to their earlier reports, 

and augmented them when necessary.  Neither spouse at any time seemed uncomfortable or 

refused to answer any questions. 

As was his custom, Mr. Taylor talked extensively, and much more than his wife, so I 

specifically directed questions to her by name repeatedly, but intermittently, in an effort to give 

her more opportunity to present her views.  She appeared to be used to just sitting quietly and 

listening to him, and very seldom interrupted his long stories or talkative, sometimes wryly 
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humorous reminiscences about the lifestyle they enjoyed in Brooklyn.  She occasionally added 

her own opinion or feelings about their family experiences, and her experiences as a mother of 

two young children. 

Mr. Taylor tended to be the fact reporter, even about her work experiences.  For instance, 

he explained all about her career, and said she spent about nine years not teaching until their 

oldest child was in an upper grade of elementary school and the second child was also in 

elementary school.  He said after working in the public schools, she later only taught in private 

schools near their home.  He told the story of her being offered a $70,000 job, but then the 

principal gave it to his relative, and she didn’t get it.  He said if she had gotten that job they 

never would have moved to Florida.  They’d have travelled to Europe. 

He explained, as he repeatedly did, that money concerns had dictated much of his 

primary focus and concern through their marriage, since he said he generally missed out on 

lucrative paying jobs also, due to coming into the fur apparel industry too late, but he reported 

working in various types of jobs and took pride in providing adequately or better for his family.  

Work and its meaning for him was the central theme in his identity and his source of life 

satisfaction, when he had enjoyed jobs, and he described significant regret and sadness at leaving 

such jobs behind, especially when he moved to Tallahassee. 

He reported he is very unhappy here because he can’t even get a job at a supermarket, or 

even at the animal shelter as a volunteer.  He recounted an amazing list of rejections he has 

received in this city since coming here.  Part of the problem in getting a job has been his 

obligation to spend several hours each day with his wife, which would not fit with some working 

hour demands.  He talked about this as his wife listened, but did not comment. 

Mrs. Taylor did not seem distressed, or very emotionally expressive in general, in the 

interviews.  He, on the other hand, was very colorful and, at times, humorous, when talking 

about the sequence of good times (mostly in the past) and misfortunes in the present. 

When Mrs. Taylor could get into the conversation, she was clear and articulate in 

expressing her positive experiences and in recalling many details of their past life together.  She 

talked about her family being very close.  After she and her husband were married, they spent 

most weekends driving 6 hours to join her extended family group at her parents’ vacation home 

in the mountains. 
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When asked if they had disagreements in their marriage, Mrs. Taylor said they generally 

discussed things and together came to a decision they both were satisfied with.  For instance, she 

reported he asked he if she wanted a third child, but after considering their financial present and 

future, and their age then approaching 40, she said she really didn’t think they needed to have 

another child, and he agreed with her.  He was quite focused on the effort, money and energy 

that would be required of them, he said.  In general, Mrs. Taylor said they usually discussed 

things, when a problem came up.  Though he appeared fairly dominant in the interactions in the 

interview, when actual events in their lives were described, his behavior apparently may have 

been more cooperative and supportive with her, as they reported he was with their children.  For 

instance, in discussing the topic or theme of their parenting and family interactions with their 

children, they apparently shared in providing activities and enrichments for the children, and 

assisting them in succeeding in their lives.  One example of Mr. Taylor’s tremendous 

involvement in helping his children participate in school activities, was that he coached little 

league baseball for years, and their son was active in three sports. 

Mr. Taylor was concerned about his son having to stay up until 11:00 every night after 

getting home after about three hours of football practice and dinner with the team, so he did 

specific sections of all his trivial homework for him, and his son would copy it to save time, on a 

regular basis.  He said if it seemed like something he needed to do, he’d have his son do it.  Later 

Mr. Taylor said he spent plenty paying for five years of college for his daughter, and four years 

for his son.  Mrs. Taylor said she was active in her children’s schools in many ways, too.   

They seemed to have been quite invested in having their children succeed.  Their son 

lives in a $700,000 house here due to his wife’s income, Mr. Taylor said.  This son is friendly 

and comes to their home with their grandchildren more often than they go to his house, but they 

do get together there occasionally.  As a couple Mrs. Taylor and Mr. Taylor talked about 

enjoying going out and socializing in New York and their lifestyle there, and less about being in 

south Florida or here.  A general theme they talked about was enjoying their social connections 

among friends and family that they don’t now have.  Even a neighbor he tried to be friends with 

here said he didn’t need any more friends.  Mr. Taylor said someone told him that a lot of people 

don’t like his New York accent, so they might not hire him also.  They have not found it easy to 

socialize since Mrs. Taylor has had the Alzheimer’s.  She goes to respite groups as often as Mr. 

Taylor can get her a reserved spot, and they have attended the Alzheimer’s Association 
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Connection Café to socialize.  Mr. Taylor plainly said he cannot do much because he has to be 

with her now.  They find interactions with their daughter-in-law not too friendly, so they don’t 

find a pleasant situation there very often either, which was not expected when they moved here 

to be close to their son for support as they age, and specifically due to the Alzheimer’s.  All of 

these disappointments have distressed them, but Mr. Taylor is the one who talks about them.  

They do not report any great deal of affection or enjoyment of each other’s company, and they 

are both pretty confined to only spend the majority of their time together.  Since Mr. Taylor 

frequently lamented these difficulties caused by Mrs. Taylor’s illness, their current quality of 

relationship must be somewhat negatively impacted by his negative comments about her illness. 

When the couple completed the Interview Guide questions, I thanked them both and 

promptly got up to leave.  Mr. and Mrs. Taylor showed me a few mementos in their living room 

and talked about his bird in a large cage.  I wished them well, and they walked me out to their 

driveway.  

4.2.4.4  Couple 4, qualitative review of questionnaire findings.  On the Prior Quality 

of Relationship Scale Mrs. Taylor scored 81, and Mr. Taylor score 89, out of a possible 96.  On 

the Dyadic Adjustment Scale, she scored 116, and he scored 128.  For the adapted Experiences 

in Close Relationships-Revised questionnaire, Ann Taylor’s total score was 57, which divided by 

36 items, equaled 1.7, and on the Attachment-Related Anxiety items her scores averaged 2.2, and 

on the Attachment-Related Avoidance items her scores averaged 1.0 (with the Attachment-

Related Anxiety score twice the value of the Attachment-Related Avoidance scores).  Mr. 

Taylor, the caregiver for his wife, had nearly opposite scores for the Attachment-Related 

subgroups of averaged scores.  He scored 31, which when averaged by dividing it by 18, gave 

him a score of 2.0 for the Attachment-Related Avoidance items, and only a score of 18, averaged 

to 1.0 for the 18 Attachment-Related Anxiety items.  Other differences in the husband’s and 

wife’s scores were as follows: on the Geriatric Depression Scale, Ann Taylor scored a lower 

score of 8, and her husband scored 12, above the threshold of 9, indicating depressive symptoms.  

On the Couplehood questions of how much each felt more like a “We” than an “I,” he responded 

that he felt like an 8 out of 10 on degree of Couplehood currently, and that he had felt the same 

(8) a year ago, and a stronger score of 10 ten years ago.  He predicted he would feel like only a 6 

one year in the future.  Mrs. Taylor, the spouse with Alzheimer’s, selected 10, the maximum 

degree of Couplehood for how much she felt like a “We” currently, and also a 10 for one year 
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ago, ten years ago, and one year in the future.  Finally, Mr. Taylor evidenced a score of 14 on the 

Screen for Caregiver Burden, and reported a score of 8 for Objective Burden, the number of 

problems which have occurred, and 14 for his score of Subjective stress caused by these 

occurrences. 

4.2.5  Couple 5, Mr. and Mrs. Day 

4.2.5.1  Demographic description of Couple 5.   Mr. and Mrs. Day met when a mutual 

friend arranged for them to go to a dance together when he was in her hometown, Lakeland, 

Florida and she was working there.  She was 24, and he was 25.  He had grown up in a well-to-

do family in Jacksonville, then Atlanta, and she in central Florida.  They immediately found each 

other compatible and attractive, and started dating.  They dated for about three months, got 

engaged, and married by December of that year. 

The wife, Jane Day, age 88, attended two years of college in northern Georgia, then 

returned to Lakeland to live with her widowed mother and siblings.  She was a Methodist.  She 

worked in a business before marriage, but spent most of her life as an active homemaker and 

mother.  She married only once, for 63 years. 

Her husband, Tom Day, age 88, graduated from college, worked as a health insurance 

representative for a few years, and after marrying developed his own successful marketing and 

public relations firm in Atlanta.  He was a Presbyterian.  He married only once—to Mrs. Day, 

since December 1951—for 63 years. 

They have three daughters, five grandchildren, and six great-grandchildren.  They sadly 

left their large home in Atlanta, and had to move to Tallahassee, where they live in an upscale 

retirement community, near one daughter.  Mrs. Day is a continual caregiver for her husband, 

and they are now active in several activities since moving here from Atlanta about one year ago.  

He misses playing the trumpet and piano. 

4.2.5.2  Couple 5, interview 1, relationship history and prior quality of relationship. 

An appointment was made to meet Mr. and Mrs. Day following a referral from the leader of a 

Caregivers’ Support group.  This researcher had twice visited this group at the invitation of a 

facilitator from the Alzheimer’s Project and the leader of the group from the retirement 

community who issued the invitation to return anytime.  At the group I announced what this 
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study was about, and requested members call me if interested in participating.  Mrs. Day 

informed me she was in attendance on that date. 

On this date of the first interview with Mr. and Mrs. Day, Mrs. Day told me he had had 

an emergency trip to a dentist that morning, and was napping when I called before the 

appointment time.  I suggested postponing the appointment until he rested, and she said come 

about 45 minutes later, which I did.  Both Mr. and Mrs. Day warmly welcomed me when I 

arrived, and assisted in setting up a place for the tape recorder between us. 

Mr. Day was sitting in the recliner and thanked me for delaying the appointment.  He was 

an attractive octogenarian who didn’t look his age, and was very personable and friendly.  Mrs. 

Day was also friendly and helpful.  Both spouses slowly read the consent forms, and asked how 

the interviews would be used.  Each of them readily signed a consent form, but he read his 

somewhat laboriously. 

We began the Oral History Interview questions.  They readily discussed each question 

and Mr. Day was given the opportunity to answer first several times, and Mrs. Day began to 

provide further information.  Occasionally, she prompted him with a fact he misstated or forgot, 

but he could provide substantial answers to every question.  She had very complete recollections 

of all topics.  Both spouses were relaxed and talkative.  Mr. Day several times made amusing 

remarks fitting the topic, which demonstrated his ready sense of humor.  Mrs. Day said that had 

always been a wonderful feature of his personality.  “He always made me laugh.  I first noticed 

that right at the beginning when we met,” she reported. 

The striking points about this couple’s early life before and after they met, was that both 

had come from highly regarded and economically well-endowed families, his from Jacksonville 

and Atlanta, and hers from Lakeland, Florida.  Both of their fathers had been prominent leaders, 

and successful.  His mother had been a socialite, and his father a doctor.  Her parents were 

popular and respected citrus growers, and in other enterprises, but her 39 year old father died of 

pneumonia, leaving her mother a widow at 32 with three children.  Both nonetheless reported a 

strong, loving family upbringing.  He was sent to a private boarding school in Tennessee during 

high school, where he began his long musical sideline, playing trumpet in a band.  He finished 

college at Emery, and worked in businesses before working in Florida, where he met his future 

wife at age 24.  She had started college at the University of Georgia, but did not finish before 

returning home to live with her mother, and help care for four young children of her brother’s.  



226 

She had a close extended family.  When she was 24, they met after the meeting was arranged by 

a close personal friend, and they all attended a dance.  They immediately enjoyed each other’s 

company, and were engaged within about three months.  He said she was very beautiful and 

popular, and delightfully talkative.  She said they talked and talked, and immediately discovered  

they’d attended the same area youth events at a nearby beach and knew, or their parents knew, 

many of the same people since their families owned lakeside or beach homes in the same areas 

during their youth. 

Mrs. Day recounted life in 1950 and that era, explaining that all her friends were married, 

while she was still occupied with being happy living with her mother and sharing in the care of 

her brother’s four small children.  However, “At that time, if a woman wasn’t married before the 

age of 25, she was considered ‘an old maid’.  I hurried to set our wedding date for December 15, 

just before my 25th birthday on Christmas Day.”  They married after meeting six months before.  

They had a large wedding in her hometown, and he selected the music.  They honeymooned at 

his grandmother’s beach house, and she said they didn’t have or need to spend a lot of money.  

They soon moved for a while to Tampa, and subsequently spent most of the following several 

decades of their life living well in Atlanta suburbs, and raising their three daughters there.  She 

was a dedicated homemaker and mother, and served in all the school, church, and children’s 

activities’ support positions, such as escorting them to every swimming competition, in which 

they excelled. 

He continued his lifelong enjoyment of the outdoors, and was active in hunting and 

fishing.  He became extremely involved in raising Labradors (at one time, seven), and took long 

trips on the dog-related “circuit” of competitions across the South.  Finally things built up to a 

head, and she issued him an ultimatum that he could choose between helping her raise their 

daughters, or enjoy his frequent trips to dog competitions.  He chose to end the latter, and stay 

home with his family. 

No other significant marital problems or “ups and downs” were reported.  They both had 

earlier enjoyed transitioning into courtship, marriage, and parenting.  They shared religious, 

family, and cultural values.  Their daughters grew up, and they reported having five sons-in-law 

between them (two divorced and happily remarried).  They have five grandchildren, and six 

great-grandchildren, and have been married 63 years, very happily from all indications. 
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They reported they had lived near two daughters in Atlanta and Gainesville, Georgia.  

Then the daughter in Atlanta moved to Tampa.  They began to experience “health problems,” 

and all by 2013 decided they needed to be close to one daughter.  The oldest daughter in 

Tallahassee “won” and asked them to come to Tallahassee where they have been living in an 

apartment at the retirement community.  However, they need more room, so will be moving into 

a larger duplex there.  They reported an active schedule—chapel, exercise, line dancing (Mrs. 

Day), and several other activities.  They go to the community dining room for the evening or 

luncheon meal daily, and were going to the weekly movie night after dinner following this 

interview. 

Both Mr. and Mrs. Day very capably were able to fully participate in completing the first 

interview on this date.  They both agreed to meet later this week to complete the research 

process. 

Both Mr. and Mrs. Day talked about how much they respect their spouse, and listened 

intently as the other spoke.  Mr. Day was quite articulate, and spoke warmly about how much he 

had always loved his wife, and does even more now, using the metaphor of climbing higher and 

higher on a ladder as time has passed through their years of marriage.  Mrs. Day spoke a bit more 

about her husband’s personality strengths.  She said he was very intelligent and well-liked, and 

could talk to any person on any subject.  But, above all, she noted twice, “he always made me 

laugh,” and mentioned that as one of the things that first attracted her to him, and has continued 

to this day.  During the interview, Mr. Day demonstrated his ready sense of humor with some 

clever remarks. 

4.2.5.3  Couple 5, interview 2, coping with Alzheimer’s, and present attachment, 

adjustment and depressive symptoms.  Mrs. Day welcomed me into their apartment at the time 

of the appointment for their second interview session.  Mr. Day was again waiting for me, sitting 

in one of their two recliners in the living room of their apartment in their upscale retirement 

community. 

As we were getting settled to start the interview procedures, I led the conversation to 

reviewing some of the introductory procedures of the previous meeting, such as the purpose of 

this research study, and their consent to assist me in discovering what couples in their situation 

of dealing with Alzheimer’s disease need to assist them in maintaining a quality relationship.  

Due to Mr. Day’s apparent frequent occurrences of memory loss, efforts were made to review 
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some of the topics which we discussed and they shared about their families, their early years of 

marriage and their subsequent life together.  Mr. Day asked a few questions about my work.  

Mrs. Day thoughtfully reiterated some facts, and somewhat reassured Mr. Day about the nature 

of the process.  He was polite, and somewhat followed her lead.  When unsure about a 

procedure, he would tend to ask her an occasional question. 

Mr. Day completed the Prior Quality of Relationship Scale by reading along as I orally 

presented each question, and he stated his responses which I recorded on a copy of the 

questionnaire, as was the procedure for both spouses for all the questionnaires.  Periodically, the 

range of choices on the Dyadic Adjustment Scale were repeated, or clarified for him.  He 

completed all the items of these instruments without objections.  After he completed them, Mrs. 

Day completed these instruments, with some reasonable questions presented by her concerning a 

few items.  On the topic of sexual intimacy he did not comment, but answered the questions 

without difficulty.  However, on the Dyadic Adjustment Scale, Mrs. Day stated that at their age, 

sexual intimacy, or sexual relations, was no longer an activity they engaged in at the age of 88.  

Neither partner reported any specific physical health problem in themselves or their spouse.  

Mrs. Day reported that Mr. Day goes to an exercise activity regularly, and they walk up and 

down a flight of stairs frequently to their second-floor apartment rather than using an elevator, 

and they walk to other nearby activities in other buildings on the grounds.  She regularly attends 

line dancing, and they both sing in a local chorus.  They participate in other activities at the 

retirement community, such as bingo, a caregivers’ group, a weekly movie night, and musical 

events.  Despite each being 88 years old, they lead a relatively physically active life, and neither 

uses a cane or walker. 

Mrs. Day explained she is not able to go anywhere without Mr. Day “because he doesn’t 

want me to be out of his sight, even when he can see me line dancing, except in the apartment.”  

She said this is hard on her, because she drives, and would like to be able to go to a bridge club, 

or other places alone.  Another of her accomplishments which seem remarkable at her age, is her 

ability to drive to Atlanta and back with her husband, which she reported she has done twice this 

year. 

The couple were both able to converse in a relaxed manner.  Mrs. Day was more 

spontaneous in talking readily about both the good and bad aspects of their earlier life over the 

years in Atlanta, and the problems in moving and adjusting to their current situation.  Mr. Day 
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would spontaneously comment also at times, and both appeared relaxed and open to disclosing 

information as appropriate. 

The Interview Guide began with briefly touching on the topics of their prior quality of 

relationship when they first met, dated, and married.  Mr. Day very strongly stated he had always 

loved Mrs. Day very much, and she talked about how committed they were to each other, and 

that they never had to be concerned about problems of trust or fidelity or faithfulness to each 

other, because of their shared values.  In particular, Mrs. Day stated that in the 1950s when they 

were dating, it was clearly understood that they would wait until they were married to have 

sexual relations, which they did. 

Other topics already included in the earlier Oral History Interview were reviewed briefly.  

They talked about their lifestyle during the early years of marriage.  Mr. Day’s work as a 

representative of a major medical instruments company was always successful because of his 

natural ability and strong skills as a salesman and businessman.  His personable style and very 

pleasant outgoing personality were very apparent during these interviews.  Mrs. Day again talked 

about her single life after leaving college, and that now she somewhat regretted not being more 

serious about pursuing her degree at that time, because she now lives in a retirement community 

full of professors and other educated people.  But she said she worked in her hometown in 

business settings after coming back to live compatibly with her widowed mother and near other 

family members.  Until Mr. Day came along she said she just hadn’t met the right man, though 

she planned to get married and have children.  The timing was right for both of them, when Mr. 

Day moved to the area for his work, and their relationship just naturally blossomed as they 

shared all sorts of past and present overlapping social experiences, enjoyment of beach and 

lakeside recreation, and compatibility in many areas.  He became best friends with her brother, 

and they shared great enjoyment of hunting and fishing together.  He fit very nicely into her 

family, and they often spent evenings babysitting the four small children of her brother’s.  They 

were engaged within three months, and married by six months after meeting.  She said she’d 

been nine times a bridesmaid, but never a bride.  She wanted to get married before her 25th 

birthday, and they were.  But he was 25, and he turned 26 a month or so after they married 

December 15, 1951. 

They were married in her Methodist church, and both just naturally expected to go to 

church each Sunday.  When they were adjusting to marriage, Mrs. Day made quite a point in 
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saying, her mother had greatly spoiled her, and that she always had had everything go her way in 

the years before marriage.  She said, “I was a spoiled girl,” indicating some significant 

adjustment was required of her after marriage.  However, Mrs. Day said that when they had a 

disagreement during those early years or later, they would soon patch things up, and did not let 

things continue to fester.  They both said they felt close enough to the other partner to go to them 

about any problems they experienced, and both said they did not have to feel worried or insecure 

about their spouse being understanding and accepting of them, in good or bad times.  Neither of 

them tried to avoid dealing with disagreements or anger.  She asserted they both would voice 

their feelings of disagreement. 

Both spouses agreed that after resolving a problem which occurred between them, they 

felt it made their relationship stronger, rather than weaker.  They both said they never considered 

getting a divorce, or separation.  They each stated they could always trust each other.  Each also 

responded that they could let the other one know if they wanted to be close and intimate, when 

asked, but there wasn’t a clear response about how frequently they were intimate. 

When asked about what were the happiest times together during the years prior to the 

beginning of Mr. Day’s problem with memory loss and Alzheimer’s disease, Mr. and Mrs. Day 

talked about many happy times when Mr. Day played trumpet for over 42 years in a Big Band, or 

Swing type band that played Big Band music in Atlanta.  Mrs. Day would go to the 

performances.  Together they talked about many happy occasions enjoying a lake house, and 

water activities, including swimming.  He mentioned that special times for them were the 

weddings of their children and grand-children, and other special holidays or family times.  They 

really enjoyed their four bedroom home in an Atlanta suburb, and miss it now.  He enjoyed 

playing his Steinway piano there.  He used to enjoy working in a large woodworking shop in his 

home, and created many nice objects, they said.  When they moved, the extensive equipment was 

donated to a boys’ school.  Mrs. Day said she enjoyed sewing, and sewed most of her clothes and 

her daughters’. 

When asked if they felt secure in their closeness to their spouse then, they both said yes.  

We then turned to talking about their experience since Mr. Day began having problems of 

memory loss with Alzheimer’s.  Mrs. Day discussed this at the beginning of the interviews and 

again at this time.  I clarified that when we were talking about Mr. Day having an illness we 

were referring to memory loss and other problems associated with Alzheimer’s disease.  Mrs. 
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Day said that she had begun to notice her husband repeatedly would forget something had been 

discussed and even insist it had not.  She decided she needed to have him checked by a doctor.  

He went for an evaluation with a neurologist who completed some tests, and concluded Mr. Day 

had Alzheimer’s and told them.  Mrs. Day subsequently decided she’d like to take him to a 

second doctor, and when he was seen about the Alzheimer’s by a doctor at Emory, he said he 

might also have some frontal-temporal dementia, and it was possible he had some Lewy Body 

Dementia as well, which she said was not likely because he did not have those symptoms.  Mr. 

Day was tried on different medications including Aricept, which he couldn’t tolerate because 

they caused nausea and diarrhea.  He was able to take Namenda, and is on that currently for his 

Alzheimer’s symptoms.  Mrs. Day became more and more of a caregiver, and did not leave her 

husband alone. 

When Mrs. Day sustained a leg injury, it was necessary to get temporary home health 

care assistance.  The three daughters decided that, even though she healed from that injury, they 

couldn’t continue living alone in their large house, and said, “You have to move.”  Mrs. Day said 

“it was their decision, and it was not our decision.”  In November 2013 they moved to 

Tallahassee, because the eldest daughter wanted them to live near her home here, and was the 

one given that responsibility by the three sisters together.  None of the daughters lived in Atlanta, 

but their grandson and his wife bought their large home, and now live there with their three small 

children. 

Mrs. Day said, “It was a very low point in my life.  I was devastated.  I had to leave 63 

years of friends—mostly in Atlanta—and my church.  It was a swift move.  I couldn’t go and do 

things.  The daughters took a few things, and some things were put in storage, but everything 

else of our belongings was sold.  Mr. Day had a very large workshop full of woodworking 

equipment, and he donated it to a boys’ residential school.  He had to give up his Steinway piano 

he loved, and his trumpet which he had played in performance bands all his life.” 

Mrs. Day talked about how upset she was to be required to move away from her home 

and all the other things and people she loved in Atlanta, and her friends.  She said, “I cried and 

cried, every day.  I had never been depressed in my life, but I just was so sad then.  I felt so let 

down, I didn’t feel God had a plan for us, and I lost my faith.  I couldn’t find God.  I had to bring 

[Mr. Day] to an unfamiliar place.  It was a bad time for him.  This apartment is so small 

compared to our four bedroom house.  He didn’t have his piano or his trumpet.” 
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She then explained they had gradually adjusted to their new environment, but were 

waiting to soon move into a larger duplex in this retirement community.  They now participate in 

a chorus and other activities there.  She now says, “Our daughters made the right decision.  This 

place has areas to live if one needs more care than you can do at home, if that is needed.  Right 

now we don’t need it, but it’s there.”  Mr. Day just listened, and sometimes nodded, but did not 

offer more. 

Since 2013 or a short time before, when the doctors told both of them he had Alzheimer’s 

Mr. Day may have understood it more then, but doesn’t talk about it much currently.  Mrs. Day 

said she is not too satisfied with one doctor here and may seek further information about current 

medications.  She has not yet checked on the Alzheimer’s Project Respite, a caregiving service, 

but was encouraged to visit them with her husband, since he objects to being away from her now.  

This is what has caused the greatest change in their daily schedule, because she no longer can 

leave him to do things.  Occasionally, her daughter comes to be there, and every Sunday they go 

to their daughter’s Presbyterian church, and to her home for Sunday dinner together, which they 

now enjoy.  Mrs. Day said, “I found God again.  He was there all along.  I couldn’t see it, but He 

did have a plan for us.  I couldn’t have continued to do it all alone.”  They don’t have caregiving 

assistance at this time. 

When asked how each person’s mood has been, Mr. Day said he had been mostly happy, 

and stays about the same.  Mrs. Day feels much more of a burden, or load of responsibility, and 

as to manage, plan, and execute everything.  She reported she feel sad and depressed at times 

about the situation, but is much less depressed than when she first was forced into the drastic 

changes and losses in her life.  These were brought on by having to leave Atlanta and her home, 

and move into a small apartment here, with a husband for whom it also was a bad time in his life, 

especially losing many things that meant the most to him.  She said the concern and worry about 

all these things interfered with her ability to do as much as she usually did, and the stress 

affected her mood and usual functioning.  She said some things still make her happy, such as the 

trip to Atlanta when they spent Christmas in their former home with their grandson and his 

family, and they got to see old friends.  When asked what makes him happy, Mr. Day said, “I’m 

happy when she’s happy.” 

When we re-convened to complete the last tasks on the semi-structured Interview Guide, 

Mr. and Mrs. Day maintained their warm and friendly manner.  I presented them with a special 
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pie as a thank you for their generous gift of their time to assist me with the research.  They said 

they would be happy to have it for his birthday in three days.  We soon were able to finish the 

last section of the Interview Guide, with each spouse contributing answers first at different times.  

Mr. Day got a few clarifying reminders of the purpose of the meeting and research, but appeared 

comfortable with the proceedings, as he had been before.  Mrs. Day occasionally led him through 

a momentary point of confusion or memory loss concerning a fact in their long marriage or 

current circumstances.  She generally was relaxed and patient and kind in her interactions with 

her husband.  She had no difficulty comprehending all questions and presenting clear and 

substantial responses, not at all evidencing any lack of memory or cognitive strength.  Both 

spouses were focused and diligent. 

Both spouses were very cooperative and congenial at all times.  When they were together 

in the interviews, Mrs. Day often explained what had occurred in their life together, and he 

listened attentively, often chiming in, and occasionally would add a humorous quip.  In 

discussing their current attachment to each other, the affection and warmth and caring she felt for 

him, and he felt for her, were strongly apparent.  The continuing bond of trust and commitment 

each felt for the other was evidenced in their individual responses and spontaneous comments. 

Clearly, Mr. Day is now very dependent on Mrs. Day for most aspects of their life, and 

he said, “I appreciate her daily scheduling and each morning going over the plans for the day, as 

well as her cooking, cleaning, and her caregiving.”  I was surprised when he stated he 

appreciated her caregiving, spontaneously, since most of the spouses with Alzheimer’s with 

whom I’ve met, do not refer to the other spouse as their caregiver, much less say they appreciate 

their caregiving, and they tend to minimize their need for a caregiver in their current situation.  

Mrs. Day referred to herself as a caregiver, and talked about that being one of her major roles 

now in life, as she spoke to both her husband and me.  Together they talked about their good 

fortune in enjoying all of their children, their spouses, and the grandchildren. 

Throughout their long marriage and including their relationship today, they presented as a 

couple with strong mutual affection and attachment to each other throughout 63 years of 

marriage with a very positive prior quality of relationship before the onset of Alzheimer’s.  Their 

apparent present attachment remains strong, they have adjusted fairly well, but not easily to the 

losses they’ve experienced due to Mr. Day’s changes and needs since he was diagnosed with 

Alzheimer’s.  Mr. Day no longer evidenced sadness, as he reported he had earlier, but Mrs. Day 
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reported some significant recurrent symptoms of depression, now reduced, but is increasingly 

unhappy and burdened by caregiving demands and restrictions in her life, all day, every day.  As 

I gathered things to leave, Mrs. Day showed me a picture of Mr. Day on his Atlanta band’s 

bandstand, and some pictures of their family.  Mr. Day spontaneously got up and gave me a hug 

as I left their apartment. 

4.2.5.4  Couple 5, qualitative review of questionnaire findings.  Both spouses were 

able to easily and carefully complete all measurement instruments.  On the Prior Quality of 

Relationship Scale, Mrs. Day scored 79 and Mr. Day scored 84.  On the Dyadic Adjustment 

Scale, Mrs. Day, the caregiver, scored 123, and Mr. Day scored 120, so on both of their 

measures, their scores were very similar.  On the adapted Experiences in Close Relationships-

Revised, Mrs. Day scored 88 overall, which when divided by 36 for the number of items, 

received an averaged score of 2.4.  On the Attachment-Related Anxiety set of items she scored 

21, which averaged to a score of 1.2.  She reported a much higher score on the Attachment-

Related Avoidance items, 61, which provided an averaged score of 3.4.  Mr. Day scored 53 

overall on the ECR-R, which averaged 1.5.  On the Attachment-Related Anxiety items, he scored 

24, which was averaged at 1.3, and on the Attachment-Related Avoidance items he scored 29, 

which gave an average score of 1.6. 

On the Geriatric Depression Scale, Mrs. Day scored 13, and Mr. Day scored 2.  On the 

Couplehood measure of perceived degree of feeling more like a couple, or a “We,” and less like 

an Individual, or an “I,” Mrs. Day reported she feels at the maximum strength of Couplehood 

today, at a 10, and that she felt the same one year ago, at a 10, and ten years ago she rated her 

degree of feeling barely beyond the midpoint at “a 5 or a 6” (which will be rated at 5.5), which 

indicates a much lower evaluation of the degree of Couplehood she felt in her relationship ten 

years ago.  She predicted that one year in the future she would continue to feel a high degree of 

Couplehood, at a 10, as she reported for the present as the caregiver.  Mr. Day reported he felt as 

a “We” rather than an “I” at the maximum level of Couplehood, at a 10 at the current time, and 

also endorsed that rating for his degree of couplehood one year ago, ten years ago, and said he 

expected to be at a 10 on that continuum one year in the future also.  Mrs. Day, as the caregiver, 

scored a 15 for the Screen for Caregiver Burden, and reported an Objective Burden score of 6 for 

the number of problems that have occurred, with a score of 15 on the Subjective Burden, or 

degree of stressfulness she experienced due to these problems.  She did not endorse the 
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occurrences of any of the behavioral or physical problems of functional decline in her spouse, 

which often occur with Alzheimer’s as it progresses, such as problems with dressing, grooming, 

eating, incontinence, or anger, or inappropriate behavior, but instead identified problems related 

to repetitious questions, and inability to meaningfully communicate with her spouse as most 

stressful, as well as feeling very alone in dealing with a great deal of weight on her shoulders. 

4.3  Couple Interview Session Comparisons 

4.3.1  Couple 1, Mr. and Mrs. Lark 

The interview sessions concerning the quality of the couple’s prior relationship yielded 

some complex results overall.  In the Oral History Interview of the couple together, Mr. and Mrs. 

Lark presented strong overall reports of having had a strong bond in their marriage over the 

duration of their 27 years together, on a foundation of shared values, capable participation in 

many projects together, and unquestionable fidelity and commitment to stay married.  They 

interacted as somewhat affectionately attentive and respectful in the interview and no serious 

problems in their marital relationship were presented.   

However, in the individual questionnaire period, whereas Mr. Lark gave nearly consistent 

reports of the strength and closeness of their long marriage, Mrs. Lark provided some negative 

reports of her past unhappiness with some significant problems in their relationship and with her 

husband, due to her husband’s lack of consideration of her wishes, and general manner of 

handling finances and other issues.  She clearly had not been very happy with some aspects of 

her prior relationship in recent years until she became dangerously ill.  She reported an extreme 

change in her husband then, and he became thoughtful and caring.  Her happiness with the 

relationship in general since she became ill with medical illness and Alzheimer’s, was generally 

satisfactory, with some remaining problems.  In their questionnaire responses, noticeable 

contrasts between them corroborated the discrepancy between Mr. Lark’s consistently positive 

responses and his wife’s variable, clearly not so positive representation of their earlier prior 

relationship; indication of her attachment to him was more moderate due to her dissatisfaction, 

and indication of his prior attachment was strongly positive.   

In their second interview session these discrepancies were not evident, since his coping 

with the Alzheimer’s had been very responsible and concerned.  In all three sections of the 
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Interview Guide both spouses presented evidence of a committed, caring bond to loyally face the 

future together.  However, both were very fearful of her future decline due to Alzheimer’s. 

4.3.2  Couple 2, Mr. and Mrs. Green 

In comparing Mr. and Mrs. Green’s presentation in the Oral History Interview, Mr. Green 

was consistently positive about his attachment relationship with his wife, throughout their prior 

relationship, and about the quality of their prior relationship.  However, Mrs. Green was slightly 

restrained in her positive statements concerning their prior relationship before the onset of her 

husband’s Alzheimer’s.  She found it difficult to deal with the negative limitation on their 

intimacy for the past several years before the Alzheimer’s began, due to his prostate surgery, but 

otherwise reported many years of a positive closeness in their prior years together. 

In the questionnaire responses, Mr. Green presented some moderate responses indicating 

some limitations in their current relationship satisfaction or compatibility, but generally strong 

evidence of his attachment to his wife.  Mrs. Green presented equivocal to negative responses to 

some areas of their relationship, and a general negative expectation of their future quality of 

relationship due to his Alzheimer’s prognosis.  However, both stated opposition to divorce or 

considering any lack of loyalty to the other.  In the second interview together following the 

Interview Guide, similar but more positive statements were disclosed, both concerning their past  

relationship before the onset of Alzheimer’s, and subsequently in coping with the Alzheimer’s 

together, and other illnesses.  They both acknowledged some differences in their personalities 

were troublesome in their current quality of relationship, but his awareness of these was more 

minimized.  She had problems with his current choices and “lack of structure,” and they were 

developing more divergent individual lives.  On the positive side, they professed strong loyalty 

and support for each other and their marriage. 

4.3.3  Couple 3, Mr. and Mrs. Farmer 

In their first Oral History Interview Mr. and Mrs. Farmer both reported a happy, 

congenial prior quality of relationship, without exception throughout their 15 or so years of 

marriage, before she was diagnosed with Alzheimer’s.  Subsequently, things had taken a 

negative turn, in that she has declined in her ability to match his cognitive abilities or function 

well in or out of the home independently.   
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In the questionnaires segment, she was able to answer all the questionnaires in an 

appropriate manner, but evidenced a clearly positive evaluation of all aspects of their life 

together.  In contrast Mr. Farmer calmly presented very clearly more negative reports of 

problems in their current quality of relationship since Mrs. Farmer has been evidencing 

significant changes and decline.  He seemed very committed to feeling joined with her in facing 

the future, but very unhappy, with several indications of reported depressive symptoms. 

In their second interview, both were positive and considerately supportive and caring, but 

she was quieter in discussing the Alzheimer’s experience, and attentively listened to her 

husband, though he didn’t make any overtly negative statements specifically about her.  He 

alluded to their situation more subtly, and was not emotionally expressive.  He appeared to 

indicate that he expected to continue being supportive to her, and stated she would need him 

“more and more.” 

4.3.4  Couple 4, Mr. and Mrs. Taylor 

Mr. and Mrs. Taylor were seen in their pleasant, relatively new home where they have 

lived for  approximately one year, since they felt they had to move to Tallahassee from a city in 

south Florida, due to Mrs. Taylor’s problems with Alzheimer’s.  Mr. Taylor was a gracious host, 

and his wife a lovely, neatly groomed mature woman who looked possibly 50, but is 66. 

In the Oral History Interview Mrs. Taylor was better able to have a voice and be heard 

than in several conversations when we were all together or during much of the interviews.  This 

was because her husband would talk a majority of the time in a booming deep bass voice, with 

his thick Brooklyn accent.  He added colorful vignettes continually to the questions, and she 

generally deferred to him, but managed to answer fairly often anyway when asked.  He displayed 

his emotional distress verbally, centered on his inability to be hired for dozens of work situations 

here, partly for money, and secondly, for something he thrives on, a job and regular socializing 

with people.  He is a prime victim of role captivity, the dismal and frustrating confinement in 

one’s home because he can’t take his spouse with Alzheimer’s “out for every meal or for walks 

in the grocery store every day,” as he said.  They are unable to live extravagantly, so the high 

cost of companion service has also limited means to respite time.  Nevertheless, Mrs. Taylor has 

been noted to be the star attendee at 2-3 respite groups in town weekly, because her husband is 

expert at getting a reservation for her at each place once a week. 
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Mrs. Taylor is attentive, polite, friendly in a quiet way if someone speaks to her, 

otherwise more seen than heard.  But in her home, she took the initiative to be more inviting, and 

initiated conversation as a courtesy, it seemed.  When given the opportunity, she was 

surprisingly interesting and pleasant to listen to, as she clearly recounted her memories of their 

early life together.  She reported many happy years in Brooklyn with her husband, and then with 

two children.  She brightened up a bit on that subject.  She indicated they had been happy 

together, and didn’t have any marital problems then, or now.   

She acknowledged that she has Alzheimer’s, and indicated some areas of depressive 

symptoms on her questionnaires.  Where her husband openly complained that they had to do this 

or that unpleasant thing, basically because her Alzheimer’s is changing their lives, she has 

indicated a degree of depressive symptomology on her questionnaire, yet never complains out 

loud.  Mr. Taylor is complaining because he too is sad and depressed in an agitated way, with a 

sense of future disaster when and if Mrs. Taylor cannot be cared for at home.  They exemplify 

the couple who are almost housebound by Alzheimer’s. 

They both reported a happy, family-filled, good life throughout their marriage until 

recently.  Currently they appear to each be securely attached to the other, he just not as happily 

as before.  Their marital adjustment was not as strong as before, but loyally maintained.  He is 

emotionally expressive, and trying to get help, but is honest about it.  He has had big 

disappointments in life, but his wife’s Alzheimer’s had been the worst and he is distressed. 

4.3.5  Couple 5, Mr. and Mrs. Day 

This couple who are both 88 years old, and he was to turn 89 just a few days following 

their last interview, were an outstanding couple who were surprisingly open and capable of 

participating.  Although Mr. Day was advancing through the early stages of Alzheimer’s, he 

could decide and appropriately respond rationally and independently to his questionnaire 

questions.  He looked to her for guidance, or even slight reassurance, about general questions of 

procedure and some factual recall.  His short-term memory loss was more advanced, and he 

needs reminding of new people or places. 

Both spouses are kind and pleasant with each other and reported a long happy life 

together, after one or two problems cropped up, but were resolved, over 63 years of marriage.  

They are a refined Southern couple, who have developed their own successes.  He still displays a 
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strong sense of humor, and an engaging personality.  The problem is, she is becoming 

increasingly sad that she’s quickly losing much of who he has been, and is now totally 

responsible for everything for him, and unable to even leave him (almost).  He is not aware of 

this.  They are both surprisingly fit, so they are able to walk, and drive (Mrs. Day only) around 

their retirement community.  He only reported a life without current difficulties on his 

questionnaires, and an ongoing strong attachment and marriage to his wife; she is loyally 

devoted to his well-being, but wants to be only a part-time caregiver, and is feeling very 

burdened. 

4.4  Spouses’ Attachment Relationships 

4.4.1  Mrs. Rose Lark’s Attachment Relationship 

Mrs. Rose Lark grew up in Mississippi in a middle-class family.  She spent her adult life 

generally in north Florida where she lived with her first husband and their two daughters.  She 

graduated from college and received a Master’s degree in education and expertise in adult 

education and gerontology.  After 27 years of marriage her husband died.  Within two months 

she met a recently widowed man at a Widows and Widowers group, and they began to develop a 

relationship.  They were married about two years later, and have now been married 27 years. 

Mrs. Lark developed a moderately secure attachment to her husband through the years of 

their marriage, and reported sharing a number of major work experiences and shared projects 

with him, based on their shared values and interests, such as spending two years in AmeriCorps, 

in a rural Florida county.  She independently was highly successful in developing programs for 

senior adults and was nationally honored for that work in Washington, D.C.  Though she was 

close to her husband, she reported there were areas in her life with her husband that concerned 

her, such as financial dealings and periods of lack of responsiveness from him concerning her 

wishes, so her Prior Quality of Relationship was variable and only moderately positive over past 

years. 

Since she developed Alzheimer’s disease she has become more dependent on her 

husband, with other medical problems in the last two years.  She reported a complete change for 

the better in her husband’s current strongly considerate attitude and degree of support and 

caregiving.  Her quality of relationship is more positive.  Her attachment to her husband is more 
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secure.  She has continued to be intelligently articulate, and clearly recalled many substantive 

facts in discussions. 

4.4.2  Mr. Bob Lark’s Attachment Relationship 

Mr. Lark grew up in Canada, where he worked as an engineer for some years before 

emigrating to the United States.  He reported he had a positive childhood.  He has been married 

twice before his current marriage.  His first wife divorced him after eight years of marriage.  

They had one son who died at age 23.  He married again, but that marriage ended when she died 

after only about one year of marriage, and he had adopted two out of three daughters she had.  

Soon after she died he met his current wife, Rose, and they have been married 27 years.  They 

formed a strong relationship based on shared values, attraction, intelligence and compatibility.  

He reported he has continually had a positive Prior Quality of Relationship with her, without any 

notable problems.  He also presented a strong secure attachment to Mrs. Lark. 

Since the onset of her Alzheimer’s, Mr. Lark has become very attentive to having his 

wife receive good medical care and diagnoses, and participation in research studies related to her 

Alzheimer’s disease.  He stated he is definitely and permanently committed to her.  His 

attachment to her is secure.  His quality of relationship is positive, but somewhat affected by his 

concerns about her future condition and needs.  He has remained very capable of managing 

things thus far.  

4.4.3  Mrs. Jill Green’s Attachment Relationship 

Mrs. Jill Green grew up in Florida in an unhappy home with a supportive mother, to 

whom she had a secure attachment, and an alcoholic father.  Her parents finally divorced when 

she was a senior in high school.  She married not long after, which allowed her to get away from 

her family, as her brother had done.  Her first marriage apparently had some problems that 

accumulated to a final decision to divorce after 18 years.  They had two daughters.  She worked 

hard to put her husband through college and a Master’s degree, but never had the opportunity to 

go to college.  She presented a comment about growing up believing she was stupid, and that 

part of her life later was about proving she was capable of achievement.  She successfully went 

to college finally at age 38 after the divorce.  She further distinguished herself in attaining highly 

responsible administrative positions on the college level.  The theme of seeking and attaining her 



241 

own achievements and developing her abilities was clearly a guiding theme subsequently in her 

life. 

She met her husband after these developments, and they shared religious and other 

values.  They married and she has had a secure attachment to her husband.  Following his 

physically limiting illnesses, she experienced some problems adjusting to some losses, so her 

Prior Quality of Relationship was reduced slightly.  She expressed a theme of commitment in the 

choices in her life, during those years of actively participating in meaningful leadership 

opportunities to contribute her efforts in the community. 

Since the onset of Alzheimer’s, Mrs. Green has reported an ongoing commitment to her 

husband and marriage, and her attachment has remained moderately secure.  However, she 

acknowledged some differences in their personalities have led to some difficulty in handling 

daily tasks.  She expressed a strong theme of devotion to maintaining good health; she runs every 

day, and she encourages her husband to exercise more for his health.  She indicated a slight 

decrease in the quality of the relationship has occurred since the onset of Alzheimer’s, but also 

affirmed her intention to be there for him. 

4.4.4  Mr. Frank Green’s Attachment Relationship 

Mr. Green had a relatively difficult childhood without a secure attachment to a parent 

after his mother died when he was only five, and he had been closely securely attached to her.  

His father was distant and not warmly caring, and not very responsive as he grew up closer to his 

older sister.  He was somewhat harshly treated by his paternal grandmother.  When his father 

remarried he was a teenager, and the stepmother apparently was just mildly supportive.  He went 

to college and on to a seminary, and became a priest in a mainstream Protestant denomination, 

and held that position for about 37 years in southern Florida.  He had a positive relationship with 

his first wife, who died after a long marriage.  While a priest in a multicultural urban church, he 

became very open to working with disadvantaged people, with a religious theme in his 

dedication to being a clergyman, and a humanitarian theme of working to help others. 

He met his current wife, Jill, at a religious retreat after she was divorced.  They had a 

long distance courtship, and decided to marry the following year.  He reported a strong attraction 

to her, and they shared important religious and cultural values and interests.  He has had a secure 

attachment to his wife since their marriage.  They have been married 19 years.  His Prior Quality 
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of Relationship has been high.  Before he was diagnosed with Alzheimer’s about four years ago, 

he had endured two bouts of prostate cancer and other problems, and his wife was very 

supportive in helping him through operations and illnesses.   

Since the onset of his Alzheimer’s, she has continued to responsibly guide arrangements 

for his medical care, and they have continued enjoying going to classes together, church music, 

and a recent two-month trip to western Europe, Russia, and Morocco.  So far he has been able to 

do such things and manage on his own when she goes places.  He has recently preached sermons 

in churches and taught a class about the Bible himself.  His strong theme of wanting to care and 

minister to others has remained.  His positive quality of relationship has remained fairly strong. 

4.4.5  Mrs. Gina Farmer’s Attachment Relationship 

Mrs. Farmer grew up in a rural community in Florida in a family with close ties to each 

other, and a secure attachment in her childhood and since.  She had some college education 

before going to work at a state agency for many years.  She had been married about eight years, 

but that marriage apparently had been an unhappy one which ended in divorce.  However she 

had a daughter at a young age, and had been very devoted to raising her as a single mother.  One 

of the strongest themes was that she was very devoted to focusing her life on raising her daughter 

as her highest priority and didn’t remarry or live with Mr. Farmer until her daughter was 25, and 

had graduated from college. 

A theme of commitment to caring for an aging ill relative was one she strongly 

evidenced, and Mr. Farmer had helped her.  For many years they spent every third weekend as 

caregivers for her mother at her home so that Mrs. Farmer could rotate on a schedule of devoting 

that time to caring for her mother with Alzheimer’s every third weekend, taking turns with her 

two sisters. 

4.4.6  Mr. Dave Farmer’s Attachment Relationship 

Mr. Farmer’s life growing up in West Virginia seemed to have been happy, and he 

reported good relationships with his parents as an only child.  He had a secure attachment to his 

mother and father.  He focused on a strong interest in advancing his education and career, first by 

graduating from college, then in getting a Master’s degree.  He evidenced a theme of 

commitment to his work, and also in his choice to work in support of environmental protection. 
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He expressed a theme of not being overly anxious to marry, but gradually, over a year or 

so, he decided to start dating his wife, whom he met at work.  He expressed a theme of being 

supportive of her devotion to raising her daughter, while not living with her during the 16 years 

they dated before marriage.  He reported they had fallen into a comfortable routine, so he didn’t 

feel the need to marry until they did.  He reported a secure attachment to his wife had developed, 

and that they had a satisfactory relationship and marriage.  His Prior Quality of Relationship was 

positive. 

Since the onset of Alzheimer’s he has reported a continued secure attachment to her, 

while being very concerned about the Alzheimer’s and its impact on both of them.  He indicated 

a high degree of stress and burden is already affecting him, so a theme of distress about his 

current life situation was apparent.  His quality of relationship has been somewhat diminished, 

but he said she would need him more and more in the future.  He evidenced a strong theme of 

loyalty to his wife. 

4.4.7  Mrs. Ann Taylor’s Attachment Relationship 

She grew up in a large close-knit Jewish family in Brooklyn, with economic comforts and 

educational goals that led her to achieve success as a teacher.  Primarily she was centered on her 

family with traditional values as a wife and mother connected to extended family. 

Her Prior Quality of Relationship was secure, and her life stable.  Through their mutually 

cooperative marriage they raised two children who achieved the dream of economic success, in 

Miami and Tallahassee.  She has had a secure attachment to her husband and earlier to her 

parents.   

Together as a couple, since Alzheimer’s struck or changed their life, she has followed her 

husband’s lead to move nearer her son, but leaving behind closer social ties, and not having 

much closeness in extended connection with her son’s wife and family.  Her husband is unhappy, 

and they are basically alone in their world facing a dismal future, and he talks about it 

continually.  Her quality of relationship has been somewhat diminished by the Alzheimer’s since 

the onset has drastically uprooted their life, causing them to move to a very different new city to 

be near an adult child.  She still appears to have a fairly secure attachment to her husband, in a 

passive role. 
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4.4.8  Mr. Larry Taylor’s Attachment Relationship 

Mr. Taylor grew up in New York City and his family had faced some hard times 

financially and otherwise there.  His father was not a strong positive figure in the family at some 

periods, and had faced problems financially.  After a period spent in public housing, they got a 

good break and an opportunity to move to a better environment in a house in Brooklyn.  Mr. 

Taylor expressed a lifelong theme that he was committed to earning a living to responsibly care 

for his family. 

He didn’t like studying in school, but excelled in physical sports.  He had a dream of 

going to the Olympics, and was on a track to try for that as one of the fastest runners competing 

then in New York.  He expressed a theme of extreme disappointment when his life dream and 

plan was tragically destroyed when he was seriously injured in one leg, so he could no longer 

seriously compete. 

Mr. Taylor expressed a theme that through serious efforts and commitment to develop his 

natural talent or abilities, and the drive to compete, he could find success and happiness in life 

and overcome adversity.  He had the goal to settle down and build a family, and to seek middle 

class happiness with a wife to support his drive towards economic achievement.  Their Prior 

Quality of Relationship and life before Alzheimer’s was secure, and he had a secure attachment 

to his wife.  He devoted himself to hard work and competition to win the goal of economic 

success, and to  prove his worth, in the world and for his family’s happiness.   

After leaving Brooklyn, his value and joy in that success in his work identity was 

thwarted moderately until he found an alternate career of stability in south Florida, and both 

children married well into wealthier lives.  Since his wife got Alzheimer’s, his happiness through 

work and social ties has been crushed.  He is already lonely and wanting friends.  He fears he 

will lose her, too. 

4.4.9  Mrs. Jane Day’s Attachment Relationship 

Mrs. Jane Day grew up in a prominent family in a small town in central Florida, as a 

popular girl in the 1940s.  Her dad died when she was eight, and her widowed mother at 32 

raised her and her two siblings there.  She had a close secure attachment with her mother then 

and on into adulthood. 
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She went to the University of Georgia for over two years, then returned to live with her 

mother and close relatives.  In 1951 she met and married Mr. Day, after several months of a 

quality relationship of shared values and romantic attraction developed, when she was 24 and he 

was 25.  She was close to her brother and sister-in-law so helped with the four babies they had in 

about two years.  Her fiancé joined right in with caring for the children while dating Jane.  

Strong positive relationships developed between her fiancé and her extended family.  Mr. and 

Mrs. Day developed a secure attachment that has endured through 63 years of marriage. 

She enjoyed a positive Prior Quality of Relationship and secure attachment to her 

husband as they built an economically successful life in Atlanta and had three active daughters.  

When he was excessively travelling with his independent hobby of dog competitions, she gave 

him an ultimatum that he had to choose between that or raising his daughters with her, so he 

chose her and the girls, and stopped the travelling activities.  Prior to this her Prior Quality of 

Relationship was only moderate and less positive, but after he chose to remain home it again was 

positive.  She enjoyed being a homemaker, mother, a volunteer with church and community, 

bridge, tennis and dancing. 

With the onset of her husband’s Alzheimer’s, Mrs. Day’s happy life in Atlanta ended one 

year ago.  Her daughters made the decision, and extremely suddenly they had to sell their home 

and many possessions and move to a local retirement community in north Florida, which was 

very upsetting and difficult for her, and for her husband.  She was very depressed and cried for 

weeks, and even felt disconnected from God and her faith.  Gradually she has adjusted and feels 

fewer depressive symptoms related to the move, but now is experiencing the sadness and burden 

of constant caregiving for her husband due to the Alzheimer’s.  Her attachment to him is 

somewhat less secure but remains, while her need for assistance so she can enjoy activities again 

has been difficult.  Her current quality of relationship has sharply declined but she is committed 

to being very supportive of her husband. 

4.4.10  Mr. Tom Day’s Attachment Relationship 

Mr. Tom Day grew up in a wealthy family, with economic success apparently based on 

his father’s education as a doctor, and his family life focused on country club society.  But 

because he was sent out of state to a boys’ private school, he became independent, and loved 

outdoor activities of hunting and fishing and animals, and rejected the country club life, he 
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reported.  He achieved academic success and loved studying chemistry, and was very popular in 

social relationships with an engaging outgoing personality with people.  He loved music and 

started a lifelong enjoyment of playing trumpet in a dance band.  He developed a secure 

attachment (mutually) with a wife he loved (and still loves).  He had first focused on achieving 

independent success both socially and economically through his popular engaging personality 

and skills in sales. 

Through his positive relationships with people and drive to achieve success in business, 

plus the ability to attain necessary funds, he built and owned a very successful business, and was 

its C.E.O. in Atlanta.  His independent travels alone with dog competitions disrupted the quality 

of his relationship and marriage and family life until his wife’s ultimatum to choose one or the 

other resulted in ending the dog competition travelling and sharing her responsibilities to raise 

their three daughters, so their quality of relationship since has been very strong and his 

attachment has remained strong since, through their 63 year marriage.  He also had a lifelong 

connection for over 40 years playing trumpet in an Atlanta band that played Big Band type 

music, which he loved doing. 

Since the onset of his Alzheimer’s disease, his attachment to his wife is secure, but 

increasingly he is dependent on her, and wanting her close by at all times.  His perception of the 

quality of his relationship to her is very positive.  The Alzheimer’s onset, and the three 

daughters’ decision, drastically and suddenly uprooted their comfortable, upper class suburban 

quality of life in Atlanta.  They were both in their mid-80s with three daughters living in other 

cities.  

He was required to leave his home, his lifelong friends and social connections, his 

trumpet and piano, and everything but his wife, when they moved to a local upscale retirement 

community apartment in Florida, to be near one daughter and her family nearby.  He had a 

difficult adjustment to a new environment. 

Subsequently he has appeared happy, with his lifelong friendliness and sense of humor, 

but has been increasingly needing his wife’s caregiving and presence.  His quality of relationship 

is strong and his attachment to her is secure. 

 



247 

CHAPTER 5 

DISCUSSION 

This case study has been an exploration into the world of couples who have transitioned 

into the new and unfamiliar territory of living with Alzheimer’s, during the early stage of this 

life-altering disease.  This descriptive qualitative study was a multiple-case study of five couples, 

and each couple was a case and a unit of analysis.   

The literature has extensively explored the subjective concerns and objective stressors of 

caregiving spouses or relatives of persons with Alzheimer’s, but this research study was designed 

to investigate both the quality of the prior marital relationship and the  current attachment of the 

husband and wife pairs who participated.  In addition, this study was designed to advance 

knowledge of these spouses using attachment theory as the lens through which to more 

thoroughly understand each person’s experience and each couple’s relationship.  To move 

beyond previous studies, this case study advances understanding beyond the knowledge in the 

literature by fully including both the caregiving spouse and the spouse with early stage self-

reported Alzheimer’s in the protocol of this case study, in a novel combination of the above 

study design features. 

In the literature on case studies, Creswell (1998) stated that qualitative case studies may 

“employ theory in different ways;” it may be “absent from the study with a focus on description 

of the case” (Creswell, 1998), or it may shape the direction of the study, or may be “used to 

guide the study in an explanatory way (e.g. Yin, 1989)” (Creswell, 1998, p. 87).  In this case 

study attachment theory is the theory which was used to guide the study in a primarily 

descriptive, rather than explanatory way, in this qualitative descriptive study.  Aspects of the 

attachment relationships of each couple were described in the findings of this study, and will be 

further summarized in this chapter, and reviewed for discussion of comparisons across cases. 

Creswell (1998) said that qualitative research questions are “open-ended, evolving, and 

non-directional, and ask ‘what’ or ‘how,’ and can range from global statements such as ‘Tell me 

about your life now’ to more specific questions.”  One overriding question investigated with the 

caregiving spouses in this case study was “What is it like to be the person you are now, living the 

life you are experiencing since your spouse got Alzheimer’s?”  Underlying most of the specific 
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questions asked of the spouse with Alzheimer’s, the counterpoint question for the spouses with 

Alzheimer’s was “What is it like to be the person you are now, with Alzheimer’s, as you notice 

differences in your emotional life of positive or unhappy feelings, or as you may find things 

changing within you and in your connection to your spouse?”  Another area generally explored 

was, “What is different about how you spend your days and nights, and what is the same as 

before you got Alzheimer’s?” 

This case study examined these aspects of the lives of the five couples studied in depth.  

All of the couples were willing to be quite forthcoming in providing their responses to the 

interview questions which were presented to them, following the semi-structured Interview 

Guide, and to the questions included in the several questionnaires they individually answered.  In 

fact, no one refused to answer any question in the protocol, and on only three occasions on one 

individual question, an individual said, “I don’t know how to answer that.” 

From these interview observations and interactions, the ability of persons in the early 

stage of Alzheimer’s to engage in the conversations and tasks successfully was documented.  

The thematic generalization that the spouses with Alzheimer’s in the early stage were able to 

participate in couple interviews was substantiated in this research study about their attachment 

relationships with their spouses.  

In Table 7 (below), the themes expressed by the five spouses with self-reported 

Alzheimer’s are listed with some of the quotes they presented in the interviews with the 

researcher.  These personalize the lived experience of these persons who have begun to find their 

lives and relationships have changed, and they are less able to be independent or secure. 

 

Spouse Themes of Persons with Alzheimer’s 

Couple 1 
Mrs. Lark 

1. Fear of future inability to care for self due to Alzheimer’s 
2. Depression about losses of abilities and activities 
3. Appreciation of spouse’s caring and current attentiveness 
4. Desires to help others 

Quotes: “What is most worrisome and depressing is what deterioration I will experience when the 
Alzheimer’s progresses.  I am afraid of that, and not ever being able to feed myself.” 
“With my mood I have some good days and some bad days, and I feel depressed then.” 
“Since I got so sick and my husband saw I might die, he has been much more attentive and caring and I 
appreciate that.” 

 

 

Table 7   Emotional Lived Experience of Spouses with Alzheimer’s 
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Table 7 – continued 

Spouse Themes of Persons with Alzheimer’s 

Couple 2 
Mr. Green 

1. Love and affection for wife 
2. Religious involvement and faith 
3. Sadness and worry about illnesses 
4. Enjoyment of sharing time with people 
5. Loves his children and grandchildren 

Quotes: “I am happy when my wife is happy.” 
“We share the same values and have enjoyed sharing our family times with our children.” 
“She is a beautiful and caring person.  I admire her efforts to help others.” 
“We enjoy classes, travel, church, and times with our children together.” 
“I feel good and I have something to work on [regarding his illness].  I do get depressed about my 
illnesses sometimes.  I am worried about being able to make my wife happy.” 

Couple 3 
Mrs. Farmer 

1. Positive attachment to husband 
2. Insecure and uncomfortable without husband present 
3. Dependent on  husband for necessary care 
4. Devoted to daughter 

Quotes: “We just seemed to get along well right from the beginning.  We share the same values and 
beliefs.  I was the first to tell him I loved him.  Like my parents’ sense of commitment, they both loved 
each other like in our marriage.” 
“I feel comfortable when he’s around.  He takes care of a lot of things.” 

Couple 4 
Mrs. Taylor  

1. Sad about loss of independence and capabilities 
2. Enjoys attending couple group gatherings with husband 
3. Misses past social life and family ties 
4. Enjoys grandchildren 

Quotes: “We miss the life we had in Brooklyn, I was very close to my mother and family, and I miss 
being with them.  I get sad sometimes about things we’ve lost.  We enjoyed our friends and did so many 
things there.” 
“Moving here has been hard, especially for my husband.” 
“I like going to groups with him.” 
“My grandchildren and my son come over, and I really like being with them.” 

Couple 5 
Mr. Day  

1. Loves and appreciates his wife 
2. Insecure and distressed if separated from his wife 
3. Enjoys activities with others if wife is present 
4. Misses past activities 
5. Enjoys relationships with children and grandchildren  

Quotes: “I love my wife—more and more as we have gotten older.  It’s like climbing a ladder.” 
“She’s a wonderful wife and mother.  I appreciate her cooking and scheduling our day, and her 
caregiving.” 
“I miss playing my trumpet and our home in Atlanta sometimes.”  
“We enjoy visiting our daughter on Sundays.” 
“I like my wife to be near by.” 

 

 

Most of the spouses with Alzheimer’s acknowledged some aspects of their loss of former 

activities and independence in managing some aspects of their lives.  Some expressed significant 

fears of the future with Alzheimer’s, and most had some sadness about losses or changes in their 
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lives already occurring in the early stage of Alzheimer’s.  Their relationships with their spouses 

have become central to all aspects of their lives, as they have become more dependent on their 

spouses socially and emotionally.  Their enjoyment of their children was usually important to 

them, but their attachment relationships to their spouse has become the key factor in their quality 

of life.   

5.1  Research Questions 

1. What is the level of attachment of the caregiving spouses of persons with Alzheimer’s 

disease to their spouses, and the level of attachment of the persons with Alzheimer’s disease 

to their spouses, when they experience the early stage of Alzheimer’s disease in one spouse 

and the other spouse is his/her caregiver?  How is a couple’s level of attachment affected 

when they experience the early stage of Alzheimer’s disease in one spouse, and the other 

spouse is the caregiver? 

a. How do the spouses in couples married only once differ from the spouses in couples 

in which one or both spouses has been married more than once, in the self-reported 

level of attachment of each spouse to the other, as measured by the adapted 

Experiences in Close Relationships-Revised (ECR-R) questionnaire (Fraley et al., 

2000), when the couple experiences the early stage of Alzheimer’s disease in one 

spouse? 

b. How is the length of a couple’s marriage related to the self-reported attachment of the 

caregiving spouse and the care-receiving spouse to each other, as measured by the 

adapted Experiences in Close Relationships-Revised (ECR-R) questionnaire (Fraley 

et al., 2000), when they experience the early stage of Alzheimer’s disease in one 

spouse?  How do the spouses in marriages of longer duration (30 years or more) 

differ from the spouses in marriages of shorter duration (less than 15 years) or 

medium duration (15-30 years), in current attachment reported by caregiving spouses 

and care-receiving spouses experiencing the early stage of Alzheimer’s disease in one 

spouse? 

2. What was the quality of the couple’s prior relationship before the onset of Alzheimer’s 

disease in one spouse, as measured by the Prior Quality of Relationship Scale completed by 

each spouse? 
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a. How is the quality of a couple’s prior relationship before the onset of Alzheimer’s 

disease related to the present attachment of the caregiving spouse and the care-

receiving spouse to each other, as indicated by the adapted Experiences in Close 

Relationships-Revised (ECR-R) questionnaire (Fraley et al., 2000), when they 

experience the early stage of Alzheimer’s disease?   

b. How do the care-receiving and caregiving spouses who report a Positive Prior Quality 

(PPQ) in their marital relationship differ in self-reported attachment from those 

spouses who report a lesser or Negative Prior Quality (NPQ) in their marital 

relationship? 

3. What is the level of perceived couplehood (Kaplan, 2001) and closeness in each spouse when 

one spouse in the couple is in the early stage of Alzheimer’s disease, and the other spouse is 

a caregiver for his/her spouse? 

4. What is the level of marital adjustment and satisfaction in care-receiving and caregiving 

spouses in couples in which one spouse is in the early stage of Alzheimer’s disease, and the 

other spouse is a caregiver for his/her spouse, as measured by the Dyadic Adjustment Scale 

(DAS) (Spanier, 1976)? 

5. For couples in which one spouse is in the early stage of Alzheimer’s disease and the other 

spouse is his/her caregiver, what is the level of depressive symptoms in caregiving spouses 

and care-receiving spouses as measured by the Geriatric Depression Scale (GDS) (Yesavage, 

1983)? 

6. What is the level of caregiver stress perceived by caregiving spouses of persons in the early 

stage of Alzheimer’s disease, as indexed by the Screen for Caregiver Burden (SCB) 

(Vitaliano et al., 1991)?  How is the quality of a couple’s prior relationship before the onset 

of Alzheimer’s disease related to the present level of caregiver stress perceived by spouses of 

persons in the early stage of Alzheimer’s disease, as measured by the Screen for Caregiver 

Burden (SCB) (Vitaliano et al., 1991)?   

Research question one asked what the level of attachment of the caregiving spouses and 

the spouses with Alzheimer’s had been, and how it was affected by the onset of Alzheimer’s, 

which will be discussed next.  The meaningful implications of the findings of the case study 

related to attachment theory are that some of the persons with Alzheimer’s reported a relatively 

unchanging level of attachment, and that is consistent with the findings regarding attachment 
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theory that “adult attachment is expected to be relatively stable, but PwD [persons with 

dementia] and carers are in a dynamic relationship (Wright, 1982),” quoted in Nelis, Clare, and 

Whitlatch, 2012, p. 852.  Looking first at the spouse with self-reported Alzheimer’s, the 

attachment style of two of the spouses with Alzheimer’s was rated as secure, Mrs. Farmer and 

Mr. Day.  Mrs. Lark, another spouse with a diagnosis of Alzheimer’s, scored in the fearful type 

of insecure attachment on the ECR-R, because she scored very high above the median score on 

attachment-related avoidance, uncomfortable being close or dependent, and above the median on 

attachment-related anxiety.  She had reported her attachment was fairly secure in the period since 

the onset of Alzheimer’s, due to the positive changes in her relationship with Mr. Lark, who had 

become much more considerate and supportive of her during that time, and yet her overall ECR-

R rating of attachment was rated as fearful, perhaps partly due to her strongly reported fear of her 

negative prognosis of helplessness with deterioration with advanced Alzheimer’s and her 

discomfort with being dependent on someone.  She had reported feeling much less secure and 

trusting in her relationship with her husband during several years prior to her becoming ill with 

life-threatening medical problems.  Mr. Green also scored in the fearful insecure attachment 

style. 

Mrs. Taylor scored in the preoccupied type of insecure attachment on the ECR-R, 

because she scored low below the median score on attachment-related avoidance, being more 

comfortable being close or dependent, and high above the median score on attachment-related 

anxiety, being more insecure about partner’s availability and responsiveness.   

Secondly, two out of five of the caregiving spouses were found to have a generally secure 

attachment, Mr. Lark and Mr. Taylor, though he currently had appeared to be somewhat 

dismissive and less secure in his attachment when observed in his interactions and comments 

about Mrs. Taylor.  However, he spoke about an ongoing expectation to be her caregiver for the 

foreseeable future.  A third caregiving spouse, Mrs. Green, scored in the fearful insecure style of 

attachment, and presented a more complex situation in her current life circumstances.  She stated 

she would never consider divorcing her husband.  She apparently had had a secure attachment to 

her husband throughout her marriage until both his physical health problems and the Alzheimer’s 

symptoms had reportedly lowered her satisfaction in the relationship, and her apparent level of 

attachment to some degree, but she stated her ongoing commitment to her husband.  The fourth 

caregiving spouse, Mr. Farmer, scored in the fearful insecure style of attachment.  Mrs. Day, the 
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fifth caregiving spouse, scored in the dismissing insecure attachment style, because she scored 

high in anxiety-related avoidance, uncomfortable depending on another, and low below the 

median in attachment-related anxiety, feeling secure about partner’s availability and 

responsiveness. 

In summary, two of these older caregiving spouses primarily continued to have a secure 

attachment to their spouses, and two of the spouses with Alzheimer’s were currently rated as 

having a secure attachment to their spouses, notwithstanding their quality of life was negatively 

impacted by having Alzheimer’s in the early stage.  In comparing the couples married more than 

once, Mr. and Mrs. Lark, Mr. and Mrs. Green, and Mrs. Farmer only, both Mrs. Lark and Mr. 

and Mrs. Green reported fearful insecure attachment, and reported they had at least some mild 

reservations about the quality of their marriage during recent years, but Mrs. Lark was no longer 

reporting that, due to the improvement in her husband’s behavior toward her and in her marriage 

since her illness.  The other spouses married more than once, Mr. Lark and Mrs. Farmer, were 

scored as having secure attachment to their spouses.  Mr. Taylor and Mr. Day, the two husbands 

married only once, reported a secure attachment to their spouses, but Mrs. Taylor scored as 

having a preoccupied insecure attachment, and Mrs. Day scored as having a dismissive insecure 

attachment. 

Research question one asked what the caregiving spouses’ level of attachment was for the 

care-receiving spouse, and what the care-receiving spouses’ level of attachment was for his/her 

spouse, and 2 out of 5 of each group had a secure attachment to their spouse.  The level of 

attachment for the following spouses, as indicated by the specific scores for the above reported 

types of attachment on the adapted ECR-R for the caregiving spouses were: Mr. Lark scored 64, 

averaged at 1.8; Mrs. Green scored 89, with an average of 2.6; Mr. Farmer scored 97, for an 

average of 2.5; Mr. Taylor scored 49, with an average of 1.4, and Mrs. Day scored 88, with an 

average of 2.4.  The care-receiving spouses scored as follows on the ECR-R: Mrs. Lark scored 

135, for an average of 3.8, a much higher score than her husband; Mr. Green scored 78, for an 

average of 2.2; Mrs. Farmer scored 39, for an average of 1.1; Mrs. Taylor scored 39, for an 

average of 1.1; and Mr. Day scored 53, for an average of 1.5 on the adapted Experiences in Close 

Relationships-Revised questionnaire. 

Only the husbands in both of the once-married couples, the Taylors and the Days, were 

rated as having a secure attachment, though both Mr. Taylor and Mrs. Day (the caregivers) 
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expressed strong frustrations and loss, and some depressive symptoms in their current marriage, 

due to their spouses’ Alzheimer’s.  There were some differences or decreases in 2 out of 3 of the 

twice married wives’ attachment over recent years, Mrs. Green and Mrs. Lark, but one was a 

caregiver, and one was a person with Alzheimer’s. 

In comparing the level of attachment of the long married two couples, the Taylors (42 

years) and the Days (63 years), Mr. Taylor and Mr. Day were rated to have relatively secure 

attachments, despite the problems due to Alzheimer’s experienced by the caregivers.  Mr. and 

Mrs. Lark have been married 27 years, and only Mr. Lark was currently reported to have a secure 

attachment.  Mr. and Mrs. Farmer have had a marriage of shorter duration (16 years), and only 

Mrs. Farmer was securely attached.  No noteworthy differences were observed related to the 

length of these marriages. 

Research question two asked what the Prior Quality of Relationship was in all five 

couples before the onset of Alzheimer’s, as measured by the PQRS, the Prior Quality of 

Relationship Scale.  For Couple 1, the husband’s score was 81 and the wife’s was 63; for Couple 

2, the husband’s score was 74, and the wife’s score was 80; for Couple 3, the husband’s score 

was 88, and the wife scored 87; for Couple 4, the husband scored 89, and the wife scored 81; and 

for Couple 5, the husband scored 84 and the wife scored 79 on the Prior Quality of Relationship 

Scale (PQRS). 

Research question two also asked how the couples’ prior quality of relationship was 

related to their scores on the ECR-R, a measure of attachment, for the current period.  For 

Couple 1, the husband scored 81 on the PQRS, and 64 on the ECR-R, and the wife scored 63 on 

the PQRS and 135 on the ECR-R.  For Couple 2, the husband scored 81 on the PQRS, and 78 on 

the ECR-R, and the wife scored 63 on the PQRS, and 89 on the ECR-R.  For Couple 3, the 

husband scored 88 on the PQRS, and 97 on the ECR-R, and the wife scored 87 on the PQRS, and 

36 on the ECR-R.  For Couple 4, the husband scored 40 on the PQRS and scored 49 on the ECR-

R.  For Couple 4, the wife scored 81 on the PQRS, and 39 on the ECR-R.  For Couple 5, the 

husband scored 84 on the PQRS, and 53 on the ECR-R, and the wife scored 79 on the PQRS and 

88 on the ECR-R. 

Research question two also asked how the care-receiving and caregiving spouses who 

reported positive prior quality in their marital relationships differed in attachment from any 

spouses who reported a negative prior quality of relationship.  All of the spouses scored 
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relatively similar scores on the PQRS, both wives and husbands.  They all scored between 74 and 

89, except for Mrs. Lark, who scored somewhat lower with a score of 63 on the PQRS, which 

was in the positive range.  None of the spouses reported a negative score on the prior quality of 

relationship in the marriages before the onset of Alzheimer’s. 

Research question three asked what the caregiving spouses’ level of perceived 

Couplehood was, and what the level of Couplehood was for the spouses with Alzheimer’s.  The 

range of scores on the continuum of Couplehood was 1 to 10, with 10 as the maximum “We-

ness,” or Couplehood, score.  The care-receiving spouses scored as follows on the degree of 

Couplehood:  Mrs. Lark scored a current score of 8, a score of 3 for one year ago, a score of 2 for 

ten years ago, and a score of 1 for one year in the future.  Mr. Green scored respectively, in that 

order, 6 for current score, 6 for one year ago, 8 for ten years ago, and a 7 for one year in the 

future.  Three of the five spouses with Alzheimer’s, Mrs. Farmer, Mrs. Taylor, and Mr. Day, all 

reported Couplehood scores of 10 for all time periods.  This indicated their tendency to report 

aspects of their marital relationship were invariably positive. 

Research question four asked what the level of marital adjustment scores were for each 

couple since the onset of Alzheimer’s in one spouse.  On the Dyadic Adjustment Scale the five 

husbands and wives scored the following scores for Marital Adjustment:  for Couple 1, the 

husband’s score was 138, and the wife’s score was 109 (the largest difference between two 

spouses); for Couple 2, the husband’s score was 113, and the wife’s score was 112; for Couple 3, 

the husband’s score was 120, and the wife’s score was 128; for Couple 4, the husband’s score 

was 128, and the wife’s score was 116 (a difference of 12); and for Couple 5, the husband scored 

120, and the wife scored 123.  Spouses in three couples scored within 8 points of each other, and 

the range of all scores was between 112 and 138.  The mean score for marital adjustment for 

married individuals on the Dyadic Adjustment Scale is 114.8 (Spanier, 1976), so all spouses in 

the study scored above that mean score (or within 1-2 points in the case of Mr. and Mrs. Green), 

except for Mr. Lark, who scored below 109, 5 points below the mean.  Despite the problems they 

faced, all couples reported nearly average scores for marital adjustment compared to the average 

for this instrument. 

Research question five asked what the level of depressive symptoms was for both the 

caregiving spouses and the care-receiving spouses.  On the Geriatric Depression Scale, the scores 

endorsed for the presence of depressive symptoms for the caregiving spouses were:  Couple 1, 



256 

Mr. Lark, 10; for Couple 2, Mrs. Green, 11; for Couple 3, Mr. Farmer, 11; for Couple 4, Mr. 

Taylor, 12; and for Couple 5, Mrs. Day, 12—all very similar scores.  All these scores by all 

caregivers were above the threshold of a score of 9, which indicated the persons were 

experiencing symptoms of depression. 

For the care-receiving spouses, the GDS scores were as follows: Couple 1, Mrs. Lark 

scored a high score of 19; Couple 2, Mr. Green scored 14; Couple 3, Mrs. Farmer scored 11; 

Couple 4, Mrs. Taylor scored 16; and Couple 5, Mr. Day scored 10.  Three of them, Mrs. Lark 

(19), Mr. Green (14), and Mrs. Taylor (16) reported a higher number of depressive symptoms 

than their caregivers. 

Research question six asked what the level of caregiver stress was, for the five caregivers, 

as indicated by the subjective burden score for the Screen for Caregiver Burden.  Mr. Lark in 

Couple 1 scored 9; Mrs. Green scored 15, and Mr. Farmer scored a very high score of 28, 

indicating he felt a very high degree of Subjective Burden for stress events which have occurred.  

Mr. Taylor scored 14, and Mrs. Day scored 15 on this measure of caregiver stress, which were 

also higher scores.  The mean score for subjective burden for spouse caregivers of persons with 

Alzheimer’s for this instrument is 37.54, and the norm for objective burden is 10.30 (Vitaliano et 

al., 1991).  Scores in this study were probably lower because all spouses with Alzheimer’s were 

only in the early stages. 

Research question six asked how the quality of a couple’s prior relationship has related to 

the caregiver’s perceived stress, measured by the Screen for Caregiver Burden.  Mr. Lark scored 

81 on the PQRS and 9 on the perceived burden (SCB).  Mrs. Green scored 80 on the PQRS, and 

15 on the SCB.  Mr. Farmer scored 88 on the PQRS and 28 (extremely high) for the SCB.  Mr. 

Taylor scored 89 on the PQRS, and 14 on the SCB.  Mrs. Day scored 79 on the PQRS, and 15 on 

the SCB.  These scores do not demonstrate a correspondence or similar pattern between the 

PQRS score of the couple’s Prior Quality of Relationship (ranging from 79 to 89), and the 

caregivers’ respective scores on the Screen for Caregiver Burden (a much larger range of 9 to 

28). 

5.2  Limitations of the Study 

A limitation which was an unexpected circumstance that constrains the generalization of 

the interpretation of the findings of this research study, was an unanticipated lack of available 
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African-American and Hispanic married persons in the early stage of Alzheimer’s, who would be 

eligible for recruitment to participate in this study, despite a very high proportion of African-

Americans in the population of four counties visited.  This was learned during attendance at 10 

Alzheimer’s groups in four counties, where no African-Americans in the early stage of 

Alzheimer’s were available.  It was learned when visiting an Alzheimer’s group that they have 

few African-American participants before the person with Alzheimer’s has advanced in the 

disease to the moderate state, when they would not be eligible for this study because they would 

not be sufficiently able to communicate.  Another possible limitation in this couples research is 

that interviewing couples individually or together may impact the information communicated 

and achieved.  

The planned and anticipated limitation of the number of participant couples in the case 

study was a delimitation chosen because of the necessity of using a limited number of five 

couples due to the time constraints involved.  A delimitation in this study was the use of 

purposive and snowball types of sampling or recruitment of participants in utilizing opportunities 

to receive referrals and invitations to speak in community centers for elders to recruit persons 

able to participate, rather than to attempt to do a type of random sampling for more widespread 

generalization of the findings.  Professionals in the community provided the opportunity for me 

to place flyers or attend groups to notify couples about this research study, and some participants 

volunteered to be in the study. 

5.3  Implications 

5.3.1  Implications for Theory Development 

Couples who were dealing with one spouse being diagnosed with Alzheimer’s and the 

other serving as the caregiver at home, were fully able to participate together in couple’s 

interviewing while the person with Alzheimer’s was still in the early stage of the disease.  At this 

stage of Alzheimer’s, participants in this study were all able to interact appropriately in 

interviews and in completing questionnaires which were read to them, which facilitated clarity in 

following the procedures and efficiency in completing the tasks easily.  The exclusion of such 

persons with Alzheimer’s in the early stage, and including only the caregiver in developing 
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theoretical knowledge about the life experience and the realities of these persons’ dyadic 

relationships, unfairly limits the knowledge which could be gained by including them. 

Attachment theory has been stated in principle by Bowlby and others, to apply from the 

cradle to the grave, or old age.  This study further evidenced that theoretical principle, and 

demonstrated that couples as old as 88 were able to contribute to the knowledge of aging 

persons’ marital relationships.  Including the viewpoints of both spouses avoids getting only one 

side of the story of their lives, although some persons in the early stage of Alzheimer’s are less 

forthcoming or articulate than others, as shown by the interviews in this study, but couples at any 

age can demonstrate that variability. 

Attachment in some older persons’ marriages continues, but often in different ways than 

it may have been experienced at earlier ages.  The persons with Alzheimer’s in the early stage 

were capable of expressing continuing deeply felt emotional attachment for their spouses, 

privately and in the other’s presence also.  The Alzheimer’s body of literature has acknowledged 

that persons with Alzheimer’s in the early stage have the ability to experience and express 

emotional connection to others and emotional problems of fear of their future and depressive 

symptoms, and this study supported this statement.  The Alzheimer’s literature has also 

suggested that emotional expressiveness and functioning has remained stronger longer than the 

person’s ability to cognitively function in many ways, which is an important area of knowledge 

to further understand concerning the theoretical knowledge about the couples’ emotional 

attachment relationships. 

5.3.2  Implications for Research 

All of the above findings and statements or assertions in regard to theory relating to 

individuals and couples living with early stage Alzheimer’s, also apply to research in these same 

specific areas.  Further research which includes both partners in aging couples would be 

appropriate to more fully understand actual limitations in their ability to participate in research 

procedures, and in their own daily life situations.  Further research on the needs and capabilities 

of aging individuals for emotional connection with spouses and others is warranted and 

recommended.  Research that validates or substantiates the abilities and needs for seniors to have 

affectionate and sexual intimacy with their spouse or partner when they wish to do so would be 

an important contribution to enlighten those who might prevent those types of expression of 
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attachment and affection needed by older people, such as in providing for mutually consensual 

conjugal visits in nursing care facilities or assisted living housing, where a couple might be 

unnecessarily restricted and separated because of care needs, or institutional rules. 

Further research on the use of couple therapy with aging couples, specifically types of 

therapy such as Emotionally Focused Couple Therapy, would be recommended for use with 

capable couples to focus on the couples’ problems on an emotional level more successfully.  It is 

recommended that opportunities for individual therapy, couples therapy, and group therapy be 

provided for persons and spouses living with early stage Alzheimer’s, and it is recommended 

that further research be done in these areas.   

Further research is needed regarding what determines the process and outcome of 

decision-making by couples, particularly caregiving spouses, and what couple and individual 

services and support would benefit these couples, and maximize their quality of life.  Gottman’s 

research on marital processes and the cascade toward marital dissolution as an outcome, provides 

an example of the possible research paths to further examining the emotional processes couples 

dealing with Alzheimer’s experience. 

In applying this process to couple research with couples in which one spouse has 

Alzheimer’s disease, the theoretical picture and the process and the potential outcomes are very 

different from the general situation of the study of decline in marital satisfaction progressing 

toward the criterion of interest of marital dissolution in Gottman’s (1994) research.  However, 

Gottman’s (1994) process research provides a relevant precedent leading to applying a parallel or 

similar understanding of changes to observe in the processes and potential outcomes for couples 

in which one spouse has Alzheimer’s disease. 

As Gottman (1994) reported, much of the past clinical research on marriage has been 

based on goals in marital therapy suggested by factors that correlate with marital dissatisfaction.  

In research with couples dealing with Alzheimer’s, the quality of each spouse’s emotional 

attachment, their patterns of interaction, their history, and current changes in their relationship as 

they attempt to cope with the current and potential impact that one spouse having Alzheimer’s 

disease may have on their marriage, and the prior quality of their relationship are factors which 

may correlate with marital dissatisfaction, and can be observed and discussed in couple interview 

sessions.  Each spouse (and couple) may be at particular points in a progression of changes in 

emotional attachment, marital satisfaction, possible feelings of depression or loss, and degree of 
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supportiveness to his/her spouse.  The process of changes in these variables may indicate 

progression to differing outcomes for different couples, varying from continuing caregiving 

while living together to possible placement of the Alzheimer’s afflicted spouse in a nursing 

home, with accompanying changes in continuation of aspects of the marital relationship over 

time.  These changes may include a possible decrease in couple interaction, and the anticipation 

of the eventual dissolution of the relationship by separation, or death. 

In viewing the process toward a possible criterion event of separation by placement or 

loss of the marriage relationship with a spouse with Alzheimer’s disease, evidence of some 

progression toward this criterion event could be observed in a short term study, which may 

provide some understanding of what types and level of marital interaction may be predictive of 

differing outcomes to the marriage.  This may provide a clearer theoretical picture of the process 

involved in the changes and possible decline of the marital relationship of couples in which one 

partner has Alzheimer’s disease, and in identifying at what stage a particular couple is, in the 

progression of precursor events leading to the anticipated long-term decline of the marital 

relationship.  However, a prior criterion of severe decline in (or low) marital satisfaction and 

quality may be observed as a precursor to dissolution. 

Physiological evidence supporting the stressfulness, to the wife, of the husband’s 

withdrawal from interaction included increases in the wife’s heart rate and skin conductance, 

consistent with reports in the literature that wives find their husband’s withdrawal highly 

aversive (Gottman, 1994).  Results of this study suggested that the stonewalling behavior “occurs 

in a negative interactive context in which both partners are simultaneously withdrawn listeners 

and complaining, criticizing, contemptuous, and defensive speakers” (Gottman, 1994, p. 273).  

Labels describing this interactive pattern were “hot-withdrawn” or “hostile-detached” (Gottman, 

1994, p. 273).  Gottman (1994) reported evidence in their data showed the “husband’s 

withdrawal from hot marital interaction was also associated with his physiological arousal 

(increases in skin conductance)” (p. 273). 

However, Gottman (1994) stated other researchers had reported that “subjects who do not 

facially express emotion during stressful situations have been found to have greater physiological 

responses than those who do express emotion (e.g., Notarius & Levenson, 1979)” (Gottman, 

1994, p. 273).  Gottman (1994) also reported the related finding that “heightened physiological 

responses to stress (e.g., Weinberger, Schwartz, & Davidson, 1979)” (p. 273) are associated with 
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a coping style of repression and denial.  In addition, Gottman (1994) reported his research data 

“in general, ... support the notion that women, who take responsibility for improving an ailing 

marriage and who do not withdraw, are more likely to be chronically physiologically aroused 

than men, who are more likely to withdraw” (Gottman, 1994, p. 273).  Follow-up studies of 

Gottman’s 1983 research cohort suggest “it is the wives in high-risk marriages whose health is 

compromised, not the husband’s... which could be related to gender effects in physiological 

arousal during marital interaction” (Gottman, 1994, p. 274). 

The above results which reported heightened stressfulness experienced by spouses who 

either are facially nonexpressive and/or who present a coping style of repression and denial, may 

be applicable to non-expressiveness of emotion, as well as denial of experiencing marital 

problems in various marital circumstances.  Such circumstances could include attempting to cope 

with a diagnosis of Alzheimer’s disease in oneself or one’s spouse and dealing with the ongoing 

marital interactions and problems with one’s spouse.  It is unclear, also, how powerfully the 

stress of caregiving can impact a spouse, male or female, who carries the burden of taking 

responsibility for their marriage which is ailing due to the problems and losses the spouses 

individually experience, due to the impact of Alzheimer’s disease on their emotional and social 

relationship.  The research results reported by Gottman (1994) support the likelihood of the 

frequently reported high stressfulness and negative health impacts of caregiving for a spouse 

with Alzheimer’s disease (Alzheimer’s Association, 2009; Coggin, 2009). 

In addition, the degree of stress experienced by the spouse with Alzheimer’s, who may be 

facially nonexpressive of emotion or stress and who may be somewhat withdrawn in marital 

interactions, is unknown.  Possibly, indications of subjective depression and measures of marital 

adjustment and satisfaction, which were obtained through the quantitative instruments which 

were used in this study, may increase understanding of the subjective emotional experience of 

the spouse with Alzheimer’s disease, and the spouse who serves as caregiver for his/her spouse.  

In addition, qualitative observations of the nature of the marital interaction by the couple 

therapist, similar to the anecdotal reports described above by Gottman (1994), could provide 

additional useful indications of the experience and needs of the individual spouses dealing with 

the experience of Alzheimer’s disease. 
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5.3.3  Implications for Practice 

Among possible applications of the knowledge gained in this dissertation research, which 

included in-depth discussion by the participant spouses with early stage Alzheimer’s and their 

spouses, about their ideas and emotional needs and problems, would be for couples such as these 

to have easy and welcome access to activities and types of therapies which would address these 

needs.  Particularly in regard to the persons in the early stage of Alzheimer’s or other dementias, 

there is a need for such opportunities, such as for individual and couple therapy, and for support 

groups where they can give and receive from others in a respectful setting. 

Currently most groups for persons with Alzheimer’s group together persons at different 

stages of the disease, thereby diminishing the specificity and quality of the experience for higher 

functioning persons, or for all.  The respite groups I have investigated were excellent at 

providing a warm, supportive environment of caring volunteers, and companionship with other 

persons with Alzheimer’s, in addition to beneficial experiences with yoga, music, crafts, and 

other activities, but they were instituted basically to provide much needed respite for the 

caregivers.  However, what is here recommended is that, because these groups have generally 

only provided a more superficial, social interaction, they do not provide an opportunity for these 

individuals to focus on their personal emotional and relationship needs or problems, or to receive 

support on that level.  It is recommended that opportunities for couples or individuals living with 

early stage Alzheimer’s be given the opportunity for individual or couple therapy, and group 

therapy (rather than group activities) if they are capable of participating.  The distress, depressive 

symptoms, and fearful apprehension of dealing with or having advancing Alzheimer’s in the 

early stage, has been demonstrated in this research study, and indicated there is a definite need 

for therapeutic assistance for these persons with Alzheimer’s, to help alleviate these problems, 

and to provide these services for the caregiving spouses as well.  

5.3.4  Implications for Public Policy 

Additional programs, treatment groups, individual and couple therapy, and therapy 

opportunities for persons with Alzheimer’s at all levels as appropriate to their needs, strongly is 

advocated and recommended.  Governmental and organizational leaders need to be accurately 

informed so they can improve the provision and funding decisions made to benefit these 
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individuals.  Health care services for all, including individual, couple, and group mental health 

and therapy services, is a serious need that is important for government and insurance leaders to 

fund and regulate. 

5.4  Conclusion 

Due to the enormous emotional pain and difficulties endured by the 5.4 million persons 

in the U.S. with Alzheimer’s, and all their caregivers, the topic of this dissertation is indeed 

socially significant.  A goal of this research has been to do an exploratory qualitative case study 

of couples in which the husband or wife is in the early stage of Alzheimer’s, and the other spouse 

is the caregiver, in order to advance knowledge of their evolving attachment relationship, and to 

investigate their lived experience with Alzheimer’s disease in the early stage, and to determine 

their capacity to engage in interviews together to discuss their current emotional and relationship 

needs and strengths. 

This case study has allowed all of the couples to present richly substantial descriptions of 

their attachment and the quality of their prior relationships before the onset of Alzheimer’s, and 

how each couple’s attachment relationship was changing but continuing in variable ways across 

multiple couples’ cases, but was continuing with variable related problems of marital adjustment 

and depressive symptoms reported by the couples.  They represent many other couples going 

through life with Alzheimer’s disease in the early stage, and many have unmet needs for 

opportunities to receive therapeutic services to help them to successfully cope with their 

situations, as couples. 

A great deal of research is needed on all levels in the effort to eventually cure and 

alleviate suffering from Alzheimer’s disease.  It is the privilege and role of marriage and family 

therapists, and psychotherapists in general in different efforts, to focus on discovering the core 

struggles and needs for understanding, love, and attachment which couples living with early 

stage Alzheimer’s are experiencing, and to advance the knowledge and methods to meet those 

needs. 
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APPENDIX A  

INTERVIEW GUIDE 

Introduction 

Thank you for allowing me to meet with you in your home and have the opportunity to learn 
about your experience, which will assist me in my doctoral study as a Licensed Marriage and 
Family Therapist.  If you have any concerns or questions as we talk, please let me know..   
As the consent form to participate explained, this is a study concerning couples in which one 
spouse is thought to have begun to experience dementia of the Alzheimer’s type, and who are 
learning as a couple to cope with any changes they experience.  I believe you will be helping us 
better understand how to be helpful to couples like you by participating in this study. 

I want to remind you that your participation is completely voluntary.  You may refuse to answer 
any question.  If at any time you feel uncomfortable, let me know, and I will do my best to ease 
this. 

Before we begin do you have any question about the study or about me or my role here with 
you?  [if yes:  What can I help clarify for you?] 

If you do not have any [more] questions, then let us continue. 

Interview Guide 

Prior Quality of Relationship 

Thinking about your past relationship before the beginning of this illness, I would like you both 
to tell me about the beginning of your life together. 

 Tell me about when you met.  What was it like for each of you when you started dating? 
o What attracted you to each other? 

 What were your feelings for HIM/HER when you started to be a couple? 
o (Prompt to other spouse if needed): And what were your feelings then? 

 What made you pick HER/HIM and fall in love with HER/HIM? 

 What did you most appreciate about HIM/HER? 
 

Now I would like to understand what your relationship was like during the earlier years of your 
marriage. 

 How much of your free time did you spend together? 

 What kind of experiences did you share in your daily life? 

 In the past, did you feel close enough for each of you to go to the other about any 
problems you experienced? 

 Could you each tell me more about that? 
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 When was that most helpful in your life together? 

 Did you generally feel worried or did you feel secure that HE/SHE would be 
understanding and accepting of you, in good and bad times? 
o Can you tell me more about that? 

 How often did each of you let your spouse know that you wanted to be close and 
intimate?  How did they respond to you? 
o Did you feel comfortable with that? 

 How was it to trust your spouse through the years? 

 Back then did you feel like you would always count on HIM/HER to respond to your 
need to feel supported? 
o Who would come to the other for emotional support? 
o How would the other one of you respond? 

 When you had a disagreement during those past years, what did each of you do in 
reaction? 
o How would that generally end between you? 
o Did either of you avoid dealing with problems or issues of anger between you? 
o Did either of you try to ignore the problem rather than resolving it with your spouse? 

 How strong was your couple relationship when you experienced major problems? 
o Can you tell me about those times? 
o Did they make your relationship stronger? 

 During the years of your marriage, did you get through problems without separating? 
o Did you ever discuss getting a divorce? 

 In the past how did you help each other through your hardest times? 

 Before the beginning of this illness, what were your happiest times together? 

 Did you feel secure in your closeness to your spouse then? 
 

Experience of the Couple with Alzheimer’s Disease 

 In your more recent experience, what led you to go to see what illness or problem you 
might be dealing with? 

 What was the doctor’s conclusion? 

 Did you understand the diagnosis? 

 When did you both find out it is Alzheimer’s disease? 

 What has changed for each of you? 

 How has this changed your daily schedule? 

 Do you have any assistance from others? 

 What changes have been difficult for each of you? 

 How do each of you feel about that? 

 How would you describe your mood most of the time now? 

 How does it vary from time to time? 

 Has your mod now changed compared to the past years? 

 How often do you feel sad or depressed? 

 What causes you the most concern or worry? 

 What helps each of you to be happier? 
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Present Couple Attachment 

Now, thinking about your relationship today, 
 

 What do you appreciate about each other? 

 What do you do to help each other? 

 What activities do you enjoy doing together? 

 What values and goals do you share as a couple? 

 Who else do you spend social time with? 

 Who do you spend time with in your family? 
o How do you spend your time and what do you do when you are together? 
o Is that helpful to you? 

 Thinking about your couple communication, can you go to your spouse about any 
problems you are experiencing? 
o Would you say your communication has changed, and if so, how has it changed? 
o What is it like between you two now? 

 Can you tell your partner everything? 
(or) 

 Do you avoid talking about some things with your spouse? 
o What sort of things do you avoid sharing? 

 Are you able to talk to your spouse about YOUR/ or HIS/HER memory changes? 
o What is that like for each of you? 
o Do you talk to your partner about the memory changes, or do you try to hide or ignore 

them? 
o Do you sometimes keep your feelings to yourself? 

 In your daily life recently, have you noticed changes in yourself or in your spouse? 
o What is it like experiencing these changes in your partner? 
o What is it like experiencing these changes in yourself? 
o What is it like experiencing Alzheimer’s disease? 

 Do you feel worried or do you feel secure about whether your spouse will be 
understanding and accepting of you? 
o What are your concerns? 

 Are there times when you avoid being together? 
o Can you tell me about that? 

 What is it like trying to trust each other now? 

 What are the greatest strains on your relationship now? 
o Have you been dealing with problems as a couple? 
o How do you feel that has been going for you? 

 Do you feel that you can always count on your spouse? 
o What is that like for you? 

 How secure do you feel in your relationship with your spouse? 

 Are there times when you comfort or reassure your partner when something upsetting 
happens? 
o What happens when you try to do tat? 
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 There are times when every couple has disagreements or when one does something the 
other dislikes.  How do the two of you usually deal with these times? 
o Ever couple has ways they handle disagreements.  What do each of you do? 
o Does either of you avoid working things out? 
o Has that changed from the past? 

 What is endearing and special about your WIFE/HUSBAND to you? 
o Would you turn to your spouse and share that with HIM/HER now? 
o How do you feel hearing that? 

 How often do you tell your spouse that you love HIM/HER? 

 Do you feel able to tell your spouse when you want to be held close or make love? 
o What is it like to ask for that? 
o How does your spouse respond? 
o How often do you kiss each other? 
o How often do you make love? 

 How do you feel you are alike or different in agreeing or sharing this part of your 
marriage? 
o Is this different from what it used to be? 

 Do you think your closeness has gotten stronger or weaker, or has it stayed about the 
same? 
o Do you feel your relationship has gotten stronger in some ways now? 
o Can you tell me about that. 

 Is your spouse the most important person you go to to share good and bad news or 
feelings? 
o What is that like for you now? 

 What advice would you give to professionals about helping other couples like 
yourselves? 

 What advice could you share with other couples dealing with Alzheimer’s disease? 
 

Closing 
Thank you very much for sharing your thoughts and feelings to help with this study.  This will 
help us to better assist other couples who have similar experiences. 
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APPENDIX B  

PRIOR QUALITY OF RELATIONSHIP SCALE (PQRS) 

 The statements below refer to your relationship with your spouse before [you/he/she] 
became ill.  Please think about your past relationship with [your husband/wife] and indicate the 
extent of your agreement or disagreement with each statement. 
 
A = Strongly disagree 
B = Disagree 
C = Agree 
D = Strongly agree 
 

__ 1. I knew what my [husband/wife] meant when [he/she] said something. 

__ 2. My [husband/wife] and I were not close to each other. 

__ 3. My [husband/wife] got too involved in my affairs. 

__ 4. My [husband/wife] took what I said the wrong way. 

__ 5. When I was upset, my [husband/wife] usually knew why. 

__ 6. When I was upset, I knew my [husband/wife] really cared. 

__ 7. When my [husband/wife] was upset, [he/she] tried to get me to take sides. 

__ 8.  My [husband/wife] let me know how [he/she] felt about me. 

__ 9. My [husband/wife] still liked me even when we argued. 

__ 10. My [husband/wife] was available when I wanted to talk to [him/her]. 

__ 11. When my [husband/wife] got angry with me, [he/she] stayed upset for days. 

__ 12. Even if my [husband/wife] disagreed, [he/she] still listened to my point of view. 

__ 13. My [husband/wife] really trusted me. 

__ 14. I often did not know whether to believe what my [husband/wife] said. 

__ 15. My [husband/wife] always understood what I value in life. 

__ 16. My [husband/wife] always made me feel that whatever I did for [him/her] was not 

 enough. 

__ 17. My [husband/wife] always made me feel like a special person. 
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__ 18. My [husband/wife] was often critical of me. 

 

 The following statements also refer to your relationship with your [husband/wife] before 
[your/his/her] illness began.  Please think about your past relationship with your [husband/wife] 
and select one of the three responses listed. 
 
A. Not at all close  __ 19. Taking everything into consideration, how close did you  
B. Not very close   feel in the relationship between you and your   
C. Moderately close   [husband/wife] before [you/he/she] became ill? 
D. Very close 
 
A. Not at all well  __ 20. How was communication between you and your 
B. Not very well   [husband/wife] then?  How well could you talk about  
C. Moderately well   things that really concerned you? 
D. Very well 
 
A. Not at all well  __ 21. Generally, before [you/he/she] became ill, how well did  
B. Not very well   you and your [husband/wife] get along together? 
C. Moderately well 
D. Very well 
 
A. Not at all similar  __ 22. In general, how similar were your views about life to those  
B. Not very similar   of your [husband/wife] before [you/he/she] became ill? 
C. Moderately similar 
D. Very similar 
 
A. Not at all satisfying __ 23. How satisfying were your opportunities for affectionate 
B. Not very satisfying   contact with your [husband/wife] before [you/he/she] 
C. Moderately satisfying  became ill? 
D. Very satisfying 
 
A. Not at all satisfying __ 24. How satisfying were your opportunities for sexual 
B. Not very satisfying   intimacy with your [husband/wife] before [you/he/she] 
C. Moderately satisfying  became ill? 
D. Very satisfying 
 
           (Zahn, 2012)  
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APPENDIX C  

SCREEN FOR CAREGIVER BURDEN (SCB) 

_______ 1. My spouse continues to drive when he/she shouldn’t. 
_______ 2. I have little control over my spouse’s illness. 
_______ 3. I have little control over my spouse’s behavior. 
_______ 4. My spouse is constantly asking the same questions over and over. 

_______ 5. I have to do too many jobs/chores (feeding, shopping, paying bills) that 

my spouse used to perform. 

_______ 6. I am upset that I cannot communicate with my spouse. 

_______ 7. I am totally responsible for keeping our household in order. 

_______ 8. My spouse doesn’t cooperate with the rest of our family. 
_______ 9. I have had to seek public assistance to pay for my spouse’s medical 

bills. 

_______ 10. Seeking public assistance is demeaning and degrading. 

_______ 11. My spouse doesn’t recognize me all the time. 
_______ 12. My spouse has struck me on various occasions. 

_______ 13. My spouse has gotten lost in the grocery store. 

_______ 14. My spouse has been wetting the bed. 

_______ 15. My spouse throws fits and has threatened me. 

_______ 16. I have to constantly clean up after my spouse eats. 

_______ 17. I have to cover up for my spouse’s mistakes. 

_______ 18. I am fearful when my spouse gets angry. 

_______ 19. It is exhausting having to groom and dress my spouse every day. 

_______ 20. I try so hard to help my spouse but he/she is ungrateful. 

_______ 21. It si frustrating trying to find things that my spouse hides. 

_______ 22. I worry that my spouse will leave the house and get lost. 

_______ 23. My spouse has assaulted others in addition to me. 

_______ 24. I feel so alone—as if I have the world on my shoulders. 

_______ 25. I am embarrassed to take my spouse out for fear that he/she will do 

something bad. 

 

(Vitaliano, Russo, Young, Becker, & Maiuro, 1991, p 77). 

Reprinted with permission of Oxford University Press. 
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